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Association  & 

Reservations  now  being  taken  for  TMA’s  104th  Annual  Session  in  Houston; 
plan  to  attend  lectures,  Curbstone  Consultations,  and  special  programs 


Make  your  hotel  reservations  now  (see 
page  125)  for  the  Texas  Medical  As- 
sociation’s 104th  Annual  Session  to  be 
held  in  Houston,  May  6-9,  1971.  Final 
programs  are  being  prepared  by  sec- 
tion, related  organization,  and  commit- 
tee officers.  Thirteen  scientific  sec- 
tions, 28  related  groups,  and  eight 
committees  \will  be  participating  in  the 
1971  session. 

Scientific  sessions  and  exhibits  will 
be  scheduled  at  the  Shamrock  Hilton 
Hotel,  delegates  will  make  their  head- 
quarters at  the  Astroworld  Hotel,  and 
the  Auxiliary  will  conduct  its  sessions 
at  the  Marriott  Motor  Hotel.  Hous- 
ing commitments  now  total  approxi- 
mately 1,650  rooms. 

Format  revisions  for  the  Houston 
meeting  include  the  extension  of  the 
informal  Continental  Breakfast  Round 
Table  presentations  from  one  to  two 
mornings  and  continuation  of  the 
popular  Curbstone  Consultations  at  a 
new  time. 

Thirteen  Continental  Breakfast 
Round  Table  presentations  are  sche- 
duled for  the  1971  Annual  Session. 
Each  presentation  will  include  20  min- 
utes of  lecture  by  a guest  speaker, 
followed  by  approximately  35  minutes 
of  informal  discussion  between  the 
speaker  and  those  attending  the  pres- 
entation. A continental  breakfast  of 

UT  San  Antonio  granted 
AAMC  accreditation 

At  a recent  meeting  of  The  University 
of  Texas  System  Board  of  Regents,  it 
was  announced  that  full  accreditation 
by  and  membership  in  the  Association 
of  American  Medical  Colleges  has  been 
granted  to  The  University  of  Texas 
Medical  School  at  San  Antonio. 

Dr.  F.  C.  Pannill,  dean  of  the  medi- 
cal school,  told  the  regents  that  the 
accreditation  was  made  by  the  Liaison 
Committee  on  Medical  Education  of  the 
Association  of  American  Medical  Col- 
leges and  the  American  Medical  Asso- 
ciation. The  dean  further  explained 
that  full  accreditation  and  membership 
in  the  association  can  come  no  earlier 
than  the  year  in  which  a medical 
school  awards  its  first  academic  de- 
grees. The  UT  Medical  School  at  San 
Antonio  graduated  its  first  class  of  33 
physicians  in  June,  1970. 


coffee,  juice,  and  rolls  will  precede  the 
presentations.  Six  lectures  will  be  offer- 
ed on  Friday,  May  7,  from  8:15  a.m. 
to  9:30  a.m.,  and  seven  will  be  held 
on  Saturday,  May  8,  at  the  same  time. 
All  physicians  attending  the  conference 
may  participate  in  the  informal  presen- 
tations. 

Friday  Round  Table  topics  will  be 
“Treatment  of  Leukemia — Yea  or  Nay,” 
a joint  presentation  by  Dr.  William 
H.  Crosby  of  the  New  England  Med- 
ical Center  Hospital,  Boston,  and  Dr. 
James  F.  Holland,  chief  of  medi- 
cine, Roswell  Park  Memorial  Institute, 
Buffalo;  "Inguinal  Hernia — Surgical 
Therapy,”  Dr.  Lloyd  M.  Nyhus,  Warren 
H.  Cole  professor  and  head  of  the  de- 
partment of  surgery.  The  Abraham 
Lincoln  School  of  Medicine,  University 
of  Illinois  College  of  Medicine,  Chica- 
go: "Female  Sexuality,”  Dr.  Leon  Salz- 
man,  director  of  psychoanalytic  train- 
ing, Tulane  University  Medical  School, 
New  Orleans,  and  clinical  professor  of 
psychiatry  at  New  York  Medical  Col- 
lege, New  York;  "Injuries  Associated 
with  Seat  Belts,”  Dr.  William  S.  Smith, 
head  of  the  section  of  orthopaedic  sur- 
gery, University  Hospital,  University  of 
Michigan  Medical  Center,  Ann  Arbor; 
“Aesthetic  Surgery  of  Face  and  Ears,” 
Dr.  Peter  Randall,  professor  of  plastic 
surgery.  University  of  Pennsylvania 
School  of  Medicine,  Philadelphia;  and 
"Diagnosis  and  Treatment  of  Bacterial 
Pneumonia,”  Dr.  Morton  M.  Ziskind, 
professor  of  medicine,  pulmonary  dis- 
eases section,  Tulane  University  School 
of  Medicine,  New  Orleans. 

On  Saturday,  physicians  may  attend 
presentations  on  “Incompetent  Ure- 
thra,” Dr.  Bruce  H.  Drukker,  depart- 
ment of  gynecology-obstetrics,  Henry 
Ford  Hospital,  Detroit;  "Hiatus  Hernia: 
Facts  and  Fancies,”  Dr.  Philip  Kramer, 
associate  professor  of  medicine.  Uni- 
versity Hospital,  Boston  University 
Medical  Center;  "Testing  for  Hepati- 
tis,” Dr.  Chang  Ling  Lee,  professor  of 
pathology,  Chicago  Medical  School, 
University  of  Health  Sciences,  Chica- 
go; “Speech  and  Language  Disorders 
in  the  Young  Child  and  the  Value  of 
Early  Childhood  Education,”  Dr.  Syl- 
via 0.  Richardson,  assistant  director. 
Learning  Disabilities  Program,  Chil- 
dren’s Hospital  and  Children’s  Neuro- 
muscular Diagnostic  Clinic,  Cincinnati; 


"Crash  Protection  of  Motor  Vehicle  Oc- 
cupants,” Dr.  John  P.  Stapp,  chief  sci- 
entist, National  Highway  Safety  Bu- 
reau, Washington,  D.C.;  "Pulmonary 
Thromboembolism,”  Dr.  Henry  N. 
Wagner,  Jr.,  professor  of  medicine, 
radiology,  and  radiological  science. 
The  Johns  Hopkins  Medical  Institu- 
tions; and  "Clinical  Entities  in  Uvei- 
tis,” Dr.  A.  Edward  Maumenee,  direc- 
tor, The  Wilmer  Institute,  Johns  Hop- 
kins Hospital,  Baltimore. 

One  of  the  most  popular  features 
of  the  Annual  Session,  the  Curbstone 
Consultations,  are  being  continued  for 
the  ninth  consecutive  year.  The  ses- 
sions are  scheduled  for  Friday  and 
Saturday  from  5 p.m.  to  6 p.m.  in  the 
Emerald  Room  of  the  Shamrock  Hilton 
Hotel.  The  Curbstone  Consultations 
are  person-to-person  conversational 
discussions  of  cases  or  problems  be- 
tween the  round  table  experts  and  the 
physicians  visiting  the  tables.  A mod- 
erator and  four  or  five  participants  will 
be  seated  at  each  table  and  a stan- 
dard will  be  placed  on  each  table  to 
indicate  the  Curbstone  Consultation 
topic  at  that  table.  Physicians  may 
move  freely  from  one  table  to  another 
to  participate  in  various  discussions, 
while  enjoying  free  beer,  coffee,  or  soft 
drinks. 

Topics  and  moderators  for  Friday 
Curbstone  Consultations  include  “Or- 
thopaedic Foot  Problems  in  Children,” 
Dr.  Sam  A.  Nixon  of  Floresville;  “Ante- 
partum Diagnosis  of  Congenital  Anom- 
alies,” Dr.  L.  Charles  Powell  of  Galves- 
ton; "You  and  the  Law,”  the  Honor- 
able Dan  Walton  of  Houston,  United 
States  District  Judge,  178th  District 
Court;  “The  Drug  Abuse  Problem,”  Dr. 
Jerry  M.  Lewis  of  Dallas;  “Physical 
Therapy  Modalities  in  Your  Office,”  Dr. 
Ariel  Bar-Sela  of  Houston;  "Combining 
Immunizing  Agents  in  Infancy,”  Dr. 
Louise  C.  Crow  of  Houston;  "What’s 
New  in  Treatment  of  Venereal  Disease,” 
Dr.  W.  Christopher  Duncan  of  Houston; 
"Differential  Diagnosis  of  Jaundice,” 
Dr.  Robert  S.  Nelson  of  Houston;  “Sur- 
gery in  the  Aged,”  Dr.  Robert  S.  Spark- 
man of  Dallas;  and  "Common  Skin 
Problems,”  Dr.  J.  Murray  Riddell,  Jr., 
of  Fort  Worth. 

Saturday  presentations  and  moder- 
ators will  be  "The  Intrauterine  Contra- 
ceptive Device,”  Dr.  Hiram  P.  Arnold 
of  Houston;  “Youthful  Dissent — Poli- 
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tics  or  Psychopathology,”  Dr.  Doyle  I. 
Carson  of  Dallas;  "Rehabilitation  of 
the  Stroke  Patient,”  Dr.  Arthur  E. 
Grant  of  San  Antonio;  “Diagnosis  and 
Treatment  of  Recurrent  Abdominal  Pain 
in  Children,”  Dr.  Ben  H.  White  of  Aus- 
tin; “Management  of  Rheumatoid  Ar- 
thritis,” Dr.  John  E.  Norris  of  Houston; 
“Unplanned  Pregnancy;  (a)  In  Public 
Schools,  (b)  In  College,”  Dr.  Paul  C. 
Trickett  of  Austin;  “Air  Conservation,” 
Dr.  James  H.  Sterner  of  Houston; 
“Learning  Disabilities  in  Children,”  Dr. 
Irvin  A.  Kraft  of  Houston;  “Psychiatric 
Drugs  in  Medical  Practice,”  modera- 
tor to  be  secured;  and  “Antibiotics 
and  Surgery,”  Dr.  Ronald  C.  Jones  of 
Dallas. 

Scientific  section  programs,  a film 
program,  and  special  programs  are 
also  included  in  the  format  for  the 
1971  Annual  Session.  The  majority  of 
the  section  meetings  are  scheduled  on 
Friday  and  Saturday,  May  6 and  7,  from 
10  a.m.  to  noon  and  from  2:30  p.m. 
to  5 p.m.  The  film  program  is  sched- 
uled on  Thursday  from  9 a.m.  to  4 p.m., 
and  special  programs  will  be  present- 
ed each  day  of  the  session.  Groups 
planning  special  programs  are  Texas 
Commission  on  Alcoholism  and  The 
University  of  Texas  Division  of  Exten- 
sion; Texas  Academy  of  General  Prac- 
tice; TMA  Committee  on  Cardiovascu- 
lar Diseases  and  American  Heart  Asso- 
ciation, Texas  Affiliate;  TMA  Commit- 
tee on  School  Health:  TMA  Committee 
on  Medicine  and  Religion;  TMA  Com- 
mittee on  Transportation  Safety:  TMA 
Committee  on  Medical  History:  TMA 
Committees  on  Rehabilitation  and  Work- 
men’s Compensation  and  Industrial 
Health,  Texas  Physical  Medicine  and 
Rehabilitation  Society,  and  American 
Heart  Association,  Texas  Affiliate;  and 
United  Cerebral  Palsy  Association  of 
Texas,  Inc.  Dr.  Grant  Taylor  of  The 
University  of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston  is  de- 
veloping a program  on  drug  abuse,  and 
Dr.  Thomas  Runge  will  coordinate  the 
Forum  of  Original  Research,  which  was 
initiated  at  last  year’s  Annual  Session. 
Original  work  in  the  basic  medical  sci- 
ences and  clinical  medicine  will  be  pre- 
sented at  the  forum  on  Thursday,  May 
6. 

A cocktail  party/dinner/dance  will 
be  sponsored  by  the  Astroworld  Hotel 
on  Saturday,  May  8.  Physicians  and 
their  friends  are  invited  to  attend.  The 
hospitality  hour  will  begin  at  7:30  p.m., 
and  dinner  is  planned  for  8:30  p.m. 


The  price  of  the  combination  party/ 
dinner/dance  will  be  $18  per  person 
(inclusive  of  tax  and  gratuity)  and  will 
cover  the  cost  of  the  dinner,  cocktail 
reception,  and  entertainment. 

Hurry,  make  your  reservations  now 
to  attend  the  104th  Annual  Session. 

Groups  to  study  effects 
of  low-level  radiation 

In  conjunction  with  their  current  study 
of  the  effects  of  ionizing  radiation  on 
human  populations,  the  National  Re- 
search Council’s  Advisory  Committee 
to  the  Federal  Radiation  Council  in- 
vites physicians,  researchers,  and  oth- 
ers to  submit  published  or  unpub- 
lished data  on  the  somatic,  genetic, 
and  environmental  effects  of  low-level 
radiation,  including  any  effects  on 
human  growth  and  development. 

Under  the  auspices  of  the  commit- 
tee, four  subcommittees,  one  on  each 
topic,  will  evaluate  the  data  concerning 
the  consequences  of  low  levels  of  radi- 
ation to  which  the  general  public  and 
radiation  workers  may  be  exposed. 

Physicians  and  researchers  who 
wish  to  contribute  material  to  assist 
the  subcommittees  in  their  delibera- 
tions should  send  the  information  to 
the  Division  of  Medical  Sciences,  Attn.: 
Dr.  A.  W.  Hilberg,  National  Academy 
of  Sciences,  2101  Constitution  Ave., 
Washington,  D.C.  20418.  Work  in  prog- 
ress which  is  yet  to  be  reported  is  of 
particular  interest  to  the  committee. 

Dr.  Cyril  L.  Comar,  professor  and 
head  of  the  Department  of  Physical 
Biology  at  New  York  State  Veterinary 
College,  Cornell  University,  is  director 
of  the  two-year  study  that  was  begun 
this  fall. 

Chairman  of  the  four  subcommit- 
tees are:  somatic  effects.  Dr.  Arthur 
C.  Upton,  dean  of  the  School  of  Basic 
Health  Sciences,  State  University  of 
New  York  at  Stony  Brook;  genetic 
effects.  Dr.  James  F.  Crow,  professor 
and  chairman  of  the  department  of 
medical  genetics.  University  of  Wiscon- 
sin, Madison;  environmental  effects. 
Dr.  Comar;  and  effects  on  human 
growth  and  development.  Dr.  Samuel  P. 
Hicks,  professor  of  pathology.  Univer- 
sity of  Michigan  Medical  Center. 

Among  the  members  of  the  advisory 
committee  is  Dr.  Herman  D.  Suit,  pro- 
fessor of  radiation  therapy  at  M.D.  An- 
derson Hospital  and  Tumor  Institute, 
Houston. 


Doctors  needed  for  aid 
program  in  Latin  America 

Again  this  year,  doctors  are  needed  to 
participate  in  the  program  of  Amigos 
de  las  Americas  by  providing  emer- 
gency medical  care  and  giving  vacci- 
nations in  rural  areas  of  Honduras, 
Guatemala,  Nicaragua,  and  Colombia. 

Working  in  conjunction  with  the 
Aesculapian  International  Program  of 
the  Direct  Relief  Foundation,  the  spon- 
sors of  the  Latin  American  medical  aid 
program  have  requested  physicians 
and  dentists  to  volunteer  for  any  one 
of  three  terms  scheduled  during  the 
1971  summer. 

Term  I lasts  from  June  19  to  July 
10;  term  II  is  set  for  July  10  through 
July  31;  and  term  III  will  begin  July  31 
and  end  Aug.  21. 

According  to  information  in  the 
Direct  Relief  International  Reporter,  a 
publication  of  the  Direct  Relief  Foun- 
dation, the  cost  to  physicians  will  be 
approximately  $200  from  Houston. 

Further  details  on  the  program  may 
be  obtained  from  Dennis  G.  Karzag, 
executive  secretary  of  Direct  Relief 
Foundation,  27  East  Canon  Perdido 
St.,  Santa  Barbara,  Calif.  93101. 


Ambulatory  medical  care 
to  be  subject  of  survey 

Endorsed  by  15  national  medical  or- 
ganizations, a National  Ambulatory 
Medical  Care  Survey  (NAMCS)  is  cur- 
rently being  planned  by  the  National 
Center  for  Health  Statistics  in  the  De- 
partment of  Health,  Education,  and 
Welfare. 

Survey  planners  point  out  that  while 
ambulatory  medical  care  is  by  far 
the  largest  segment  of  the  American 
health-services  system  in  terms  of 
prevalence  and  volume,  little  has  been 
done  on  a national  scale  to  gather 
reliable  information  for  use  in  planning 
and  research. 

Such  information  is  vitally  needed, 
however,  by  leaders  in  medicine  and 
related  professions  for  planning  and 
organizing  health  services,  for  plan- 
ning efficient  use  of  health  facilities 
and  manpower,  and  for  determining 
any  needed  modifications  to  medical 
education.  Thus,  the  purpose  of  the 
NAMCS  is  to  collect  objective,  quanti- 
tative information  that  can  be  used 
to  describe  the  types  of  ambulatory 
patients  seen  by  physicians,  the  na- 
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UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investment 
media  are  published  regularly  in  Texas  Medicine.  Figures  shown  are  the  latest 
available  at  press  deadline  and  are  for  comparison  purposes  only.  Most  daily 
newspapers  list  up-to-the-minute  values  on  mutual  funds.) 

Original  Net  Asset 

Price  r-  Value  Per  Share 

Investment  Media  9-30-68  11-30-70  11-30-70* 


^Adjusted  to  include  dividends  and  distributions  since  9-30-68. 


$10.25 

$ 8.85 

$ 8.85 

14.20 

9.93 

14.40 

25.93 

21.97 

23.95 

16.82 

13.22 

14.28 

23.34 

17.32 

18.53 

10.00 

8.92 

8.92 

ture  of  the  patients’  problems,  and 
the  resources  for  their  care. 

The  survey  will  involve  a national 
sample  of  physicians  who  will  be  re- 
quested to  provide  data  concerning  a 
small  number  of  the  ambulatory  pa- 
tients they  see.  When  the  survey  is  in 
full  operation  (expected  to  be  some- 
time in  1972),  about  3,000  physicians 
each  year  will  provide  data  on  an 
estimated  24,000  ambulatory  patient 
visits. 

Data  collected  will  include  age,  sex, 
and  medical  problems  of  patients  plus 
treatment  prescribed  and  laboratory 
tests  performed.  All  data  will  be  held 
completely  confidential  and  will  be 
used  only  for  statistical  purposes. 

The  15  organizations  that  have  en- 
dorsed the  planned  survey  are  the 
American  Medical  Association,  Na- 
tional Medical  Association,  American 
Academy  of  General  Practice,  Ameri- 
can Academy  of  Neurology,  American 
Academy  of  Pediatrics,  American  Asso- 
ciation of  Neurological  Surgeons,  Amer- 
ican College  of  Physicians,  American 
College  of  Preventive  Medicine,  Amer- 
ican Osteopathic  Association,  Ameri- 
can Proctologic  Society,  American 
Psychiatric  Association,  American  So- 
ciety of  Internal  Medicine,  American 
Society  of  Plastic  and  Reconstructive 
Surgeons,  Inc.,  American  Urologic  As- 
sociation, and  Association  of  American 
Medical  Colleges. 

Funds  approved  to  ease 
family  physician  shortage 

Approval  of  H.R.  19599,  an  amend- 
ment to  the  Public  Health  Service  Act 
that  authorizes  an  appropriation  of 
$425  million  to  help  ease  the  shortage 
of  family  physicians  in  the  country, 
was  granted  by  the  US  House  of  Rep- 
resentatives on  Dec.  1,  1970. 

Passed  by  a vote  of  346  to  2,  the 
bill  authorizes  use  of  the  funds  over  a 
five-year  period  to  support  training  of 
family  doctors  in  medical  schools  and 
hospital  residency  programs;  training 
of  professors  to  teach  family  medicine; 
and  training  of  paramedical  personnel 
to  assist  family  physicians,  thus  allow- 
ing the  physicians  to  carry  larger  work- 
loads. 

House  approval  of  the  measure  fol- 
lowed a 64-to-l  vote  in  the  Senate. 

The  legislation  was  endorsed  by  the 
American  Academy  of  General  Practice, 
the  American  Medical  Association,  and 
other  medical  groups.  The  AAGP  and 
the  AMA  presented  testimony  favor- 
able to  the  bill  before  both  houses  of 
Congress. 


Mercantile  National  Bank  Stock  Fund 
Loomis-Sayles  Capital  Development  Fund 
T.  Rowe  Price  Growth  Stock  Fund 
Loomis-Sayles  Mutual  Fund 
Stein  Roe  & Farnham  Balanced  Fund 
Mercantile  Bank  Fixed  Income  Fund 


Survey  shows  164  million 
have  private  insurance 

Results  of  the  24th  annual  survey  of 
the  Health  Insurance  Council  indicate 
that  more  than  nine  out  of  every  ten 
Americans  below  age  65  were  covered 
by  private  hospital  expense  insurance 
at  the  end  of  1969.  At  that  time,  more 
than  164  million  persons,  or  almost 
91%  of  the  civilian,  non-institutional- 
ized  population  under  65,  had  hospital 
expense  coverage. 

Some  93%  of  those  covered  for 
some  or  all  of  their  hospital  expenses 
also  had  surgical  expense  coverage, 
and  78%  had  non-surgical  medical 
expense  coverage. 

The  survey  also  showed  that  at  the 
end  of  1969,  over  70  million  persons 
under  age  65  were  protected  by  major 
medical  expense  policies.  This  repre- 
sents seven  out  of  every  ten  persons 
below  age  65  covered  by  insurance 
companies.  Major  medical  expense 
policies  reimburse  insureds  for  both 
in-  and  out-of-hospital  costs. 

A relatively  new  form  of  insurance, 
dental  expense  coverage,  also  posted 
an  increase  in  number  of  insureds. 
This  type  of  policy  was  held  by  4.7 
million  persons  at  the  end  of  1969 — 
more  than  eight  times  the  number  in- 
sured six  years  ago. 

According  to  the  survey,  57  million 
laborers  (two  out  of  every  three  in  the 
labor  force)  were  protected  by  disabil- 
ity income  benefits  that  provide  pro- 
tection for  non-occupational,  short- 
term wage  losses.  Another  9.1  million 
wage  earners  were  covered  for  long- 
term disability  benefits.  The  amount 
of  duplication  between  the  short-  and 
long-term  disability  insurance  plans  is 
not  known  at  present. 


The  Health  Insurance  Council  sur- 
vey statistics  show  that  insurance 
companies  paid  out  $13.4  billion  dur- 
ing 1969  for  private  health  insurance 
coverage,  with  $1.6  billion  going  for 
disability  coverage  and  $11.8  billion 
for  medical  and  dental  expenses  of 
persons  under  age  65. 

But  while  coverage  has  increased 
sharply  in  the  period  from  1940  to 
1969,  benefits  have  climbed  even 
more  sharply,  the  survey  noted.  In 
1948,  the  first  year  records  are  avail- 
able, benefits  paid  for  health-care  ex- 
penses were  $180  million;  in  1969, 
these  benefits  rose  to  $7.2  billion,  a 
new  high. 

Change  in  college  bylaws 
expands  fellowship  rules 

Approval  of  a bylaws  change  by  the 
American  College  of  Preventive  Medi- 
cine has  resulted  in  expanded  fellow- 
ship requirements  of  the  college. 

With  the  change,  physicians  en- 
gaged full-time  in  practice,  teaching, 
or  research  in  the  field  of  preventive 
medicine  and  who  are  board-certified 
in  areas  other  than  preventive  medi- 
cine may  become  fellows  of  the  col- 
lege. Previously,  fellowship  was  limited 
to  those  certified  by  the  American 
Board  of  Preventive  Medicine. 

“This  will  greatly  broaden  the  scope 
of  the  college  fellowship,”  said  im- 
mediate past  president  Dr.  Katharine 
Boucot  Sturgis  of  Wynnewood,  Pa., 
"especially  in  academic  circles  where 
many  physicians  board-certified  in 
such  fields  as  pediatrics  and  internal 
medicine  have  lifted  their  horizons  to 
appreciate  the  need  to  prevent  illness, 
promote  health,  and  apply  the  results 
of  research.” 
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We  cover  one  advantage 


with  another. 


Peritrate  SA 

. . .I  •.  I Sustained 

(pentaerythritol  Action 
tetranitrate)  80  mg 


The  advantage  of  duration:  The 

first  advantage  is  built  into  the  large 
dark  green  layer.  To  provide  sustained 
Peritrate  (pentaerythritol  tetranitrate) 
effect  lasting  up  to  8-12  hours,  this 
bottom  layer  is  designed  to  undergo 


gradual  dissolution  in  the  alkaline  en- 
vironment of  the  intestine.^  Laboratory 
tests  confirm  8-12  hour  release  of  60  mg 
of  this  long-acting  nitrate. ^ 

Covered  by  speed:  Peritrate  goes 
quickly  into  action  through  a special 
“immediate  release”  layer  primed  with 
20  mg  of  active  medication  for  disper- 
sion while  still  in  the  stomach.  In  vitro 
tests  confirm  that  10  minutes’  exposure 
to  a stomach-like  environment  is  all  it 
takes  to  disintegrate  this  smaller  light 
green  layer."' 


For  reassuring  prophylactic  reg- 
imen: “One  tablet  immediately  on  aris- 
ing and  1 tablet  12  hours  later— on  an 
empty  stomach’’— provides  a simple  reg- 
imen which  alleviates  medication  anx- 
ieties, and  is  associated  with  both  a 
decrease  in  the  number  Of  anginal  at- 
tacks and  nitroglycerin  tablets. 

References:  1.  Data  on  file  in  the  Manu- 
facturing Department  of  Warner-Chilcott  Labora- 
tories. 2.  Data  on  file  in  the  Medical  Department 
pf  Warner-Chilcott  Laboratories. 


PERITRATE®  SA  Sustained  Action  (pentaerythri- 
tol tetranitrate)  80  mg 

Each  double-layer,  biconvex,  dark  green/light 
green  tablet  of  Peritrate  SA  Sustained  Action 
contains:  pentaerythritol  tetranitrate  80  mg  (20 
mg  in  immediate  release  layer  and  60  mg  in 
sustained  release  base).  Peritrate®  (pentaeryth- 
ritol tetranitrate)  is  a nitric  acid  ester  of  a tet- 
rahydric  alcohol  (pentaerythritol),  Actions:  The 
exact  cause  of  angina  pectoris  (that  is,  the 
pain  associated  with  coronary  artery  disease) 
remains  obscure,  despite  the  numerous  and 
often  conflicting  hypotheses  concerning  its  path- 
ophysiology, Therapy  at  the  present  time,  there- 
fore, remains  essentially  empirical.  Customarily, 
clinical  improvement  has  been  measured  by: 
reduction  in  (1)  number,  intensity  and  duration 
of  angina  pectoris  attacks  and  (2)  necessity 
for  glyceryl  trinitrate  intake  for  prevention  or 
relief  of  anginal  attacks,  Peritrate  SA  Sus- 
tained Action  (pentaerythritol  tetranitrate)  80 
mg  has  been  reported  in  clinical  usage  to  re- 
duce in  number.and  severity  the  incidence  of 
angina  pectoris  attacks,  with  concomitant  re- 
duction in  glyceryl  trinitrate  intake.  In  the  eval- 
uation of  Peritrate  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  in  angina 
pectoris,  clinical  improvement  has  been  cus- 
tomarily measured  subjectively  by:  reduction  in 
number  and  severity  of  attacks  and  necessity 
for  glyceryl  trinitrate  intake  for  prevention  or 
abortion  of  anginal  attacks.  Individual  patterns 
of  angina  pectoris  differ  widely  as  does  the 
symptomatic  response  to  antianginal  agents 
such  as  pentaerythritol  tetranitrate.  The  pub- 
lished literature  contains  both  favorable  and 
unfavorable  clinical  reports.  In  conjunction  with 
total  management  of  the  patient  with  angina 
pectoris,  Peritrate  SA  Sustained  Action  (penta- 
erythritol tetranitrate)  80  mg  has  been  accepted 


as  safe  for  prolonged  administration  and  widely 
regarded  as  useful.  Indications:  Peritrate  SA 
Sustained  Action  (pentaerythritol  tetranitrate)  80 
mg  is  indicated  for  the  relief  of  angina  pectoris 
(pain  associated  with  coronary  artery  disease). 
It  is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in  the 
prophylactic  treatment  of  angina  pectoris. 
Contraindications:  Peritrate  SA  Sustained  Ac- 
tion (pentaerythritol  tetranitrate)  80  mg  is  con- 
traindicated in  patients  who  have  a history  of 
sensitivity  to  the  drug.  Warning:  Data  supporting 
the  use  of  Peritrate  (pentaerythritol  tetranitrate) 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable) 
are  insufficient  to  establish  safety.  This  drug 
can  act  as  a physiological  antagonist  to  nor- 
epinephrine, acetylcholine,  histamine,  and 
many  other  agents.  Precautions:  Should  be  used 
with  caution  in  patients  who  have  glaucoma. 
Tolerance  to  this  drug,  and  cross-tolerance  to 
other  nitrites  and  nitrates  may  occur.  Adverse 
Reactions:  Side  effects  reported  to  date  have 
been  predominantly  related  to  rash  (which  re- 
quires discontinuation  of  medication)  and  head- 
ache and  gastrointestinal  distress,  which  are 
usually  mild  and  transient  with  continuation  of 
medication.  In  some  cases  severe  persistent 
headaches  may  occur.  In  addition,  the  follow- 
ing adverse  reactions  to  nitrates  such  as  penta- 
erythritol tetranitrate  have  been  reported  in  the 
literature:  (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness  and 
weakness,  as  well  as  other  signs  of  cerebral 
ischemia  associated  with  postural  hypotension, 
may  occasionally  develop,  (c)  An  occasional 
individual  exhibits  marked  sensitivity  to  the  hy- 
potensive effects  of  nitrite  and  severe  responses 
(nausea,  vomiting,  weakness,  restlessness,  pal- 


lor, perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol  may 
enhance  this  effect.  Dosage:  Peritrate  SA  Sus- 
tained Action  (pentaerythritol  tetranitrate)  80  mg 
(b.i.d.  on  an  empty  stomach),  1 tablet  immedi- 
ately on  arising  and  1 tablet  12  hours  later. 
Supplied:  Peritrate  SA  Sustained  Action  (pen- 
taerythritol tetranitrate)  80  mg,  bottles  of  100 
and  1000  tablets.  Additional  Dosage  Forms: 
Peritrate  (pentaerythritol  tetranitrate)  10  mg  and 
20  mg  tablets  with  or  without  phenobarbital  15 
mg,  bottles  of  100  and  1000  tablets.  Peritrate 
with  Phenobarbital  SA  Sustained  Action  — penta- 
erythritol tetranitrate  80  mg  and  phenobarbital 
45  mg,  bottles  of  100  and  1000  tablets. 
(WARNING:  Tablets  containing  phenobarbital 
may  be  habit  forming.)  Peritrate  with  Nitroglyc- 
erin—pentaerythritol  tetranitrate  10  mg  with  ni- 
troglycerin 0.3  mg,  bottles  of  50  taolets.  Animal 
Pharmacology:  In  a series  of  carefully  designed 
studies  in  pigs,  Peritrate  (pentaerythritol  tetrani- 
trate) was  administered  for  48  hours  before  an 
artificially  induced  occlusion  of  a major  coro- 
nary artery  and  for  seven  days  thereafter.  The 
pigs  were  sacrificed  at  various  intervals  for  pe- 
riods up  to  six  weeks.  The  result  showed  a 
significantly  larger  number  of  survivors  in  the 
drug-treated  group.  Damage  to  myocardial  tis- 
sue in  the  drug-treated  survivors  was  less  ex- 
tensive than  in  the  untreated  group.  Studies  in 
dogs  subjected  to  oligemic  shock  through  pro- 
gressive bleeding  have  demonstrated  that 
Peritrate  (pentaerythritol  tetranitrate)  is  vaso- 
active at  the  postarteriolar  level,  producing  in- 
creased blood  flow  and  better  tissue  perfusion. 
These  animal  experiments  cannot  be  translated 
to  the  drug’s  actions  in  humans. 

WARNER-CHILCOTT  ^Eopoeoiw 

Morris  Plains,  New  Jersey  07950 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy §rOtOn"  chlorthaUdone  USP 
Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  rnost  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 

lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
u jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 

childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 

H ^ postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare 

Reduce  dosage  ofconcomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
fmhaJTnrt  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 

occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Hdi’crre  Reactions:  Nausea,  gastric  irritation,  vomiting 

hvnmen'l^orwhich  maThe‘'nnm’'r  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 

^ potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
rnmnnn'  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
daJT  Paresthesia,  and  photosensitization.  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg  every  other 

see\he  compute  freZ^b^^^  ' (B)46-230-G  For  full  detatls,  please 

GEIGY  Pharmaceuticals,  Division  ofCIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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TEXAS  MEDICINE 


TEXAS  SOCIETY  OF  PATHOLOGISTS 

A Golden  Jubilee  Celebration,  commemorating  the  fiftieth  anni- 
versary of  Texas  Society  of  Pathologists,  will  be  held  Jan,  29-31, 
at  the  Statler  Hilton  Hotel  in  Dallas.  The  scientific  program  will 
be  presented  by  eight  Texas  pathologists  and  guest  speaker  Dr. 
John  T.  Ellis,  professor  and  chairman,  department  of  pathology, 
Cornell  University  Medical  College,  New  York.  Dr.  Ellis  will 
discuss  “Undergraduate  Pathology  Teaching  in  Changing  Times.” 
Other  speakers  and  their  topics  are  Drs.  Rolland  C.  Reynolds, 
UT  Southwestern  Medical  School  at  Dallas,  “Laboratory  Diag- 
nosis of  Fungi  and  Higher  Bacteria:  A Continuing  Problem”; 
Harlan  J,  Spjut,  Baylor  College  of  Medicine,  Houston,  “Effects 
of  Oophorectomy  on  Induction  of  Colonic  Tumors  in  the  Rat”; 
Gerald  A.  Beathard,  UT  Medical  Branch,  Galveston,  “The  Effects 
of  Lymphocyte  Depletion  by  Chronic  Thoracic  Duct  Drainage”; 
Stephan  E.  Ritzmann,  UT  Medical  Branch,  Galveston,  “Monoclo- 
nal Gammopathies — Present  Status”;  Ronald  W.  Alexander,  UT 
Medical  School  at  San  Antonio,  “Electron  Microscopy  of  Renal 
Biopsies  in  Lupus  Erythematosus”;  Robert  G.  Freeman,  UT 
Southwestern  Medical  School  at  Dallas,  “Immunopathology  and 
Ultrastructure  of  Cutaneous  Lesions  of  Lupus  Erythematosus”; 
Alain  J.  Marengo-Rowe,  UT  Medical  School  at  San  Antonio, 
“Hemoglobin  Variants  in  the  Old  World”;  and  David  Marrack, 
Baylor  College  of  Medicine,  Houston,  “Wither  (Whither)  Your 
Bones — A Talk  About  Calcium  Metabolism.” 

Contact:  Dr.  Vemie  Stembridge,  UT  Southwestern  Medical 
School  at  Dallas,  6323  Harry  Hines  Blvd.,  Dallas  75235,  general 
arrangements  chairman. 


TEXAS  RADIOLOGICAL  SOCIETY 

Fairmont  Hotel  in  Dallas  will  be  the  site  of  Texas  Radiological 
Society’s  annual  scientific  program,  Jan.  29-30.  Out-of-state 
speakers  will  include  Drs.  John  Evans,  New  York  Hospital,  New 
York  City;  David  Reese,  Mayo  Clinic,  Rochester,  Minn.;  David 
H.  Baker,  Columbia  University  College  of  Physicians  and  Sur- 
geons, New  York  City;  Vera  Peters,  Princess  Margaret  Hospital, 
Toronto,  Ontario,  Canada;  and  Stanley  M.  Wyman,  president, 
American  College  of  Radiology,  Cambridge,  Mass.  Other  speak- 
ers will  be  Drs.  Fred  Bonte,  professor  and  chairman,  department 
of  radiology,  UT  Southwestern  Medical  School  at  Dallas;  Mary 
Ester  Gaulden  (PhD),  Emma  Freeman  associate  professor  of 
radiology,  UT  Southwestern  Medical  School  at  Dallas;  Mark 
Fleming,  resident  in  radiology,  St.  Joseph  Hospital  and  UT  M.D. 
Anderson  Hospital  and  Tumor  Institute,  Houston;  and  George  J. 
Abdo,  senior  resident  in  radiology,  UT  Medical  Branch  at  Gal- 
veston. Presentations  will  include  pseudotumors  of  the  kidney; 
non-tumors  of  the  posterior  fossa;  the  newborn  chest;  therapy 
in  early  carcinoma  of  the  breast;  the  college — ^past,  present  and 
future;  the  proposed  American  Board  of  Nuclear  Medicine;  bio- 
logical consequence  of  diagnostic  radiation  doses;  knee  arthrog- 
raphy; and  neurofibromatosis. 

Contact:  Dr.  Francis  E.  O’Neill,  1128  Nix  Prof.  Bldg.,  San  An- 
tonio 78205,  program  chairman. 
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OF 
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CURRENT  MEETINGS  IN  TEXAS 


INTERNATIONAL  MEDICAL  ASSEMBLY 
OF  SOUTHWEST  TEXAS  has  scheduled 
its  35th  annual  meeting  at  San  Antonio 
Convention  Center,  Jan.  28-29.  Guest 
speakers  will  he  Drs.  William  B.  Bean, 
department  of  internal  medicine.  Univer- 
sity of  Iowa  College  of  Medicine,  lows 
City : I.  Brodsky,  director,  division  of 
hematology,  Hahnemann  Medical  College 
of  Philadelphia ; Eduardo  Salazar,  Insti- 
tuto  Nacional  de  Cardiologia,  Mexico  City; 
James  F.  Toole,  University  of  California 
at  San  Diego,  La  Jolla,  Calif. ; Henry  J. 
Norris.  Armed  Forces  Institute  of  Path- 
ology, Washington,  DC ; Aaron  Grossman, 
chairman,  department  of  pediatrics.  Chi- 
cago Medical  School,  Chicago ; Oliver  H. 
Beahrs,  department  of  surgery,  Mayo  Clin- 
ic, Rochester,  Minn.;  Carl  R.  Feind,  de- 
partment of  surgery,  Columbia  University 
College  of  Physicians  and  Surgeons,  New 
York  City;  Isao  Hirata,  Jr.,  surgeon-in- 
chief, department  of  university  health, 
Yale  University,  New  Haven,  Conn.  ; and 
John  L.  Ochsner,  department  of  surgery, 
Ochsner  Clinic,  New  Orleans.  A conven- 
tion trip  to  Acapulco,  Queretaro,  and 
Mexico  City  will  follow  the  meeting.  Con- 
tact: Sid  Cockrell,  202  West  French  Place, 
San  Antonio  78212,  executive  officer. 


SCOTT  AND  WHITE  CONFERENCE  IN 
MEDICINE  AND  SURGERY  will  be  held 
at  Scott  and  White  Memorial  Hospital  in 
Temple,  Feb.  12-13.  Lectures  will  cover 
the  allergic  child,  recent  advances  in 
antibiotic  therapy,  urticaria,  management 
of  urinary  tract  infections,  arthrography, 
new  procedures  in  neurosurgery,  the  thy- 
roid nodule,  surgical  management  of  ma- 
lignant skin  lesions,  soft  tissue  lesions 
of  the  extremities,  childhood  fractures, 
total  hip  replacement,  and  surgery  for 
rheumatoid  arthritis.  All  speakers  are 
members  of  the  staff  of  Scott  and  White 
Clinic.  Contact:  Education  Department, 
Scott  and  White  Memorial  Hospital, 
Temple  76501. 

PRIVATE  CLINICS  AND  HOSPITALS 
ASSOCIATION  OF  TEXAS  will  hold  its 
24th  annual  meeting  at  the  Sheraton-Lin- 
coln  Hotel  in  Houston,  Jan.  28-30.  Speak- 
ers will  be  Philip  R.  Overton,  legal  coun- 
sel, Texas  Medical  Association,  Austin ; 
Dr.  Ernest  A.  Maxwell,  assistant  medical 
director.  Blue  Cross-Blue  Shield  of  Texas. 
Dallas ; J.  A.  Bakken,  administrator,  Kel- 
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sey-Seybold  Clinic,  Houston ; Dr,  Bobby 
Gene  Smith  (DO;,  president,  Texas  Osteo- 
pathic Association,  Arlington ; Dr.  Bing 
Blasingame,  president,  Blasingame  Asso- 
ciates, Consultants  to  the  Health  Field, 
Chicago ; Royce  Ashcraft,  director.  Hos- 
pital Licensing  Division,  Texas  State  De- 
partment of  Health,  Austin ; Omar  Burle- 
son, United  States  Congressman,  District 
17,  Anson ; Samuel  Sedell,  president.  Fed- 
eration of  American  Hospitals,  Los  An- 
geles ; and  O.  Ray  Hurst,  executive  vice- 
president,  Texas  Hospital  Association,  Aus- 
tin. Dr.  Harvey  Renger,  Hallettsville.  will 
moderate  a panel  discussion  on  retirement 
plans,  and  Drs.  Robert  F.  Gossett  of  San 
Antonio  and  Vance  Terrell  of  Stephenville 
will  participate.  Contact:  Dr.  Howard  O. 
Smith,  306  Coleman  St.,  Marlin  76661, 
president. 

WACO  HEART  ASSOCIATION  AND 
MCLENNAN  COUNTY  MEDICAL  SO- 
CIETY will  present  their  annual  Spring 
Clinic  Symposium,  Feb.  20-21,  in  Waco. 
Cardiology,  diabetes,  and  lipid  metabolism 
will  be  studied.  Speakers  will  be  Drs.  W. 
Proctor  Harvey,  professor  of  medicine, 
Georgetown  University  School  of  Medi- 
cine, Washington,  DC;  F.  Mason  Sones, 
Jr.,  head  of  the  department  of  cardio- 
vascular disease,  Cleveland  Clinic  Foun- 
dation, Cleveland,  Ohio ; and  Robert  I. 
Levy,  head  of  the  section  on  lipoprotein. 
National  Institutes  of  Health,  Bethesda, 
Md.  Contact:  Mrs.  Pearl  Baker.  McLen- 
nan County  Medical  Society,  PO  Box 
5100,  Waco  76708,  secretary. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  COLLEGE  OF  CARDIOL- 
OGY’S 20th  annual  scientific  session  will 
be  held  in  Washington,  DC,  Feb.  3-7. 
Cardiac  clinics  will  feature  discussions 
on  diseases  of  the  aorta  and  related  struc- 
tures; coronary  artery  disease  in  child- 
hood; new  concepts  in  electrotherapeutics 
and  diagnosis;  exercise  and  the  heart; 
cardiac  arrhythmias;  current  trends  in 
the  treatment  of  cardiovascular  disease; 
and  mobile  coronary  care — 1971.  Also 
planned  are  sessions  on  electrophysiology, 
coronary  disease,  artificial  heart  and 
transplantation,  acute  myocardial  infarc- 
tion, coronary  surgery,  exercise  testing, 
symptomatic  congenital  heart  disease  in 
infancy,  advances  in  electrocardiography, 
valvular  disease,  shock,  diagnostic  tech- 
niques, and  coronary  circulation.  Contact: 
William  D.  Nelligan,  9660  Rockville  Pike, 
Bethesda,  Md,  20014,  executive  director. 


ALSO  IN  JANUARY 

ARIZONA  HEART  ASSOCIATION,  Fourteenth  Annual 
Cardiac  Symposium,  Phoenix,  Jan.  22-24,  1971.  Arizona 
Heart  Association,  1720  E.  McDowell  Rd.,  Phoenix  86006. 

■ FIFTH  DISTRICT  MEDICAL  SOCIETY,  annual,  San 
Antonio,  Jan.  29,  1971.  S.  E.  Cockrell,  Jr.,  202  W. 
French  Place,  San  Antonio  78212,  Exec.  Officer. 


FEBRUARY 

AMERICAN  ACADEMY  OP  ALLERGY,  annual,  Chica- 
go, Feb.  20-24,  1971.  James  O.  Kelley,  766  N.  Milwaukee 
St..  Milwaukee,  Wis.  68202,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
New  Orleans,  Feb.  14-17,  1971.  Dr.  Blaise  F.  Alfano, 
676  Main  St.,  Melrose,  Mass.,  Exec.  Sec. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  28rd 
annual  congress  and  teaching  seminar,  Mexico  City,  Feb. 
26-March  6,  1971.  Dr.  Alfred  J.  Cantor,  147-41  Sanford 
Ave.,  Flushing,  NY  11365,  Exec.  Sec. 

PAN-PACIFIC  SURGICAL  ASSOCIATION,  annual, 
Honolulu,  Feb.  26-March  3,  1972.  Harriet  N.  DeVault,  236 
Alexander  Young  Bldg.,  Honolulu  96813,  Exec.  Sec. 

m TEXAS  PUBLIC  HEALTH  ASSOCIATION,  annual. 
Fort  Worth,  Feh.  28-March  3,  1971,  Joseph  N.  Murphy, 
Jr.,  PO  Box  5192,  Austin  78703,  Exec.  Sec. 


MARCH 

AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, annual,  San  Francisco,  March  6-11,  1971.  John 
K.  Hart,  430  N.  Michigan  Ave.,  Chicago  60611,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  annual,  Montreal,  Quebec,  March 
6-9,  1971.  Dr.  K.  M.  Brinkhous,  Dept,  of  Pathology,  Uni- 
versity of  North  Carolina,  Chapel  Hill,  NC  27614,  Sec. 

AMERICAN  COLLEGE  OF  ALLERGISTS,  annual,  San 
Francisco,  March  28-April  1,  1971.  Dr.  John  D.  Gillaspie, 
2141  14th  St.,  Boulder,  Colo.  80302,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  PHYSICIANS,  annual,  Den- 
ver, March  28-April  2,  1971.  Dr.  Edward  C.  Rosenow, 
Jr.,  4300  Pine  St.,  Philadelphia  19104,  Exec.  Dir. 

AMERICAN  COLLEGE  OP  RADIOLOGY,  annual,  St. 
Louis,  March  29-April  3,  1971.  William  C.  Stronach,  20 
N.  Wacker  Dr.,  Rm.  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  Phoenix, 
March  1-8;  New  Orleans,  March  16-17,  1971.  Dr.  C. 
Rollins  Hanlon,  66  E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  24th  national 
conference  on  rural  health,  Atlanta,  March  26-26,  1971. 
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anxiety: 
the  tyrant 


Excessive  anxiety  can  often  dominate  the  patient  made 
vulnerable  by  illness,  surgery,  prolonged  emotional  stress.  It  can 
induce  or  aggravate  symptoms,  disrupt  medical  management, 
divert  energy  the  patient  needs  for  recovery. 

The  antianxiety  action  of  Librium®  (chlordiazepoxide  HCD— 
used  adjunctively  or  alone— has  demonstrated  clinical 
usefulness  in  virtually  every  field  of  medical  practice  where 
anxiety  complicates  the  patient's  condition. 


for  the  patient 
ruled  by  anxiety 

Librium® 

(chlordiazepoxide 
HCl)  5-mg,  10-mg, 
25-mg  capsules 

Before  prescribing,  please  consult  com- 
plete product  information,  a summary  of 
which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  re- 
ported on  recommended  doses,  use 
caution  in  administering  to  addiction- 


prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  dis- 
continuation of  the  drug  and  similar  to 
those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 
Precautions:  In  the  elderly  and  debilitated, 
and  in  children  over  six,  limit  to  smallest 
effective  dosage  (initially  10  mg  or  less 
per  day)  ta  preclude  ataxia  or  overseda- 
tion, increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children 
under  six.  Though  generally  not  recom- 
mended, if  combination  therapy  with 
other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  AAAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive 
children.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence 
of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective 


measures  necessary.  Variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relation- 
ship has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  the 
elderly  and  debilitated.  These  are  re- 
versible in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated 
instances  of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms, 
increased  and  decreased  libido  — all  in- 
frequent and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  pat- 
terns (low-voltage  fast  activity)  may 
appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocyto- 
sis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 


Roche 

LABORATORIES 

D'vision  of  Holtmann-ta  Roche  Inc 
Nutiey  New  Jersey  07110 


Your  help  is  needed  to  inform 
Texans  about  the  seriousness 
of  venereal  disease. 


Venereal  disease  continues  to 
strengthen  its  position  as  the  num- 
ber one  communicable  disease  in 
the  nation  simply  because  people 
are  not  aware  of  the  seriousness  of 
the  VD  problem  within  their  own 
communities  or  of  the  dangerous 
consequences  of  the  disease. 

Texas  had  the  highest  syphilis 
rate  in  the  nation  last  year  and 
also  ranked  very  high  in  the  inci- 
dence of  gonorrhea. 

As  part  of  a state-wide  educa- 
tional program  on  VD,  the  Texas 
Medical  Association  has  produced 
an  informative  pamphlet  for  free 
distribution  to  the  public.  You  can 
help  in  this  educational  program  by 
ordering  this  pamphlet  and  distrib- 
uting it  in  your  community. 

Particular  attention  needs  to  be 
directed  toward  young  people.  The 
majority  of  venereal  disease  cases 
in  Texas  are  among  the  15  to  24 
year  old  age  group  and  our  state 
now  is  reporting  10  percent  of  all 
the  venereally  infected  young  adults 
in  the  nation. 

Governor  Preston  Smith,  in  offi- 
cially proclaiming  Venereal  Disease 
Awareness  Month,  stated  that  “all 
citizens  are  urged  to  learn  of  the 
price  they  pay  for  their  silence  on 
the  subject  of  venereal  diseases, 
and  are  encouraged  to  participate 
in  venereal  disease  education  pro- 
gramming.” 

Your  assistance  is  needed  to  help 
control  the  serious  spread  of  VD 
in  Texas. 


get  the  facts  / seek  early  treatment 


The  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
in  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VD  brought  a drop  in  reported  cases 
after  World  War  II.  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VD  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  also  ranked  very  high 
in  the  incidence  of  gonorrhea. 

WHO'S  GETTING  IT?  Over  half  of  all  new  VD  in- 
fections are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  all  the  venereally  infected  young  adults 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  “free  love."  VD 
is  not  contracted  from  towels,  dishes,  or  public 
toilets.  It  is  spread  through  intimate  contact,  pri- 
marily sexual  intercourse,  with  someone  who  has  the 
disease. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

- FREE  - 
FROM  TMA 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 

Please  send  me copies  of  the  pamphlet, 

“VD  Is  Sex  Pollution.” 

Name 

Address 

City .State Zi  p. 
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\MA,  Council  on  Rural  Health,  536  N.  Dearborn,  Chi- 
caeo  60610. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  an- 
nual, Denver,  March  26-28,  1971.  W.  R.  Ramsey,  525 
The  Hearst  Bldg.,  San  Francisco  94103,  Exec.  Officer. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  annual, 
Dallas,  March  15-18  1971.  Millard  J.  Heath,  433  Medical 
Arts  Bldg.,  Dallas  76201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
annual.  New  Orleans,  March  8-11,  1971.  Irma  B.  Sher- 
wood, 1430  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

SOCIETY  FOR  CRYOSURGERY,  annual.  Hollywood. 
Fla.,  March  1-6,  1971.  Dr.  John  G.  Bellows,  30  N.  Michi- 
gan Ave.,  Chicago  60602,  Sec. 

n SOCIETY  OF  NUCLEAR  MEDICINE,  Southwestern 
Chapter,  annual,  Houston,  March  19-21,  1971.  Dr.  Her- 
bert C.  Allen,  Jr.,  100  Hermann  Prof.  Bldg.,  Houston 
77025,  Sec.-Tieas. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
annual,  Hot  Springs,  March  17-19,  1971.  Mrs.  Elsie  How- 
ard, 2109  Commerce  St.,  Dallas  76201,  Exec.  Sec. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Valley 
Chapter,  McAllen.  March  26-28,  1971.  Dr.  J.  F.  Fitch, 
817  Quince,  McAllen  78501. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Corpus  Christi,  March  6-6, 
1971.  Dr.  J.  L.  Jinkins,  Jr.,  200  University  Blvd.,  Gal- 
veston 77660,  Sec.-Treas. 

■ TEXAS  UROLOGICAL  SOCIETY,  annual,  Wichita 
Falls,  March  11-13,  1971.  Dr.  Charles  Dryden,  1606  Tenth 
St.,  Wichita  Falls  76301,  Sec.-Treas. 

US-MEXICO  BORDER  PUBLIC  HEALTH  ASSOCIA- 
TION, annual,  Tucson,  March  29-ApriI  2,  1971.  Dr.  Jorge 
Jimenez-Gandica,  501  US  Court  House.  El  Paso  79901, 
Sec. 


APRIL 

■ AEROSPAGE  MEDICAL  ASSOCIATION,  annual, 
Houston,  April  26-29,  1971.  Dr.  Merrill  H.  Goodwin, 
Washington  NatT  Airport,  Washington,  DC  20001,  Exec. 
Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  annual.  Now 
York  City.  April  26-May  1,  1971.  Stanley  A.  Nelson,  4006 
W.  65th  St.,  Minneapolis  55435,  Exec.  See. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  St.  Louis, 
April  19-22,  1971.  Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60204,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  annual. 
Philadelphia,  April  18-23,  1971.  Dr.  Russell  T.  Wood- 


burne.  Dept,  of  Anatomy.  The  University  of  Michigan, 
4643  Medical  Science  Bldg.,  Ann  Arbor,  Mich.  48104, 
Sec-Treas. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Atlanta,  April  26-28,  1971.  Ada  Hanvey,  7710 
Carondelet  Ave.,  St.  Louis  63105,  Admin.  Asst. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  an- 
nual, San  Francisco,  April  27-30,  1971.  James  W.  Dilley, 
2807  Central  St.,  Evanston,  111.  60201,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  Montreal.  Que- 
bec, Canada,  April  6-7,  1971.  Dr.  C.  Rollins  Hanlon,  66 
E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  GERIATRICS  SOCIETY,  annual,  Chicago. 
April  23-24,  1971.  Dr.  Edward  Henderson.  10  Columbus 
Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  PEDIATRIC  SOCIETY,  annual,  Atlantic 
City,  April  28-May  1,  1971.  Dr.  C.  D.  Cook,  333  Cedar 
St.,  New  Haven,  Conn.  06614,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS,  annual,  Atlantic  City, 
April  29-May  1,  1971.  Dr.  Richard  T.  Smith,  1718  Gal- 
lagher Rd.,  Norristown,  Pa.  19401,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Chicago,  April  16-17,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Elxec.  Dir. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  seventh  annual 
orthopaedic  symposium,  Houston,  April  22-24,  1971.  Dr. 
W.  Malcolm  Cranberry,  6624  Fannin  St.,  Houston  77026, 
Chrmn. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  annual, 
Galveston,  April,  1971.  Dr.  Paul  J.  Cunningham,  200 
University  Blvd.,  Galveston,  Sec.-Treas. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  annual,  At- 
lanta, April  19-22,  1971.  Howard  N.  Schulz,  66  E.  Wash- 
ington, Chicago  60602,  Exec.  Dir. 

SOUTHWESTERN  SURGICAL  CONGRESS,  annual.  Las 
Vegas,  April  19-22,  1971.  Dr.  Jack  A.  Barney,  301  Pas- 
teur Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ ST.  LUKE’S  EPISCOPAL  HOSPITAL,  annual  ortho- 
paedic symposium,  Houston,  April  22-24,  1971.  Dr.  W. 
Malcolm  Cranberry,  6624  Fannin,  Houston  77025,  Chrmn. 

■ TEXAS  MEDICAL  ASSISTANTS  ASSOCIATION,  an- 
nual. Dallas,  April  28-May  3.  1971.  Mrs.  Jo  Alice  Thomp- 
son, 2321  Hillsboro,  Dallas  76228,  Sec. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Dallas,  Galveston,  Houston,  San  An- 
tonio, April  16-17,  1971.  Mrs.  Betty  J.  Anderson,  1012 
Sam  Houston  State  Office  Bldg.,  Austin  78701,  Exec. 
Sec. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  an- 
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nuaU  Abilene,  April,  17,  1971.  Dr.  W.  H.  Neil,  104  Doc- 
tors Bids:.,  800  Fifth  Ave.,  Fort  Worth  76104.  Sec. 


MAY 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  annual,  San  Francisco, 
May  26-27,  1971.  Dr.  Carl  N.  Patterson,  1110  W.  Main, 
Durham,  NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  Wash- 
inKtoo,  DC,  May  8-10,  1971.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS, 
annual,  Williamsburg,  Va.,  May  23-27,  1971,  Dallas  F. 
Whaley,  29  E.  Madison  St.,  Suite  812,  Chicago  60602, 
Exec,  Dir. 

AMERICAN  CANCER  SOCIETY,  INC.,  second  national 
conference  on  breast  cancer,  Los  Angeles,  May  17-19, 
1971.  Esther  Kelley,  Professional  Education,  American 
Cancer  Society.  Inc.,  219  E.  42nd  St.,  New  York  10017. 

■ AMERICAN  COLLEGE  OP  CHEST  PHYSICIANS. 
Texas  Chapter,  annual,  Houston,  May  9.  1971.  Dr.  George 
P.  Noon,  1200  Moursund  Ave.,  Houston  77026,  Sec.-Treas. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual,  San  Francisco,  May  3-6, 
1971.  Dr.  Michael  Newton,  7*  W.  Monroe  St.,  Chicago 
60603,  Exec,  Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS.  North  Texas 
Chapter,  annual,  Dallas,  May  16,  1971.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  75236,  Sec.- 
Treas. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  an- 
nual, Skytop,  Pa.,  May  16-20,  1971.  Dr.  Barrett  Ken- 
nedy, 1642  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION. 
TEXAS  CHAPTER,  annual,  San  Antonio,  May,  1971. 
Hilda  McKethan,  4162  Monaco  Dr,,  Corpus  Christi  78411, 
See. 

AMERICAN  PROCTOLOGIC  SOCIETY,  annual.  Las 
Vegas,  May  9-13,  1971.  Harrietts  Gibson.  320  W.  t«fay- 
ette,  Detroit  48226,  Exec.  Officer. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  annual, 
Washington,  DC,  May  3-7,  1971.  Dr.  Walter  E.  Barton, 
1700  18th  St.,  NW,  Washington,  DC  20009,  Med.  Dir. 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  South- 
ern Branch,  annual.  Memphis,  May  19-21,  1971.  Fred- 
erick W.  Hering,  1025  South  18th  St.,  Birmingham 
36206,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  annual,  Boston,  May  16-19,  1971.  Dr.  Simon 
FVedricks,  1103  Medical  Towers,  Houston  77026,  Sec. 

AMEIRICAN  THORACIC  SOCIETY,  annual,  Los  Angeles, 
May  17-19,  1971.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  an- 
nual, Chicago,  May  17-20,  1971.  Richard  J.  Hannigan, 
1120  N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION,  annual.  New  York 
City,  May  30-June  3,  1971.  Helen  Brown  Schmidt,  919  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 

■ NATIONAL  LEAGUE  FOR  NURSING,  Dallas.  May 
10-14,  1971.  Margaret  E.  Walsh,  10  Columbus  Circle,  New 
York  10019,  Sec. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  annual,  Los  Angeles,  May  16- 
19,  1971.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New 
York  10019,  Mng.  Dir. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
annual.  Little  Rock,  May,  1971.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  76201,  Exec.  Officer. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  an- 
nual, St.  Louis,  May  4-8,  1971.  Charles  C.  Hewitt,  JD, 
2636  Flossmoor  Rd.,  Flossmoor,  III.  60422,  Exec.  Officer. 

■ TEXAS  DENTAL  ASSOCIATION,  annual,  Houston, 
May  16-19,  1971.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
76246,  Exec.  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  annual,  San  An- 
tonio, May  16-19.  1971.  O.  Ray  Hurst,  PO  Box  4663, 
Austin  78761,  Exec.  Vice-Pres. 

■ TEXAS  MEDICAL  ASSOCIATION,  104th  annual  ses- 
sion. Houston,  May  6-9,  1971.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  RHEUMATISM  ASSOCIATION.  annual. 
Houston,  May  8.  1971.  Dr.  J.  E.  Norris.  6448  Fannin. 
Houston  77026,  Sec. 
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JUNE 

AMERICAN  DIABETES  ASSOCIATION,  annual,  San 
Francisco,  June  17-23,  1971.  J.  Richard  Connelly,  18  E. 
48th  St.,  New  York  10017,  Blxec.  Dir. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  annual, 
Washingrton,  DC,  June  14-16,  1971.  Dr.  Samuel  A.  Tru- 
fant,  Cincinnati  General  Hospital,  Cincinnati  45229, 
£ixec.  Sec. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  an- 
nual, Boston,  June  27-July  2,  1971.  Royce  P.  Noland, 
1166  16th  St.,  NW,  Washington,  DC  20005,  Exec.  Dir. 

SOCIETY  OF  NUCLEAR  MEDICINE,  annual,  Los  An- 
geles, June  28-July  2,  1971.  Margaret  GIos,  211  E.  43rd 
St.,  New  York  10017,  Exec.  Officer. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth,  June  14-16,  1971.  Dr.  M.  H.  Crabb,  1612 
Summit  Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  annual, 
Denver,  July  16-17,  1971.  F.  C.  Schmidt.  1764  Gilpin  St., 
Denver  80218,  Exec.  Officer. 


SEPTEMBER 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS. 
Cleveland,  Sept.  16-18,  1971.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Hot  Springs,  Va..  Sept.  9-11, 
1971.  Dr.  Charles  A.  Hunter,  1100  W.  Michigan,  Indian- 
apolis 46202,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY. 
Las  Vegas.  Sept.  19-20,  1971.  Lawrence  A.  Zupan,  1100 
17th  St.,  NW,  Washington,  DC  20036,  Exec.  Sec. 

AMERICAN  MEDICAL  ASSOCIATION,  13th  National 
Conference  on  Physicians  and  Schools,  Chicago,  Sept.  30- 
Oct.  2,  1971.  AMA,  Department  of  Health  Education, 
636  N.  Dearborn  St.,  Chicago  60610. 

FLYING  PHYSICIANS  ASSOCIATION.  INC.,  annual. 
Mackinac  Island,  Michigan,  Sept.  26-Oct.  1,  1971.  Har- 


riett C.  Carriere,  801  Green  Bay  Rd.,  Lake  Bluff,  111. 
60044,  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY.  Lub- 
bock. Sept.  18,  1971.  Mrs.  Carlie  Umphres,  PO  Box 
3276,  Amarillo  79106,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Houston.  Sept.  23-26, 
1971.  Dr.  Pat  A.  Cato,  1016  E.  32nd  St..  Austin  78705. 
Sec. 

WORLD  MEDICAL  ASSOCIATION,  annual.  Ottawa. 
Canada,  Sept.  12-18,  1971.  Miss  M.  L.  Natwick,  10  Co- 
lumbus Circle,  New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Miami  Beach,  Oct.  4-7,  1971.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  an- 
nual, Philadelphia.  Oct.  24-28,  1971.  Dr.  Alfred  Soffer, 
112  E.  Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  annual,  AUan- 
tic  City,  Oct.  18-22,  1971.  Dr.  C.  Rollins  Hanlon,  66  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  Guadalajara, 
Mexico,  Oct.  9-16,  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington.  111.  61701,  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  annual,  Roches- 
ter, NY.  Oct.  17-21,  1971.  Rutherford  T.  Phillips,  PO 
Box  1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual, 
Minneapolis,  Oct.  11-15,  1971.  Dr.  James  R.  Kimmey, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual.  Boston,  Oct.  22-30,  1971.  Albert  G.  Boeck,  Jr., 
710  S.  Wolcott  Ave.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  INC.,  annual.  Montreal,  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison 
St.,  Suite  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  St.  Louis,  Oct.  7-9,  1971.  Prank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 
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Lately, 
he  forgets. 

(Did  he  mention  it  when  you  checked  his  giucose  tolerance?) 

A few  gaps  in  his  memory. . . a spell  of  unexplained  weakness. . . a dizzy  spell 
now  and  then:  The  early  warnings  of  cerebrovascular  disease  are  often  subtle,  easy  for 
the  patient  to  dismiss. 

But  they  are  by  no  means  uncommon. 

You  are  most  likely  to  detect  them,  of  course,  in  the  diabetic,  the  hypertensive, 
the  cardiac  patient. ..surprisingly  often  during  theirforties  and  fifties. 

Detecting  these  warnings,  however,  may  require  careful  questioning,  sometimes 
of  the  family  as  well  as  the  patient.  You  can’t  always  trust  the  patient  to  speak  of  them 
spontaneously. 

It  pays  to  be  suspicious.  Early  diagnosis  of  transient  ischemia  means  more  viable 
vascular  muscle  capable  of  responding  to  the  direct  spasmolytic  and  dilating  action  of 
Cyclospasmol ...  a better  chance  to  protect  and  maintain  adequate  cerebral  circulation. 

Cyclospasmol  has  a smooth,  gradual  onset  of  action.  Chances  for  the  desired 
result  increase  with  continued  use.  It  is  notably  free  of  adrenergic,  cardiostimulant  and 
other  unwanted  effects. 

Before  transient  cerebral  ischemia  gives  way  to  lasting  damage 

Cyclospasmol  (cyclandelate) 

For  long-term  enhancement  of  cerebral  blood  flow  See  facing  page  for  Brief  Summary 


Cyclospasmol 

(cyclandelate) 


ACTIONS:  Cyclospasmol  (cyclandelate)  is  an  orally  effective 
peripheral  spasmolytic  and  vasodilator  that  acts  directly  on  the 
vascular  smooth  musculature  to  produce  a gradual  and  progres- 
sive relaxation  that  enhances  the  peripheral  and  cerebral  blood 
flow.  INDICATIONS:  For  adjunctive  therapy  in  occlusive  and 
vasospastic  diseases  of  the  vascular  system  associated  with  an 
impaired  circulation,  such  as:  intermittent  claudication;  arterio- 
sclerosis obliterans;  thrombophlebitis  (to  control  associated 
vasospasm  and  muscular  ischemia);  nocturnal  leg  cramps; 
local  frostbite;  Raynaud's  phenomenon;  as  an  aid  to  encour- 
age healing  of  diabetic  and  trophic  ulcers  of  the  legs;  and  for 
selected  cases  of  ischemic  cerebral  vascular  disease.  A faster 
response  may  be  expected  in  conditions  in  which  vasospasm 
is  predominant  in  the  pathological  process.  The  drug  is  not 
intended  to  substitute  for  an  adequate  medical  or  surgical 
program  in  the  treatment  of  peripheral  or  cerebral  vascular 
disease.  It  is  imperative  that  the  patient  continue  to  follow 
established  therapy,  e.g.,  foot  care,  discontinuance  of  smok- 
ing, etc.,  while  taking  Cyclospasmol.  Since  cerebrovascular 
disease  is  diagnosed  most  frequently  only  after  destruction  of 
nerve  tissue,  it  cannot  be  expected  that  signs  and  symptoms 
arising  from  an  interruption  of  neuronal  function  can  be  com- 
pletely reversed  by  correcting  the  exciting  cause.  Neverthe- 
less, restoration  of  blood  flow  towards  more  normal  levels  with 
cyclandelate  may  often  produce  marked  relief  from  such  signs 
and  symptoms  as  head  noises,  ringing  in  the  ears,  a feeling 
of  weakness,  unsteady  gait,  mental  confusion,  temporary  fluc- 
tuations in  hearing  acuity,  poor  memory  and  slurred  speech. 
More  important,  the  drug  may  provide  prophylaxis  against 
further  circulatory  embarrassment,  particularly  if  the  dimin- 
ished circulation  is  associated  with  spasm  of  the  vascular  wall. 
CONTRAINDICATIONS:  Cyclospasmol  is  contraindicated  in 
cases  of  known  hypersensitivity  to  the  drug.  WARNINGS:  1. 
Cyclandelate  should  be  used  with  extreme  caution  in  patients 
with  severe  obliterative  coronary  artery  or  cerebral  vascular 
disease,  since  there  is  a possibility  that  these  diseased  areas 
may  be  compromised  by  vasodilatory  effects  of  the  drug  else- 
where. 2.  USE  IN  PREGNANCY:  The  safety  of  cyclandelate  for 
use  during  pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  not  be  used  in  pregnant  women  or  in 
women  of  childbearing  age  unless,  in  the  judgment  of  the 
physician,  its  use  is  deemed  absolutely  essential  to  the  wel- 
fare of  the  patient.  3.  Although  no  prolongation  of  bleeding 
time  has  been  demonstrated  in  humans  in  therapeutic  dos- 
ages, it  has  been  demonstrated  in  animals  at  very  large  doses. 
Therefore,  the  hazard  of  a prolonged  bleeding  time  should  be 
carefully  considered  when  administering  cyclandelate  to  a 
patient  with  active  bleeding  or  a bleeding  tendency.  PRECAU- 
TIONS: Since  Cyclospasmol  is  a vasodilator,  it  should  be  used 
with  caution  in  patients  having  glaucoma.  Consult  direction 
circular  before  prescribing.  ADVERSE  REACTIONS:  Gastro- 
intestinal distress  (pyrosis,  pain  and  eructation)  may  occur 
with  Cyclospasmol.  These  symptoms  occur  infrequently  and 
are  usually  mild.  Relief  can  often  be  obtained  by  taking  the 
medication  with  meals  or  by  the  concomitant  use  of  antacids. 
Mild  flush,  headache,  feeling  of  weakness  or  tachycardia  may 
occur,  especially  during  the  first  weeks  of  administration. 
SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and  500; 
100  mg.  orange  tablets  in  bottles  of  100  and  500. 

May  we  send  you  reprints,  detailed  literature  or  professional 
samples? 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 
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WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

Jamca  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S, 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D,,  F,A.C,R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C,P.,  Diagnosis  & IntemiJ  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 

GENERAL  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A,C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E,  Dobbs,  Jr.,  Asst.  Administrator 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FUND,  INC. 

Est.  1950 


A MO-LOAD  FUND 

Investing  in  stocks 
selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund,  Inc, 

One  Charles  Center,  Dept.  F-1 

Baltimore,  Md.  21201  Phone  (301)  539-1992 

H Name 


Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensitf 

hydroflumethiazide,  50  mg. /reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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TEXAS  MEDICINE 


The  antihypertensive  therapy 
that  is  ea^to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

^asy>to«live  with  cost  of  therapy.  The  one  to  two 

? tablets  a day  maintenance  dose  makes  Salutensin 
p economical  to  stay  with.  Important,  because  long- 
;;  term  control  calls  for  long-term  therapy. 


Salutensiif 

hydro^umethiazide,  50  mg./ reserpine, 
0.125  nig.  protoveratrine  A,  0.2  mg. 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 

- The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient; 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


: I 

Choice  of  4 strengths: 


Android 

Each  yelloiv  tablet  contains: 
Methyl  Testosterone  ..2-5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..lOmg. 


Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500,  1000. 


REFER  TO 


Android-HP 

HIGH  POTENCY 

Each  red  tablet  contains: 


Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  (V2  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  . . . . i . . .10  mg. 


Dose:  1 tablet  3 limes  daily. 
Available: 

Bottles  of  100.  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 


Thyroid  Ext.  (I  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
e-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 


Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-I2  2.5  meg. 

Riboflavin  5 mg. 


Dose:  2 tablets  daily. 
Available:  Bottles  Of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  Insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano.  P..  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  seXual 
impotence.  Clin  Med  12:69.  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962.  4.  Heilman,  L.,  Bradlow,  K.  L.,  Zumoff,  B.,  Fukushima,  D.  K.,  and  GalTagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypochotesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
1959-  5.  Farris.  E.  J..  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863.  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

111,,  1959,  pp,  79-99. 


Write  for  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin^ 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
O Placebo 


POO  FI 


25% 

17% 

FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

*A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.Goldbero  Jrnl,.  of 
the  Amer,  Ger.  Soo.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole.. loo  mg. 

Nicotinic  Acid )oo  mg. 

Ascorbic  Acid mg. 

Thiamine  HCL. 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine.. 3 mg. 

DOSAGE;  One  capsule  t.f.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  TOO,  500, 1000  capsules. 

Also  elixir  80Z.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin -containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REFER  TO 

PDR 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

r 2500  W.  6th  St,  Los  Angeles,Calif. 90057 
Write  for  Product  Catalog 
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TEXAS  MEDICINE 


1971  TEXAS 

mmm  continuing  education 
9mm  DIRECTORY 


This  first  annual  list  of  continuing 
education  courses  in  Texas  is  de- 
signed for  multiple  purposes; 

(1)  To  permit  physicians  to  plan 
ahead  for  courses  they  might 
wish  to  take  during  the  coming 
year;  (2)  To  assist  course  planners 
to  arrange  their  schedules  to 
avoid  conflict  with  other  courses, 
especially  on  similar  subjects; 

(3)  To  give  course  planners  an 
opportunity  to  inform  physicians 
about  their  courses;  and  (4)  To 
establish  a single,  major  source 
of  information  on  continuing 
education  courses  held  in  Texas 
for  physicians. 

Many  courses  available  in  Texas 
this  year  no  doubt  do  not  appear 
in  this  directory,  although  at- 
tempts were  made  to  contact  all 
groups  offering  courses  to  give 
them  the  opportunity  to  list. 
Reprints  of  this  directory  will  be 
made  available  by  the  Regional 
Medical  Programs  of  Texas. 

Croups  which  were  unable  to 
meet  the  deadline  for  the  1971 
directory  may  contact  the  TEXAS 
MEDICINE  office,  1801  N.  Lamar 
Blvd.,  Austin,  78701,  by  Oct.  1, 
1971,  for  listing  in  1972. 

ANESTHESIOLOGY 

TITLE: 

Postgraduate  Course  in  Anes- 
thesiology 

SPONSORS: 

UT  Medical  School  at  San  An- 
tonio; Texas  Society  of  Anes- 
thesiologists 

LOCATION  OF  COURSE; 

UT  Medical  School  at  San  An- 
tonio 

DATE: 

March  29-April  2, 1971 
DURATION: 

5 days;  7 hours  instruction  per 
day;  35  hours  total 

TYPE  OF  COURSE: 

Continuous 

FEE: 

$75 


CREDIT: 

AACP,  35  hours 

ORCANIZATION: 

Regularly  scheduled 

DESICNED  FOR: 

Both* 

TEACHINC  METHODS: 
Audiovisual  materials,  bedside 
rounds,  clinical  conference,  en- 
rollee  observes  procedure,  en- 
rollee  performs  procedure, 
lecture,  live  clinic,  open  question, 
patient  demonstration,  seminar 

ENROLLMENT: 

Minimum  5;  maximum  25 

CONTACT: 

Dr.  Howard  L.  Zauder,  Professor 
and  Chairman,  Department  of 
Anesthesiology,  UT  Medical 
School  at  San  Antonio,  7703 
Floyd  Curl  Dr.,  San  Antonio 
78229 

BIOMATHEMATICS, 
COMPUTER  SCIENCE 

TITLE: 

9th  Annual  Symposium  on  Bio- 
mathematics & Computer  Sci- 
ence in  the  Life  Sciences 

SPONSORS: 

UT  Craduate  School  of  Biomed- 
ical Sciences  at  Houston,  Division 
of  Continuing  Education;  UT 
M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston 

LOCATION  OF  COURSE: 

Marriott  Motor  Hotel,  Houston 

DATE: 

March  22-24, 1971 

DURATION: 

3 days 

TYPE: 

Continuous 

ORCANIZATION: 

Regularly  scheduled 

DESICNED  FOR: 

Both 

* Indicates  course  designed  for 
both  general  practitioner  and 
specialist 


TEACHINC  METHODS: 
Audiovisual  materials,  lecture 

CONTACT: 

Dr.  Crant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT 
Craduate  School  of  Biomedical 
Sciences  at  Houston,  PO  Box 
20367,  Houston  77025 

CARDIOLOGY 

TITLE: 

Clinical  Cardiology 
SPONSORS: 

UT  Craduate  School  of  Biomedi- 
cal Sciences  at  Houston,  Division 
of  Continuing  Education 

LOCATION  OF  COURSE: 

UT  Craduate  School  of  Biomed- 
ical Sciences  at  Houston,  6410 
Fannin,  Houston  77025 

DATE: 

March  2-December  10, 1971 
DURATION: 

54  days;  27  weeks;  2 hours  in- 
struction per  day;  100  hours  total 

TYPE: 

Intermittent 

FEE: 

$500 

CREDIT: 

AACP,  100  hours 

ORCANIZATION: 

Regularly  scheduled 

DESICNED  FOR; 

Both 

TEACHINC  METHODS: 
Audiovisual  materials,  lecture, 
open  question 

ENROLLMENT: 

Minimum  12;  maximum  30 

CONTACT: 

Dr.  Crant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT 
Craduate  School  of  Biomedical 
Sciences  at  Houston,  PO  Box 
20367,  Houston  77025 


CARDIOVASCULAR 

DISEASE 

TITLE: 

The  Coronary  Care  Unit:  Data 
Interpretation 

SPONSORS 

UT  at  Austin  College  of  Engineer- 
ing; Statewide  School  of 
Nursing 

LOCATION  OF  COURSE: 

Joe  C.  Thompson  Conference 
Center,  Austin 

DATE: 

March  1-12, 1971 
DURATION: 

10  days;  1 hour  instruction  per 
day;  10  hours  total 

TYPE: 

Continuous 

FEE: 

$20;  students  $15 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture 

CONTACT: 

Engineering  Institutes  of  the  Col- 
lege of  Engineering,  PO  Box  K, 
The  University  of  Texas  at  Austin, 
Austin  78712 

CARDIOVASCULAR 

DISEASE 

TITLE: 

Vagaries  in  the  Treatment  of 
Coronary  Artery  Disease 

SPONSORS: 

Baylor  College  of  Medicine;  The 
Methodist  Hospital;  American 
College  of  Cardiology 

LOCATION: 

The  Methodist  Hospital,  6516 
Bertner,  Houston  77025 

DATE: 

May  19-21, 1971 


DURATION: 

3 days;  8 hours  instruction  per 
day;  24  hours  total 

TYPE: 

Continuous 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel,  seminar 

CONTACT: 

Dr.  Norman  L.  Berkman,  Depart- 
ment of  Internal  Medicine,  The 
Methodist  Hospital,  6516  Bertner, 
Houston  77025 

CARDIOVASCULAR 

DISEASE 

TITLE: 

Scientific  Sessions 
SPONSORS: 

Bay  Area  Chapter,  American 
Heart  Association;  UT 
Medical  Branch  at  Galveston 

LOCATION  OF  COURSE: 

UT  Medical  Branch  at  Galveston 

DATE: 

May  21, 1971 
DURATION: 

1 day;  7 hours  instruction  per  day 

FEE: 

$5 

CREDIT: 

AACP,  elective  credit 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel 

CONTACT: 

Dr.  John  Wallace,  Department  of 
Cardiology,  UT  Medical  Branch, 
Galveston  77550 


CARDIOVASCULAR 

DISEASE 

TITLE: 

Prevention  and  Management  of 
Heart  Disease,  1971 

SPONSORS: 

American  Heart  Association, 
Texas  Affiliate,  Inc.;  UT  Medical 
School  at  San  Antonio; 

American  Heart  Association, 
Council  on  Clinical  Cardiology 

LOCATION  OF  COURSE: 

Hilton  Palacio  del  Rio  Hotel, 

San  Antonio 

DATE: 

September  23-25, 1971 

DURATION: 

2y2  days 

FEE: 

$15 

CREDIT: 

Prescribed  credit  and  elective 
credit 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel 

CONTACT: 

Dale  R.  Stringfellow,  Director  of 
Program,  American  Heart 
Association,  Texas  Affiliate, 

Inc.,  PO  Box  9928,  Austin  78757 

ENDOCRINOLOGY 

TITLE: 

Sixteenth  Annual  Clinical  Confer- 
ence on  Endocrine  and  Non- 
endocrine  Hormone  Producing 
Tumors 

SPONSORS: 

UT  M.D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston;  UT 
Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of 
Continuing  Education;  American 
Cancer  Society,  Texas  Division; 

US  Department  of  Health,  Edu- 
cation and  Welfare;  Texas  Society 
of  Pathologists 


LOCATION: 

Shamrock  Hilton  Hotel,  Houston 
DATE: 

November  11-13, 1971 
DURATION: 

2V2  days;  6 hours  instruction 
per  day 

TYPE: 

Continuous 

FEE: 

None 

CREDIT: 

AACP,  10  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  clinical 
conference,  lecture,  panel 

CONTAGT: 

Dr.  Alfred  G.  Knudson,  jr.. 
Associate  Director  of  Education, 
UT  M.D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston,  6723 
Bertner,  Houston  77025 

GENERAL  MEDICINE 

TITLE: 

International  Medical  Assembly 
of  Southwest  Texas 

SPONSORS: 

International  Medical  Assembly 
of  Southwest  Texas 

LOGATION  OF  COURSE: 
Convention  Center,  San  Antonio 

DATE: 

January  28-29, 1971 
DURATION: 

2 days;  7 hours  instruction  per 
day;  14  hours  total 

TYPE: 

Continuous 

FEE: 

$30 

CREDIT: 

AAGP,  14  hours 


ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEAGHING  METHODS: 

Lecture 

GONTACT: 

Dr.  O.  Roger  Hollan,  Ghairman, 
Program  Committee,  703  Nix 
Prof.  Bldg.,  San  Antonio  78205, 

GENERAL  MEDICINE 

TITLE: 

General  Practice  Review 
SPONSORS: 

UT  Medical  Branch,  Division  of 
Family  Medicine  and  Department 
of  Postgraduate  Education 

LOCATION: 

Flagship  Hotel,  Galveston 
DATE: 

February  1-6, 1971 
DURATION: 

5y2  days;  1 week;  8 hours  in- 
struction per  day  Feb.  1-5,  4 
hours  instruction  Feb.  6;  44  hours 
total 

TYPE: 

Continuous 

FEE: 

$100 

CREDIT: 

AAGP,  44  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  clinical 
conference,  lecture,  open  ques- 
tion, panel,  patient  demonstra- 
tion, programmed  instruction, 
seminar,  television 

ENROLLMENT: 

Minimum  50;  maximum  100 

CONTACT: 

Dr.  S.  R.  Lewis,  Director  of  Post- 
graduate Education,  UT  Medical 
Branch,  Galveston  77550 


GENERAL  MEDICINE 

TITLE: 

Immediate  Care  of  the  Trauma- 
tized Patient 

SPONSORS: 

UT  Graduate  School  of  Biomed- 
ical Sciences  at  Houston,  Division 
of  Continuing  Education 

LOCATION: 

UT  Graduate  School  of  Biomed- 
ical Sciences  at  Houston,  6410 
Fannin,  Houston  77025 

DATE: 

Early  Spring,  1971 
TYPE: 

Intermittent 

FEE: 

$25 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT 
Graduate  School  of  Biomedical 
Sciences  at  Houston,  PO  Box 
20367,  Houston  77025 

GENERAL  MEDICINE 

TITLE: 

Continuing  Medical  Education 
for  Physicians 

SPONSORS: 

Network  for  Continuing  Medical 
Education,  New  York 

LOCATION  OF  COURSE: 

Veterans  Administration  Hospi- 
tal, Waco 

DATE: 

Not  determined 

DURATION: 

1 day  per  week  per  year 

TYPE  OF  COURSE: 

Television  or  radio 

FEE: 

None 

CREDIT: 

None 


ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials 

CONTACT: 

Dr.  Thomas  V.  Frank,  Chief  of 
Staff,  Veterans  Administration 
Hospital,  Waco  76703 

GENERAL  MEDICINE 
AND  SURGERY 

TITLE: 

Annual  Scott  and  White  Confer- 
ence in  Medicine  and  Surgery 

SPONSORS: 

Scott  and  White  Memorial  Hos- 
pital and  Scott,  Sherwood  and 
Brindley  Foundation,  Temple 

LOCATION: 

Scott  and  White  Memorial 
Hospital,  Temple 

DATE: 

February  12-13, 1971 
DURATION: 

2 days;  4 hours  instruction  per 
day 

TYPE: 

Continuous 

FEE: 

$35 

CREDIT: 

8-10  hours  elective  credit 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  laboratory 
work,  open  question,  panel, 
seminar,  television 

CONTACT: 

Dr.  N.  C.  Hightower,  Director  of 
Research  and  Education,  Scott 
and  White  Clinic,  Temple  76501 


GENERAL  MEDICINE 
AND  SURGERY 

TITLE: 

Annual  Fall  Conference 
SPONSORS: 

Scott  and  White  Memorial  Hos- 
pital and  Scott,  Sherwood  and 
Brindley  Foundation,  Temple 

LOCATION: 

Scott  and  White  Memorial 
Hospital,  Temple 

DATE: 

August,  1971  (tentative) 
DURATION: 

1 day;  4 hours  instruction 
TYPE: 

Annual  one-day  conference 

FEE: 

$15 

CREDIT: 

4 hours  elective  credit 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel,  seminar 

CONTACT: 

Dr.  N.  C.  Hightower,  Director  of 
Research  and  Education,  Scott 
and  White  Clinic,  Temple  76501 

HEMATOLOGY 

TITLE: 

Workshop  in  Hematology — 
Hemolytic  Anemia 

SPONSORS: 

Baylor  College  of  Medicine;  The 
Methodist  Hospital 

LOCATION: 

Main  Assembly  Room,  The 
Methodist  Hospital,  6516  Bert- 
ner,  Houston  77025 

DATE: 

January  20, 1971 
DURATION: 

1 day;  8 hours  instruction 


TYPE: 

One-day  workshop 

FEE: 

$30 

CREDIT: 

8 hours 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel,  seminar 

ENROLLMENT: 

Maximum  60 

CONTACT: 

Dr.  Norman  L.  Berkman,  Depart- 
ment of  Internal  Medicine,  The 
Methodist  Hospital,  6516  Bert- 
ner,  Houston  77025 

HEMATOLOGY 

TITLE: 

Course  on  Hematology 
SPONSORS: 

UT  Graduate  School  of  Biomed- 
ical Sciences  at  Houston,  Division 
of  Continuing  Education;  UT 
M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston 

LOCATION  OF  COURSE: 
Classroom  132,  UT  Dental 
Branch,  6516  John  Freeman, 

Texas  Medical  Center,  Houston 

DATE: 

January  21-22, 1971 

DURATION: 

2 days;  11  hours  total 

TYPE: 

Continuous 

FEE; 

$35 

CREDIT: 

AACP,  11  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture 


CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT 
Graduate  School  of  Biomedical 
Sciences  at  Houston,  PO  Box 
20367,  Houston  77025 

INTERNAL  MEDICINE 

TITLE: 

Continuous  Postgraduate  Course 
in  Internal  Medicine 

SPONSORS: 

Dallas  Internist  Club 

LOCATION: 

Lucas  B&B  Restaurant,  Dallas 
DATE: 

January-May,  1971 
DURATION: 

21  weeks;  1 hour  instruction  per 
day;  21  hours  total 

TYPE: 

Intermittent 

FEE: 

$70 

CREDIT: 

21  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Full  time  specialty 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  patient  demon- 
stration 

ENROLLMENT: 

Maximum  100 

GONTAGT: 

Dr.  Robert  J.  Potts,  Continuing 
Education  Chairman,  9229  Vine- 
wood,  Dallas  75228 

MALIGNANT  DISEASE 

TITLE: 

Environment  and  Cancer,  24th 
Annual  Symposium  on  Funda- 
mental Cancer  Research 


SPONSORS: 

UT  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston;  UT 
School  of  Public  Health  at 
Houston;  UT  Graduate  School  of 
Biomedical  Sciences  at  Houston; 
American  Cancer  Society,  Texas 
Division;  National  Cancer  Insti- 
tute 

LOCATION: 

Shamrock  Hilton  Hotel,  Houston 
DATE: 

March  3-5, 1971 
DURATION: 

2y2  days;  6 hours  instruction 
per  day 

TYPE: 

Continuous 

FEE: 

None 

CREDIT: 

None 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both,  and  basic  scientists 

TEAGHING  METHODS: 
Audiovisual  materials,  laboratory 
work,  lecture,  panel 

GONTAGT: 

Dr.  Alfred  G.  Knudson,  Jr.,  Asso- 
ciate Director  of  Education,  UT 
M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston,  6723 
Bertner,  Houston  77025 

MALIGNANT  DISEASE 

TITLE: 

Glinical  Oncology 
SPONSORS: 

Baylor  Gollege  of  Medicine;  The 
Methodist  Hospital 

LOGATION: 

The  Methodist  Hospital,  6516 
Bertner,  Houston  77025 

DATE: 

October  1 -December  15, 1971 
(Subject  to  change) 


DURATION: 

2 days;  11  weeks;  1 hour  instruc- 
tion per  day 

TYPE: 

Intermittent 

FEE: 

None 

GREDIT: 

None 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEAGHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel 

ENROLLMENT: 

Minimum  30;  maximum  200 

GONTAGT: 

Dr.  Montague  Lane,  Professor  of 
Medicine,  Baylor  College  of 
Medicine,  Texas  Medical  Center, 
Houston  77025 

MALIGNANT  DISEASE 

TITLE: 

Care  and  Management  of  Cancer 
Patients 

SPONSORS: 

UT  Medical  School  at  San 
Antonio 

LOCATION: 

UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr., 

San  Antonio  78229 

DATE: 

Determined  by  arrangement 
with  applicant 

DURATION: 

2 weeks;  8 hours  instruction  per 
day;  96  hours  total 

TYPE: 

Postgraduate  Traineeship 

FEE: 

None 

ORGANIZATION: 

Given  by  arrangement  with 
applicant 


DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  bedside 
rounds,  clinical  conference, 
enrollee  observes  procedure, 
laboratory  work,  lecture,  live 
clinic,  open  question,  operative 
human  surgery,  patient  demon- 
stration, programmed  instruc- 
tion, seminar,  television 

CONTACT: 

Dr.  J.  Bradley  Aust,  Professor  and 
Chairman,  Department  of 
Surgery,  UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl 
Dr.,  San  Antonio  78229 

MEDrCAL  ONCOLOGY 

TITLE: 

Advances  in  Medical  Oncology 
SPONSORS: 

American  College  of  Physicians 
LOCATION: 

Shamrock  Hilton  Hotel,  Houston 
DATE: 

March  8-12,1971 

DURATION: 

’days 

TYPE: 

Continuous 

FEE: 

ACP  members  and  fellows  $80; 
nonmembers  $125;  ACP  candi- 
date members  $40;  residents  and 
fellows  in  training  who  are  not 
candidate  members  $80 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  clinical 
conference,  enrollee  observes 
procedure,  lecture,  open  ques- 
tion, panel,  seminar 

ENROLLMENT: 

Minimum  50;  maximum  450 


CONTACT: 

Dr.  Emil  Frei,  III,  Co-Director, 
6723  Bertner,  Houston  77025 

NEUROLOGY 

TITLE: 

Advanced  Neuroscience 
SPONSORS: 

Baylor  College  of  Medicine 
LOCATION: 

Room  201,  Baylor  College  of 
Medicine,  Texas  Medical  Center, 
Houston 

DATE: 

January-December,  1971;  each 
Thursday 

DURATION: 

1 day;  52  weeks;  1 hour  instruc- 
tion per  day;  52  hours  total 

TYPE: 

Continuous 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Full  time  specialty 

TEACHING  METHODS: 

Open  question 

ENROLLMENT: 

Minimum  8;  maximum  50 

CONTACT: 

Dr.  John  Stirling  Meyer,  Professor 
and  Chairman,  Department  of 
Neurology,  Baylor  College  of 
Medicine,  Texas  Medical  Center, 
Houston  77025 

NEUROLOGY 

TITLE: 

Clinical  Neurology 
SPONSORS: 

Baylor  College  of  Medicine 
LOCATION: 

Main  Assembly  Room,  Methodist 
Hospital;  4th  Floor  Conference 
Room,  Ben  Taub  General 
Hospital,  Houston 

DATE: 

January-December,  1971;  each 
Tuesday  and  Friday 


DURATION: 

2 days;  52  weeks;  4 hours  in- 
struction per  day;  200  hours  total 

TYPE: 

Continuous 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Full  time  specialty 

TEACHING  METHODS: 

Clinical  conference 

CONTACT: 

Dr.  John  Stirling  Meyer,  Professor 
and  Chairman,  Department  of 
Neurology,  Baylor  College  of 
Medicine,  Texas  Medical  Center, 
Houston  77025 

NEUROLOGY 

TITLE: 

Neuropathology 

SPONSORS: 

Baylor  College  of  Medicine 
LOCATION: 

Room  301 , Baylor  College  of 
Medicine,  Texas  Medical  Center, 
Houston 

DATE: 

January-December,  1971;  each 
Friday 

DURATION: 

1 day;  52  weeks;  1 hour  instruc- 
tion per  day;  52  hours  total 

TYPE: 

Continuous 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Full  time  specialty 

TEACHING  METHODS: 

Clinical  conference,  lecture 

CONTACT: 

Dr.  Julio  H.  Garcia,  Department 
of  Neurology,  Baylor  College  of 
Medicine,  Texas  Medical  Center, 
Houston  77025 


NUCLEAR  MEDICINE 

TITLE: 

Nuclear  Medicine — Its  Use  in 
Defining  Disease 

SPONSORS: 

UT  Graduate  School  of  Biomed- 
ical Sciences  at  Houston,  Division 
of  Continuing  Education,  UT 
M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston 

LOCATION  OF  COURSE: 

UT  M.D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston, 

Texas  Medical  Center,  Houston 

DATE: 

February  5-April  9, 1971 
DURATION: 

10  days;  10  weeks;  4 hours 
instruction  per  day 

TYPE: 

Intermittent 

FEE: 

$100 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 

Lecture,  live  clinic 

ENROLLMENT: 

Maximum  15 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT 
Graduate  School  of  Biomedical 
Sciences  at  Houston,  PO  Box 
20367,  Houston  77025 

NUCLEAR  MEDICINE 

TITLE: 

Nuclear  Medicine — Its  Use  in 
Defining  Disease 

SPONSORS: 

UT  Graduate  School  of  Biomed- 
ical Sciences  at  Houston,  Division 
of  Continuing  Education;  UT 
M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston 


LOCATION: 

UT  M.D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston 

DATE: 

July  26-30, 1971 
DURATION: 

5 days;  1 week;  7V2  hours  in- 
struction per  day 

TYPE: 

Continuous 

FEE: 

$100 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 

Clinical  conference,  lecture,  live 
clinic,  open  question 

ENROLLMENT: 

Maximum  15 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT 
Graduate  School  of  Biomedical 
Sciences  at  Houston,  PO  Box 
20367,  Houston  77025 

OBSTETRICS  AND 
GYNECOLOGY 

TITLE: 

Dr.  Bunkley  Lecture  in  OB-CYN 
SPONSORS: 

Scott  and  White  Memorial  Hos- 
pital and  Scott,  Sherwood  and 
Brindley  Foundation,  Temple 

LOCATION: 

Scott  and  White  Memorial 
Hospital,  Temple 

DATE: 

November  3-4, 1971 
DURATION: 

2 days;  2 hours  instruction 
per  day 

TYPE: 

Annual  lecture 
FEE: 

Dinner  fee  only 


CREDIT: 

None 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question 

CONTACT: 

Dr.  N.  C.  Hightower,  Director  of 
Research  and  Education,  Scott 
and  White  Clinic,  Temple  76501 

OPHTHALMOLOGY 

TITLE: 

Bi-Monthly  Clinical  Conference 
in  Ophthalmology 

SPONSORS: 

UT  Southwestern  Medical  School 
at  Dallas 

LOCATION  OF  COURSE: 
Parkland  Memorial  Hospital, 

5201  Harry  Hines  Blvd.,  Dallas 
75235 

DATE: 

3rd  Wednesday  of  each  odd 
month  except  March 

DURATION: 

OViz  hours  instruction  per  day 
TYPE: 

Intermittent 

FEE: 

None 

CREDIT: 

None 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 

Clinical  conference,  patient 
demonstration,  lecture 

CONTACT: 

Dr.  John  R.  Lynn,  Chairman, 
Department  of  Ophthalmology, 
UT  Southwestern  Medical  School 
at  Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235 


ORTHOPEDIC  SURGERY 

TITLE: 

Orthopaedic  Surgery  of  Children, 
Selected  Topics,  Part  I 

SPONSORS: 

St.  Luke's  Episcopal  Hospital; 
Baylor  College  of  Medicine 

LOCATION  OF  COURSE: 
Warwick  Hotel,  Houston 

DATE: 

April  22-24, 1971 

DURATION: 

2 Viz  days 

TYPE: 

Continuous 

FEE: 

$60 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Full  time  specialty  in  orthopedic 
surgery 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel 

ENROLLMENT: 

Maximum  300 

CONTACT: 

Dr.  W.  Malcolm  Cranberry,  6624 
Fannin,  Houston  77025 

ORTHOPEDIC  SURGERY 

TITLE: 

Foot  and  Ankle 
SPONSORS: 

American  Academy  of  Ortho- 
paedic Surgeons 

LOCATION: 

Hilton  Palacio  del  Rio  Hotel, 

San  Antonio 

DATE: 

September  29-October  2, 1971 
DURATION: 

4 days;  7-8  hours  instruction 
per  day 

TYPE: 

Continuous 


FEE: 

$150;  residents  $50 

CREDIT: 

AAGP 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel 

ENROLLMENT: 

Minimum  150;  maximum  400 

CONTACT: 

Mrs.  Ann  D.  Hanley,  Ameri- 
can Academy  of  Orthopaedic 
Surgeons,  430  N.  Michigan  Ave., 
Chicago  60611 

PATHOLOGY 

TITLE: 

Clinical  Chemistry 
SPONSORS: 

American  Society  of  Clinical 
Pathologists;  UT  Medical  Branch 
at  Galveston 

LOCATION: 

UT  Medical  Branch,  Galveston 
DATE: 

May  26-28, 1971 
DURATION: 

3 days;  8 hours  instruction  per 
day;  24  hours  total 

TYPE: 

Continuous 

FEE: 

$100 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Full  time  specialty — clinical 
pathology,  pathology,  medical 
technology 

TEACHING  METHODS: 
Audiovisual  materials,  enrollee 
performs  procedure,  laboratory 
work,  lecture,  open  question, 
seminar 


ENROLLMENT: 

Minimum  10;  maximum  20 

CONTACT: 

Dr.  John  B.  Fuller,  Professor, 
Division  of  Clinical  Pathology, 
Department  of  Pathology,  UT 
Medical  Branch,  Galveston  77550 

PATHOLOGY 

TITLE: 

Dermal  Pathology 
SPONSORS: 

UT  Graduate  School  of  Biomedi- 
cal Sciences  at  Houston,  Division 
of  Continuing  Education;  UT 
M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston 

LOCATION  OF  COURSE: 

Not  determined 

DATE: 

August  23-27,1971 

DURATION: 

5 days;  1 week 

TYPE: 

Continuous 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT 
Graduate  School  of  Biomedical 
Sciences  at  Houston,  PO  Box 
20367,  Houston  77025 

PEDIATRICS 

TITLE: 

Annual  Pediatric  Conference 
SPONSORS: 

Scott  and  White  Memorial  Hos- 
pital and  Scott,  Sherwood  and 
Brindley  Foundation,  Temple 

LOCATION: 

Scott  and  White  Memorial 
Hospital,  Temple 

DATE: 

April,  1971  (tentative) 


DURATION: 

2 days;  3 hours  instruction  per 
day;  6 hours  total 

TYPE: 

Continuous 

FEE: 

$15 

CREDIT: 

6 hours  elective  credit 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  open 
question,  seminar,  television 

CONTACT: 

Dr.  N.  C.  Hightower,  Director  of 
Research  and  Education,  Scott 
and  White  Clinic,  Temple  76501 

PEDIATRICS 

TITLE: 

9th  Annual  Teaching  Conference 
SPONSORS: 

Children's  Hospital,  Santa  Rosa 
Medical  Center,  San  Antonio; 
Department  of  Pediatrics,  UT 
Medical  School  at  San  Antonio 

LOCATION  OF  COURSE: 
Children's  Hospital,  Santa  Rosa 
Medical  Center,  Elite  Deck  (5th 
floor),  San  Antonio 

DATE: 

April  3-4,1971 
DURATION: 

2 days;  4 hours  instruction  per 
day;  total  8 hours 

TYPE: 

Continuous 

FEE: 

None 

CREDIT: 

American  Academy  of  Pediatrics, 
8 hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 


TEACHING  METHODS: 
Audiovisual  materials,  clinical 
conference,  lecture,  open  ques- 
tion, seminar 

ENROLLMENT: 

Maximum  200 

CONTACT: 

Dr.  Howard  A.  Britton,  Chairman, 
Department  of  Pediatrics, 
Children's  Hospital,  Santa  Rosa 
Medical  Center,  San  Antonio 
78207 

PEDIATRICS 

TITLE: 

The  Twentieth  Year — A Program 
in  Lifelong  Education 

SPONSORS: 

UT  Medical  Branch  Pediatric 
Alumni  Association;  Department 
of  Pediatrics,  UT  Medical  Branch 
at  Galveston 

LOCATION: 

Holiday  Inn,  Galveston 

DATE: 

April  15-16, 1971 

DURATION: 

2 days 

TYPE: 

Continuous 

FEE: 

$75 

CREDIT: 

AAGP,  12  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
panel 

CONTACT: 

Dr.  Spencer  G.  Thompson, 
Associate  Dean,  UT  Medical 
Branch,  Galveston  77550 


PEDIATRICS 

TITLE: 

Postgraduate  Pediatrics  Seminar 
— 1971  "Infectious  Diseases" 

SPONSORS: 

Children's  Medical  Center, 

UT  Southwestern  Medical  School 
at  Dallas 

LOCATION  OF  COURSE: 
Auditorium,  Children's  Medical 
Center,  1935  Amelia  St.,  Dallas 
75235 

DATE: 

June  11-12, 1971 
DURATION: 

2 days;  1 week;  4 hours  instruc- 
tion first  day  and  8 hours  second 
day;  12  hours  total 

TYPE: 

Continuous 

FEE: 

$15 

CREDIT: 

12  hours 

ORGANIZATION: 

Given  by  arrangement  with 
applicant 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 

Seminar 

CONTACT: 

Dr.  John  S.  Chapman,  Assistant 
Dean  for  Postgraduate  Education, 
UT  Southwestern  Medical  School 
at  Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235 

PEDIATRICS 

TITLE: 

Fifth  Annual  Postgraduate  Pedi- 
atrics Seminar 

SPONSORS: 

Children's  Medical  Center,  Dallas 

LOCATION  OF  COURSE: 
Children's  Medical  Center 

DATE: 

June  11-12, 1971 


DURATION: 

V/i  days;  12  hours  instruction 

FEE: 

$15 

CREDIT: 

AAGP 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel 

CONTACT: 

Dr.  Kenneth  Haltalin,  Depart- 
ment of  Pediatrics,  UT  South- 
western Medical  School  at 
Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235 

PSYCHIATRY 

TITLE: 

Psychiatry  in  Medical  Practice, 
Part  II 

SPONSORS: 

UT  Graduate  School  of  Biomedi- 
cal Sciences  at  Houston,  Division 
of  Continuing  Education 

LOCATION  OF  COURSE: 

UT  Graduate  School  of  Biomed- 
ical Sciences  at  Houston,  6410 
Fannin,  Houston  77025 

DATE: 

January  28-April  29, 1971 
DURATION: 

14  days;  14  weeks;  2 hours  in- 
struction per  day;  28  hours  total 

TYPE: 

Intermittent 

FEE: 

$60 

CREDIT: 

AAGP,  28  hours 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 

Lecture;  open  question 


ENROLLMENT: 

Minimum  5;  maximum  10 

CONTACT: 

Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT 
Graduate  School  of  Biomedical 
Sciences  at  Houston,  PO  Box 
20367,  Houston  77025 

PSYCHIATRY 

TITLE: 

Interviewing  and  Psychotherapy 
SPONSORS: 

UT  Southwestern  Medical  School 
at  Dallas 

LOCATION  OF  COURSE 
UT  Southwestern  Medical  School 
at  Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235 

DATE: 

To  be  announced 
DURATION: 

8 days;  8 weeks;  2 hours  instruc- 
tion per  day;  1 6 hours  total 

TYPE: 

Continuous 

FEE: 

$50 

CREDIT: 

AAGP,  12  hours 

ORGANIZATION: 

Given  by  arrangement  with  ap- 
plicant 

DESIGNED  FOR: 

Full  time  specialty 

TEACHING  METHODS: 

Seminar 

ENROLLMENT: 

Maximum  10 

CONTACT: 

Dr.  John  S.  Chapman,  Assistant 
Dean  for  Postgraduate  Education, 
UT  Southwestern  Medical  School 
at  Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235 


RADIOLOGY 

TITLE: 

Diagnostic,  Therapeutic  Radio- 
logy and  Radioisotopes  Lectures 

SPONSORS: 

UT  Medical  School  at  San 
Antonio 

LOCATION: 

UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr., 

San  Antonio  78229 

DATE: 

Each  Saturday  morning 
DURATION: 

2 hours  instruction  per  day 
TYPE: 

Postgraduate  traineeship 

FEE: 

None 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question 

CONTACT: 

Dr.  Peter  Zanca,  Professor  and 
Chairman,  Department  of  Ra- 
diology, UT  Medical  School  at 
San  Antonio,  7703  Floyd  Curl  Dr., 
San  Antonio  78229 

SURGERY 

TITLE: 

Third  Annual  Clinical  Cancer 
Conference 

SPONSORS: 

UT  Southwestern  Medical  School 
at  Dallas 

LOCATION: 

UT  Southwestern  Medical  School 
at  Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235 

DATE: 

March  14, 1971 
DURATION: 

1 day;  8 hours  instruction 


TYPE: 

Continuous 

ORGANIZATION: 

Given  by  arrangement  with  ap- 
plicant 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 

Seminar 

CONTAGT: 

Dr.  John  S.  Chapman,  Assistant 
Dean  for  Postgraduate  Education, 
UT  Southwestern  Medical  School 
at  Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235 

SURGERY 

TITLE: 

George  Valter  Brindley  Surgical 
Lecture 

SPONSORS: 

Scott  and  White  Memorial  Hos- 
pital and  Scott,  Sherwood  and 
Brindley  Foundation,  Temple 

LOCATION: 

Scott  and  White  Memorial 
Hospital,  Temple 

DATE: 

September  7, 1971 

DURATION: 

1 day;  1 hour  lecture 

TYPE: 

Annual  lecture 

FEE: 

None 

CREDIT: 

None 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture 

CONTACT: 

Dr.  N.  C.  Hightower,  Director  of 
Research  and  Education,  Scott 
and  White  Clinic,  Temple  76501 


SURGERY 

TITLE: 

The  Treatment  of  Burns 
SPONSORS: 

Educational  Foundation  of  Ameri- 
can Society  of  Plastic  and  Recon- 
structive Surgeons;  American 
Burn  Association 

LOCATION: 

'Flagship  Hotel,  Galveston 
DATE: 

September  16-18, 1971 

DURATION: 

2 Viz  days 

TYPE: 

Continuous 

FEE: 

$150 

ORGANIZATION: 

Regularly  scheduled 

DESIGNED  FOR: 

Both 

TEACHING  METHODS: 
Audiovisual  materials,  lecture, 
open  question,  panel,  seminar 

CONTACT: 

Dr.  J.  B.  Lynch,  Associate  Profes- 
sor of  Surgery  (Plastic  and 
Maxillofacial),  UT  Medical 
Branch,  Galveston  77550 


1971  MEDICAL  MEETINGS 
IN  TEXAS 

AEROSPACE  MEDICAL 
ASSOCIATION,  Houston,  April 
26-29, 1971.  Dr.  Merrill  H. 
Goodwin,  Washington  Nat'l. 
Airport,  VVashington,  DC  20001, 
Exec.  Sec. 

AMERICAN  ACADEMY  OF 
PEDIATRICS,  Texas  Chapter, 
Houston,  May  8, 1971.  Dr. 
William  S.  Conkling,  500  E. 
Washington,  Navasota  77868, 
Sec. 

AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS,  Texas  Chapter, 
Houston,  May  9, 1971.  Dr. 
George  P.  Noon,  1200  Moursund 
Ave.,  Houston  77025,  Sec.-Treas. 


AMERICAN  COLLEGE  OF 
SURGEONS,  North  Texas 
Chapter,  Dallas,  May  15, 1971. 

Dr.  Ronald  F.  Garvey,  6011  Harry 
Hines  Blvd.,  Dallas  75235, 
Sec.-Treas. 

AMERIGAN  PHYSICAL  THERAPY 
ASSOCIATION,  Texas  Chapter, 
San  Antonio,  May,  1971.  Hilda 
McKethan,  4162  Monaco  Dr., 
Corpus  Christ!  78411,  Sec. 

DALLAS  SOUTHERN  CLINICAL 
SOCIETY,  Dallas,  March  15-18, 
1971.  Millard  J.  Heath,  433 
Medical  Arts  Bldg.,  Dallas  75201, 
Exec.  Officer. 

EIGHTH  DISTRICT  MEDICAL 
SOCIETY,  Galveston,  April,  1971. 
Dr.  Paul  J.  Cunningham,  200 
University  Blvd.,  Galveston, 
Sec.-Treas. 

FIRST  DISTRIGTMEDIGAL 
SOCIETY,  Pecos,  Nov.  11-13, 
1971.  Dr.  John  Emmett,  612 
University  Towers,  El  Paso’79902, 
Sec. 

FLYING  PHYSICIANS 
ASSOCIATION,  Texas  Chapter, 
Houston,  May  6, 1971.  Dr. 

Richard  L.  Gilkey,  1410  W. 
Jefferson,  Waxahachie  75165, 
Acting  Sec. 

INTERNATIONAL  MEDICAL 
ASSEMBLY  OF  SOUTHWEST 
TEXAS,  San  Antonio,  Jan.  28-29, 
1971.  Sid  Cockrell,  202  West 
French  Place,  San  Antonio,  78212, 
Exec.  Officer. 

PANHANDLE  DISTRICT  MEDICAL 
SOCIETY,  Lubbock,  Sept.  18, 

1971.  Mrs.  Carlie  Umphres,  PO 
Box  3276,  Amarillo  79106,  Exec. 
Sec. 

SOCIETY  OF  NUCLEAR 
MEDICINE,  Southwestern 
Chapter,  Houston,  March  19-21, 
1971.  Dr.  Herbert  C.  Allen,  Jr., 

100  Hermann  Prof.  Bldg., 

Houston  77025,  Sec.-Treas. 

SOUTHWESTERN  MEDICAL 
ASSOCIATION,  El  Paso,  Nov. 
11-13, 1971.  Bob  Reid,  723  Mills 
Bldg.,  El  Paso  79901,  Exec.  Sec. 


TEXAS  ACADEMY  OF  GENERAL 
PRACTICE,  Valley  Chapter, 
McAllen,  March  26-28, 1971.  Dr. 

J.  F.  Fitch,  817  Quince,  McAllen 
78501. 

TEXAS  ACADEMY  OF  INTERNAL 
MEDICINE,  San  Antonio, 
December  4, 1971.  Dr.  O.  Roger 
Hollan,  703  Nix  Prof.  Bldg.,  San 
Antonio  78205,  Sec.-Treas. 

TEXAS  AIR-MEDICS 
ASSOCIATION,  Ftouston,  May  6, 
1971 . Dr.  C.  F.  Miller,  Box  1338, 
Waco  76703,  Sec.-Treas. 

TEXAS  ASSOCIATION  FOR 
CHILDREN  WITH  LEARNING 
DISABILITIES,  Dallas,  Nov.  11-13, 
1971.  Mrs.  Marjorie  Morehead, 
4326  Bobbitt,  Dallas  75229. 

TEXAS  ASSOGIATION  OF 
OBSTETRICIANS  AND 
GYNECOLOGISTS,  Corpus 
Christi,  March  5-6, 1971.  Dr.  J.  L. 
Jinkins,  jr.,  200  University  Blvd., 
Galveston  77550,  Sec.-Treas. 

TEXAS  ASSOCIATION  OF  PUBLIC 
HEALTH  PHYSICIANS,  Houston, 
May,  1971.  Dr.  G.  Mason  Kahn, 

PO  Box  1971,  Amarillo  79105, 
Pres. 

TEXAS  DERMATOLOGIGAL 
SOCIETY,  Houston,  May  8-9, 

1971.  Dr.  Coleman  Jacobson, 

3707  Gaston  Ave.,  Dallas  75246, 
Sec.-Treas. 

TEXAS  DIABETES  ASSOCIATION, 
Houston,  May  9, 1971.  Dr. 
Holbrooke  S.  Seltzer,  4500 
Lancaster,  Dallas  75216,  Prog. 
Chrmn. 

TEXAS  HOSPITAL  ASSOCIATION, 
San  Antonio,  May  16-19, 1971. 

O.  Ray  Hurst,  PO  Box  4553, 

Austin  78751,  Exec.  V.-Pres. 

TEXAS  INDUSTRIAL  MEDICAL 
ASSOCIATION,  Houston,  May  7, 
1971.  Dr.  Francis  W.  Wilson, 

PO  Box  52332,  Houston  77052, 
Prog.  Chrmn. 

TEXAS  MEDICAL  ASSISTANTS 
ASSOCIATION,  Dallas,  April 
28-May  3, 1971 . Mrs.  Jo  Alice 
Thompson,  2321  Hillsboro,  Dallas 
75228,  Sec. 

TEXAS  MEDICAL  ASSOCIATION, 
Houston,  May  6-9;  Austin,  Oct. 
1-3, 1971.  C.  Lincoln  Williston, 
1801  N.  Lamar  Blvd.,  Austin, 
78701,  Exec.  Sec. 


TEXAS  OPHTHALMOLOGICAL 
ASSOGIATION,  Houston,  May, 
1971.  Dr.  Joe  Bussey,  1201  W. 
Presidio,  Fort  Worth  76102. 

TEXAS  ORTHOPAEDIG 
ASSOCIATION,  Houston,  May, 
1971.  Dr.  L.  Ray  Lawson,  2828 
Lemmon  Ave.,  Dallas  75204,  Sec. 

TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION,  Houston,  May 
6-9, 1971.  Dr.  James  L.  Baldwin, 
712  N.  Washington,  Dallas  75246, 
Sec. 

TEXAS  PEDIATRIC  SOCIETY, 
Houston,  Sept.  23-25, 1971.  Dr. 
Robert  A.  Gardner,  4006 
Montrose  Blvd.,  Houston  77006, 
Prog.  Ghrmn. 

TEXAS  PHYSICAL  MEDICINE 
AND  REHABILITATION  SOCIETY, 
Houston,  May,  1971.  Dr.  Jim 
Caldwell,  3500  Gaston,  Dallas 
75210,  Pres. 

TEXAS  PROCTOLOGIC  SOCIETY, 
Houston,  May  6, 1971.  Dr.  Lewis 
E.  Tucker,  804  M & S Tower,  730 
N.  Main,  San  Antonio  78205, 
Sec.-Treas. 

TEXAS  PUBLIC  HEALTH 
ASSOCIATION,  Fort  Worth,  Feb. 
28-March  3, 1971.  Joseph  N. 
Murphy,  Jr.,  PO  Box  5192,  Austin 
78703,  Exec.  Sec. 

TEXAS  RADIOLOGICAL  SOCIETY, 
Dallas,Jan.  29-30, 1971.  Dr. 
Francis  E.  O'Neill,  1128  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Prog. 
Chrmn. 

TEXAS  RHEUMATISM 
ASSOCIATION,  Houston,  May  8, 

1 971 . Dr.  Morris  Ziff,  UT 
Southwestern  Medical  School  at 
Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235. 

TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS,  Houston, 
May  8-9, 1971.  Dr.  Presley 
Chalmers,  2310  Gramercy, 
Houston  77025,  Sec. 

TEXAS  SOCIETY  OF  ATHLETIC 
TEAM  PHYSICIANS,  Houston, 

May  7, 1971.  Dr.  John  B.  Gunn, 
2618  Welborn  St.,  Dallas  75219, 
Sec.-Treas. 

TEXAS  SOCIETY  OF  INTERNAL 
MEDICINE,  San  Antonio, 
December  4, 1971.  Dr.  O.  Roger 
Hollan,  703  Nix  Prof.  Bldg., 

San  Antonio  78205,  Sec.-Treas. 


TEXAS  SOCIETY  OF 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  San 
Antonio,  December,  1971.  Dr. 
Bland  H.  Schwarting,  304  Medical 
Prof.  Bldg.,  San  Antonio,  Sec. 

TEXAS  SOCIETY  OF 
PATHOLOGISTS,  Dallas,  Jan. 
29-31,1971.  Dr.  Vernie 
Stembridge,  UT  Southwestern 
Medical  School  at  Dallas,  5323 
Harry  Hines  Blvd.,  Dallas  75235, 
General  Arrangements  Chrmn. 

TEXAS  SOCIETY  OF  PLASTIC 
SURGEONS,  Houston,  May  7-8, 
1971.  Dr.  Melvin  Spira,  1200 
Moursund,  Houston  77025,  Sec. 

TEXAS  STATE  BOARD  OF 
EXAMINERS  IN  THE  BASIC 
SCIENCES,  Dallas,  Galveston, 
Houston,  San  Antonio,  April 
16-17, 1971.  Mrs.  Betty  J. 
Anderson,  1012  Sam  Houston 
State  Office  Bldg.,  Austin  78701, 
Exec.  Sec. 

TEXAS  STATE  BOARD  OF 
MEDICAL  EXAMINERS,  Fort 
Worth,  June  14-16, 1971.  Dr.  M. 

H.  Crabb,  1612  Summit  Ave., 

Suite  303,  Fort  Worth  76102,  Sec. 

TEXAS  TUBERCULOSIS  AND 
RESPIRATORY  DISEASE 
ASSOCIATION,  Houston,  April 
23-24, 1971.  Mrs.  Pauline  K. 
Matthis,  2406  Manor  Rd.,  Austin 
78722,  Exec.  Dir. 

TEXAS  UROLOGICAL  SOCIETY, 
Wichita  Falls,  March  11-13, 1971. 
Dr.  Charles  Dryden,  1605  Tenth 
St.,  Wichita  Falls  76301, 
Sec.-Treas. 

THIRTEENTH  DISTRICT  MEDICAL 
SOCIETY,  Abilene,  April  17, 1971. 
Dr.  W.  H.  Neil,  104  Doctors  Bldg., 
800  Fifth  Ave.,  Fort  Worth  76104, 
Sec. 

UNITED  CEREBRAL  PALSY 
ASSOCIATION  OF  TEXAS,  INC., 
Houston,  May  9, 1971.  Glen 
Duncan,  2104  Benwick  Circle, 
Austin  78723,  Sec. 

WACO  HEART  ASSOCIATION 

and  Mclennan  county 

MEDICAL  SOCIETY,  Waco,  Feb. 
20-21, 1971.  Mrs.  Pearl  Baker, 
McLennan  County  Medical 
Society,  PO  Box  5100,  Waco 
76708,  Sec. 


Travel  Seminar  for  all  Members  and  Families  of 
TEXAS  MEDICAL  ASSOCIATION 


how  long 

have  you  been  waiting 
for  that 

“once  in  a lifetime”  trip?? 

This  is  it  . . . ORIENT  ADVENTURE. 


$898  Per  Person  Complete 

Plus  $35  Tax  and  Service 


5 

^ .v.  - 

Discover  two  of  the  most  exciting  cities 
in  the  world  — Tokyo  and  Hong  Kong. 
For  14  days  and  nights  you  will  live  in 
a world  you’ve  only  dreamed  of:  Geishas 
— the  Ginza  — pagodas  — luxurious 
hotels  — exquisite  dining.  Scenery  and 
people  you’ll  never  forget. 

Orient  Adventure  offers  you  the  unique 
chance  to  explore  on  your  own  or  take 
advantage  of  group  activity.  It’s  your 
vacation  and  you’re  the  boss. 

All  this  is  included  — 

Air  travel  by  our  World  Airways  707 
private  jet,  featuring  stretch  out  seat- 
ing — deluxe  hotels  — full  American 
breakfasts  and  gourmet  dinners  — 100 
lbs.  baggage  allowance  — transfers  — 
taxes  and  tips  — and  more. 

DEPARTING:  Houston  and  Dallas 
June  25,  1971 


RETURN  THIS  COUPON  NOW! 

Send  to: 

Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Enclosed  is  my  check  for  $ 

($100  per  person)  as  Orient  Adventure 
deposit. 


NAME 


ADDRESS 


CITY  STATE  ZIP  CODE  PHONE 

MAKE  YOUR  RESERVATIONS  EARLY  — 
SPACE  STRICTLY  LIMITED! 
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...with  episodes  of  vertigo, 
headaehe,  eonfiision,  sensory  loss, 
slurred  speeeh,  eonsider 


WSOdLAN 


PR 


C 


to  help  relieve  symptoms  by 
preventing  vasospasm  and 
inereasing  cerebral  blood  flow 


New  20  mg.  strength  now  available:  Vasodilan  20  mg.  tablets  for  greater  dosage 
simplicity  and  convenience.  Recommended  initial  dose;  one  20  mg.  tablet  q.I.d. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,’  several  investigators^'^  have  reported  favorably  on  the  effects  of 
isoxsuprine  on  cerebral  blood  flow.  Effects  have  been  demonstrated  both  by  objective  measurement^'^  and  observation  of  clinical  improvement.^'* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular  diseases,  thromboangiitis  obliterans  (Buerger's  disease), 
Raynaud's  disease,  po_stphlebitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arteriosclerotic,  diabetic,  thrombotic). 
Composition:  VASODTLAN  tablets,  isoxsuprine  hydrochloride  10  mg.  and  20  mg.  Dosage:  Oral  — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications 
and  Cautions:  There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Side  Effects:  Occasional  palpitation  and  dizziness  can  usually  be  controlled  by  dosage  reduction.  As  intramuscular  administration  of  10 
mg.  or  more  may  cause  brief  hypotension  and  tachycardia,  single  intramuscular  doses  exceeding  this  amount  are  not 
recommended.  Oomplete  details  available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1)  Fazekas, 

J.  F.;  Alman,  R.  W.;  Ticktin,  H.  E.;  Ehrmantraut,  W.  R.,  and  Savarese,  0.  J.:  Angiology  75.No.  2 (Feb.)  1964.  (2)  Horton, 

G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  (3)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  7 7:190-192 
(June)  1960.  (4)  Dhrymiotis,  A.  D.,  and  Whittier,  J,  R,:  Curr.  Ther.  Res.  4:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology 

75;82-87  (Feb.)  1964.  © 1970  MEAD  JOHNSON  a COMPANY  • EVANSVILLE.  INDIANA  4772  1 759  70 


laboratories 


Before  prescribing,  please  consult  complete  product  infor- 
mation, a sum-mary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:.Patients  with  known  hypersensitivity 
to  the  drug. 

WARNINGS:  Caution  patients  about  combined  effects  with 
alcohol  and  other  CNS  depressants.  Caution  against  hazard- 
ous occupations  requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor  vehicle  shortly 
after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical  and  psycho- 
logical dependence  rarely  reported.  If  withdrawal  symptoms 
do  occur  they  may  resemble  those  associated  with  with- 
drawal of  barbiturates  and  should  be  treated  in  the  same 
fashion.  Use  caution  in  administering  to  individuals  known 
to  be  addiction-prone  or  those  whose  history  suggests  they 
may  increase  the  dosage  on  their  own  initiative.  Repeat 
prescriptions  should  be  under  adequate  medical  supervision. 
Usage  in  Pregnancy;  Weigh  potential  benefits  in  pregnancy. 


during  lactation,  or  in  women  of  childbearing  age  against 
possible  hazards  to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  analgesic 
should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do 
not  significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache,  paradoxical  exci- 
tation and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  _ . 

not  establish  that  /onrurN.  ROPllP 

these  reactions  < ROCHE  > r\UUI  1C 

are  related  to  the  N / LABORATORIES 

drug.  Division  of  Hoffmann-La  Roche  Inc. 


Nufley,  New  Jersey  07110 


one  capsule  for  the  rest  of  the  night 


Noludar3 


(methyprylon) 


Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  StalniMS 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Pfant 


Eitablithed  Over  HO  Years 


Please  visit  our  TMA  Booth  No.  73,  Houston,  May  6-8,  1971. 


Factory  Direct  Sales 
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What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete 
with  innovations  and  new  developments  in  this  clouded,  sensi- 
tive area  of  liability  protection.  And  the  one  that  doesn’t  talk 
malpractice  coverage  just  to  get  a foot  in  the  door  for  every 
other  kind  of  insurance.  We  don’t 
write  other  kinds  of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  carrier 
that  pioneered  the  modern  approach  to 
malpractice  coverage,  and  the  carrier 
geared  to  STAY  in  the  market. 


sfcunirr  since  tsu 

DASUAIJY INDEMNIIY  EXDHANBE 

754  Insurance  Exchange  Building  . Denver,  Colorado  80202  • (303)  825-0161 
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Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilt^ne  Liquid  250 

ErythrxTnycin  Llstolate 

(equivalent  to  250  mg  of  base  per  5-ml,  teaspoonful) 

Additional  intormation  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 

MAKE  TIME,  USE  OPPORTUNITIES  FOR  CONTINUING  EDUCATION 


Each  of  us  interprets  “continu- 
ing medical  education”  differently. 
What  does  it  mean  to  you? 

Many  individuals  have  spent 
hours  deliberating  the  problem, 
discussing  motivation  of  physi- 
cians to  participate  in  con- 
tinuing medical  education,  means 
of  structuring  courses,  and 
available  media  to  present  newest 
ideas  in  medicine.  The  more  one 
inspects  the  problem,  the 
clearer  the  solution  becomes. 

There  are  many  available 
avenues  to  continuing  medical 
education  for  all.  Many  of  these 
are  less  than  perfect,  but  perhaps 
the  basic  difficulty  lies  within 
each  of  us.  Perhaps  when  we 
undertook  the  study  of  medicine, 
we  didn’t  really  appreciate 
that  it  was  a lifetime  learning 
experience.  In  the  light  of  present 
day  demands  for  excellence 
in  medicine,  we  must  reexamine 
our  position  and  rededicate  some 
time  and  energy  to  the  proposi- 
tion of  daily,  weekly,  monthly, 
and/or  yearly  continuing 
education. 

Many  surveys  as  to  the  need 
for  and  interest  in  continuing 
medical  education  have  been  per- 
formed, one  of  them  in  Texas.  The 
data  will  be  presented  in  minute 
detail  elsewhere,  but  basically 
the  survey  showed  that: 

1.  Physicians  are  still  spending 
long  hours  each  day  in  the 
pursuit  of  their  chosen  pro- 
fession. 

2.  The  majority  of  physicians 
realize  the  need  for  and  desire 


to  participate  in  continuing 
medical  educational  programs. 

3.  The  specific  medical  needs 
and  means  to  accomplish 

these  needs  vary  with  individuals’ 
training,  type  of  practice,  and 
practice  locale. 

4.  The  availability  of  varied 
excellent  continuing  educa- 
tional programs  is  not  well 
known  to  all  physicians. 

5.  Close  liaison  between  teacher 
and  participant  in  continuing 
educational  programs  would 
seem  to  insure  greater  value  of 

the  program. 

The  solution  to  the  problem 
is  not  easy  or  it  would  have 
already  been  found.  Perhaps  a 
new  dimension  should  be  created 
— a Department  of  Continuing 
Education  within  the  framework 
of  the  Texas  Medical  Association 
to  correlate  all  the  various 
programs  now  in  effect,  develop 
new  ones  as  the  need  arises,  and 
disseminate  information  to  all 
members  of  the  profession. 

In  this  issue  of  Texas  Medicine, 
the  first  annual  directory  of 
continuing  education  courses  avail- 
able in  Texas  is  published 
for  your  convenience  in  selecting 
courses  throughout  the  year 
(pp  21-32). 

In  view  of  the  vast  amount 
and  rapid  advance  of  medical 
knowledge,  I would  urge  that  all 
physicians  voluntarily  allot  specific 
time,  regularly,  to  be  spent  in 
refreshing  and  expanding 
their  medical  education. 

R.  D.  Haines,  MD,  Temple,  Chairman, 
TMA  Committee  on  Continuing  Education, 
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SMOKING  AND  HEALTH- 
TIME FOR  REMEDIAL  ACTION 

Seven  years  ago,  in  January  1964,  the 
original  Report  of  the  Advisory  Committee 
to  the  Surgeon  General  on  Smoking  and 
Health  was  released.  Supplements  were 
published  in  1967  and  in  1969. 

The  findings  of  the  three  reports  may 
be  briefly  summarized  by  the  following  quotes 
from  the  1969  supplement: 

“.  . . cigarette  smoking  is  the  main  cause 
of  lung  cancer  in  men,  . . . and  is  causally 
related  to  lung  cancer  in  women  but 
accounts  for  a smaller  proportion  of  cases 
than  in  men.” 

”.  . . cigarette  smoking  is  the  most  impor- 
tant cause  of  chronic  non-neoplastic 
bronchopulmonary  disease  in  the  United 
States.” 

”.  . . cigarette  smoking  can  contribute  to 
the  development  of  cardiovascular  disease 
and  particularly  to  death  from  coronary 
heart  disease.” 

Physicians  generally  throughout  the 
country  have  accepted  these  findings.  In 
a recent  survey  of  500  general  practitioners. 
Life  magazine  found  that  physicians  surveyed 
said  that  smoking  was  ‘‘the  major  way 
patients  damage  their  own  health.”  A pro- 
fessor summarized  the  attitude  of  preventive 
medicine  professors:  ‘‘Most  of  us  who  see 
patients  will  save  more  lives  by  the  practice 
of  preventive  medicine  among  cigarette 
smokers  than  we  will  in  other  aspects  of  our 
own  medical  practice.” 

It  has  been  calculated  that  lives  which 
could  be  saved  from  conditions  related 
to  cigarette  smoking  exceed  those  that  have 
been  saved  from  all  the  communicable 
diseases  which  have  been  conquered 
by  immunizations  during  the  past  five 
decades.  The  potential  prevention  of  deaths 
from  lung  cancer  alone  would  equal  the 
number  of  people  killed  each  year  from  auto- 
mobile accidents,  which  is  about  50,000. 

Texas  physicians,  individually  or  as 
representatives  of  the  TMA  or  voluntary 
health  agencies,  have  been  active  in  pointing 
out  the  health  hazards  of  cigarette  smoking 
to  their  patients  and  the  people  of  Texas. 

Dr.  Charles  A.  LeMaistre,  now  chancellor  of 
The  University  of  Texas  System,  was 


one  of  the  ten  members  of  the  Surgeon 
General’s  Advisory  Committee  on  Smoking 
and  Health  in  1964.  Dr.  Sam  A.  Nixon  of 
Floresville  and  Dr.  L.  S.  Thompson,  Jr., 
of  Dallas,  as  chairmen  of  the  TMA  Committee 
on  Public  Health,  have  represented  the 
Texas  Medical  Association  on  the  Texas 
Interagency  Council  on  Smoking  and  Health 
since  it  was  organized  in  1966. 

It  was  emphasized  again  at  the  recent 
National  Conference  on  Smoking  and  Health 
in  San  Diego  that  the  health  professionals, 
which  include  physicians,  should  do 
everything  possible  as  individuals  to  dis- 
courage cigarette  smoking  by  adults  and 
adolescents.  Some  of  the  effective  activities 
by  physicians  would  be  personal  influence 
with  their  patients,  ‘‘No  Smoking”  signs 
in  reception  rooms,  distribution  of  smoking 
and  health  materials,  talks  before  clubs 
or  school  groups,  and  participation  in  with- 
drawal clinics  or  conferences  for  smokers 
who  want  to  quit  smoking. 

As  chairman  of  the  Texas  Interagency 
Council  on  Smoking  and  Health,  I have 
been  particularly  impressed  by  the  excellent 
smoking  and  health  education  programs 
for  both  children  and  adults  by  the  Ameri- 
can Cancer  Society  (Texas  Division), 
American  Heart  Association  (Texas  Affiliate), 
and  the  Texas  Tuberculosis  and  Respira- 
tory Disease  Association.  Educational 
materials  on  smoking  and  health,  including 
films  and  exhibits,  are  available  to  any 
physician  from  any  member  agency  of  the 
Interagency  Council.  In  addition  to  the 
agencies  mentioned,  the  Texas  State 
Department  of  Health,  the  Texas  Education 
Agency,  the  Texas  Dental  Association, 
and  the  Texas  Parent-Teacher  Association 
are  members  of  the  Smoking  and 
Health  Interagency  Council. 

The  ‘‘remedial  action”  recommended 
by  the  original  surgeon  general’s  report 
is  off  to  a good  start  in  our  state.  Hope- 
fully the  physicians  of  Texas,  in  concert  with 
dedicated  laymen,  will  continue  to  expand 
and  reinforce  this  action  in  an  effort 
to  produce  a ‘‘smokeless  generation” 
which  would  save  the  lives  of  thous- 
ands of  Texans  every  year. 

William  S.  Brumage,  MD,  Austin,  Chairman, 

Texas  Interagency  Council  on  Smoking  and  Health. 
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GOVERNMENT  PROGRAMS:  UTILIZATION 
REVIEW  BY  THE  INTERMEDIARY 

The  government  health  programs  in  Texas 
have  gone  through  three  phases  since 
their  beginning  in  1966.  The  first  phase 
(1966-1967)  was  that  of  setting  up  a system 
for  processing  claims  and  making  payment 
as  rapidly  as  possible.  The  second 
phase,  started  in  February  1968,  was  the 
establishment  of  the  reasonable  charge 
profiles  and  payment  of  claims  by  computer 
processing.  The  third  phase  is  utilization 
review.  There  has  been  utilization  review 
of  physicians  and  of  hospitals  by  the  carrier 
since  July  1966,  but  more  and  more 
directives  emphasize  the  importance  of 
documentation  and  of  developing  definitive 
peer  review  mechanisms  by  the  carrier. 

In  the  beginning  review  was  done  on 
individual  claims.  Later  the  level  of 
payment  was  a means  of  bringing  attention 
to  the  use  of  various  services.  Beginning 
in  March  1970,  computer  programming 
made  review  by  items  of  service  possible 
for  every  provider  without  regard  to  level  of 
payment.  The  intention  of  the  system  is 
to  provide  a standard  whereby  the 
physicians  of  the  state  are  reviewed  on  a 
reasonable  and  logical  basis.  The  foundation 
of  the  system  is  the  determination  of  a 
practice  pattern  norm.  Practice  patterns 
are  established  for  each  procedure,  in  each 
locality,  and  for  each  specialty  in  the  form  of 
ratios  which  indicate  how  many  times  a 
physician  performed  a specific  procedure 
for  each  100  patients. 

With  our  computer  capability,  we  have 
means  of  identifying  those  physicians  who 
appear  to  present  an  abnormal  pattern 
of  practice.  For  example,  they  give  a 
large  number  of  injections  or  order  a large 
amount  of  laboratory  work.  Our  present 
format  isolates  the  top  5%  of  the  phy- 
sicians in  the  state  who  are  involved 
in  this  type  of  practice.  The  staff  in  the 
department  prepares  reports  on  each 
physician  in  question  and  compares  him 
with  his  peer  group  in  the  area  in  which  he 
practices.  These  reports  are  then  trans- 
ferred to  the  Provider  Relations  Department, 
whose  representatives  personally  seek 
to  obtain  the  facts.  The  representative  then 


writes  a report  on  the  findings  he  observed 
in  the  physician’s  office.  This  is  then 
referred  to  the  associate  medical  director 
for  evaluation.  If  the  practice  appears 
to  be  abnormal  or  questions  of  medical 
necessity  do  exist,  there  are  three  possibilities 
— refund,  peer  review,  or  suspense.  If 
there  is  frank  and  definite  evidence  of 
overutilization,  a direct  approach  may  be 
used  and  a refund  of  money  requested. 

If  there  is  a question  of  medical  necessity, 
the  case  may  be  referred  to  peer  review. 

Many  cases  are  referred  to  our  suspense 
files  because  they  seem  to  be  in  the 
category  of  misutilization,  and  a com- 
parative review  will  be  made  at  the  next 
survey  period  (usually  three  months). 

Within  the  next  six  weeks  a notification- 
type  document  will  be  sent  quarterly  to 
all  providers  of  services  informing  them 
of  their  position  as  compared  to  their  peer 
groups  by  locality.  Information  will  be 
furnished  as  regards  number  of  times  each 
procedure  was  performed,  the  number 
of  physicians  doing  the  procedure,  the 
percentage  by  which  the  provider  exceeds 
the  norm,  and  his  rank  among  those  that 
exceed  the  norm.  This  is  a short  summary 
of  postpayment  review  as  required  of  the 
fiscal  intermediary  in  section  1842,  PL  89-97. 

Other  regulations  more  recently 
activated  involve  prepayment  screens  on 
certain  services.  The  first  of  these  were 
nursing  home  visits.  Beginning  in  February 
1970,  if  the  diagnosis  listed  was  of  a 
chronic  nature,  benefit  payments  were 
limited  to  one  or  two  per  month.  If  the  diag- 
nosis on  the  claim  indicated  an  acute 
or  more  serious  condition,  then  additional 
visits  were  allowed  according  to  docu- 
mentation. Guidelines  and  parameters  are 
also  applied  to  office  visits,  psychiatric 
visits,  laboratory  tests,  x-rays,  mileage 
allowance,  and  injections.  Physical 
therapy  is  in  a special  category  for  manual 
review.  It  is  to  be  expected  that  the 
physician  whose  practice  is  based  on  medical 
necessity  will  have  little  difficulty. 

Ernest  A.  Maxwell,  MD,  Dallas. 
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Before  prescribing,  please  consult  complete  product 
Information,  a summary  of  which  follows: 

INDICATION:  Relief  of  Insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 
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Roche 

LABORATORIES 


Division  of  Hoffmann-La  Roche  Inc. 


Nutley,  New  Jersey  07110 


ANNOUNCING 

THE  THIRTY-FOURTH  ANNUAL  MEETING 

of 

THE  NEW  ORLEANS  GRADUATE 
MEDICAL  ASSEMBLY 

Conference  Headquarters  — The  Roosevelt  Hotel 
March  8,  9,  10,  11,  1971 


GUEST  SPEAKERS 


Chas.  Ronald  Stephen,  M.D.,  Dallas,  Tex. 
Anesthesiology 

Alejandro  F.  Castro,  M.D.,  Wash'ngton,  D.C. 

Colon  and  Rectal  Surgery 
Alexander  A.  Fisher,  M.D.,  Woodside,  L.I.,  N.Y. 
Dermatology 

Thomas  P.  Almy,  M.D.,  Hanover,  N.H. 
Gastroenterology 

Jack  H.  Hall,  M.D.,  Indianapolis,  Ind. 

General  Practice 

Denis  Cavanagh,  M.D.,  St.  Louis,  Mo. 
Gynecology 

John  T.  Galambos,  M.D.,  Atlanta,  Go. 

Internal  Medicine 

Roger  F.  Palmer,  M.D.,  Miami,  Fla. 

Internal  Medicine 

Nathan  S.  Schlezinger,  M.D.,  Philadelphia,  Pa. 
Neurology 


Ernest  W.  Page,  M.D.,  San  Francisco,  Calif. 
Obstetrics 

Henry  F.  Allen,  M.D.,  Boston,  Mass. 
Ophthalmology 

Phillip  L.  Day,  M.D.,  San  Anton'o,  Tex. 
Orthopedic  Surgery 

Ediey  H.  Jones,  M.D.,  Vicksburg,  Miss. 
Otolaryngology 

John  A.  Shively,  M.D.,  Columbia,  Mo. 
Pathology 

Max  D.  Cooper,  M.D.,  Birmingham,  Ala. 
Pediatrics 


William  B.  Seaman,  M.D.,  New  York,  N.Y. 
Radiology 

Robert  S.  Litwak,  M.D.,  New  York,  N.Y. 
Surgery 

Edward  R.  Woodward,  M.D.,  Gainesville,  Fla. 
Surgery 


James  F.  Glenn,  M.D.,  Durham,  N.C. 
Urology 


Lectures,  clinicopathologic  conference,  round-table  luncheons,  medical  motion  pictures,  technical  exhibits,  and  entertainment  for  visit- 
ing wives. 

This  program  is  acceptable  tor  twenty-two  (22)  prescribed  hours  and  eight  (8)  elective  hours  by  the  American  Academy  of  General 
Practice. 


(All-inclusive  registration  fee  — $35.00) 

For  information  concerning  the  Assembly  meeting  write  Secretary,  The  New  Orleans  Graduate  Medical  Assembly,  Room  1538,  1430 
Tulane  Avenue,  New  Orleans,  Louisiana  70112. 
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TEXAS  MEDICINE 


Let’s  Keep  Our  Team  Intact 


One  of  my  first  “jolts”  after 
being  installed  as  President 
of  the  Texas  Medical  Association 
was  learning  that  pharmacists 
wanted  to  do  away  with  “detail  men” 
by  replacing  them.  The  official 
organizations  representing  pharma- 
cists nationally  and  statewide 
have  considered  such  changes. 
Following  this,  I learned  that  these 
organizations  contemplated  the 
following  as  a future  aid  to  those 
of  us  in  the  primary  care  area : 

“Clinical  pharmacists”  (at  first  those 
with  doctorates  in  pharmacology) 
would,  in  hospital  settings  where 
diagnoses  are  on  charts,  prescribe  the 
drugs  used ; later  it  is  thought  that 
such  a procedure  would  “filter  down” 
to  the  community  pharmacists,  thereby 
relieving  physicians  of  these  duties. 
Pharmacists  feel  that  they  are  better 
educated  pharmacologically  than 
physicians. 

These  proposed  changes 
strike  at  the  very  core  of  very 
important  parts  of  the  practice  of 
medicine  as  we  have  known  it. 
Professional  pharmaceutical 
representatives  are  an  integral  and 
an  important  part  of  the  practice 
of  medicine  to  many  physicians.  They 
provide  information  on  new  drugs  and 
new  ways  to  use  old  drugs ; they 
supply  drug  samples  that  physicians 
give  to  charity  patients,  starter  doses 
of  medicines,  and  useful  medications  for 
his  family  and  himself.  At  meetings, 
they  man  booths  which  provide  useful 
information  to  physicians. 

Pharmacists  know  something  of  their 
customers’  drug  consumption,  but  little 
or  nothing  about  each  one’s  individual 
response  or  failure  to  respond  to  medi- 
cation, allergies,  or  other  factors 
which  may  dictate  special 
selection  of  drugs. 

Throughout  recent  history, 
the  detail  man,  the  pharmacist,  and 
t'-'e  ■''Ir'^sin’pu  have  Avorked  coopera- 
tively in  the  care  of  the  patient. 

The  detail  man  provides  information 
as  well  as  a certain  amount  of 
medications  which  help  the 
physician  in  caring  for  his  patients. 


The  physician  examines,  diagnoses, 
and  prescribes.  The  pharmacist 
fills  prescriptions  according  to 
explicit  directions,  and  provides 
refills  if  so  indicated  by  the  physi- 
cian. The  pharmacist  also  has 
information  the  physician  might  need 
regarding  drugs  at  hand  and  is 
able  to  supply  many  items  which 
the  physician  might  need  in  the 
care  of  his  patient.  At  all  times, 
the  lines  of  communication  between 
physician  and  pharmacist  must  be 
open  to  discuss  prescriptions, 
directions  on  the  prescription  blank, 
refills,  patients’  use  or  misuse  of 
medications,  and  office  drugs 
and  supplies. 

Pharmacists  and  pharmaceutical 
representatives  are  allied  with 
physicians  in  the  care  of  patients. 

It  is  of  the  utmost  importance 
that  we  keep  up  this  strong  and  close 
relationship.  We  are  all  important 
parts  of  the  health  team  and 
important  to  the  patient. 

^uuOUajJl  ^ m ■}  . 


Walter  Walthall,  MD,  President, 
Texas  Medical  Association. 


The  gas/acid  group  of  disorders 

“The  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.’’* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times ^^;i50  (Feb.)  1966. 


Announcing  the  “Antgasid” 

Silain-Gel 


Tablets  : simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas. .. neutralizes  free  acid 


/l'H'[^OBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  horn*  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


‘Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


'B.W,  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  where  State  law  permits. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tiickahoe,  N.Y. 


Now  that  there’s  a greater  therapeutie 
potential  for  treating 

Parkinson’s  disease  and  syndrome 

,,.the  information  on  these  pages  will  be  of  practical  interest  to  you 


Larodopa®  (levodopa)  Roche  : therapy  that 
demands  slow,  individualized  dosage  titration 

With  the  advent  of  new  Larodopa  (levodopa),  there  is  now 
an  agent  that  holds  promise  of  relief  of  all  the  major 
symptoms  of  Parkinson’s  disease  and  syndrome— rigidity 
and  akinesia  as  well  as  tremor. 

However,  as  has  been  reported  in  the  medical  literature, 
levodopa  demands  slow,  careful  titration  of  dosage,  and 
frequent  patient  monitoring.  Adverse  reactions  may  occur 
at  any  time,  some  serious  enough  to  require  dosage 
reduction  or  discontinuance  of  therapy.  Thus,  before 
prescribing,  it  is  particularly  important  to  refer  to  the 
following  Important  Therapeutic  Considerations,  the 
sections  covering  dosage  and  administration,  and  to  the 
information  on  monitoring  the  patient  (see  prescribing 
information). 

Important  Therapeutic  Considerations 

Larodopa  (levodopa)  is  an  unusual  drug  which  must  be 
administered  with  particular  care.  In  view  of  its  high 
incidence  of  adverse  reactions,  you  will  find  the  following 
therapeutic  considerations  for  Larodopa  important: 

(a)  Larodopa  is  not  curative  and  its  mechanism  of  action 
is  unknown,  though  postulated. 

(b)  Long-term  safety  and  efficacy  for  Larodopa  have  not 
been  established. 

(c)  Accurate  diagnosis  is  imperative  since  there  is  no 
evidence  that  Larodopa  is  effectiv'e  in  neurological  diseases 
other  than  Parkinson’s  disease  and  syndrome. 

(d)  About  one-third  of  patients  or  more  will  not 
experience  clinical  improvement  on  Larodopa,  and 
virtually  100%  of  patients  will  experience  side  effects  of 
some  degree. 

(e)  The  dose  of  Larodopa  producing  maximal  improvement 
with  tolerated  side  effects  must  be  carefully  titrated  for  the 
individual  patient. 

(f)  Finally,  there  is  no  evidence  that  early  treatment  with 
Larodopa,  while  possibly  controlling  symptomatology, 
alters  the  course  of  the  disease. 


Photographs  of  patients  treated  with  Larodopa  by 
permission  of  the  patients. 


Guide  to  dosage  and  administration  of 
Larodopa®  (levodopa) Roche 

Usual  daily  Jo^age-initially,  0.5  to  1 Gm  daily  (divided  in 
2 or  more  doses  with  food). 

Total  daily  dosage— increased  gradually  in  increments  of  j 
0.125  to  0.75  Gm  every  2 or  3 days,  as  tolerated.  j 

Usual  daily  dose  range — from  4 to  6 Gm  given  orally  in  3 i 
or  more  divided  doses,  with  food.  | 

Daily  dosage  should  NOT  exceed  8 Gm.  | 

Optimal  therapeutic  dosage— usually  reached  in  6 to  8 I 

weeks.  i 

Establishing  optimal  dosage — must  be  determined  and  j 
carefully  titrated  for  the  individual — gradually  increase  3 
dosage  until : (1)  maximal  response  is  seen,  or  (2)  maximum^ 
recommended  dosage  is  reached,  or  (3)  side  effects  f 

preclude  further  dosage  increase,  or  require  reduction  or 
discontinuation  of  dosage.  | 

Interrupted  therapy— aher  brief  interruption,  dosage  || 

should  again  be  adjusted  gradually.  (In  many  cases,  the  g 
patient  can  be  rapidly  titrated  to  his  previous  therapeutic  f 
dosage.  See  Precautions  ’ section  of  Complete  Prescribing^. 
Information.) 

To  underscore  the  extreme  importance  of  careful  dosage  H 
titration,  the  following  week-by-week  dosage  pattern  has  Li 
been  prepared,  based  on  the  assumption  that  the  course  of  [' 
therapy  is  uninterrupted  by  any  complications  requiring  p 
a change  in  dosage.  (Again,  dosage  must  be  reduced  when  T 
intolerable  side  effects  occur.) 

Because  it  is  absolutely  imperative  that  Larodopa  therapy 
be  individualized  to  meet  the  particular  needs  of  each 
patient,  the  following  dosage  schedule  should  be  considered 
only  a model. 


Larodopa* 

levodopa/Roclie 


Titration  of  Larodopa  (levodopa)  dosage 
in  patient  evaluated  weekly 


Intervals 

0.25  Cm 
Tablets 

0.5  Gm  Tablets 

Total 

Daily  Dose 

Week  1 

% tab  (0.125  Gm) 
q.i.d.  w/  food 

0.5  Gm 

Week  2 

1 tab  (0.25  Gm) 
q.i.d.  w/  food 

1.0  Gm 

Week  3 

IVz  tab  (0.375 

Gm)  q.i.d.  \vt  food 

1.5  Gm 

Week  4 

1 tab  (0.5  Gm) 
q.i.d.  vfl  food 

2.0  Gm 

Week  5 

IV2  tab  (0.750 

Gm)  at  breakfast 
and  dinner. 

1 tab  (0.5  Gm) 
at  lunch  and 
bedtime 

2.5  Gm 

Week  6 

VA  tab  (0.750 

Gm)  q.i.d.  vfl  food 

3.0  Gm 

Week  7 

2 tab  (1.0  Gm) 
at  breakfast 
and  dinner. 

IV2  tab  (0.750 

Gm)  at  lunch 
and  bedtime 

3.5  Gm 

Week  8 

2 tab  (1.0  Gm) 
q.i.d.  vij  food 

4.0  Gm 

The  daily  maintenance  dosage  in  the  above  example  may 
be  increased,  decreased,  or  maintained  at  the  4 Gm  level 
depending  upon  the  point  at  which  optimal  therapeutic 
results  are  achieved. 

Concurrent  therapies:  Larodopa  (levodopa)  may  be  used 
concomitantly  with  other  antiparkinsonism  drugs  such  as 
benztropine  mesylate  (Cogentin),  trihexyphenidyl  HCl 
(Artane)  or  procyclidine  HCl  (Kemadrin),  but  when  more 
than  one  drug  is  used,  the  usual  dose  of  each  may  have  to 
be  reduced. 

Not  to  he  given  concomitantly:  MAO  inhibitors.  Such 
agents  must  be  discontinued  two  weeks  prior  to  initiating 
Larodopa  therapy. 

Note  of  caution  for  patients  who  require  vitamin 
supplementation : It  has  been  reported  that  pyridoxine  HCl 
(vitamin  Bq)  can  rapidly  reverse  the  antiparkinson  effects 
of  levodopa  therapy. 

A timetable  for  monitoring 

While  it  cannot  be  emphasized  too  strongly  that  each 
patient  on  Larodopa  must  be  treated  as  a totally  distinct 
entity,  the  following  are  suggested  as  guidelines  in  the 
monitoring  of  such  patients. 

1.  For  the  first  month,  at  least:  the  average  ambulatory 
outpatient  should  be  seen  and  evaluated  a minimum  of  once 
a week. 

2.  During  the  second  month:  patient  evaluations  can  be 
extended  to  every  two  weeks  (assuming  no  laboratory 
abnormalities  or  intolerable  side  effects  have  occurred). 


3.  From  the  third  through  the  sixth  month : the  patient 
should  be  evaluated  once  a month. 

4.  After  six  months  on  the  appropriate  maintenance  dose: 
with  no  significant  adverse  reactions  or  laboratory 
abnormalities,  the  patient  should  be  seen  at  least  once 
every  two  months. 

5.  Finally,  after  one  year  on  maintenance  dosage: 
evaluation  should  be  made  no  less  than  once  every  three 
months. 

Therapeutic  response 

A favorable  response  may  often  be  seen  within  10  days  to 
several  weeks.  However,  a patient  should  not  be  taken  off  a 
tolerable  dose— even  in  the  absence  of  a response— until  six 
months  have  elapsed.  This  is  because,  in  some  instances,  the 
response  may  come  relatively  late.  Of  course,  any  serious 
laboratory  abnormalities  or  intolerable  side  effects 
automatically  dictate  discontinuance  of  therapy. 

Lessening  the  side-effects  problem 

While  it  is  generally  advisable  that  levodopa  be  taken 
after  meals,  nausea  and  vomiting,  two  frequently  occurring 
side  effects  of  levodopa,  can  often  be  minimized  by  taking 
medication  with  foods.  If  nausea  becomes  intolerable,  the 
dosage  should  be  cut  back  in  daily  decrements  equal  to  the 
most  recent  increments  given  the  patient.  This  reduction  is 
to  be  spaced  over  two-  or  three- day  intervals.  Conversely, 
as  nausea  subsides,  the  drug  dosage  should  be  slowly 
increased  in  like  increments. 

An  important  part  of  the  routine  monitoring  procedure 
would  be  to  determine  any  possible  cardiovascular 
problems.  If  cardiac  arrhythmias  occur,  Larodopa  should 
be  discontinued  and  other  antiparkinson  therapy  instituted. 
With  orthostatic  hypotension  a possibility,  checking  the 
patient’s  blood  pressure  (both  supine  and  standing)  is 
essential. 

If  choreiform  movements  appear,  they  usually  occur  when 
maximum  therapeutic  dosages  are  reached.  To  control  such 
effects,  reduce  dosage  by  decrements  of  0.5  Gm  daily. 

Flexible  dosage:  scored  tablets  of  0.25  Gm  and 
0.5  Gm  help  simplify  dosage  titration 


Conveniently  scored  0.25  and  0.5  Gm  tablets  make  possible 
more  precise  titration.  Should  another  dosage  form  be 
preferred,  Larodopa  is  also  supplied  in  capsule  strengths 
of  0.25  and  0.5  Gm. 


Before  prescribing,  please  consult  product  information  on  next  page. 


For  the  relief  of  symptoms  associated  with 
Parkinson  s disease  and  syndrome 


Larodopa® 

levodopa/Roche 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 


BECAUSE  OF  THE  HIGH  INCIDENCE  OF  ADVERSE 
REACTIONS  AND  THE  NECESSITY  FOR  INDIVID- 
UALIZING THERAPY,  THE  PHYSICIAN  SHOULD 
THOROUGHLY  FAMILIARIZE  HIMSELF  WITH  THE 
INFORMATION  IN  THE  PACKAGE  INSERT  BEFORE 
INSTITUTING  THERAPY  WITH  LARODOPA  (LEVO- 
DOPA). ACCURATE  DIAGNOSIS  IS  IMPERATIVE  BE- 
CAUSE EVIDENCE  IS  LACKING  THAT  LARODOPA  IS 
EFFECTIVE  IN  NEUROLOGICAL  DISEASES  OTHER 
THAN  PARKINSON’S  DISEASE  AND  SYNDROME. 
ADEQUATE  CLINICAL  AND  LABORATORY  FACILI- 
TIES SHOULD  BE  AVAILABLE  FOR  PROPER  MONI- 
TORING OF  TREATMENT. 

THE  LONG-TERM  SAFETY  AND  EFFICACY  OF 
LARODOPA  HAVE  NOT  BEEN  ESTABLISHED. 


Indications:  For  the  treatment  of  Parkinson’s  disease  and 
syndrome.  Useful  in  relieving  many  of  the  symptoms,  par- 
ticularly rigidity  and  bradykinesia;  frequently  helpful  in 
management  of  associated  tremor,  dysphagia,  sialorrhea  and 
postural  instability. 

Contraindications:  In  patients  for  whom  a sympathomimetic 
aihine  is  contraindicated;  in  patients  receiving 
MAO  inhibitors  (the  latter  should  be  discontinued 
two  weeks  prior  to  initiating  therapy  withLarodopa) ; 
in  patients  with  clinical  or  laboratory  evidence  of 
uncompensated  endocrine,  renal,  hepatic,  cardio- 
vascular or  pulmonary  disease;  with  narrow  angle 
glaucoma  and  blood  dyscrasias;  in  patients  with 
known  hypersensitivity  to  levodopa. 

Warnings:  Long-term  safety  and  efficacy  not  estab- 
lished. Administer  with  extreme  caution  to  patients 
with  bronchial  asthma  or  emphysema  who  may  re- 
quire sympathomimetic  drugs;  to  those  with  active 
peptic  ulcer  (in  facilities  equipped  to  treat  gastroin- 
testinal hemorrhage) ; in  patients  with  psychoses  or 
severe  psychoneuroses.  Initiate  therapy  with  extreme 
caution  and  in  proper  treatment  facility  in  patients  with  a his- 
tory of  myocardial  infarction  who  have  residual  atrial,  nodal  or 
ventricular  arrhythmias.  Monitor  all  patients  for  development 
of  mental  changes,  depression  with  suicidal  tendencies,  other 
serious  antisocial  behavior.  Carefully  consider  concomitant  ad- 
ministration of  pyridoxine  hydrochloride  (vitamin  Bo);  oral  doses 
of  10  to  25  mg  have  been  reported  to  rapidly  reverse  the  anti- 
parkinson  effects  of  Larodopa.  In  pregnancy,  weigh  potential 
benefits  against  possible  hazards.  Do  not  use  in  nursing  mothers. 
Safety  of  Larodopa  in  children  under  age  12  not  established. 
Precautions:  During  extended  therapy,  periodic  evaluations 
of  hepatic,  hematopoietic,  cardiovascular  and  renal  function 
recommended.  In  diabetic  patients,  control  may  be  adversely 
affected;  careful,  frequent  monitoring  and  proper  adjustment 
of  antidiabetic  regimen  required.  Patients  with  chronic  wide 
angle  glaucoma  may  be  treated  cautiously  provided  intraocu- 
lar pressure  is  well  controlled  and  patient  is  monitored  care- 
fully. Monitor  carefully  patients  receiving  antihypertensive 
agents  or  psychoactive  drugs  concomitantly,  or  those  with 
history  of  convulsions.  If  general  anesthesia  is  required,  dis- 


continue Larodopa  24  hours  prior  to  surgery;  monitor  cardio- 
respiratory functions  carefully.  Patients  who  improve  on 
Larodopa  therapy  should  resume  normal  activities  cautiously. 
May  be  used  concomitantly  with  other  antiparkinson  drugs 
with  possible  reduction  in  dosage  of  each. 

Adverse  Reactions : Most  frequently  occurring:  nausea,  ano- 
rexia, emesis,  cardiac  irregularities,  orthostatic  hypotension; 
choreiform,  dystonic  and  other  adventitious  movements;  dizzi- 
ness, sedation,  dyskinesia;  psychiatric  symptoms  such  as  agita- 
tion, anxiety,  confusion,  depression,  hallucinations,  delusions, 
insomnia,  nightmares,  and  mental  changes  including  paranoid 
ideation  and  psychotic  episodes.  Less  frequently  occurring 
and  listed  according  to  system:  psychiatric— miciAal  tenden- 
cies, increased  libido  with  serious  antisocial  behavior,  euphoria, 
lethargy,  stimulation,  fatigue  and  malaise,  dementia;  neuro- 
logical—Silaxia,  convulsions,  faintness,  impairment  of  gait, 
headache,  increased  hand  tremor,  akinetic  episodes,  torticollis, 
trismus,  oculogyric  crisis,  weakness,  numbness,  bruxism;  gas- 
trointestinal—consUpation,  diarrhea,  epigastric  and  abdominal 
distress  and  pain,  flatulence,  eructation,  hiccups,  sialorrhea, 
difficulty  in  swallowing,  bitter  taste,  dry  mouth,  tightness  of 
mouth,  lips  or  tongue,  duodenal  ulcer,  gastrointestinal  bleeding, 
burning  sensation  of  the  tongue;  cardiovascular  — nonspecific 
EGG  changes,  palpitations,  hypertension,  flushing,  phlebitis; 
hematological— hemolytic  anemia  (1  case);  dermatological 
—•sweating,  edema,  hair  loss,  pallor,  rash,  bad  odor;  musculo- 
skeletal—ioyr  back  pain,  muscle  spasm  and  twitch- 
ing, blepharospasm,  musculoskeletal  pain;  respira- 
tory—feeling  of  pressure  in  the  chest,  cough,  hoarse- 
ness, bizarre  breathing  pattern,  postnasal  drip;  uro- 
genital—urinary  frequency,  retention,  incontinence, 
hematuria,  nocturia,  and  one  report  of  interstitial 
nephritis;  special  5en5e5  — blurred  vision,  diplopia, 
dilated  pupils,  activation  of  latent  Horner’s  syn- 
drome; other  — {e\er,  hot  flashes,  weight  gain  or 
weight  loss. 

Nausea,  anorexia  and  vomiting  usually  obviated  by 
temporary  dosage  reduction  and/or  administration 
with  food.  If  cardiac  arrhythmias  occur,  discontinue 
and  institute  other  antiparkinson  therapy.  Reduce 
dosage  when  involuntary  movements  occur. 

The  following  have  been  noted:  elevation  of  BUN,  SCOT, 
SGPT,  LDH,  bilirubin,  alkaline  phosphatase  or  PBI; 
occasionally,  reductions  in  WBC,  hemoglobin  and  hematocrit; 
elevations  of  uric  acid  with  use  of  colorimetric  method  but  not 
with  uricase;  rarely,  positive  Coombs  test;  dark  sweat  and 
urine. 

Dosage  and  Administration:  Because  of  the  strong  possi- 
bility of  adverse  reactions  and  the  necessity  for  individualizing 
therapy,  the  physician  should  thoroughly  familiarize  himself 
with  the  information  in  the  package  insert  before  instituting 
therapy. 

How  Supplied:  Tablets,  pink,  scored,  containing  0.25  Gm 
levodopa  (imprinted  Roche  57)  or  0.5  Gm  levodopa  (imprinted 
Roche  56)  — bottles  of  100  and  500. 

Capsules,  containing  0.25  Gm  levodopa  (pink  and  beige,  im- 
printed Roche  55)  or  0.5  Gm  levodopa  (pink,  imprinted  Roche 
54)— bottles  of  100  and  500. 

Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


HIGHLAND  HOSPITAL 

Ashevilx£,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact;  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry  and  Medical  Director 

Area  Code  704  - 254-3201 
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His  w'ife  has  a lot  of  different 
menopausal  symptoms,  hut  only  a few 
really  irritate  him.  Her  hot  flashes,  her 
vertigo,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  eneiless  “book'shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
and  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  tne  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribinjj,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome— anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiazepoxide  and/or  esterified  estrogens. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarelv 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  pregnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  pregnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedarion;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  be  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 


5 mg  chlordiazepoxide 


10  mg  chlordiazepoxide 


0.4  mg  water-soluble 
esterified  estrogens 


0.4  mg  water-soluble 
esterified  estrogens 


Tract  . 

Record. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels 


all  with  a bOOmg.  potency,  b.i.d. 
prescription  cost. 


convenience  and  low 


Tetrex’ 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood). 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm./ day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules— 250  mg.  in  bottles 
of  16  and  100.  bidCAPS— 500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louts.  Missouri  63102 


WELCOLATOR 


STAIRWAY  ELEVATOR 


Sit  down  and  ride  up!  (or  down)  at  the  touch  of  a button.  Ideal  way  to 
climb  stairs.  Like  living  in  a one-story  home.  Comfortable,  attractive  styl- 
ing. The  Wecolator  is  superbly  engineered,  cog  drive — no  cables,  com- 
pletely safe  and  virtually  maintenance  free.  Installed  on  any  straight  or 
curved  stairway  ...  in  just  a few  hours. 

Write  or  Call: 

CUSTOM  HOME  ELEVATOR  CO. 

P.  0.  Box  13627  Dept.  M 
Ft.  Worth,  Texas  76118  • A/C  817/281-8188 
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ttie 

pertussis 

Pertussis  comes  with  and  without  whoops, 
and  whoops  come  with  and  without  pertussis. 
This  article  discusses  the  incidence,  diagno- 
sis, complications,  and  treatment  of  pertussis 
as  well  as  its  public  health  problems  and  pro- 
phylaxis. Although  mass  immunization  and 
improvements  in  care  and  treatment  have 
reduced  the  incidence  and  mortality,  this 
disease  still  occurs  and  it  still  is  extremely 
dangerous,  especially  during  infancy. 

FRED  S.  BROOKSALER,  MD 
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TEXAS  MEDICINE 


syndrome 


MANY  COMMUNICABLE  DISEASES  which  once 
swelled  the  hospital  population  and  caused 
considerable  morbidity  and  mortality  have  lost 
their  importance  to  the  physician. 

Pertussis  is  one  of  these.  With  the  advent  of 
improved  care,  mass  immunization,  and  anti- 
microbial therapy,  the  frequency  of  pertussis 
has  been  altered  significantly  and  its  mortality 
has  dropped.  However,  during  the  first  year  of 
life  it  still  is  a very  dangerous  condition,  caus- 
ing more  deaths  in  this  age  group  than  in- 
fectious hepatitis,  scarlet  fever,  poliomyelitis, 
chicken  pox,  and  mumps  combined. 

Among  young  physicians  in  some  parts  of 
this  country,  pertussis  is  a forgotten  illness; 
however,  in  Texas  it  is  still  a problem.  Texas 
is  one  of  the  seven  states  with  the  highest 
incidence  of  reported  cases  (802  in  1968).  The 
true  incidence  of  pertussis  undoubtedly  is  high- 
er because  many  cases  are  not  reported;  for 
instance,  in  July  and  August  1970,  a total  of 
34  cases  were  confirmed  in  our  laboratory  at 
Children’s  Medical  Center,  but  only  8 cases 
were  reported  to  the  public  health  authorities 
from  the  entire  Dallas  County  during  the  same 
time  (Fig  1). 

The  death  rate  of  whooping  cough  has  de- 
creased considerably  within  the  past  30-35 
years  from  51.9/100,000  population  between 
1934-1938  to  0.01/100,000  between  1964- 
1968  (Fig  2).  But  comparing  the  incidence  of 
selected  communicable  diseases,  there  were 
more  than  six  times  as  many  cases  of  whoop- 
ing cough  in  our  state  between  1965-1969  as 
cases  of  diphtheria,  tetanus,  and  poliomyelitis 
combined  (Fig  3). 


Diagnosis:  Spasmodic  coughs  are  not  pathog- 
nomonic for  pertussis.  Children  with  tracheo- 
bronchitis, bronchiolitis,  interstitial  pneumoni- 
tis, allergic  bronchitis,  etc,  and  with  foreign 
bodies  in  the  larynx  or  trachea  may  present 
similar  coughing  spells. 

A pertussis-like  picture  can  be  caused  by 
Bordetella  parapertussis,  B bronchiseptica,  and 
several  types  of  adenoviruses.  These  can  only 
be  differentiated  by  cultural  methods  and  se- 
rum antibody  studies.  Parapertussis  is  a rare 
and  mild  disease  and  can  only  be  distinguished 
from  whooping  cough  by  fluorescent  antibody 
techniques  or  culture  methods.  It  is  highly  prob- 
able that  some  unsuspected  cases  of  a second 
attack  of  pertussis  are  in  fact  parapertussis. 

Outbreaks  of  pertussis-like  illness — ^the  per- 
tussis syndrome — may  be  caused  by  B bron- 
chiseptica. This  organism  should  be  kept  in 
mind  in  families  where  guinea  pigs  or  rabbits 
or  cats  are  domestic  pets.  It  may  be  contracted 
in  some  schools  where  modern  teachers  have 
guinea  pigs,  hamsters,  or  rabbits  in  their  class- 
rooms. 

Olson  reported  a family  outbreak  of  a severe 
respiratory  infection  characterized  by  paroxys- 
mal cough  and  whoop.  Four  children  were 
affected.  Repeated  efforts  to  isolate  B pertus- 
sis or  B parapertussis  failed.  Finally,  adeno- 
virus 12  was  isolated  from  throat  swabs. 

Recently  Collier  and  others  reported  the  case 
of  a 4-year-old  child  who  died  with  symptoms 
and  signs  of  pertussis  and  diffuse  interstitial 
pneumonitis.  He  had  persistent  hyperleukocy- 
tosis (119,000  WBCs)  and  lymphocytosis.  At 
postmortem  examination  the  findings  were  con- 
sistent with  adenovirus  pneumonitis.  Adenovi- 
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rus  type  5 was  isolated  from  lungs,  liver,  and 
kidneys. 

In  August  1970,  Connor  reported  on  the 
etiologic  association  between  the  pertussis  syn- 
drome and  adenoviral  infection  by  type  1,  2, 
3,  or  5. 

Nelson  and  I reported  on  a study  of  190 
Dallas  children  from  the  socioeconomically  and 
culturally  deprived  segment.  They  were  selected 
on  the  basis  of  compatible  clinical  illness  and 
bacteriologic  confirmation  by  culture,  fluores- 
cent antibody  technique,  or  both,  and  were 
examined  in  the  charity  outpatient  clinic  at 
Children’s  Medical  Center  or  admitted  to  the 
isolation  ward  at  Parkland  Memorial  Hospital. 
The  bacteriologic  specimens  were  obtained  by 
nasopharyngeal  swabs;  this  technique  is  an  im- 
portant necessity.  The  fluorescent  antibody 
technique  yielded  a positive  diagnosis  of  per- 
tussis in  188  cases.  One  case  was  due  to  B 
parapertussis  and  B bronchiseptica.  In  42% 
of  132  patients,  B pertussis  was  isolated  by 
Bordet-Gengou  cultures.  There  are  outstanding 
advantages  to  the  fluorescent  antibody  tech- 
nique. It  provides  rapid  diagnosis,  requiring 
less  than  one  hour  to  perform,  and  gives  a 
higher  yield  of  positive  results  than  culture. 

Only  8%  of  the  patients  claimed  full  immun- 
ization. Three-fourths  of  154  preschool  children 
had  not  received  a single  diphtheria-pertussis- 
tetanus  injection.  Half  of  the  patients  were 
under  1 year  of  age,  and  only  8%  were  over 
5 years  of  age.  The  youngest  patient  was  a 
7-day-old  infant  who  had  been  born  at  home. 
The  source  of  infection  was  a sibling  with  ac- 
tive, untreated  disease.  The  slight  predomi- 
nance of  females  (56%)  in  our  series  is  con- 
sistent with  everyone’s  experience.  This  pre- 
dominance of  females  in  pertussis  is  interest- 
ing because  in  most  infectious  diseases  male 


patients  are  more  commonly  infected.  Several 
authorities  stated  that  pertussis  occurs  mostly 
during  the  winter  months.  Our  observations 
contradict  these  findings  because  only  10% 
of  new  cases  occurred  in  the  winter,  whereas 
48%  occurred  in  July  and  August.  We  have  no 
explanation  for  this  consistent  discrepancy. 

Typical  severe  pertussis  is  readily  recognized 
during  the  paroxysmal  stage.  However,  in  the 
early  stage  and  in  the  atypical  forms  the  diag- 
nosis is  difficult.  The  disease,  which  has  a gen- 
erally afebrile  course,  may  be  suspected  when 
a progressive  nocturnal  cough  becomes  diurnal 
and  continues  in  a spasmodic  form  and  when 
the  physical  examination  reveals  no  obvious 
explanation  of  its  cause. 

How  much  does  the  peripheral  total  leuko- 
cyte and  differential  count  help  in  the  diag- 
nosis of  whooping  cough?  Infants  under  age 
6 months  are  less  likely  to  have  leukocytosis 
and  relative  lymphocytosis;  about  half  of  the 
patients  over  6 months  of  age  have  leukocy- 
tosis (WBC  over  25,000). 

Concerning  the  relation  between  duration  of 
disease  and  the  leukocyte  count,  during  the 
first  two  weeks  of  illness  the  patient  is  more 
likely  to  have  a normal  WBC.  In  full-blown  per- 
tussis, from  three  to  five  weeks  after  onset, 
leukocytosis  often  is  of  additional  help;  how- 
ever, by  that  time  we  usually  can  diagnose 
the  disease  by  the  characteristic  paroxysmal 
cough. 

The  culture  and  fluorescent  antibody  tech- 
nique are  most  helpful  during  the  catarrhal  and 
early  paroxysmal  phase  of  pertussis  because 
at  that  stage  Bordetella  can  be  recovered  with 
the  greatest  frequency. 

An  increase  of  the  WBC  to  more  than 
50,000/cu  mm  (leukemoid  reaction)  usually  is 
accompanied  by  complications,  mostly  pneu- 
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1 .  Reported  cases  and  attack  rates  for  pertussis 
per  100,000  population  in  the  United  States,  1968. 


2.  Pertussis  incidence  and  mortality  in  the 
United  States,  1922-1968. 


3.  Incidence  of  selected  communicable  diseases, 
Texas.  1965-1969. 


Year 

Pertussis 

Diphtheria 

Tetanus 

Poliomyelitis 

Measles 

1965 

689 

28 

41 

19 

30,771 

1966 

1,114 

35 

40 

73 

25,566 

1967 

846 

72 

44 

10 

13,411 

1968 

802 

131 

17 

22 

5,204 

1969 

381 

76 

22 

6 

4,943 

Total 

3,832 

342 

164 

130 

79,895 
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Figs  1 and  2 are  reprinted  with  permission  from  The 
Journal  of  Infectious  Diseases  (122:124-125,  1970). 
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monia.  Eight  of  our  patients  had  leukemoid 
reactions.  These  patients  had  severe  disease 
and  all  but  one  had  atelectasis  or  pneumonia 
or  both.  Two  died.  Leukemoid  reaction  is  im- 
portant in  predicting  a severe  disease  or  a poor 
prognosis. 

There  is  no  distinctive  roentgenologic  pat- 
tern in  the  chest  in  uncomplicated  cases  of 
pertussis.  The  “shaggy  heart”  sign,  which 
means  dense  markings  around  the  heart  bor- 
der which  obscure  it,  is  not  specific  for  per- 
tussis and  can  be  found  in  other  pulmonary 
diseases. 

Complications:  Minor  complications  such  as 
epistaxis,  scleral  hemorrhages,  rectal  prolapse, 
hernias,  and  an  ulcer  of  the  frenulum  when  the 
tongue  protrudes  during  the  paroxysms  are 
common.  Weight  loss  secondary  to  feeding  dif- 
ficulties is  a frequent  finding  in  babies,  but 
severe  malnutrition  and  dehydration  are  seldom 
seen  in  this  country.  Otitis  media  and  parain- 
fectious encephalopathy  are  rare  in  our  experi- 
ence. The  underlying  cause  of  convulsions  may 
lie  in  brain  damage  of  several  kinds,  including 
asphyxia,  petechial  hemorrhages,  or  massive 
subarachnoid  bleedings.  Most  dangerous  are 
the  pulmonary  complications,  especially  atelec- 
tasis and  pneumonia,  which  are  responsible  for 
90%  of  the  deaths  from  pertussis  of  children 
under  age  3 years. 

Treatment:  There  is  some  evidence  that  per- 
tussis immunoglobulin  (human)  decreases  the 
severity  of  paroxysms.  It  is  given  to  patients 
under  1 year  of  age  because  of  the  high  mor- 
tality among  this  age  group.  The  dosage  is 
1.25  ml  intramuscularly  daily,  or  every  second 
day,  for  three  doses. 

No  antimicrobial  agent  has  been  unequivo- 
cally established  as  effective  in  modifying  the 
severity  or  shortening  the  course  of  the  dis- 


ease. We  use  antibiotics  for  bacteriologic  con- 
version of  cultures  to  negative,  which  will  hap- 
pen in  48  to  96  hours;  in  other  words,  we  think 
that  treatment  is  indicated  to  render  the  dis- 
ease noncontagious.  Our  drugs  of  choice  are 
erythromycin  (50  mg/kg/day  in  four  divided 
doses  orally)  or  ampicillin  (100  mg/kg/day  in 
four  divided  oral  or  intramuscular  doses  over 
ten  days).  There  is  no  other  disease  in  which 
proper  nursing  and  special  care  is  more  impor- 
tant, regardless  of  the  severity,  especially  in 
infants  under  1 year  of  age.  These  infants  are 
better  off  in  a hospital.  The  hallmarks  of  gen- 
eral treatment  are  mechanical  oropharyngeal 
suction  immediately  after  a severe  paroxysm, 
proper  nutrition,  and  plenty  of  rest  with  small 
doses  of  phenobarbital.  These  measures  may 
mean  the  difference  between  life  and  death. 
Public  Health  Problems:  The  mode  of  transmis- 
sion is  probably  by  direct  contact  with  an  in- 
fected person.  It  is  apparently  accomplished 
by  the  transfer  of  material  from  the  patient's 
nasopharynx  by  coughing,  sneezing,  talking, 
etc.  No  asymptomatic  carriers  of  B pertussis 
have  ever  been  demonstrated.  The  higher  at- 
tack rates  which  follow  exposure  in  family 
groups  as  compared  with  nonfamily  contacts 
suggest  the  greater  effectiveness  of  intimate 
and  repeated  association  in  the  spread  of  the 
disease.  For  purpose  of  control,  the  period  of 
communicability  is  considered  to  extend  from 
seven  days  after  exposure  to  three  weeks  after 
onset  of  typical  paroxysms.  The  available  skin 
tests  for  measuring  immunity — agglutinogen 
and  heat  labile  toxin — are  not  satisfactory.  The 
peculiar  susceptibility  to  pertussis  during  the 
newborn  period  is  probably  a reflection  of  the 
fact  that  most  of  the  bactericidal  activity  of 
the  maternal  plasma  against  gram-negative 
bacteria,  including  B pertussis,  is  associated 
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with  IgM  antibodies;  since  these  do  not  cross 
the  placenta  and  since  the  fetus  does  not  re- 
ceive antigenic  stimulation  in  utero  to  synthe- 
size these  antibodies,  the  infant  is  born  without 
them  and  is  consequently  highly  susceptible  to 
whooping  cough. 

Second  attacks  are  rare  and  are  usually 
caused  by  B parapertussis  or  B bronchiseptica 
or  adenoviruses.  Some  children  who  overcome 
whooping  cough  and  who,  after  6-12  months, 
acquire  an  upper  respiratory  infection,  may 
have  pertussis-like  coughing  spells  similar  to 
habit  spasms.  This  is  not  a recurrence  of  the 
disease. 

Prophylaxis:  Active  Immunization:  Routine  pri- 
mary immunization  should  be  staiied  at  about 
2 months  of  age.  Combined  intramuscular  in- 
jections which  contain  diphtheria  and  tetanus 
toxoids,  adsorbed,  and  pertussis  vaccine  (DPT) 
are  given  no  less  than  one  month  apart  (three 
doses  of  0.5  cc  each).  A routine  follow-up  in- 
jection of  DPT  is  administered  about  one  year 
after  completion  of  the  primary  series  and 
again  upon  entry  into  kindergarten  or  school. 
Because  of  the  possibility  of  central  nervous 
system  reactions,  pertussis  vaccine  should 
not  be  used  for  children  who  are  older  than 
6 years. 

Passive  Immunization:  Pertussis  immune  se- 
rum globulin  (human)  has  been  recommended 
in  infants.  The  value  of  this  prophylactic  mea- 
sure is  questionable.  Although  controlled  stud- 
ies have  not  been  done,  in  our  experience  anti- 
biotic prophylaxis  with  erythromycin  or  ampi- 
cillin  has  been  effective  in  preventing  the  dis- 
ease in  exposed  household  susceptibles. 
Conclusion:  There  are  infinite  variations  in  the 
course  of  pertussis:  “Not  every  child  who  has 
whooping  cough  whoops,  and  not  every  child 
who  whoops  has  whooping  cough.’’  In  abortive 


cases,  in  atypical  cases,  in  young  infants,  in 
immunized  individuals,  in  children  who  are 
afflicted  with  a complicating  pneumonia,  etc, 
there  frequently  is  no  whoop  in  whooping 
cough.  For  this  reason,  we  suggest  the  use  of 
the  name  pertussis  instead  of  whooping  cough 
for  this  disease,  in  order  to  wean  both  physi- 
cians and  lay  people  from  their  age-old  diag- 
nostic reliance  on  the  doubtful  whoop. 

The  prevention  of  pertussis  depends  to  a 
large  extent  on  intensified  public  health  mea- 
sures, especially  complete  immunizations 
against  Bordetella  infections.  Total  eradication 
of  this  illness  will  probably  never  be  achieved 
since,  even  if  everyone  were  immunized  against 
Bordetella,  vaccine  protection  is  not  absolute. 
Furthermore,  we  must  remember  that  there  are 
specific  viruses  which  also  play  a role  in  the 
etiology  of  the  pertussis  syndrome. 
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Since  1963,  lung  scans  have  become 
valuable  in  the  clinical  evaluation  of  patients 
with  pulmonary  disease.  Initially  used  in 
pulmonary  embolism,  their  use  was  expanded  to 
other  conditions  as  our  knowledge  of  this 
method  increased.  Acute  and  chronic 
infections  have  been  studied,  as  well  as  regional 
perfusion  in  acute  and  chronic  asthma. 

Lung  scans  also  have  helped  in  the 
work-up  of  patients  with  chronic  bronchopul- 
monary disease,  and  in  preoperative  and 
preradiation  evaluation  of  patients  with 
carcinoma  of  the  lung.  Several  authors  have 
negated  the  lung  scan  in  favor  of  the  arteriogram 
in  all  forms  of  pulmonary  disease,  especially 
pulmonary  embolism.  This  article  states 
the  terms  under  which  they  can  be  compared, 
and  places  each  method  in  appropriate 
perspective. 


ROBERT  w.  McConnell,  md 


LUNG  SCANS  ARE  performed  by  injection  of 
approximately  200-300/-C  of  macroaggre- 
gated  albumin  intravenously.  The  position  of 
the  patient  during  the  injection  is  important, 
due  to  positional  changes  in  pulmonary  blood 
flow  and  an  apparent  gravitational  effect  of  the 
albumin  aggregate.  Thus,  half  of  the  material 
is  given  with  the  patient  lying  on  the  right  side 
and  half  given  with  the  patient  lying  on  the  left 
side.  Fifteen  minutes  later,  scans  are  performed 
in  the  anterior,  posterior,  and  lateral  positions. 

Arteriography  is  performed  by  inserting  a 
catheter  into  an  antecubital  vein  and  passing 
it  through  the  right  side  of  the  heart  and  into 
the  main  portion  of  the  pulmonary  artery.  The 
first  catheterizations  were  hazardous,  having  a 
fairly  high  morbidity,  occasional  mortality,  and 
providing  meager  information.  With  new,  so- 
phisticated equipment  and  considerably  more 
knowledge,  the  procedure  is  now  comparatively 
safe  and  quite  informative.  Newer  contrast 
materials  are  essentially  nontoxic;  50-100  ml 
of  contrast  material  is  injected  and  rapid-se- 
quence radiographic  studies  in  one  or  more 
positions  are  done.  Selective  arteriography  of 
a portion  of  the  arterial  tree  can  also  be  per- 
formed. 

Case  Reports:  The  following  cases  are  typical 
of  those  seen  in  the  series  of  more  than  300 
lung  scans  we  have  performed  during  the  last 
21/2  years. 

Case  1:  A 47-year-old  man  had  a history  dat- 
ing back  to  June  17,  1968,  at  which  time  he 
had  sudden  onset  of  substernal  chest  pain, 
protracted  vomiting,  and  shortness  of  breath. 
He  was  treated  for  pneumonia  and  coronary 
heart  disease  for  two  weeks  in  a local  hospital. 
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1.  Case  1.  Chest  x-ray  shows  pneumonitis 
in  the  left  base  of  the  lung,  which 
improved  with  antibiotic  and  diuretic 
treatment  and  bed  rest  during  the 
next  week. 


2.  Case  1.  Pulmonary  arteriography 
(top)  showed  the  pulmonary  artery 
pressure  to  be  elevated;  there  was 
obstruction  of  the  left  lower  lobe  artery. 
Lung  scan  (bottom)  showed  slightly 
better  perfusion  of  the  left  than  the  right 
side;  this  probably  was  related  to 
the  method  of  infection.  The  medial 
basilar  segments  of  the  left  lower 
lobe  were  not  perfused,  probably  because 
of  embolism. 
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For  the  next  several  months  he  continued  to 
have  weakness,  dyspnea,  fatigue,  and  recurrent 
chest  pain.  He  also  had  pain  in  the  left  lateral 
rib  and  left  shoulder.  He  had  sudden  onset  of 
severe  dyspnea  with  fever  (101  F)  on  Sept  24, 
1968;  there  were  clinical  signs  of  right  heart 
failure.  The  chest  x-ray  (Fig  1)  showed  pneu- 
monitis in  the  left  base  which  improved  with 
antibiotics,  diuretics,  and  bed  rest  during  the 
next  week. 

We  performed  a lung  scan  on  Jan  3,  1969, 
approximately  14  weeks  after  his  last  severe 
chest  symptom  and  because  of  failure  to  im- 
prove. The  lung  scan  (Fig  2)  showed  slightly 
better  perfusion  of  the  left  side  of  the  chest 
than  the  right,  probably  due  to  the  method  of 
injection.  The  medial  basilar  segments  of  the 
left  lower  lobe  were  not  perfused;  this  was  in- 
terpreted as  a probable  result  of  pulmonary 
embolism. 

Pulmonary  arteriography  was  performed  on 
Jan  8,  1969,  and  showed  pulmonary  artery 
pressure  of  approximately  40/20 — moderately 
elevated.  There  was  an  obstruction  of  the  left 
lower  lobe  artery  leading  to  the  medial  basilar 
segments  (Fig  2).  The  arteriogram,  otherwise, 
was  normal. 

Case  2:  A 48-year-old  man  had  smoked  for 
many  years.  He  had  had  chronic  bronchopul- 
monary disease  with  recurrent  pneumonia,  re- 
current asthmatic  bronchitis,  and  multiple  pul- 
monary cysts  in  the  lower  lobes  of  the  lungs 
for  several  years. 

On  admission  to  the  hospital  on  Oct  13, 
1967,  pulmonary  function  studies  showed  alve- 
olar ventilation  to  be  borderline  at  rest  and  in- 
adequate during  exercise.  There  was  borderline 


hypoxia,  which  worsened  during  exercise;  oxy- 
gen exchange  was  abnormal.  A combination  of 
distribution  disturbances,  and  frank  right-to-left 
shunt  were  present. 

Lung  scans  performed  on  Oct  16,  1967, 
showed  large  areas  of  abnormal  perfusion  of 
both  lungs.  The  areas  on  radiographic  studies 
which  showed  large  pneumatoceles  were  well 
demonstrated  on  the  scans.  Other  areas  which 
showed  what  appeared  to  be  pulmonary  fibro- 
sis, and  no  apparent  abnormality  in  vascula- 
ture, were  poorly  perfused  on  the  scans.  The 
best  areas  of  perfusion  were  the  medial  basilar 
segments  of  the  right  lower  lobe  and  the  lateral 
basilar  segments  of  the  left  lower  lobe.  There 
was  fair  perfusion  of  the  anterior  segments  of 
the  upper  lobes  bilaterally  (Fig  3). 

Pulmonary  arteriography  performed  on  Oct 
19,  1967,  showed  scattered  generalized  loss  of 
a capillary  bed  with  primary  loss  in  the  lower 
lobe  regions.  There  was  delay  in  filling  of  the 
artery  supplying  the  right  lower  lobe  due  to 
compression  from  a bleb  in  the  right  lung  base. 
No  lesions  involving  large  vessels  were  identi- 
fiable (Fig  4). 

Comment:  Fig  5 compares  pulmonary  arteriog- 
raphy and  lung  scans,  and  includes  an  evalu- 
ation of  the  technical,  economic,  clinical,  and 
safety  factors  involved  with  each  study. 

Lung  scans  show  a gross  anatomic  and  phy- 
siologic distribution  of  pulmonary  blood  flow. 
Arteriograms  provide  the  same  information,  us- 
ually, and  in  addition  provide  a time-flow  study 
of  pulmonary  circulation.  In  acute  and  chronic 
bronchopulmonary  disease,  physiologically,  the 
blood  supply  will  be  where  gases  can  be  ex- 
changed or,  said  another  way,  distribution  fol- 
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3.  Case  2.  Lung  scan  showed 
large  areas  of  abnormal  perfusion  of 
both  lungs.  The  areas  of  radiographic 
studies  showing  large  pneumatoceles 
were  well  demonstrated.  There  was  poor 
perfusion  in  areas  of  apparent 
pulmonary  fibrosis  with  normal 
vasculature.  Best  perfusion  was  seen  in 
medial  basilar  segments  of  the 
right  lower  lobe  and  lateral  basilar 
segments  of  the  left  lower  lobe. 

T here  was  fair  perfusion  of  the  anterior 
segments  of  the  upper  lobes. 


FRE-48 
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4.  Case  2.  Pulmonary  arteriography 
showed  scattered  generalized  loss  of 
capillary  bed,  with  primary  loss  in  the 
lower  lobe  regions.  Compression  from  a 
bleb  in  the  right  lung  base  caused 
delay  in  filling  of  the  artery  supplying 
the  right  lower  lobe.  No  vascular 
obstructive  lesions  were  identifiable. 
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SCANNING  & ARTERIOGRAPHY 


Descriptive  Qualification 

Pulmonary 

Arteriogram 

Lung 

Scan 

Shows  distribution  of  pulmonary  blood  flow 

Yes 

Yes 

Shows  anatomic  portrayal  of  arteries, 
capillaries,  and  veins 

Yes 

No 

Shows  mural  thrombi  or  partial  vascular 
occlusion 

Usually 

No 

Produces  reduction  in  pulmonary  function 
during,  or  due  to,  procedure 

Probably  no 

No 

Toxicity  to  injected  materials 

Rare 

No 

Shows  surgical  need  for  capillary  bed 
decompression 

Yes 

No 

Progress  of  patient  easy  to  reassess 

No 

Yes 

Radiation  dose  to  patient  from  usual 
procedures 

High  to 
moderate 

Low 

Provides  secondary  benefits  of  cardiac 
catheterization,  ie,  cardiac  output, 
blood  gases,  pressures 

Yes 

No 

Expensive  radiographic  (or  scanning)  and 
monitoring  equipment  required 

Yes 

No 

Special  team  required 

Yes 

No 

Easy  to  perform  and  relatively  inexpensive 

No 

Yes 

Can  be  done  at  the  bedside 

No 

Yes 

Result  of  the  study  must  be  correlated 
with  chest  films 

Yes 

Yes 

5.  Comparison  of  pulmonary  arteriography 
and  lung  scans. 


lows  ventilation.  Gold  and  McCormack  have 
shown  that  there  is  no  impairment  of  pulmon- 
ary function  using  macroaggregated  albumin 
in  quantities  of  1 mg  or  less.  Where  embolism 
is  present,  lung  scans  are  the  simplest  and 
most  economic  method  of  following  the  prog- 
ress and  resolution  of  the  emboli. 

Both  procedures  should  be  done  in  some 
patients,  and  perhaps  only  one  or  the  other  in 
other  patients.  We  would  propose  the  following 
method  of  study  of  patients  with  pulmonary 
disease: 

1.  In  patients  with  suspected  emboli,  first 
do  a lung  scan  (at  the  bedside  if  the  patient 
is  in  critical  condition).  If  the  lung  scan  is  neg- 
ative and  pulmonary  embolism  is  still  suspect- 
ed, an  arteriogram  should  be  done.  If  the  lung 
scan  is  positive,  arteriography  probably  is  not 
necessary,  and  the  patient  can  be  followed  with 
repeat  lung  scans  to  observe  resolution  of  the 
emboli  and  return  of  blood  flow  to  the  affected 
areas. 

2.  In  patients  with  chronic  bronchopulmon- 
ary disease,  both  procedures  are  necessary  in 
the  routine  work-up  of  the  patient.  The  lung 
scan  should  be  followed  by  pulmonary  arteriog- 
raphy. Pulmonary  function  studies  can  materi- 
ally aid  in  the  clinical  evaluation  of  the  patient. 

3.  In  patients  with  acute  infection  or  asth- 
ma, the  lung  scan  is  the  only  method  of  study 
necessary.  Follow-up  studies  can  be  performed 
as  required. 

4.  In  patients  with  bronchogenic  carcinoma, 
lung  scans  should  be  performed  in  the  preoper- 
ative and/or  preradiation  phases  of  the  work- 
up. Follow-up  studies  of  postoperative  or  post- 
radiation pulmonary  perfusion  can  be  per- 
formed as  they  seem  to  be  indicated.  Arteri- 
ography is  seldom  necessary. 

Pulmonary  arteriography  may  be  the  proce- 
dure of  choice  for  determination  and  localiza- 
tion of  abnormalities  of  pulmonary  perfusion. 
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yet  the  small  community  hospital  usually  does 
not  have  equipment  or  specialized  personnel 
to  perform  this  procedure. 

Rectilinear  scanners  are  relatively  inexpen- 
sive and  the  scanning  procedure  is  easy  to  per- 
form. Properly  performed,  and  using  radio- 
graphic  studies  of  the  chest  for  correlation,  the 
scan  is  not  difficult  to  interpret.  Thus,  impor- 
tant information  in  acute  and  chronic  pulmo- 
nary disease,  especially  embolism,  can  be  read- 
ily available  to  the  medical  staff  of  the  small 
community  hospital. 

Conclusion:  Scintillation  scanning  of  the  lungs 
using  macroaggregated  albumin  has  be- 
come a useful  tool  in  the  diagnosis  of  pulmo- 
nary disease.  A satisfactory  display  of  pulmo- 
nary artery  perfusion  can  be  obtained  using 
this  procedure.  When  compared  with  catheter 
techniques,  scans  show  a similar  distribution. 
Scanning  can  provide  important  information  in 
acute  and  chronic  pulmonary  disease,  as  well 
as  pulmonary  embolism.  Scans  are  easier  to 
perform,  can  be  done  at  the  bedside  without 
moving  the  critically  ill  patient,  and  are  less 
hazardous  from  many  other  standpoints.  Scan 
data  is  not  difficult  to  interpret  within  limita- 
tions, and  follow-up  studies  are  clinically  feasi- 
ble. Scans  should  be  the  initial  procedure  of 
choice  in  studying  adequacy  of  pulmonary 
perfusion. 
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Complications 
of  angiography: 
incidence  and 
prevention 


MELVYN  H.  SCHREIBER,  MD 

IN  THE  FIVE  YEARS  between  May  1965  and 
May  1970,  radiologists  at  The  University  of 
Texas  Medical  Branch  performed  2,309  vascular 
contrast  studies.  Almost  all  of  the  examinations 
were  performed  by  residents  with  the  direct 
supervision  of  the  radiology  faculty.  The  stud- 
ies were  carried  out  in  one  or  more  rooms  spe- 
cially equipped  for  angiography  and  with  the 
assistance  of  trained  and  experienced  helpers 
(nurses,  radiologic  technologists,  physicists, 
engineers,  etc).  The  complications  encountered 
during  this  time,  and  the  measures  used  to 
prevent  their  occurrence,  are  described. 

Residents  in  radiology  at  UTMB  spend  four 
months  on  the  Cardiovascular  Radiology  Ser- 
vice. Two  residents  at  a time  serve  on  this  rota- 
tion, and  their  four-month  assignments  overlap 
each  other  by  two  months.  At  first  the  newly 
assigned  resident  observes  as  procedures  are 
performed  and  interpreted  by  the  more  senior 
resident  and  the  faculty  director  of  the  Cardio- 
vascular Laboratory.  He  then  begins  to  assist 
in  the  procedures  and  finally  performs  them 
with  the  assistance  of  the  senior  resident  or 
staff  man.  In  this  way,  each  of  the  residents 
gains  an  extensive  experience  as  helper  and 
operator,  always  with  close  personal  supervi- 
sion from  the  faculty.  The  angiographers  as- 
sume responsibility  for  interviewing  and  exam- 
ining the  patient  prior  to  the  scheduled  proce- 
dure, explaining  the  procedure  and  its  possible 
complications,  and  obtaining  informed  consent. 
They  are  also  responsible  for  writing  orders  for 
pre-examination  medication,  for  the  care  of  the 
patient  during  the  examination,  and  for  the 
subsequent  follow-up  for  complications  and 
disposition. 


While  it  is  impossible  to  avoid  complications 
completely,  even  with  a perfectly  performed 
examination,  a great  deal  can  be  done  to  mini- 
mize the  likelihood  of  their  occurrence.  The  fol- 
lowing statement  summarizes  the  advice  which 
is  given  to  the  resident  angiographers  and 
which  is  posted  conspicuously  in  the  angio- 
graphy suite: 

1.  Do  only  those  procedures  which  are  indi- 
cated. Idle  curiosity  is  never  an  indication  for 
performing  an  angiogram. 

2.  Select  patients  carefully.  In  poor-risk  pa- 
tients some  complications  cannot  be  avoided; 
the  procedure  should  be  undertaken  only  if  the 
importance  of  the  information  to  be  gained  out- 
weighs the  risk  of  the  procedure. 

3.  Employ  competent,  experienced,  and  well- 
trained  assistants. 

4.  Emergency  drugs,  oxygen,  and  resuscita- 
tion equipment  (defibrillator,  etc)  must  be 
available  and  in  working  order.  Know  how  to 
use  them. 

5.  All  angiographic  procedures  have  a fail- 
ure rate;  the  young  angiographer  should  be 
prepared  to  accept  failures  and  to  prolong  the 
procedure  no  longer  than  necessary.  One  of 
the  biggest  parts  of  good  judgment  is  knowing 
when  to  stop. 

6.  Do  not  delegate  to  others  the  writing  of 
preoperative  orders,  the  preangiography  exami- 
nation of  the  patient,  or  the  follow-up  for  com- 
plications. 

7.  Plan  what  you  are  going  to  do  in  advance. 
The  angiographer  must  be  prepared  to  impro- 
vise at  a moment’s  notice,  but  it  is  inexcusable 
to  improvise  all  the  time. 

8.  Being  well  trained  means  knowing  more 
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In  2,309  consecutive  angiographic  studies, 
major  complications  developed  in  1 .4% . The 
most  common  wav  thrombosis  of  the 
catheterized  artery,  which  occurred  in  12 
of  867  examinations,  an  incidence  of  1 .3%. 
The  overall  mortality  rate  w>as  0.13% , and  all 
three  patients  who  died  were  critically  ill 
at  the  time  of  the  angiographic  study. 

Means  of  preventing  adverse  reactions  to 
angiography  are  suggested,  but  a 
certain  number  of  major  complications  will 
continue  to  occur  despite  our  best  efforts. 


than  one  way  to  do  something.  Always  consider 
in  advance  the  possibility  of  failure  by  one 
technique,  and  be  prepared  to  use  another  if 
necessary. 

9.  Pay  attention  to  what  you  are  doing.  Con- 
centration is  important:  one  man  should  be  in 
utter  and  absolute  charge  of  the  room. 

10.  Know  your  equipment.  Understand  fluid 
dynamics  enough  to  choose  the  correct  cathe- 
ter (correct  diameter,  correct  length,  correct 
curve,  correct  number  of  end  and  side  holes, 
etc),  the  correct  volume  of  contrast  material, 
the  correct  injection  pressure.  Recognize  the 
capacity  and  limitations  of  the  x-ray  equip- 
ment, and  program  film  exposures  in  order  to 
demonstrate  the  abnormality  thought  to  be 
present.  (Do  not  shoot  wildly  in  hopes  that  a 
stray  shot  will  hit  home.) 

11.  Do  not  undertake  hazardous  cardiovas- 
cular procedures  unless  you  are  prepared  to 
treat  the  complications.  If  not,  be  certain  that 
someone  who  is  prepared  assists  you  with  the 
procedure  (an  internist,  a cardiologist,  a cardio- 
vascular surgeon,  for  example). 

12.  Do  not  be  vain  about  your  performance; 
ask  for  help  early  if  you  need  it.  Arterial  throm- 
bosis is  ordinarily  a trivial  matter  if  treated 
early  and  correctly:  delay  in  consulting  the 
vascular  surgeon  is  inexcusable. 

13.  Recognize  your  limitations.  An  operator 
with  poor  manual  capability  or  poor  clinical 
judgment  is  dangerous. 

Should  complications  occur  despite  our  best 
efforts  to  prevent  them,  the  angiography  suite 
is  equipped  with  all  of  the  drugs  and  devices 
necessary  for  treatment  or  resuscitation.  These 
include  a direct-current  defibrillator,  suction. 


oxygen,  laryngoscopes  and  airways,  and  a vari- 
ety of  drugs.  Those  most  often  required  include 
epinephrine,  atropine,  antihistamines,  vaso- 
pressors, barbiturate  sedatives,  intravenous 
steroids,  and  parenteral  analgesics.  The  pro- 
fessional personnel  who  perform  angiographic 
studies  are  trained  and  expected  to  be  compe- 
tent in  the  use  of  these  drugs  and  devices,  as 
well  as  in  the  use  of  the  equipment  used 
to  monitor  and  record  the  electrocardiogram 
(ECG)  peripheral  pulse,  and  intravascular  pres- 
sures. 

The  table  summarizes  our  five-year  experi- 
ence with  various  special  vascular  contrast 
studies  and  gives  the  incidence  of  major  com- 
plications. Minor  complications,  such  as  nau- 
sea, inconsequential  vascular  spasm,  small 
hematomas  at  the  puncture  site,  etc,  are  not 
included.  The  major  complications  of  the  vari- 
ous studies  are  as  follows: 

Intravenous  Angiocardiography:  Two  major 
complications  occurred.  One  cyanotic  newborn 
infant  with  pulmonary  atresia  died  five  to  six 
hours  following  the  angiocardiogram,  and  we 
consider  the  study  to  have  been  contributory. 
One  adult  patient  developed  an  acute  psycho- 
sis which  lasted  for  24  hours  following  the 
study,  clearing  completely  thereafter. 

Intravenous  Aortography:  Only  one  major 
complication  occurred.  Following  the  injection 
of  contrast  material,  hypotension  ensued,  fol- 
lowed by  a grand  mal  seizure.  After  appropri- 
ate therapy  the  patient  recovered  completely 
and  without  sequelae. 

Translumbar  Aortography:  A large  retroperi- 
toneal hematoma  occurred  following  the  re- 
moval of  the  needle  in  one  patient.  The  hema- 


Volume  67,  January,  1971 


69 


Examination 

No. 

Incidence  of 

Major  Complications  (%) 

Intravenous  angiocardiography 

288 

0.69 

Intravenous  aortography 

189 

0.53 

Translumbar  aortography 

131 

1.53 

Retrograde  catheter  aortog- 
raphy and  arteriography 

(Seldinger  technique) 

706 

2.7 

(1.56:  thrombosis) 

Retrograde  catheter  aortog- 
raphy and  arteriography 

(Teflon  sheath) 

163 

None 

Peripheral  arteriography 

(arterial  needle) 

107 

None 

Venography  and  vena  cavography 

250 

0.8 

Splenoportography 

32 

None 

Selective  angiocardiography 

244 

1.23 

Lymphangiography 

38 

None 

Coronary  arteriography 

161 

1.86 

Total 

2,309 

1.4  (overall) 

1.  Summary  of  angiographic  procedures,  May  1965- 
May  1970. 


toma  displaced  the  left  kidney  laterally  but  did 
not  interfere  with  renal  function.  The  patient 
recovered  uneventfully.  In  another  patient,  pa- 
ralysis of  both  lower  extremities  occurred  fol- 
lowing contrast  injection  into  the  abdominal 
aorta,  but  this  cleared  completely  in  30  min- 
utes. It  was  undoubtedly  related  to  the  proce- 
dure, but  may  not  have  been  a physiologic 
response  to  the  contrast  material. 

Retrograde  Catheter  Aortography  and  Arter- 
iography (Seldinger  Technique):  This  group 
does  not  include  catheter  replacement  of  guide- 
wire  for  selective  angiocardiography  or  for  coro- 
nary arteriography.  There  were  11  instances  of 
thrombosis  of  the  catheterized  artery  requiring 
thrombectomy,  an  incidence  of  1.56%.  Surgi- 
cal closure  of  the  puncture  site  in  the  femoral 
artery  was  required  twice  because  delayed 
bleeding  of  considerable  magnitude  developed. 
Both  instances  involved  the  same  patient  and 
occurred  following  retrograde  femoral  abdomi- 
nal aortography  to  study  her  transplanted  kid- 
ney. She  was  taking  large  doses  of  immuno- 
suppressive drugs  which  may  account  for  the 
wound's  tendency  to  heal  slowly.  In  an  addi- 
tional patient,  delayed  bleeding  occurred  but 
did  not  require  surgical  therapy.  In  three  pa- 
tients, grand  mal  seizures  followed  the  injection 
of  contrast  material  into  the  innominate  artery 
through  a catheter  introduced  from  below.  All 
recovered  completely.  In  one  patient,  blindness 
and  nystagmus  developed  following  retrograde 
femoral  vertebral  arteriography,  and  this 
cleared  completely.  One  patient,  being  studied 
for  subarachnoid  bleeding,  had  another  hemor- 
rhage during  selective  vertebral  arteriography. 
She  recovered  completely  in  several  days.  In 
all,  there  were  19  major  complications  from 
catheter  aortography. 

Venography  and  Vena  Cavography:  Pressure 
injection  of  contrast  material  into  the  inferior 
vena  cava  through  a polyethylene  catheter  re- 
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suited  in  a tear  in  the  vena  cava  with  retro- 
peritoneal bleeding  in  one  patient.  Hypotension 
ensued  but  was  controlled  with  Aramine.  The 
patient  had  severe  heart  disease,  and  recurrent 
cardiac  arrest  developed  later  in  the  day.  The 
patient  was  resuscitated  several  times  but  fin- 
ally died.  We  consider  the  hemorrhage  result- 
ing from  the  vena  caval  tear  to  have  been  an 
insult  greater  than  the  patient’s  already  com- 
promised vascular  system  could  tolerate.  One 
other  patient  developed  cutaneous  ulceration 
over  the  lateral  malleolus  following  intra-osseus 
venography.  The  lesion  has  been  slow  to  heal 
and  grafting  may  be  required. 

Selective  Angiocardiography:  Cardiac  arrest 
developed  immediately  following  selective  pul- 
monary arteriography  in  a woman  with  massive 
pulmonary  thromboembolism.  She  was  resusci- 
tated successfully.  An  aged  man  with  pulmo- 
nary hypertension  developed  decreased  cardiac 
output  and  cerebral  ischemia  following  selec- 
tive pulmonary  arteriography.  A third  patient 
died  during  the  induction  of  anesthesia  prior 
to  anticipated  inferior  vena  caval  ligation  one 
hour  following  selective  pulmonary  arteriogra- 
phy. All  of  the  procedures  were  performed  with 
dispatch  and  without  serious  technical  imper- 
fections. The  gravity  of  the  resulting  complica- 
tions in  these  three  patients  attests  that  many 
of  these  patients  are  extremely  ill  when  they 
are  studied,  particularly  those  with  acute  and 
massive  thromboembolism. 

Coronary  Arteriography:  These  examinations 
were  performed  by  a variety  of  techniques,  but 
mostly  the  Sones  and  Judkins  methods  were 
employed.  One  patient  developed  ventricular 
fibrillation  but  was  promptly  defibrillated  and 
the  examination  was  continued  without  difficul- 
ty. In  one  patient,  ECG  changes  of  acute  myo- 
cardial infarction  developed  during  the  proce- 
dure. The  patient  recovered  completely.  Femor- 


al artery  thrombosis  occurred  in  one  patient 
and  required  surgical  repair. 

There  were  three  deaths  among  the  2,309 
patients  reported  here,  a mortality  rate  of 
0.13%.  The  incidence  of  thrombosis  of  a cath- 
eterized  artery  is  1.3%  (12  of  867  examina- 
tions). This  compares  favorably  with  reported 
series  in  the  literature  in  which  the  incidence 
of  thrombosis  ranges  from  0.4  to  2.3%.i® 
Poor  technique,  the  necessity  for  puncturing 
the  artery  several  times  before  catheterization 
was  effected,  prolonged  presence  of  the  catheter 
within  the  artery,  frequent  exchanges  of  cathe- 
ter, multiple  selective  vessel  catheterizations, 
and  certain  conditions  in  the  patient  predispos- 
ing to  thrombosis  all  contributed  to  the  inci- 
dence of  this  complication  in  our  series.  How- 
ever, several  patients  developed  thrombosis  of 
the  catheterized  artery  following  a single  clean 
puncture,  impeccable  technique,  and  minimal 
operating  time.  -Thus,  while  every  precaution 
should  be  taken  to  minimize  the  risk  of  this 
most  common  of  the  major  complications  of 
angiography,  a minimal  number  of  cases  will 
occur  which  we  do  not  yet  know  how  to  prevent. 
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Mannitol 
in  the 
treatment 
of  oliguria 


PHIROZE  B.  SABAWALA,  MD 


Oliguria  following  severe  trauma  has  been  treated 
successfully  with  mannitol.  It  acts  in  the  extracell- 
ular space  as  an  osmotic  diuretic.  Aside  from  spe- 
cific diuretic  action,  mannitol  prompts  a series  of 
events  that  result  in  reduced  blood  viscosity  and 
vascular  resistance,  and  an  increase  in  renal  blood 
flow. 

FIRST  RECOGNIZED  as  a clinical  entity  by  the 
Germans  in  World  War  I,  the  “crush  syndrome” 
received  considerable  attention  during  the  Bat- 
tle of  Britain,  when  it  was  frequently  seen  in 
air  raid  casualties.  People  who  were  buried  for 
many  hours  under  debris,  with  crushing  injur- 
ies to  one  or  more  limbs,  showed  a succession 
of  clinical  events  not  in  keeping  with  their  ap- 
parent good  condition  when  rescued.  Soon  after 
release,  the  injured  extremity  began  to  swell 
and  became  insensitive  and  immobile.  The  cir- 
culating blood  volume  decreased,  and  pallor, 
sweating,  thirst,  and  hypotension  classically 
heralded  the  onset  of  shock.  Treating  this  with 
blood  transfusions  often  resulted  in  improve- 
ment, falsified  by  the  onset  of  oliguria  that 
progressed  to  anuria,  nitrogen  retention,  and  a 
high  mortality.^  Because  myoglobin  was  recov- 
ered from  the  urine  of  these  patients  and  pig- 
ment casts  were  seen  blocking  the  tubules,  it 
was  thought  that  the  mechanism  for  the  anuria 
was  tubular  obstruction^  similar  to  that  de- 
scribed following  incompatible  transfusion  re- 
actions.^ 

In  order  to  investigate  the  protective  effect 
of  osmotic  diuresis,  30  patients  were  selected 
for  this  study.  These  patients  had  sustained 
multiple  fractures  of  one  or  more  long  bones 


of  one  or  more  extremities,  with  or  without  a 
fractured  pelvis,  and  were  invariably  victims  of 
high-speed  automobile  accidents.  In  civilian 
practice,  a pure  crush  syndrome  such  as  that 
described  is  quite  rare,  and  in  12  of  the  30 
patients  selected,  associated  injuries  to  the 
head,  liver,  spleen,  thorax,  or  heart  and  great 
vessels  eclipsed  the  renal  lesion.  It  is  in  this 
group  that  the  mortality  remains  high  (8  out 
of  12)  in  spite  of  the  successful  treatment  of 
oliguria.  All  of  the  remaining  18  patients  sur- 
vived. Mannitol  was  administered  to  these  pa- 
tients after  the  onset  of  progressive  oliguria 
(less  than  20  ml/hr  for  four  hours  of  dark, 
blood-stained  urine)  in  a loading  dose  of  25  gm 
as  a 25%  solution.  If  a successful  diuresis  was 
not  obtained  within  the  hour,  the  same  dose 
was  repeated  and  then  followed  by  1 liter  of 
Ringer’s  lactate  containing  5%  mannitol.  Blood 
and  urinary  volume  and  electrolytes  were  re- 
corded before  mannitol  infusion  and  at  appro- 
priate intervals  afterwards.  In  three  patients, 
oliguria  persisted  after  the  second  dose  of  man- 
nitol, and  was  shown  to  be  due  to  severe  hypo- 
volemia in  one  case  and  to  acidosis  in  the  other 
two.  Diuresis  followed  the  correction  of  these 
abnormalities  in  all  three  cases. 

Discussion:  Normally,  a phenomenal  amount  of 
hemoglobin  is  disposed  of  every  24  hours.  It 
has  been  estimated  that  about  250  billion  ery- 
throcytes are  destroyed  each  day,  releasing 
about  7-8  gm  hemoglobin.  Certain  serum  pro- 
teins (haptoglobins)  with  a remarkable  affinity 
for  hemoglobin  have  been  described.  In  man, 
there  is  sufficient  haptoglobin  to  bind  130  mg/ 
100  ml  plasma  hemoglobin,  and  this  hapto- 
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following  severe  trauma 


hemoglobin  complex  is  eliminated  in  bile  by  the 
reticuloendothelial  system  at  a steady  rate  of 
13  mg/100  ml/hr  regardless  of  concentration. 
Hemoglobinuria  only  appears  when  this  rate  of 
binding  is  exceeded  by  the  amount  of  free  cir- 
culating hemoglobin. 

It  is  interesting  to  note  that  if  methemoglo- 
bin  is  administered  intravenously  to  an  acutely 
dehydrated  rat,  azotemia,  oliguria  followed  by 
diuresis,  and  death  will  occur,  and  the  kidneys 
will  show  a histological  appearance  similar  to 
that  described  as  lower  nephron  nephrosis  fol- 
lowing crush  injury. 4 What  is  remarkable  about 
this  ‘‘methemoglobin  model”  is  that  by  varying 
the  amount  of  methemoglobin  injected,  the 
mortality  rate  can  be  adjusted  to  any  desired 
level.  With  2 gm  methemoglobin/kg  rat  body 
weight.  Parry  and  others®  were  able  to  achieve 
a 93%  mortality  in  animals  dehydrated  to  lose 
about  8%  of  body  weight.  Their  experiments 
also  showed  that  the  mortality  rate  would  be 
lowered  effectively  by  a solute  diuresis  with 
urea,  sucrose,  glucose,  sodium  chloride,  sodi- 
um sulfate,  tris(hydroxymethyl)aminomethane 
(THAM),  or  mannitol.  This  protection  was  great- 
est with  mannitol,  for  0.3  gm/kg  rat  body 
weight  lowered  the  mortality  from  93  to  1 % ! 

Mannitol  (a  hexahydric  alcohol)  is  a non- 
threshold substance,  which  implies  that  the 
kidney  will  excrete  all  of  it  and,  along  with  it, 
a volume  of  obligatory  water  dependent  upon 
the  dose  of  mannitol  administered.  Because  of 
the  nature  of  this  action,  it  will  not  work  as  a 
diuretic  in  a dehydrated  patient,  nor  can  it 
produce  dehydration  in  a patient  who  already 
has  a sufficient  volume  of  water  to  meet  obliga- 


tory loss,  or  has  received  an  adequate  amount 
in  the  form  of  an  intravenous  infusion. 

In  addition  to  its  diuretic  activity,  while  hy- 
pertonic mannitol  is  still  in  the  extracellular 
fluid,  the  osmotic  pressure  of  plasma  and  inter- 
stitial fluid  will  temporarily  increase  and  pull 
water  from  the  cells  into  the  extracellular  com- 
partment. The  red  blood  cell  is  most  sensitive 
of  all  cells  to  osmotic  pressure  changes,  and  it 
has  been  suggested  that  half  the  water  added 
to  the  plasma  following  the  administration  of 
hypertonic  mannitol  comes  from  red  blood 
cells.®  This  results  in  a fall  in  hematocrit  due 
to  a decrease  in  corpuscular  volume  without 
any  change  in  mean  corpuscular  hemoglobin 
or  in  red  cell  count.  Since  the  viscosity  of  the 
blood  is  reduced,  there  is  an  immediate  fall  in 
renal  vascular  resistance  (within  15  seconds) 
and  an  increase  in  renal  blood  flow.  These  ac- 
tions, coupled  with  little  toxicity,  make  manni- 
tol the  solute  diuretic  of  choice. 
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New  Nilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 


glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 


The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion,-  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

cups.  N-GP-11*4C 

WARNER  -CHILCOTT 

Morris  Plains,  New  Jersey  07950 
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This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 

Introducing 
The  Fully  Therapeutic 
Age-Calibrated”  Non-Narcotic 
Cough/Cold  Formula... 
ForAnyMemberQf  The  Family* 

*Not  for  infants  under  2 years  of  age.^ 

NewNilCOl  ^ 


Tablets/ Elixir 


Each  scored  tablet  contains:  Phenylpropanolamine  HCI  50  mg,  Chlorpheniromine  maleate  4 mg.  Glyceryl  guaiacolate  200  mg,  Dextromethorphon  HBr  30  mg. 

Each  1 5 ml  of  elixir  contains:  Phenylpropanolamine  HCI  25  mg,  Chlorpheniromine  maleate  2 mg.  Glyceryl  guaiacolate  100  mg.  Dextromethorphan  HBr  15  mg,  alcohol  10%. 


An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  tO: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St.J. 


Delicious, 

Grape-Flavored 


Elixir 


Bit 


[ (4  days  — 
no-waste  therapy) 


8oz 

16  oz 

tPlus  "Age-Calibrated”  Medicine  Cup  for  Precision-Assured  Dosage. 


Someone 


acutely  ill 


needs  this 


bed. 


Ifs  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your  ■ 
visit  or  inquiry  is  welcome  anytime. 


MEDiCENTER 

’ AMCRK 

Ylice  Place  to  §et  Well 


Medicenter  of  America  / Hopkinsville  • Louisville,  Kentucky 


* 
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sterile  solution  ( 300  ma  per  ml. ) 


® 


Consider  Lincocin' 

(linconiycin  hydrochloride  monohydrie,  Upjohn) 

T 


and  single-dose  2 ml. 
disposable  syringe 


^Gm.p^iOcc.  j. 
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lOcc.  Viel  Sterile  Solution 

Lincocin® 

(lincomycln 
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tincomycln 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 
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Upjohn 


When  irritable  colon  feels  like  this 


The  blowfish,  a small  species 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up  wfil 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  ballooi| 
shaped  and  hard.  When 
replaced  in  the  water  the  air  j 
quickly  expelled,  and 
the  fish  sinks  to  the  bottom.  : 

J 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains;  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  1 Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED' 

antispasmodic/ sedative/antiflatulent 


Radiographic 
demonstration 
of  small  amounts 
of  intraperitoneal 

fluid 


R.  W.  PERRIN,  MD 

Peritoneal  fluid  in  amounts  smaller  than  may  be 
appreciated  by  physical  examination  may  be 
shown  roentgenographically.  The  supine 
abdominal  radiograph  will  show  fluid  in  the 
paracolic  gutters  and  in  the  pelvic 
recesses.  Such  information  is  most  helpful 
in  cases  of  acute  blood  loss  without  a known 
bleeding  site.  It  may  be  the  only  indication 
of  peritoneal  disease  in  a variety  of 
situations,  and  hence  may  lead  to  appropriate 
paracentesis  or  laparotomy. 


80 


TEXAS  MEDICINE 


I.  Normal  anatomy  of  the  flank  and  pelvis. 

Note  the  2 mm  thickness  of  the  lateral  colon 
wall.  The  properitoneal  fat  follows  the 
undulations  of  the  colon  wall.  Nonhomogeneous 
bowel  loops  lie  in  the  minor  pelvis. 


ROENTGENOGRAPHIC  EXAMINATION  for  intra- 
peritoneal  fluid  is  generally  associated  with 
massive  ascites,  and  invokes  in  most  physi- 
cians’ minds  the  time-worn  phrases  of  “ground 
glass  appearance,  bulging  flanks,  separation  of 
bowel  loops,  and  indistinctness  of  visceral  and 
retroperitoneal  outlines.’’  The  x-ray  employed 
in  such  cases  often  only  confirms  the  clinically 
obvious,  and  adds  little  to  what  is  already 
known.  Indeed,  these  so-called  cardinal  signs  of 
ascites  are  not  specific  and  may  be  mislead- 
ing.^ The  ground  glass  or  hazy  appearance 
may  reflect  obesity,  poor  technique,  motion, 
large  abdominal  tumor,  or  bowel  filled  with 
fluid.  Apparent  separation  of  loops  may  be 
caused  by  intraluminal  bowel  fluid  or  thicken- 
ing of  the  bowel  wall  itself. ^ Indistinctness  of 
retroperitoneal  structures  is  more  often  the 
sign  of  retroperitoneal  abnormality.  However, 
central  floating  of  gas-filled  bowel  is  a good 
and  reliable  sign  of  massive  ascites. 

Detection  of  smaller  amounts  of  fluid,  which 
may  not  be  evident  clinically,  is  possible  and 


is  of  much  more  value.  Initial  descriptions  by 
Laurell  (1926),  Westerborn  (1931),  and  Frie- 
mann-Dahl  (1939),  which  were  not  generally 
employed,  have  recently  been  reemphasized  by 
McCort,  Cimmino,  and  others  in  the  radiologi- 
cal literature.  Under  the  influence  of  gravity, 
fluid  seeks  the  dependent  portion  of  peritoneal 
cavity  in  a predictable  manner.  When  the  pa- 
tient lies  supine  for  the  kidneys-ureters-bladder 
film,  small  amounts  of  fluid  first  accumulate  in 
the  lateral  paracolic  gutters  and  in  the  pelvic 
recesses. An  understanding  of  the  nor- 
mal and  pathological  radiographic  anatomy  of 
the  flanks  and  pelvis  is  necessary.®-^® 

Fluid  in  the  Flank:  It  is  usually  possible  to  iden- 
tify the  inner  layers  of  the  lateral  abdominal 
wall  in  a properly  exposed  anterior-posterior 
KUB  film  of  the  abdomen  (Fig  1).  A bright  light 
may  be  necessary.  A kilovolt  technique  in  the 
range  of  70  kv  will  demonstrate  the  flank  area 
better.  The  external  oblique,  internal  oblique, 
and  transverse  muscles  appear  as  broad,  ver- 
tical bands  separated  by  darker,  more  lucent 
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fat  lines.  Deep  to  the  transverse  muscle  is  the 
lucent  layer  of  fat  in  the  properitoneal  space. 
This  dark  band  extends  to  and  closely  follows 
the  undulations  of  the  lateral  wall  of  the  colon. 
The  parietal  and  visceral  peritoneal  layers  lie 
between  the  properitoneal  fat  and  the  wall  of 
the  colon  but  are  not  visible.  When  sufficient 
gas  is  present  in  the  colon  lumen,  it  delineates 
the  mucosal  surface  of  the  lateral  colon  wall. 
When  colon  gas  is  not  present,  it  may  easily 
be  introduced  by  rectal  insufflation.  These  lay- 
ers are  best  identified  on  the  right  side  because 
small  bowel  is  frequently  interposed  between 
colon  and  lateral  abdominal  wall  on  the  left. 
The  distance  between  the  properitoneal  fat  and 
gas  in  the  colon  is  of  most  interest.  In  the  nor- 
mal person  it  is  never  more  than  2 or  3 mm.^ 
Peritoneal  fluid  in  the  paracolic  gutter  widens 
this  band  and  displaces  the  colon  and  its  gas 
medially,  and  the  properitoneal  fat  laterally 


2.  Spontaneous  rupture  of  pelvic  endometrioma. 
Blood  in  the  paracolic  gutters  separates  properitoneal 
fat  from  the  gas-filled  colon.  Rectal  air 
insufflation  was  used  to  better  localize  the  colon. 


(Fig  2).  The  inner  margin  of  the  fat  no  longer 
follows  the  undulations  of  the  colon  wall,  but 
becomes  very  smooth  and  more  distinct.  With 
larger  amounts  of  fluid,  the  fat  stripe  becomes 
convex  outward  and  is  narrowed.  Thus,  the  dis- 
tance between  fat  and  gas  will  be  wider  than 
3 mm  and  may  be  several  centimeters  in  thick- 
ness with  large  amounts  of  fluid.  Keefe  has 
found,  with  cadaver  experiments,  that  widening 
becomes  discernible  with  800  to  1,000  cc  of 
intraperitoneal  fluid.  In  the  practical  situation, 
the  lower  limit  of  detection  by  x-ray  films  may 
be  slightly  more  than  this.  This  is  less  than  can 
be  consistently  detected  by  physical  examina- 
tion. 

Fluid  in  the  Pelvis:  In  the  pelvis,  fluid  first  ac- 
cumulates above  the  bladder  and  beside  the 
rectum  in  the  pelvic  recesses.  This  appears 
as  a homogeneous  density,  sharply  separated 
from  the  bladder  below  by  a darker  extraperi- 
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3.  Spontaneous  rupture  of  enlarged  spleen  in  a 
leukemic  patient.  Blood  is  present  in  the 
flank  and  pelvic  recesses. 


toneal  fat  line®  (Fig  3).  Moderate  distention  of 
the  bladder  may  aid  in  seeing  this  line.  The 
collection  of  fluid  is  never  sharply  outlined 
above  where  it  feathers  out  over  the  pelvic 
brim.  It  is  usually  located  rather  symmetrically 
bilaterally,  but  in  some  cases  may  appear  as  a 
single  central  collection.  It  does  not  efface  the 
bladder  or  adjacent  bowel,  but  conforms  to 
their  configuration.  Gas-filled  loops  of  bowel 
may,  however,  be  elevated  out  of  the  pelvis. 
If  the  patient  has  been  positioned  on  one  side 
or  the  fluid  is  introduced  on  one  side,  as  might 
occur  with  rupture  of  the  spleen,  the  changes 
in  the  flank  or  pelvis  may  be  unilateral. 

Clinical  Value:  Demonstration  of  peritoneal  fluid 
is  most  helpful  in  cases  of  acute  blood  loss  in 
which  the  site  of  hemorrhage  is  not  known.® 
The  largest  group  of  such  cases  will  be  in  asso- 
ciation with  blunt  trauma.  Splenic  and  hepatic 
ruptures  are  most  common  (Figs  4,  5).  Our 


4.  Splenic  rupture  by  obscure  trauma  one  week 
earlier.  Blood  is  present  in  the  pelvic  reces.ses. 
Note  the  thin,  lucent  line  above  the  bladder. 


Volume  67,  January,  1971 


83 


5.  Traumatic  rupture  of  the  spleen.  Blood  is  present 
in  the  pelvic  recesses. 


experience  indicates  that  the  trauma  may  be 
overlooked  by  the  patient  until  laboratory  evi- 
dence of  bleeding  and  roentgenographic  lo- 
calization of  the  hemorrhage  prompts  more 
thorough  questioning.  Diseased  organs  are 
more  subject  to  rupture  spontaneously,  or  with 
minor  trauma,  than  normal  ones.  Diagnosis  of 
ruptured  spleen  in  a patient  with  blood  dys- 
crasia  or  other  disease  who  already  has  spleno- 
megaly and  anemia  may  be  greatly  aided  by 
roentgenographic  evidence  of  intraperitoneal 
blood.  Other  situations  of  intraperitoneal  bleed- 
ing in  which  radiographic  demonstration  of 
fluid  is  of  value  include  spontaneous  rupture 
of  intraperitoneal  tumors,  aneurysm,  ectopic 
pregnancies,  and  ovarian  follicles.  We  have  en- 
countered bleeding  from  spontaneous  rupture 
of  a pelvic  endometrioma. 

The  only  roentgenographic  manifestation  of 
tuberculosis  peritonitis  may  be  intraperitoneal 
fluid  in  small  amounts  not  evident  clinically 
(Fig  6).  Peritoneal  effusion  metastatic  from 
ovary,  lung,  or  other  primary  site  may  be  first 
detected  radiographically.  The  differentiation  of 
malignant  ovarian  tumors  from  benign  pelvic 
tumors  may  be  enhanced  by  the  radiographic 
search  for  evidence  of  malignant  peritoneal 
effusion. 

These  situations  represent  some  of  the  areas 
in  which  this  method  has  been  of  value  to  us. 
There  are  other  causes  of  intraperitoneal  fluid 
(Fig  7).  In  many  cases  the  type  of  fluid  will  not 
be  known  even  with  complete  correlation  with 
other  clinical  information.  The  roentgenograph- 
ic evidence  of  fluid  may  be  the  key  that  leads 
to  further  investigation  by  appropriate  para- 
centesis, four-quadrant  tap,  colpotomy,  or  lap- 
arotomy. 

Situations  Mimicking  Fluid:  There  are  several 
things  that  may  mimic  intraperitoneal  fluid.  If 
one  is  aware  of  them,  however,  they  will  be 
recognized  without  difficulty.  A low  lying  right 
lobe  of  the  liver  may  interpose  itself  between 
the  colon  and  extraperitoneal  fat.  Its  continuity 
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6.  Tuberculosis  peritonitis.  There  is  a central 
collection  of  fluid  in  the  pelvis  above  the  urinary 
bladder. 


7.  Rupture  of  gallbladder  with  acute 
cholecystitis.  Fluid  is  present  in  the  right 
flank  and  in  the  pelvis. 
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with  the  remaining  liver,  plus  the  absence  of 
signs  of  fluid  below  It,  in  the  pelvis,  and  on 
the  left  side  differentiate  it  from  ascites.  Intra- 
luminal colonic  fluid  can  be  confusing.  This  is 
recognized  by  use  of  upright  films,  or  by  air 
insufflation  to  fully  distend  the  colon  and  ef- 
face its  lateral  wall,  so  its  true  width  in  relation 
to  the  extraperitoneal  fat  can  be  assessed.  True 
thickening  of  the  colon  wall  may  occur  with  in- 
farction or  with  retroperitoneal  hematoma  dis- 
secting into  its  serosal  layer.  Decubitus  views 
will  show  no  shift  and  will  differentiate  this 
from  fluid  in  the  gutter,  which  will  shift  away. 

Small  bowel  loops  may  lie  lateral  to  the 
colon,  especially  on  the  left  side.  These  are 
normally  filled  with  fluid.  They  will  be  irregu- 
lar and  tubular  in  outline  in  contrast  to  the 
smooth  homogeneity  of  intraperitoneal  fluid.  A 
small  bowel  series  may  be  helpful,  but  usually 
is  not  necessary. 

Small  bowel  loops  normally  occupy  the  pel- 
vic recesses.  In  this  area  they  also  appear  ir- 
regular and  tubular,  and  are  not  usually  asso- 
ciated with  sharp  delineation  of  the  extraperi- 
toneal fat  line  above  the  bladder.  Pelvic  tumors 
may  appear  as  intraperitoneal  fluid.  This  is 
compounded  by  the  fact  that  both  frequently 
occur  together.  Fluid  will  not  efface  bladder  or 
bowel,  however,  and  is  never  sharply  demar- 
cated on  its  superior  surface.  Tumors  frequent- 
ly show  both  of  these  characteristics.  Fluid  may 
also  be  present  in  the  flank  or  may  shift  there 
with  dependent  positioning.  Bimanual  exami- 
nation usually  will  reveal  the  presence  of  a 
pelvic  tumor. 
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for  almost  every  patient  and  diet 
...for  every  meal 
and,  it’s  made  by 


PROTEIN  CONTENT/  7 oz.  Serving* 


Bean  with  Bacon 
Beef 

Chicken  Broth 
Chicken  'N  Dumplings 
Chili  Beef 
Green  Pea 


6.8 

8.0 

5.5 

5.8 
6.2 

6.9 


Green  Pea  with  Ham  (Frozen)  7.6 
Hot  Dog  Bean  8.4 

Pepper  Pot  6.1 

Split  Pea  with  Ham  10.2 

Vegetable  Beef  5.0 

Vegetable  with  Beet  (Frozen)  5.4 


When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 


* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products,  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


" 'KA  distinctive  combination  containing  1 mg  of  ethyriddiol  diacetate, 

Bearle’s  unique  progestin  with  an  unmatched  record  of  ' 

acceptance  in  o^  contraception,  and  50  meg  of  ethinyl  estradiol 
The  same  low  incidence  of  br^kthrough  bleeding  and  of  other  side  effects  you  have 
come  to  appreciate  with  ethynodiol  diacetate  and  mestranol  plus 
all  the  convenient  dosage  schedule  and  packaging  features  you  expect  from  Searleii 

The  choice  is  yours! 


in  oral  contraception  ^ 

^emlvileri 

Each  tablet  contains  1 mg  ethynodioldiacetatelSO meg  ethjnyl  estradiol 


j4cfions— Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland.  Demulen  depresses  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH ) . 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  prod- 
uct. The  effectiveness  of  the  sequential  products  appears  to  be  some- 
what lower  than  that  of  the  combination  products.  Both  types  provide 
almost  completely  effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use 
of  hormonal  contraceptives  has  now  been  shown  in  studies  conducted 
in  both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those 
of  elevated  blood  pressure,  liver  disease  and  reduced  tolerance  to  car- 
bohydrates, have  not  been  quantitated  with  precision.  Long-term  ad- 
ministration of  both  natural  and  synthetic  estro- 
gens in  subprimate  animal  species  in  multiples 
of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be 
transposed  directly  to  man.  The  possible  car- 
cinogenicity due  to  the  estrogens  can  be  neither 
affirmed  nor  refuted  at  this  time.  Close  clinical 
surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication — Demulen  is  indicated  for  oral  con- 
traception. 

Contraindications — Patients  with  thrombophle- 
bitis, thromboembolic  disorders,  cerebral  apo- 
plexy or  a past  history  of  these  conditions,  mark- 
edly impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed 
abnormal  genital  bleeding. 

Warnings — The  physician  should  be  alert  to 
the  earliest  manifestations  of  thrombotic  dis- 
orders (thrombophlebitis,  cerebrovascular  dis- 
orders, pulmonary  embolism  and  retinal  throm- 
bosis). Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mor- 
tality in  Great  Britain  and  studies  of  morbidity 
in  the  United  States  have  shown  a statistically 
’ significant  association  between  thrombophlebitis, 
pulmonary  embolism,  and  cerebral  thrombosis 
and  embolism  and  the  use  of  oral  contraceptives. There  have  been  three 
principal  studies  in  Britaini  -l  leading  to  this  conclusion,  and  one'i  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  Doll-'^  was  about  sevenfold,  while  Sartwell  and 
associates-^  in  the  United  States  found  a relative  risk  of  4.4,  meaning 
that  the  users  are  several  times  as  likely  to  undergo  thromboembolic 
disease  without  evident  cause  as  nonusers.  The  American  study  also 
indicated  that  the  risk  did  not  persist  after  discontinuation  of  adminis- 
tration, and  that  it  was  not  enhanced  by  long-continued  administration. 
The  American  study  was  not  designed  to  evaluate  a difference  between 
products.  However,  the  study  suggested  that  there  might  be  an  in- 
creased risk  of  thromboembolic  disease  in  users  of  sequential  products. 
This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this 
finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  par- 
tial or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis, 
diplopia  or  migraine.  If  examination  reveals  papilledema  or  retinal  vas- 
cular lesions  medication  should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated, 
it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contra- 
ceptive regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule  the  possibility  of  pregnancy  should  be  considered  at  the  time 
of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long- 
range  effect  to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions — The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear,  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subprimate 
animals.  Endocrine  and  possibly  liver  function  tests  may  be  affected 
by  treatment  with  Demulen.  Therefore,  if  such  tests  are  abnormal  in 
a patient  taking  Demulen,  it  is  recommended  that  they  be  repeated 


after  the  drug  has  been  withdrawn  for  two  months.  Under  the  influ- 
ence of  progestogen-estrogen  preparations  preexisting  uterine  fibromy- 
omas  may  increase  in  size.  Because  these  agents  may  cause  some 
degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases 
of  irregular  bleeding  per  vaginam,  nonfunctional  causes  should  be 
borne  in  mind.  In  undiagnosed  bleeding  per  vaginam  adequate  diag- 
nostic measures  are  indicated.  Patients  with  a history  of  psychic  de- 
pression should  be  carefully  observed  and  the  drug  discontinued  if  the 
depression  recurs  to  a serious  degree.  Any  possible  influence  of  pro- 
longed Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contra- 
ceptives. The  mechanism  of  this  decrease  is  ob- 
scure. For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Demulen 
therapy.  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with 
Demulen  may  mask  the  onset  of  the  climacteric. 
The  pathologist  should  be  advised  of  Demulen 
therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase 
in  blood  pressure  following  administration  of 
contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiv- 
ing oral  contraceptives — A statistically  significant 
association  has  been  demonstrated  between  use 
of  oral  contraceptives  and  the  following  serious 
adverse  reactions:  thrombophlebitis,  pulmonary 
embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of 
an  association,  such  a relationship  has  been 
neither  confirmed  nor  refuted  for  the  following 
serious  adverse  reactions;  neuro-ocular  lesions, 
e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to 
occur  in  patients  receiving  oral  contraceptives: 
nausea,  vomiting,  gastrointestinal  symptoms 
(such  as  abdominal  cramps  and  bloating),  break- 
through bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment, 
edema,  chloasma  or  melasma,  breast  changes 
(tenderness,  enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  suppres- 
sion of  lactation  when  given  immediately  post  partum,  cholestatic  jaun- 
dice, migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible 
individuals  and  mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  confirmed 
nor  refuted:  anovulation  post  treatment,  premenstrual-like  syndrome, 
changes  in  libido,  changes  in  appetite,  cystitis-like  syndrome,  head- 
ache, nervousness,  dizziness,  fatigue,  backache,  hirsutism,  loss  of 
scalp  hair,  erythema  mulliforme,  erythema  nodosum,  hemorrhagic 
eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function:  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X;  thyroid  function;  increase  in  PBl  and 
butanol  extractable  protein  bound  iodine,  and  decrease  in  T‘l  uptake 
values;  metyrapone  test  and  pregnanediol  determination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 
267-279  (May)  1967.  2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P. ; In- 
vestigation of  Deaths  from  Pulmonary,  Coronary,  and  Cerebral 
Thrombosis  and  Embolism  in  Women  of  Child-Bearing  Age,  Brit. 
Med.  J.  2:193-199  (April  27)  1968.  3.  Vessey.  M.  P.,  and  Doll.  R.: 
Investigation  of  Relation  Between  Use  of  Oral  Contraceptives  and 
Thromboembolic  Disease.  A Further  Report,  Brit.  Med.  J.  2:651- 
657  (June  14)  1969.  4.  Sartwell,  P.  E.;  Masi,  A.  T.;  Arthes,  F.  G.; 
Greene,  G.  R.,  and  Smith,  H.  E.  : Thromboembolism  and  Oral  Con- 
traceptives; An  Epidemiologic  Case-Control  Study,  Amer.  J.  Epidem. 
90:365-380  (Nov.)  1969.  0A4 
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a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Advorso  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  ReF>orts  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  In  controlled  studies,  It 
has  been  seen  with  equal  Incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

DtVI&ON  OF  RICHARDSON  MERRELL  INC. 

1 PHILADELPHIA,  PENNSYLVANIA  19144 

TesOEMAftK:  aiTABS  U.S.  fATENT  NO.  3.004.693  9/70  0-0O9A  161 


Bitabs 


8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


Trypsin:  100,000  N.F  Units,  Chymotrypsin: 


The  cau^  of  vaghHis 
ore  multiple 
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itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  appiicator. 
Suppositories  - Box  of  12  with  applicator. 
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Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vc 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin ’2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


AVC 

The  treatment  is  singular 


COL  GEORGE  OMER,  MC,  USA 


MAJ  STEPHEN  THOMAS,  MC,  USA 

T reatment  of  Causalgia 

Review  of  Cases  at  Brooke  General  Hospital 


Of  70  patients  treated  for  causalgia,  64  had  im- 
provement or  resolution  of  symptoms.  Early  rec- 
ognition and  treatment  is  important  because  as  the 
abnormal  pain  pattern  becomes  more  established, 
its  successful  alteration  becomes  more  difficult. 
Types  of  treatment  and  their  results  are  discussed. 

CAUSALGIA,  OR  “BURNING  PAIN,”  is  a con- 
stellation of  symptoms  and  signs  which  has 
been  recognized  as  a clinical  entity  for  the  past 
IOC  years.  In  1920  the  nerve  injuries  commit- 
tee of  the  British  Medical  Research  Council  de- 
fined causalgia  as  having  the  following  charac- 
teristics: (1)  It  is  spontaneous.  (2)  It  is  hot, 
burning  in  character,  intense,  diffuse,  persist- 
ent, but  subject  to  exacerbations.  (3)  It  can  be 
excited  by  stimuli  which  do  not  necessarily 
produce  a physical  effect  on  the  limb.  (4)  It 
tends  to  lead  to  profound  changes  in  the  pa- 
tient’s mental  state.  In  addition  to  these  cri- 
teria, we  found  this  pain  to  be  a major  factor 
in  prohibiting  effective  rehabilitation.  This  be- 
came our  major  factor  for  diagnosis.  The  inci- 
dence of  causalgia  in  our  study  was  5%;  which 
is  within  the  usual  accepted  range  of  2 to  5% 
of  all  peripheral  nerve  injuries. 

In  our  70  cases,  the  frequency  of  causalgia 
was  greater  in  the  lower  trunks  of  the  brachial 
plexus,  the  median  nerve,  the  sciatic  nerve,  the 
popliteal  nerve,  and  the  posterior  tibial  nerves. 
In  the  majority  of  cases  the  nerve  lesion  was 
incomplete  and  usually  there  was  a partially 
intact  sensory  or  motor  function;  however,  one 
or  the  other  could  have  been  lost  and  there 
was  no  correlation  as  to  the  symptomatology  or 
the  severity  of  the  pain. 


Since  the  advent  of  high-velocity  weapons  in 
the  American  Civil  War,  the  number  of  causal- 
gia patients  has  increased  during  each  ensuing 
conflict.  In  our  study  more  than  half  of  the 
cases  were  a direct  result  of  high-velocity  gun- 
shot wounds.  Close-range  fragment  wounds 
from  the  Claymore  mine,  rifle  personnel  gre- 
nade, and  recoilless  rifle  contributed  a consid- 
erable number  of  cases.  Aircraft  accidents  ac- 
counted for  almost  half  of  the  other  cases. 

We  have  been  impressed  by  the  frequency 
of  diagnosed  vascular  injuries  in  relation  to 
this  syndrome:  however,  we  have  been  unable 
to  formulate  any  specific  conclusions. 

The  pathogenesis  of  causalgia  has  been 
widely  discussed  but  the  exact  mechanism  is 
still  unknown.  In  general,  it  is  thought  that  the 
high-velocity  wound  breaks  down  the  normal 
biophysical  insulation  of  the  nerve,  creating 
multiple  painful  stimuli.  The  stimuli  affect  the 
internuncial  pool  and  the  resultant  character 
change  involves  the  entire  central  nervous  sys- 
tem. This  short-circuiting  effect,  coupled  with 
an  internal  augmentation  system  through  the 
spinal  reflexes,  sets  up  an  overwhelming  ab- 
normal pain  pattern. 

About  45%  of  our  patients  required  psychi- 
atric consultation.  One  has  to  appreciate  the 
mood  and  the  general  affect  of  causalgia  pa- 
tients. Most  often  they  are  manic.  They  often 
fall  into  a definite  pattern  of  isolation  from 
which  they  attempt  to  protect  the  extremity 
from  outside  stimuli.  In  fact,  they  divorce  them- 
selves from  the  affected  extremity  and  often 
look  to  other  methods  to  distract  them  from 
their  causalgic  pain.  Delay  of  treatment  will 
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Total 

Agent 

No. 

Upper 

Lower 

Gunshot  wound 

36 

17 

19 

Fragment 

25 

11 

14 

Other 

9 

5 

4 

1.  Wounding  agent  in  70  cases  of  causalgia. 

Upper  Extremity: 

33  Causalgias 

14  Artery  injuries  (42%) 

8 Artery  repairs 

6 Ligations 

Lower  Extremity: 

37  Causalgias 

8 Artery  injuries  (21%) 

5 Artery  repairs 

3 Ligations 

2.  Associated  arterial  injury. 

Time 

Total 

No. 

Upper 

Lower 

Day  of  injury 

35 

17 

18 

Day  of  injury-1  week 

13 

7 

6 

1-3  Weeks 

13 

5 

8 

3-6  Weeks 

5 

3 

2 

Over  6 weeks 

4 

1 

3 

After  surgery 

11 

5 

6 

3.  Onset  of  causalgia  symptoms. 


lead  to  progression  of  symptoms  and  to  vaso- 
motor changes.  Consequently,  early  recognition 
of  the  problem  is  quite  important. 

In  our  series,  half  of  the  causalgia  patients 
had  first  symptoms  on  the  date  of  injury,  and 
more  than  two-thirds  had  symptoms  by  the  end 
of  the  first  week.  Eleven  patients  had  onset  of 
symptoms  after  surgery,  either  initially  or  later 
when  wounds  had  closed.  Another  small  group 
of  patients,  particularly  those  with  lower  ex- 
tremity involvement,  had  onset  of  pain  in  the 
third  week  following  injury. 

The  time  lapse  between  the  onset  of  symp- 
toms and  the  diagnosis  can  be  considerably 
prolonged.  The  greatest  number  of  our  cases 
were  diagnosed  from  one  to  six  weeks  after  in- 
jury, representing  a time  factor  for  failure  to 
recognize  the  type  of  injury  involved. 
Treatment:  In  our  series,  treatment  in  most 
cases  began  after  three  weeks;  the  delay  usual- 
ly involved  the  time  during  which  the  patients 
were  enroute  through  medical  channels  to 
Brooke  General  Hospital.  We  have  come  to  rea- 
lize that  treatment  must  be  carefully  planned, 
and  that  it  is  imperative  to  start  appropriate 
therapy  before  a pain  pattern  becomes  well 
established. 

Physical  therapy  or  proprioceptive  reorienta- 
tion should  be  used  throughout  the  course  of 
treatment.  The  objective  is  to  reacquaint  the 
causalgic  extremity  with  its  environment  via 
all  the  physical  modalities  available.  Among 
those  utilized  are  elevation,  traction,  individual 
splints,  braces  and  casts,  exercising  devices, 
and  general  body  conditioning.  It  is  important 
to  have  the  patient  ambulatory,  if  possible,  to 
meet  his  environment.  It  is  also  mandatory  that 
physical  therapists  be  aggressive  and  give  their 
maximal  efforts  to  these  patients.  The  objec- 
tive of  the  physical  medicine  program  is  vigor- 
ous stimulation  to  well-established  sensory  and 
proprioceptive  pathways  to  displace  the  abnor- 
mal painful  sensation. 

Chemical  sympathetic  block  is  performed 
promptly  in  our  treatment  program.  This  serves 
as  a diagnostic  as  well  as  a therapeutic  pro- 
cedure. The  blocks  are  performed  with  a lido- 
caine-tetracaine  solution  and  should  produce 
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prompt  peripheral  warming,  as  well  as  relief 
from  the  distal  hyperesthesia.  We  prefer  a se- 
ries of  blocks  over  a two-week  period.  A diag- 
nostic placebo  should  be  given  during  this 
series  if  diagnosis  is  in  question.  A series  of 
chemical  sympathetic  blocks  instituted  early  in 
the  course  of  treatment  may  lead  to  resolution 
of  the  causalgia  and  further  treatment,  other 
than  physical  therapy,  will  not  be  necessary. 

At  Brooke  General  Hospital,  we  have  insti- 
tuted a new  technique,  periodic  perineural  in- 
fusion, into  the  program.  If  a “hot  spot”  or 
trigger  point  of  irritation  is  found  on  the  ex- 
tremity, an  area  is  surgically  prepared  and 
marked  with  a sterile  marking  pin.  After  local 
anesthesia,  a large-bore  needle  is  inserted  into 
the  area  of  nerve  irritation  until  the  trigger 
point  of  causalgic  pain  is  located.  The  area  is 
aspirated  to  avoid  blood  vessel  penetration  and 
a flexible  venacath  is  then  inserted  through  the 
large-bore  needle.  The  venacath  should  not 
penetrate  the  perineurium.  The  needle  is  then 
removed,  leaving  the  venacath  in  place;  0.5  cc 
of  0.5%  Xylocaine  is  then  injected  and  if  the 
causalgic  pain  is  relieved,  the  venacath  is  taped 
in  place.  The  dose  usually  is  insufficient  for  a 
complete  motor  or  sensory  block;  however,  the 
causalgic  pain  is  diminished.  The  patient  is 
asked  to  exercise  the  extremity,  to  walk,  and  to 
perform  his  physical  therapy.  Additional  peri- 
odic Xylocaine  injections  through  the  venacath 
are  based  on  time  of  pain-free  activity. 

The  usual  regimen  has  been  0.5  cc  of  2% 
Xylocaine  with  epinephrine  or  2%  Carbocaine 
every  three  hours.  This  is  injected  through  the 
venacath  without  need  for  further  skin  punc- 
ture. The  infusion  treatments  can  be  continued 
for  several  weeks.  If  there  is  more  than  one 
area  of  nerve  irritation,  separate  venacaths 
should  be  used. 

The  technique  has  successfully  relieved  sev- 
eral persistent  causalgia  problems  without  sur- 
gical sympathectomy.  Our  series  to  date  in- 
cludes 17  patients  treated  by  this  method;  14 
have  had  satisfying  results.  Two  patients  have 
refused  further  treatment  and  one  patient  re- 
quired sympathectomy  and  has  since  had  reso- 
lution of  his  causalgia. 


Time 

Total 

No. 

Upper 

Lower 

Day  of  injury-1  week 

15 

9 

6 

1-3  Weeks 

24 

13 

11 

3-6  Weeks 

22 

9 

13 

Over  6 weeks 

9 

2 

7 

4.  Time  from  onset  of  symptoms  to  diagnosis. 


Time 

Total 

No. 

Upper 

Lower 

Day  of  injury-1  week 

10 

5 

5 

1-3  Weeks 

18 

12 

6 

3-6  Weeks 

27 

12 

15 

Over  6 weeks 

15 

4 

11 

5.  Time  from  onset  of  symptoms  to  initiation  of  treat- 

ment. 

Total 

Type  of  Treatment 

No. 

Upper 

Lower 

Physical  therapy  only 

14 

9 

5 

Blocks 

48 

21 

27 

Sympathectomy 

18 

8 

10 

Periodic  perineural  infusions 

17 

5 

12 

Other: 

Neurolysis 

1 

1 

Continuous  epidural  block 

1 

1 

Removal  of  foreign  body 

1 

1 

Destruction  of  cutaneous  nerve  2 

1 

1 

Amputation 

1 

1 

6.  Types  of  treatment. 
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Surgical  sympathectomy  may  be  required 
when  causalgia  does  not  respond  to  physical 
modalities,  sympathetic  block,  and  periodic  per- 
ineural infusion.  In  the  upper  extremity,  a trans- 
thoracic dorsal  sympathectomy  should  be  per- 
formed between  T-5  and  the  stellate  ganglion. 
In  the  lower  extremity,  a retroperitoneal  ap- 
proach through  a lateral  flank  incision  has  been 
employed  for  removal  of  the  second  to  the  fifth 
lumbar  ganglions.  However,  surgical  sympa- 
thectomy does  result  in  permanent  effects,  such 
as  persistent  Horner’s  syndrome.  In  our  experi- 
ence, surgical  sympathectomy  is  necessary  in 
extremely  severe  cases  of  causalgia  early  in  the 
course  of  treatment,  or  if  diagnosis  and  treat- 
ment have  been  delayed  longer  than  three 
months.  Since  we  have  instituted  our  program 
of  treatment,  only  one  surgical  sympathectomy 
has  been  required. 

Results:  The  70  patients  at  Brooke  General 
Hospital  were  treated  as  follows:  14,  physical 
therapy  only;  48,  chemical  blocks;  18,  sympa- 
thectomies; and  17,  periodic  perineural  infu- 
sions. Improvement  or  resolution  was  achieved 
in  64  cases.  Six  patients  failed  to  improve 
while  hospitalized  at  Brooke.  Primarily  the  fail- 
ures were  the  result  of  excessive  time  involved 
from  the  diagnosis  and  treatment  aspect,  and 
the  permanent  pain  pattern  which  had  been 
set  up.  Those  patients  who  improved  included 
14  treated  with  physical  therapy  only;  15  who 
had  sympathetic  blocks;  14  who  had  periodic 
perineural  infusions;  and  16  who  had  sympa- 
thectomy. 

The  treatment  objectives  in  causalgia  con- 
sist of  early  recognition  of  the  problem,  an  ag- 
gressive physical  therapy  program,  prompt 
chemical  sympathetic  blocks  for  diagnosis  and 
treatment,  periodic  perineural  infusion,  and 
finally,  surgical  sympathectomy. 

Colonel  Omer,  424  Dickman  Road,  Fort  Sam  Houston, 
Tex  78234. 

Major  Thomas,  Brooke  General  Hospital,  Fort  Sam 
Houston  78234. 


Total 

Results,  Method  No. 

Upper 

Lower 

Improved  or  resolved: 

Physical  therapy  only 

14 

9 

5 

Blocks 

16 

9 

7 

Periodic  perineural  infusions 

14 

3 

11 

Sympathectomy 

15 

7 

8 

Other: 

Continuous  epidural  block 

1 

1 

Neurolysis 

1 

1 

Removal  of  foreign  body 

1 

1 

Destruction  of  cutaneous 

nerve 

2 

1 

1 

Total 

64 

30 

34 

Failures  (at  end  of  treatment): 
Refused  sympathectomy  after 
periodic  perineural  infusions 

2 

1 

1 

Pain  after  sympathectomy 

2 

1 

1 

Pain  after  sympathectomy 
and  amputation 

1 

1 

Lost  to  follow  up;  poor  result 
after  blocks 

1 

1 

Total 

6 

3 

3 

7.  Results  of  treatment. 
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Turner’s  Clinical  & 
X-Ray  Laboratories 

Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

☆ 

GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D. 
DAVID  LIBMAN,  M.D. 


Ma^in  X-flcuf.  and 
Hadinm  QUnLc 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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In  peptic  ulcer  disease  there  are  many 

factors  that  affect  the  choice  of  operation;  some 

of  these  factors  can  be  evaluated 

preoperatively,  but  others  require  assessment 

at  the  time  of  surgery.  Thus  the  surgeon  must  be 

familiar  with  the  technical  and  physiological 

advantages  and  disadvantages  of  a variety 

of  procedures  and  combinations  in 

order  to  select  the  right  operation 

for  the  right  patient. 

ALTHOUGH  EACH  OPERATION  for  the  surgical 
treatment  of  peptic  ulcer  disease  offers  its  own 
inherent  advantages,  there  is  no  universally 
satisfactory  procedure  applicable  to  every  pa- 
tient. Each  procedure  has  its  indications  and 
limitations,  and  each  clinical  situation  and 
each  patient  presents  a great  number  of  vari- 
able factors.  The  surgeon  operating  for  peptic 
ulcer  disease  must  be  well  aware  of  both  the 
technical  and  physiological  advantages  and 
disadvantages  of  a variety  of  operative  proce- 
dures including  vagotomy  (selective  and  trun- 
cal) and  drainage  procedure,  partial  gastrec- 
tomy, subtotal  gastrectomy  and  total  gastrec- 
tomy. He  must  know  both  the  physiological 
basis  and  postoperative  physiological  effects 
of  each  procedure  individually  as  well  as  the 
results  of  combining  two  procedures.  The  oper- 
ation should  be  designed  to  prevent  complica- 
tions of  surgery  and  to  ensure  good  long-term 
physiological  function. 

Preoperatively,  many  factors  should  influ- 
ence the  choice  of  a procedure  and  also  the 
technical  aspects  of  a given  operation.  Thus, 
the  general  medical  condition  of  the  patient, 
the  indications  for  surgery,  the  patient’s  age. 


sex,  weight,  occupation  and  emotional  status, 
bowel  habits,  dietary  likes  and  dislikes,  and  re- 
sults of  acid  studies  are  all  highly  important 
factors  in  preoperative  evaluation  of  a patient 
with  peptic  ulcer  disease.  Operatively,  the 
choice  of  the  surgical  procedure  is  strongly  in- 
fluenced by  the  extent  and  location  of  the  ulcer 
and  whether  the  ulcer  is  gastric  or  duodenal. 
During  surgery  technical  problems  which  could 
lead  to  postoperative  complications  must  be 
anticipated  and,  if  possible,  avoided.  Para- 
mount consideration  must  be  given  to  the  pa- 
tient’s safety  during  the  operation  especially 
with  regard  to  his  general  medical  condition, 
which  could  influence  the  extent  of  surgery 
that  he  can  tolerate. 

Fig  1 lists  eight  factors  that  one  should  con- 
sider in  performing  duodenal  ulcer  surgery. 
Various  numbers  have  been  assigned  each  of 
the  situations  that  may  be  encountered.  In  our 
experience  a negative  total  value  (the  sum  of 
the  numbers  in  each  factor)  has  indicated  that 
a vagotomy  and  drainage  procedure  is  the  saf- 
est procedure,  while  values  above  eight  have 
usually  indicated  resection  plus  vagotomy.  A 
value  of  one  to  seven  has  usually  meant  that 
a vagotomy  and  drainage  was  the  operation  of 
choice.  It  should  be  emphasized  that  this 
scheme  is  not  meant  to  dictate  operative  pro- 
cedures, but  is  suggested  to  help  the  inexperi- 
enced ulcer  surgeon  and  surgical  residents 
keep  in  mind  the  various  factors  in  duodenal 
ulcer  surgery  and  present  some  guide  to  the 
relative  importance  of  these  factors. 

Operations  for  Peptic  Ulcer;  Subtotal  Gastrec- 
tomy: The  therapeutic  rationale  behind  high 
gastric  resection  is  an  attempt  to  remove  a 
large  percentage  of  the  acid-secreting  cells  in 
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Sex 

Male  (2) 

Female  (1) 

Age 

<40  (2) 

40-64  (0) 

> 65  (-2) 

Weight 

Under  (0) 

Normal  (1) 

Over  (2) 

Complication 

Past  bleeding  (3) 
Intractability  (0) 

Perforation  (0) 

Penetration  with  duodenal 
phlegmon  (-3) 

Obstruction  (5) 

Active  bleeding  (5) 

Location 

Bulb  of  duodenum 
or  channel  (2) 

Postbulbar  (0) 

Associated 

medical  problems 

Serious  or  severe  (-3) 

None  (0) 

Coincidental  benign 
operation  (0) 

Acid  studies 

Low  or  normal  (0) 

High  (2) 

Use  of  tobacco 
and/or  alcohol 

Yes  (2) 

No  (0) 

Total  of  eight  factors. 

Negative  total  value  indicates  vagotomy  and  drainage  procedure  in  every  instance. 
Value  of  7 or  below  indicates  vagotomy  and  drainage  in  most  instances. 

Value  of  8-15  indicates  resection  plus  vagotomy. 

7.  Factors  in  surgery  for  ulcer. 


the  stomach.  The  parietal  cell  mass  is  thereby 
reduced,  but  the  disadvantages  are  that  a 
small  gastric  reservoir  remains  and  the  cepha- 
lic phase  of  gastric  secretion  is  not  controlled. 
Of  the  acceptable  procedures  for  the  treatment 
of  peptic  ulcer  disease,  subtotal  gastrectomy 
has  been  used  the  longest  and  therefore  longer 
follow-up  studies  are  available.  These  studies 
indicate  that  subtotal  gastrectomy  remains  a 
satisfactory  procedure  for  the  surgical  treat- 
ment of  certain  patients  with  peptic  ulcer  dis- 
ease. Kiefer  has  reported  more  than  500  pa- 
tients, all  of  whom  had  a subtotal  gastrectomy 
and  follow-up  studies  for  ten  years  or  more.  In 
this  series  there  were  problem  patients  who 
could  not  be  relieved  by  medical  treatment. 
The  mortality  was  less  than  4%  although  ear- 
lier studies  were  attended  by  a mortality  of  5 
to  10%.  The  mortality  in  elective  subtotal  gas- 


trectomy in  recent  series  has  been  about  2%. 
Ninety  percent  of  these  patients  were  living  ten 
years  after  operation  and  were  able  to  follow 
their  usual  occupations;  82%  found  no  need  to 
restrict  their  diets.  Marginal  ulcer  is  reported 
after  subtotal  gastrectomy  (diagnosed  by  x-ray 
or  at  operation)  in  6.6%  of  351  patients  at  the 
Lahey  Clinic.  In  order  to  prevent  marginal  ulcer 
75-80%  gastrectomy  is  necessary.  Because  of 
this  loss  of  gastric  reservoir  many  of  these  pa- 
tients have  difficulty  with  nutrition  and  often 
stabilize  their  weight  significantly  below  their 
preoperative  weight.  Therefore,  subtotal  gas- 
trectomy is  not  considered  a good  procedure 
for  patients  with  normal  or  subnormal  body 
weight.  Also,  many  of  these  patients  have  a 
poor  appetite  following  subtotal  gastrectomy 
and  this  deprives  them  of  the  normal  enjoy- 
ment of  eating. 
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Subtotal  gastrectomy  carries  the  potential 
hazards  associated  with  duodenal  stump  clo- 
sure. Undue  difficulty  in  closing  a duodenal 
stump,  however,  probably  means  that  the 
wrong  procedure  was  used  to  deal  with  the  sit- 
uation and  may  indicate  that  vagotomy  and 
gastroenterostomy  would  have  involved  less 
risk. 

Hemigastrectoniy  and  Vagotomy:  More  re- 
cently attempts  to  ablate  both  the  cephalic  and 
gastric  phase  of  gastric  secretion  have  been 
made  using  partial  gastrectomy  (antrectomy) 
and  vagotomy.  The  most  significant  contribu- 
tion to  the  surgical  treatment  of  peptic  ulcer 
has  been  the  reintroduction  of  vagotomy  by 
Dragstedt.  In  1946,  vagotomy  was  first  com- 
bined clinically  with  resection  of  the  distal 
stomach.  Results  of  this  procedure  in  treatment 
of  duodenal  ulcer  disease  have  been  excellent, 
although  long-term  control  follow-up  reports 
are  not  yet  available.  It  now  appears  that  hemi- 
gastrectomy  and  vagotomy  will  be  an  effective 
operation  for  the  long-term  control  of  duodenal 
ulcer.  If  the  vagotomy  is  complete  and  if  care 
has  been  taken  to  include  the  entire  antrum  in 
the  resection,  very  little  gastric  acid  is  pro- 
duced postoperatively.  In  one  of  the  largest 
groups  studied,  with  follow-up  of  more  than  ten 
years,  68%  of  patients  are  free  of  all  symp- 
toms and  tolerate  an  unrestricted  diet;  an  addi- 
tional 26%  have  occasionally  experienced  epi- 
gastric fullness  after  meals,  mild  dumping,  and 
diarrhea.  The  vagotomy  done  in  this  group  was 
a complete  abdominal  vagotomy.  Theoretical 
advantages  appear  to  be  maintenance  of  good 
general  nutrition,  lasting  benefit,  low  mortality, 
ablation  of  both  the  cephalic  and  gastric  phas- 
es of  gastric  secretion,  and  greatly  increased 
protection  against  recurrent  ulceration  (in  the 
aforementioned  study  the  incidence  was  0.6% 
in  1,073  patients  compared  to  approximately 


6%  or  greater  with  subtotal  gastric  resection). 
There  is  some  evidence  that  patients  who  are 
underweight,  especially  females,  will  do  better 
if  they  are  left  with  a larger  stomach,  and  hemi- 
gastrectomy  and  vagotomy  may  be  the  proce- 
dure of  choice  for  them.  Hemigastrectomy  as 
well  as  subtotal  gastrectomy  involves  the  divi- 
sion of  the  duodenum;  this  fact,  together  with 
the  relative  lack  of  long-term  postoperative  fol- 
low-up studies,  constitute  the  theoretical  dis- 
advantages of  hemigastrectomy  and  vagotomy. 

Vagotomy  and  Drainage  Procedure:  Although 
vagotomy  and  drainage  procedure  is  now  used 
less  commonly  than  procedures  involving  gas- 
trectomy, it  should  be  a part  of  a surgeon’s 
armamentarium  in  indicated  circumstances. 
The  drainage  procedure  used  may  be  pyloro- 
plasty or  gastroenterostomy.  Vagotomy  has  an 
undesirable  effect  of  reducing  the  muscular  ac- 
tivity of  the  stomach,  and  can  cause  prolonged 
gastric  retention.  Because  of  this  it  is  necessary 
to  use  an  effective  emptying  procedure  to  over- 
come gastric  stasis.  Following  vagotomy  emp- 
tying of  the  stomach  must  be  accomplished  by 
gravity.  The  vagotomy  and  drainage  procedure 
is  designed  to  heal  a duodenal  ulcer  with  the 
least  possible  mortality  and  morbidity,  with 
maintenance  of  gastric  reservoir  and  with  mini- 
mal disturbance  of  the  normal  function  of  di- 
gestion. While  it  eliminates  the  cephalic  phase 
of  gastric  secretion,  it  does  not  completely  con- 
trol the  antral  phase.  Many  surgeons  place  less 
confidence  in  the  ability  of  this  operation  to 
consistently  and  effectively  cure  duodenal  ulcer 
disease,  but  because  of  its  technical  feasibility, 
it  can  at  times  be  a life-saving  procedure. 

Dragstedt  has  reported  a recurrence  rate  of 
10.6%  in  a series  of  724  patients  with  duode- 
nal ulcer  treated  with  vagotomy  and  gastroen- 
terostomy. Edwards  and  others,  and  Walters 
and  Mobley  observed  a 13%  recurrence  rate 
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of  duodenal  ulcer  disease  following  treatment 
by  vagotomy  and  gastroenterostomy.  Surgical 
mortality  was  less  than  1%  for  all  patients. 
Weinberg  reported  similar  low  mortality  rates 
following  vagotomy  and  pyloroplasty  in  a large 
series.  Pyloroplasty  is  less  commonly  per- 
formed, since  most  patients  with  duodenal 
ulcers  upon  whom  we  operate  have  a badly 
scarred  and  indurated  duodenum.  Before  pro- 
ceeding with  pyloroplasty  the  pyloroduodenal 
area  is  examined  to  make  certain  that  this  pro- 
cedure is  not  contraindicated  technically  by 
distortion  due  to  chronic  inflammatory  chang- 
es. The  use  of  pyloroplasty  alone  as  a drainage 
procedure  in  benign  ulcer  near  the  esophago- 
gastric junction  will  be  discussed.  On  rare  oc- 
casions it  may  be  used  when  definite  ulcer  dis- 
ease cannot  be  demonstrated  and  the  surgeon 
desires  to  explore  the  antrum,  pylorus,  and 
duodenum.  A longitudinal  incision  in  the  area 
of  the  pylorus  can  be  closed  subsequently  in  a 
Heineke-Mikulicz  manner,  with  or  without  vag- 
otomy depending  on  the  findings  on  explora- 
tion and  the  previously  determined  gastric 
acidity. 

Vagotomy  provides  a physiologic  approach 
in  the  surgical  management  of  duodenal  ulcer 
disease  in  abolishing  the  exaggerated  phase  of 
acid-pepsin  secretion  in  patients  with  duodenal 
ulcer.  Vagotomy  not  only  eliminates  secretion 
due  to  vagal  stimuli,  but  also  decreases  respon- 
siveness of  the  gastric  acid  secretions,  includ- 
ing histamine  response.  The  secretory  response 
to  gastrin  is  also  decreased,  and  it  is  on  this 
basis  that  some  surgeons  employ  vagotomy  in 
addition  to  resection  in  treatment  of  gastric 
ulcer. 

Vagotomy  and  drainage  procedure  should  be 
considered  in  the  following  situations: 

1.  In  a patient  whose  poor  general  medical 
condition  increases  medical  risk,  the  vagotomy 


and  drainage  procedure  will  allow  for  minimal 
anesthesia  time  and  blood  loss;  even  though 
the  incidence  of  recurrence  is  greater,  this  pro- 
cedure is  effective  in  treatment  of  duodenal 
ulcer  in  a high  percentage  of  cases. 

2.  In  a patient  whose  nutritional  status  is 
poor,  the  surgeon  may  use  this  procedure  in  an 
attempt  to  avoid  a duodenal  stump  closure  in 
the  face  of  poor  nutrition  and  delayed  healing 
processes,  and  in  an  attempt  to  maintain  gas- 
tric reservoir  so  as  not  to  create  any  further 
nutritional  problems. 

3.  In  the  patient  with  a large  granuloma  of 
the  duodenum  secondary  to  chronic  ulcer  dis- 
ease, distal  gastroenterostomy  and  vagotomy 
should  be  used.  The  surgeon  must  anticipate 
this  situation  of  difficult  duodenal  stump  clo- 
sure, for  once  he  has  transected  the  duodenum’ 
or  compromised  blood  supply  he  is,  of  course, 
committed  to  duodenal  stump  closure. 

4.  The  procedure  may  be  used  in  a patient 
with  minimal  ulcer  disease  who  is  underweight 
or  who  has  shown  clinical  indication  of  mild 
ulcer  disease  during  exploratory  laparotomy  for 
another  benign  condition. 

If  gastroenterostomy  is  combined  with  vag- 
otomy, the  stoma  should  be  placed  in  the  dis- 
tal gastric  antrum  to  prevent  antral  stasis.  A 
high-lying  anastomosis  should  be  avoided,  be- 
cause it  may  fail  to  achieve  adequate  drainage 
and  cause  antral  stasis  and  increased  acid 
secretion  of  antral  origin. 

Comment:  Comparison  of  Procedures:  Smith- 
wick  found  evidence  that  in  some  cases  sub- 
total gastrectomy  may  be  less  effective  in  pro- 
ducing permanent  achlorhydria  than  hemigas- 
trectomy  and  vagotomy.  He  found  the  inci- 
dence of  free  acid,  when  measured  more  than 
two  years  postoperatively,  to  be  lower  following 
hemigastrectomy  and  vagotomy  than  after  sub- 
total gastrectomy  without  vagotomy.  This  is  in 
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agreement  with  Ferguson  and  others  who  found 
the  reduction  of  free  acid  was  more  efficiently 
accomplished  by  hemigastrectomy  and  vagoto- 
my than  by  subtotal  gastrectomy  without 
vagotomy. 

Dragstedt  reported  a recurrence  rate  of 
10.6%  in  a series  of  724  duodenal  ulcer  pa- 
tients treated  with  vagotomy  and  gastroenter- 
ostomy. Edwards  and  others,  and  Walters  and 
Mobley,  observed  a 13%  recurrence  rate  of  ul- 
cer disease  following  vagotomy  and  gastroen- 
terostomy. The  incidence  of  marginal  ulcer  in 
351  patients  following  subtotal  gastrectomy  at 
the  Lahey  Clinic  is  6.6%.  By  comparison,  Ed- 
wards and  others  reported  an  0.6%  incidence 
of  marginal  ulcer  in  1,073  patients  following 
hemigastrectomy  and  vagotomy.  In  this  small 
percentage  of  recurrent  ulcers,  it  is  likely  that 
in  at  least  some  of  these  cases  incomplete  vag- 
otomy was  the  cause  of  the  recurrence,  and 
in  at  least  one  case  Zollinger-Ellison  syndrome 
was  the  cause  of  marginal  ulceration. 

The  percentage  of  patients  with  no  adverse 
symptomatology  following  both  subtotal  gas- 
trectomy and  hemigastrectomy  and  vagotomy 
is  similar  (approximately  80%).  A 6%  inci- 
dence of  postgastrectomy  syndromes  was  re- 
ported by  Weinberg  in  1,022  vagotomy  and 
pyloroplasty  operations.  The  mortality  in  this 
same  series  was  less  than  1%  for  all  patients. 
The  mortality  risk  for  hemigastrectomy  and 
vagotomy  was  reported  by  Herrington  and  as- 
sociates to  be  1.5  to  2%.  The  mortality  for 
subtotal  gastrectomy  has  varied  from  0.9  to 
3.6%,  and  the  mortality  for  acute  hemorrhage 
is  much  higher.  Vagotomy  and  drainage  proce- 
dure provides  maximum  gastric  reservoir,  while 
hemigastrectomy  and  vagotomy  maintains  a 
greater  gastric  reservoir  than  subtotal  gastrec- 
tomy. 


Gastric  Acidity — Its  Relationship  to  Choice 
of  Operation:  In  the  elective  preoperative  eval- 
uation of  a patient  with  peptic  ulcer  disease, 
acid  studies  should  be  done.  It  is  well  known 
that  some  duodenal  ulcers  are  more  virulent 
than  others  and  major  alterations  of  both  the 
cephalic  and  gastric  phases  of  gastric  secre- 
tion must  be  effected.  Other  duodenal  ulcers, 
especially  in  the  elderly,  may  require  a less  rad- 
ical alteration  in  the  acid-secreting  mechanism, 
and  often  these  are  the  patients  in  whom  con- 
servatism in  choice  of  the  procedure  is  impor- 
tant and  in  whom  maintaining  a gastric  reser- 
voir is  especially  desirable.  In  the  case  of  gas- 
tric ulcers,  acid  studies  are  also  important  not 
only  as  preoperative  assessment  of  the  nature 
of  pathology,  but  also  as  preoperative  assess- 
ment of  whether  a given  gastric  ulcer  may  be 
secondary  to  duodenal  ulcer  disease  and  ob- 
struction. The  surgeon  would  then  prefer  a pro- 
cedure which  would  greatly  reduce  acid  secre- 
tion, probably  including  vagotomy.  If  the  gas- 
tric ulcer  is  associated  with  low  acid  values, 
the  therapy  will  be  directed  at  excision  of  the 
ulcer  and  relieving  any  concomitant  obstruction 
which  would  most  likely  explain  the  pathogene- 
sis of  the  benign  gastric  ulcer.  In  this  situation 
vagotomy  need  not  be  done. 

If  a duodenal  ulcer  is  associated  with  high 
secretory  values,  the  lesser  procedures  of  gas- 
troenterostomy or  vagotomy  with  a drainage 
procedure  are  not  preferred.  Under  these  cir- 
cumstances, the  best  procedure  would  be  a 
50%  resection  with  vagotomy.  If  the  patient’s 
history  includes  bleeding  in  addition  to  high 
acid  values,  it  is  especially  important  to  alter 
the  acid  secretion  as  much  as  possible.  Since 
an  appreciable  number  of  patients  will  bleed 
again,  they  need  all  the  protection  available — 
possibly  even  a subtotal  gastrectomy  and  vag- 
otomy. 
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In  the  patient  with  exceedingly  high  secre- 
tory values,  endocrine  adenomatosis  or  pan- 
creatic adenoma  with  peptic  ulcer  (Zollinger- 
Ellison  syndrome)  should  be  suspected.  Total 
gastrectomy  is  advocated  to  be  sure  of  ulcer 
control:  others  have  recommended  total  resec- 
tion of  the  parietal  cell  mass  of  the  stomach. 

Weight  of  Patient — Its  Relationship  to  Choice 
of  Operation:  The  various  syndromes  which 
contribute  to  a poor  nutritional  result  after 
ulcer  surgery  are  in  part  predictable.  The  pa- 
tient who  is  underweight  or  who  does  not  have 
a normal  or  large  capacity  for  food  may  do  well 
with  a vagotomy  and  a drainage  procedure  or 
with  a conservative  resection.  A number  of  pa- 
tients manifest  postgastrectomy  nutritional  de- 
ficiencies that  may  be  severe  enough  to  prove 
incapacitating  to  an  occasional  patient.  Dimin- 
ished appetite,  limited  food  capacity,  frequent 
discomfort  after  meals,  and  occasional  diarrhea 
may  result  in  a significant  weight  loss  or  the 
inability  to  gain  weight.  Preoperative  weight  and 
the  ideal  weight  are  essential  data  in  planning 
gastric  surgery  for  duodenal  ulcer.  Zollinger 
and  Ellison  have  found  that  satisfactory  nutri- 
tion can  be  anticipated  in  two-thirds  of  patients 
who  are  at  or  above  their  ideal  weight  at  the 
time  of  surgery,  regardless  of  the  procedure 
employed.  Control  of  the  acid  factor  by  means 
other  than  radical  resection  should  be  consid- 
ered. About  two-thirds  of  the  patients  having 
Hofmeister-Polya  type  resections  with  or  with- 
out vagotomy  failed  to  attain  their  minimal 
ideal  weight  after  operation,  whereas  with  vag- 
otomy and  gastroenterostomy  only  40%  failed 
to  meet  minimal  weight  standards;  following 
Billroth  I procedure  combined  with  vagotomy, 
only  33%  had  significant  postoperative  weight- 
loss  problems. 

Location  and  Extent  of  Ulcer — Its  Influence 
on  Operation  of  Choice:  Although  complete  pre- 


operative evaluation  of  each  patient  with  pep- 
tic ulcer  disease  (including  studies  indicating 
the  nature  of  the  ulcer  and  the  general  medical 
condition  of  the  patient)  is  important,  the  final 
choice  of  operation  is  made  in  the  operating 
room.  At  this  time  the  surgeon  should  have  all 
the  information  available  including  the  preoper- 
ative evaluation  and  the  location  and  extent  of 
the  ulcer.  The  preoperative  evaluation  usually 
will  indicate  whether  the  ulcer  is  gastric  or 
duodenal,  except  when  the  ulcer  lies  in  the 
pyloroduodenal  region.  Chronic  inflammatory 
reaction  and  distortion  of  the  anatomy  in  this 
area  may  make  it  difficult  to  decide  about  the 
exact  location  of  the  ulcer  even  at  the  time  of 
exploration.  A careful  assessment  of  the  ulcer 
situation  will  require  opening  into  the  lesser 
sac  for  examination  to  determine  the  extent  of 
involvement  of  the  ulcer  posteriorly. 

Duodenal  Ulcer:  If  the  ulcer  is  duodenal  or 
in  the  pyloroduodenal  region,  its  severity  and 
extent  and  its  relation  to  important  adjacent 
structures  should  be  evaluated.  The  common 
duct  may  need  to  be  exposed  and  at  times  a 
T-tube  or  probe  may  need  to  be  passed  into 
the  duodenum  to  define  the  relationship  of  the 
ampulla  of  Vater  to  the  ulcer  and  duodenum. 

In  a postbulbar  ulcer  with  active  hemor- 
rhage, or  in  any  ulcer  deep  into  the  pancreatic 
head  that  must  be  sutured  deep  into  the  indur- 
ated head  or  capsule  of  the  pancreas,  a chole- 
cystocholangiogram  has  been  helpful  in  ascer- 
taining the  patency  of  the  common  bile  duct 
after  the  duodenum  has  been  closed.  Bile  is 
aspirated  from  the  gallbladder  and  20  cc  of 
contrast  medium  is  instilled;  next  the  gallblad- 
der is  squeezed  causing  egress  of  the  contrast 
medium  into  and  through  the  common  duct. 
A roentgenogram  will  confirm  the  patency  of 
the  duct.  This  technique  has  been  reassuring  in 
several  instances. 
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A Kocher  maneuver  can  be  done  to  assess 
the  length  of  duodenum  available  for  closure 
above  the  duct  of  Santorini  and  sphincter  of 
Oddi.  If  the  surgeon  is  still  unsure  whether  or 
not  a safe  duodenal  closure  can  be  accom- 
plished, it  is  wiser  to  select  a procedure  which 
does  not  involve  duodenal  stump  closure.  If  the 
patient  has  not  bled  recently,  a low-lying  ulcer 
may  be  left  in  situ  either  by  doing  a Billroth  II 
procedure  with  gastric  resection  or  by  vagot- 
omy and  gastroenterostomy  depending  on  the 
parameters  of  preoperative  evaluation.  If  indi- 
cations of  disease  are  minimal,  a pyloroplasty 
may  be  done  without  committing  the  patient 
to  any  given  procedure  if  no  definite  disease  is 
found.  A vagotomy  can  be  performed  to  com- 
plete the  procedure  if  definite  disease  is  found. 
Duodenal  scarring  and  fibrosis  may  lead  to  py- 
loric obstruction  and  despite  the  extensive  dis- 
ease and  contracture,  the  duodenal  stump  may 
close  without  difficulty. 

If  there  is  excessive  inflammatory  reaction  in 
the  first  portion  of  the  duodenum,  there  may 
be  difficulty  involved  in  trying  to  close  the  du- 
odenal stump  securely.  In  special  situations 
like  this,  vagotomy  and  gastroenterostomy  may 
be  the  best  solution.  This  decision  should  be 
made  before  opening  the  ulcer.  Once  the  ulcer 
has  been  opened,  the  duodenal  stump  must  be 
closed  the  best  way  possible,  or  a tube  duode- 
nostomy  may  be  employed  which  may  be  life- 
saving if  duodenal  stump  leak  seems  likely. 
We  believe  gastroenterostomy  and  vagotomy 
should  be  done  in  preference  to  tube  drainage 
of  the  duodenum. 

Gastric  Ulcer:  The  procedure  of  choice  for 
gastric  ulcer  depends  on  the  location  of  the 
ulcer,  the  medical  condition  of  the  patient,  and 
whether  or  not  there  is  associated  duodenal 
ulcer  disease.  Partial  gastrectomy  is  used  more 
than  any  other  procedure  in  an  effort  to  remove 


the  antrum.  Antrectomy  for  gastric  ulcer  has 
been  followed  infrequently  by  recurrent  ulcer. 
Although  the  vagus  nerves  are  highly  important 
in  the  genesis  of  duodenal  ulcers,  vagal  activity 
apparently  plays  an  unimportant  role  in  the 
production  of  gastric  ulcers. 

We  believe  that  gastric  ulcers  should  be 
biopsied  routinely  to  rule  out  malignancy,  even 
though  preoperative  evaluation  including  gas- 
tric cytology  and  acid  studies  have  been  done. 
Tissue  taken  from  outside  or  inside  the  stom- 
ach or  from  adjacent  lymph  nodes  can  be  ex- 
amined by  frozen  section. 

More  than  50%  gastrectomy  is  not  usually 
employed  in  operation  for  gastric  ulcer.  Most 
gastric  ulcers  occur  in  the  lesser  curvature  and 
these  can  be  removed  readily  without  sacrific- 
ing more  than  the  antrum,  or  at  most,  50% 
of  the  stomach;  oblique  division  of  the  body 
of  the  stomach  with  preservation  of  the  fundus 
and  greater  curvature  has  proved  to  be  a use- 
ful method  of  resecting  ulcers  high  on  the 
lesser  curvature.  Total  gastrectomy  is  thereby 
avoided  and  a sizeable  gastric  remnant  is 
maintained.  Care  must  be  taken  not  to  jeopar- 
dize the  esophageal  outlet  in  an  effort  to  remove 
a high-lying  gastric  ulcer.  Frequently,  the  prop- 
er mobilization  of  the  stomach  and  structures 
around  the  ulcer  will  afford  sufficient  room  to 
perform  a resection  and  satisfactory  recon- 
struction of  the  gastric  outlet.  To  be  sure  that 
sufficient  gastric  wall  is  present  between  the 
superior  margin  of  the  ulcer  and  the  gastro- 
esophageal junction,  a finger  can  be  inserted 
at  the  time  the  ulcer  is  biopsied.  By  palpation 
the  distance  can  be  estimated  to  determine 
whether  or  not  the  ulcer  may  be  resected. 
Total  gastrectomy  or  esophagogastrectomy 
should  not  be  done  for  benign  gastric  ulcer. 
If  biopsies  indicate  that  the  ulcer  is  benign, 
and  insufficient  gastric  wall  exists  to  allow  re- 


104 


TEXAS  MEDICINE 


section,  we  prefer  to  leave  the  ulcer  in  situ  and 
perform  an  antrectomy  (Kelling-Madlener  oper- 
ation) to  eliminate  the  antrum  and  assure  good 
drainage.  Some  surgeons  prefer  to  do  a py- 
loroplasty to  allow  rapid  emptying  of  the  stom- 
ach in  an  attempt  to  minimize  irritation  of  the 
antral  mucosa  and  gastrin  production,  and  we 
believe  either  pyloroplasty  or  pyloroplasty  with 
vagotomy  as  recommended  by  Farris  and  Smith 
is  indicated  in  the  poor-risk  patient.  Invariably, 
this  conservative  nonresection  approach  must 
be  preceded  by  adequate  biopsy  and  frozen 
section  tissue  study  to  avoid  leaving  a carci- 
nomatous ulcer  unresected. 

Peptic  ulcers  in  the  pyloric  canal  (channel 
ulcers)  are  characteristically  associated  with 
acid  hypersecretion  and  the  procedure  should 
be  designed  to  provide  maximum  protection 
against  acid  hypersecretion.  Hemigastrectomy 
and  vagotomy  is  frequently  employed  in  the 
treatment  of  channel  ulcers  which  we  consider 
“a  duodenal  ulcer  in  the  stomach.” 

Vagotomy:  Some  have  preferred  selective 
vagotomy  to  prevent  postoperative  diarrhea.  We 
have  not  thought  selective  vagotomy  necessary. 
Ablation  of  all  gastric  vagal  innervation  is  im- 
portant. Each  postganglionic  neuron  is  thought 
to  be  activated  by  a number  of  preganglionic 
fibers,  and  acid  secretion  may  persist  even  if  a 
relatively  small  vagal  branch  has  been  left  un- 
severed. After  vagal  transection,  the  distal  eso- 
phagus must  be  carefully  palpated  and  inspect- 
ed for  additional  branches.  The  time  and  effort 
expended  on  selective  vagotomy  does  not  ap- 
pear to  be  necessary. 

Marginal  Ulcer:  Although  the  incidence  of 
marginal  ulceration  following  hemigastrectomy 
and  vagotomy  is  quite  low,  there  is  an  appre- 
ciable incidence  of  marginal  ulceration  follow- 
ing subtotal  gastrectomy  as  well  as  vagotomy 
and  gastroenterostomy.  Proper  treatment  of  this 


complication,  except  when  the  syndrome  is  re- 
lated to  the  Zollinger-Ellison  tumor,  usually  re- 
quires vagotomy,  and  because  the  ulcer  is 
often  penetrating  or  perforating,  local  resection 
probably  should  be  done  in  addition  to  the  va- 
gotomy in  most  cases,  assuming  that  the  pa- 
tient’s condition  permits.  Transabdominal  va- 
gotomy is  preferred  because  it  gives  the  sur- 
geon an  opportunity  to  inspect  the  ulcer  and  if 
necessary  to  resect  it.  In  certain  cases  of  mar- 
ginal ulcer  with  an  associated  small  pouch,  a 
transthoracic  vagotomy  is  an  excellent  proce- 
dure. 

Summary:  The  operation  of  choice  for  peptic 
ulcer  disease  depends  on  many  factors  and 
must  be  determined  for  each  patient  individ- 
ually. 

Preoperatively,  the  patient’s  weight,  general 
medical  condition,  dietary  likes  and  dislikes, 
bowel  habits,  gastric  acidity,  and  age  and  sex 
are  factors  influencing  the  choice  of  operative 
procedure.  Additionally,  the  specific  indications 
for  surgery  are  preoperative  factors  influencing 
the  choice  of  operation. 

At  operation,  the  extent  and  location  (gastric 
or  duodenal)  and  the  amount  of  duodenal  bulb 
distortion  are  important  factors  in  selecting  the 
proper  operation. 

Selection  of  the  proper  procedure  for  a given 
patient  requires  knowledge  of  both  the  techni- 
cal and  physiological  advantages  and  disadvan- 
tages of  a variety  of  operative  procedures  and 
combinations  of  procedures. 


Drs.  Rosemond,  Reichle,  and  Maier,  Department  of 
Surgery,  Temple  University  School  of  Medicine,  Phila- 
delphia, Pa  19140. 
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of  the  j^num 

ROBERT  L.  SEWELL,  MD 


Probable  intermittent  intussusceptions  of  the 
jejunum  have  shown  patterns  of  occasional 
severe  postprandial  pain  in  four  patients. 

INTERMITTENT  INTUSSUSCEPTION  of  the  je- 
junum and  the  symptoms  it  may  cause  have 
not  received  attention,  and  there  is  no  proof 
that  the  condition  does  exist.  However,  indirect 
evidence  indicates  that  such  intussusceptions 
may  occur  and  cause  characteristic  pain,  and 
may  be  well  related  to  infantile  colic.  Custom- 
arily, all  such  situations  are  ascribed  to  the 
“irritable  bowel  syndrome,”  a convenient  term 
for  us  all  when  there  are  no  pathological  lesions 
present.  In  the  light  of  noncontributory  results 
of  laboratory  and  radiological  tests,  and  even 
occasional  exploratory  operations,  the  impres- 
sive sight  of  a patient  having  “sweat-popping” 
pain  or,  for  that  matter,  an  infant  with  colic, 
might  prompt  many  of  us  to  ask,  “What  really 
goes  on  here?”  What  else  besides  the  distention 
of  a hollow  viscus?!’-^  The  proof  of  such  an 
intussusception  is  most  difficult,  since  it  may 
exist  only  for  a short  time  and  would  be  diffi- 
cult to  record  radiographically. 

What  quirk  of  peristalsis  actually  causes  in- 
tussusception is  not  known. 1 Intussusceptions 
of  the  small  bowel  have  been  noted  infrequent- 
ly at  laparotomy  by  many  surgeons,  but  little 
significance  has  been  attached  other  than  to 
consider  it  as  “hyperirritability. ”“ 

The  instances  to  be  mentioned  were  purely 
physiological,  and  did  not  have  a fibroma  or 
polyp  at  the  apex  to  act  as  the  head  of  an  in- 


tussuscepting  mass  on  which  the  distal  bowel 
could  get  a grip.^ 

Whether  an  intussusception  is  chronic  and 
intermittent, 2 or  whether  it  progresses  to  an 
acute  abdominal  emergency  probably  is  decid- 
ed by  the  mobility  of  the  mesentery  of  the 
bowel,  and  whether  or  not  the  edema  and 
altered  vascular  flow  of  the  intussusceptions 
are  enough  to  preclude  its  eventual  spontane- 
ous reduction. 2 As  a result,  the  only  intussus- 
ceptions of  the  jejunum  actually  seen  are  of 
the  progressive  and  unremitting  type  and,  in 
adults,  usually  are  led  by  an  intraluminal 
tumor.  In  children  the  condition  is  usually  pri- 
mary, with  no  intraluminal  mass  present. 

Correspondingly,  we  might  assume  that  the 
physiological  types  in  adults  may  reduce  spon- 
taneously. 

The  symptoms  of  the  four  patients  described 
here  were  similar:  repeated  attacks  of  sudden 
cramping  epigastric  or  left  upper  quadrant  pain 
which  grew  in  intensity,  occurred  shortly  after 
a meal,  and  disappeared  just  as  abruptly.  The 
intensity  of  the  pain  varied  with  the  duration 
of  the  attack,  and  on  frequent  occasions  mor- 
phine or  meperidine  was  required  for  relief. 

The  identification  of  a connection  between 
these  symptoms  and  intussusceptions  came 
quite  fortuitously  (case  1).  In  this  case,  the 
episodes  of  postprandial  pain  increased  in  fre- 
quency and  intensity  during  a five-year  period. 
Repeated  clinical  studies  showed  nothing  of 
significance  except  a nonfunctioning  gallblad- 
der. 
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Case  Reports:  Case  1:  A 60-year-old  white 
man  was  first  seen  on  March  13,  1958  with  a 
complaint  of  indigestion  for  many  years.  This 
“indigestion”  consisted  of  left  upper  quadrant 
pain,  usually  occurring  after  meals  and  occa- 
sionally radiating  to  the  left  subscapular  area 
if  the  attack  was  prolonged.  The  pain  lasted 
varying  lengths  of  time  and  occasionally  re- 
quired hypodermic  injections  of  meperidine  for 
relief.  There  was  no  relation  to  activity  or  type 
of  food  ingested.  He  had  had  multiple  examina- 
tions and  x-ray  studies  because  of  these  epi- 
sodes, but  no  abnormalities  had  been  found. 

His  history  provided  no  clues;  he  had  always 
enjoyed  remarkably  good  health  with  no  opera- 
tions, accidents,  or  illnesses  other  than  his  cur- 
rent complaints.  He  had  no  allergies  and  his 
weight  had  been  constant. 

Family  history  gave  no  significant  connec- 
tion. 

The  results  of  physical  examination  again 
were  normal.  It  might  be  noted  that  the  pa- 
tient, a university  dean,  was  unemotional,  di- 
rect, and  explicit.  He  was  moderately  over- 
weight for  his  height.  His  blood  pressure  was 
134/80  mm  Hg  and  remained  in  this  range  all 
through  the  period  of  study. 

During  the  following  two  years  results  of  all 
laboratory  examinations  were  in  the  normal 
range.  X-rays  of  colon,  urinary  tract,  gallblad- 
der (one  of  two  films  showed  nonfunction), 
chest,  ribs,  and  spine  were  all  normal.  In  one 
of  the  three  upper  gastrointestinal  films,  pro- 
lapse of  the  gastric  mucosa  into  the  duodenum 
was  identified. 


Empirically,  since  there  was  no  definite  diag- 
nosis, various  antispasmodics  and  hydrochloric 
acid  (free  acid  absent)  were  tried,  but  the  pa- 
tient continued  to  have  the  same  pain  pattern 
at  unpredictable  intervals. 

Exploratory  abdominal  surgery  was  performed 
in  1960.  Every  abdominal  organ  was  examined, 
including  the  ureteral  pathways.  The  duodenum 
was  mobilized  and  the  pancreas  was  carefully 
examined.  On  running  the  intestine  a second 
time,  the  jejunum  was  picked  up  with  a blunt 
forcep  and  an  intussusception  developed  im- 
mediately. 

Intussusception  could  be  produced  about 
one  time  in  four  with  such  stimulation  any- 
where in  the  upper  four  feet  of  the  jejunum.  It 
was  also  possible  to  have  two  or  three  in  prog- 
ress at  the  same  time.  These  intussusceptions 
always  could  be  reduced  manually,  but  fre- 
quently a sustained  tug  was  necessary.  Repeat- 
ed palpations  failed  to  demonstrate  any  intra- 
luminal mass. 

A plication  was  considered,  but  the  first  few 
sutures  stimulated  the  distal  bowel  to  intus- 
suscept  so  vigorously  that  they  were  removed. 
Nothing  else  was  done  except  a cholecystec- 
tomy (because  of  the  meager  cholecystogram 
findings),  and  a cholangiogram  which  showed 
no  abnormalities.  Postoperatively  the  patient 
was  maintained  on  high  doses  of  antispasmod- 
ics, which  eliminated  the  greater  portion  of  his 
symptoms.  Of  those  tried,  the  combination  of 
tridihexethyl  chloride  and  meprobamate  (Pathi- 
bamate)  was  the  most  successful.  The  addition 
of  hydrochloric  acid  allowed  reduction  of  the 
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amounts  of  antispasmodics  with  almost  com- 
plete relief  of  symptoms. 

Case  2:  A 35-year-old  engineer  was  first  seen 
in  1963  because  of  repeated  “stomach  trou- 
ble’’ for  18  or  20  years.  These  difficulties  uni- 
formly occurred  shortly  after  meals  and  were 
described  as  severe  “colic”  pains  in  the  epi- 
gastrium and  left  upper  quadrant.  Sometimes 
they  were  brief,  but  usually  lasted  about  20 
minutes,  with  pain  increasing  with  the  time. 
Various  medications  had  been  tried  without 
success.  His  general  health  otherwise  was  ex- 
cellent, and  neither  his  personal  nor  family 
histories  were  contributory. 

Results  of  physical  examinations  made  on 
numerous  occasions  were  not  remarkable  in 
any  detail.  However,  when  hospitalized,  he  was 
observed  during  two  episodes  of  pain  after 
meals. 

Aside  from  guarding  of  the  upper  abdomen, 
no  abnormalities  were  detected.  During  the 
longer  episode,  which  he  said  was  “a  good 
one,”  a cold  sweat  appeared  on  his  face,  neck, 
and  chest.  There  were  occasional  surges  of 
hyperperistalsis.  The  gastric  acidity  was  less 
than  0.6  mg,  indicating  achlorhydria.  All  other 
laboratory  results  were  normal,  as  were  roent- 
genographic  examinations  of  stomach,  gallblad- 
der, urinary  system,  and  lower  intestinal  tract. 

Exploratory  surgery  was  performed;  with  a 
preoperative  diagnosis  of  probable  jejunal  intus- 
susception (because  of  the  striking  similarity 
to  the  first  case),  the  jejunum  was  approached 
first.  The  upper  3 feet  were  greatly  hypertro- 
phied and  edematous  in  areas.  An  intussuscep- 
tion of  about  5 inches  was  present.  This  could 
be  reduced  easily.  Manually  intussuscepting 


the  bowel  was  done  simply,  and  in  many  in- 
stances the  intussusception  would  take  hold 
and  maintain  the  position  until  manually  re- 
duced. 

No  other  abnormalities  were  found,  and 
nothing  further  was  done. 

Postoperatively  the  patient  was  treated  with 
hydrochloric  acid  in  large  amounts,  plus  the 
tridihexethyl  chloride  and  meprobamate  com- 
bination; he  now  has  only  two  or  three  episodes 
a year  and  they  are  comparatively  mild  and 
never  last  more  than  five  minutes. 

Case  3:  This  patient,  a woman  age  60,  devel- 
oped periodic,  diffuse,  but  severe  and  crampy 
abdominal  pain  on  Feb  14,  1969,  which  con- 
tinued at  intervals  during  the  following  week. 

Because  of  persistent  symptoms  and  pres- 
ence of  diffuse  pelvic  tenderness  (old  “suspen- 
sion” of  uterus),  exploratory  surgery  was  done 
on  March  10,  1969. 

On  preliminary  investigation  of  the  small 
bowel,  a prominent  intussusception  was  ob- 
served in  the  midjejunum  which  was  reduced 
after  moderate  traction.  No  intraluminal  mass 
or  other  significant  abnormality  was  found.  The 
pelvic  adhesions  of  the  intestine  were  released. 
No  other  intra-abdominal  abnormalities  were 
found.  Postoperatively,  the  acute  attacks  of 
crampy  abdominal  pain  have  recurred  at  least 
twice.  As  long  as  she  continues  medication  with 
intestinal  antispasmodics,  she  has  no  difficul- 
ties. Dicyclomine  hydrochloride  (Bentyl)  has 
been  effective. 

Case  4:  A 57-year-old  woman  had  recurrent 
episodes,  usually  postprandial,  of  severe  crampy 
epigastric  pain  for  three  years.  There  were  no 
food  idiosyncrasies.  Full  clinical  investigation 
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showed  nothing  of  significance  except  for 
achlorhydria. 

On  one  occasion  the  patient  was  observed 
during  a typical  attack.  There  was  definite  up- 
per abdominal  distention  with  intensification  of 
pain  on  pressure,  and  hyperperistalis.  A flat 
film  of  the  abdomen  taken  about  1 hour  later 
(and  after  symptoms  had  disappeared)  was  not 
diagnostic. 

She  is  being  treated  medically  with  hydro- 
chloric acid  and  antispasmodics,  and  has  had 
no  attacks  since.  She  has  been  instructed  to 
report  for  x-rays  any  time  she  has  another  epi- 
sode, to  see  whether  an  immediate  upper  in- 
testinal barium  study  possibly  could  be  diag- 
nostic. Understandably,  she  is  unwilling  to  dis- 
continue her  medication  on  a trial  basis. 
Discussion:  What  actually  is  happening  to  the 
intestinal  tract  when  a patient  is  having  severe 
cramping  pain?  Something  of  a mechanical  na- 
ture must  be  going  on. 

The  earlier  studies  by  Cope^  and  Morley'*  on 
the  actual  mechanism  of  crampy  abdominal 
pain  point  primarily  to  the  distention  of  a hol- 
low viscus.  On  an  intermittent  basis,  only  intus- 
susception and  volvulus  would  be  at  all  likely, 
although  ischemia  might  be  a remote  possi- 
bility. 

Inasmuch  as  intussusceptions  have  been  ob- 
served at  operation,  either  casually  or  as  an 
agonal  manifestation,  and  since  they  usually 
leave  no  trace  after  subsidence,  the  thought 
that  they  might  be  a causative  agent  becomes 
most  attractive. 

The  similarity  between  the  severe,  crampy 
pain  we  have  mentioned  and  infantile  colic  be- 
comes significant.  Certainly  colic  is  common  in 


infants.  Intussusceptions  of  the  jejunum  which 
come  to  operation  are  a not  uncommon  ab- 
dominal emergency  at  that  age.  Could  colic  be 
simply  an  intussusception  which  resolves  spon- 
taneously? 

Unfortunately,  radiographic  confirmation  of 
such  an  intermittent  process  is  exceedingly  un- 
likely. While  it  is  logical  for  intermittent  intus- 
susception to  fully  account  for  the  clinical  pic- 
ture, the  evidence  is,  admittedly,  far  from  con- 
clusive. 

Conclusion:  It  is  proposed,  on  the  basis  of  ex- 
perience with  four  patients  having  virtually 
identical  symptoms,  that  intermittent  intussus- 
ception of  the  jejunum  can  occur  and  subside 
spontaneously. 

The  symptoms  are  postprandial  colicky  pain 
in  the  left  upper  quadrant,  varying  in  duration 
from  1 to  60  minutes.  In  general,  the  longer  the 
attack,  the  worse  the  pain  becomes.  Both  of 
the  male  patients  showed  achlorhydria. 

The  abrupt  onset  and  subsidence  of  attacks 
of  infantile  colic  are  quite  similar  to  those  in 
the  adult  cases  described.  It  is  unfortunate 
that  more  accurate  means  of  demonstration 
are  not  available. 
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A 22-year-old  woman  was  admitted  in  a 
stuporous  condition,  breathing  heavily  and  with 
bilaterally  dilated  pupils.  She  had  fever 
but  a normal  white  blood  cell  count. 

Cultures  of  blood  and  spinal  fluid  grew  no 
organisms.  Serological  titer  for  rubella  was  1:160. 
On  the  tenth  hospital  day  she  was 
found  dead  in  bed. 

PROTOCOL:  Dr.  Awe:  This  was  the  first  Ben 
Taub  hospital  admission  for  this  22-year-old 
white  housewife,  who  presented  with  a three-day 
history  of  coryza,  rhinorrhea,  and  a mild  non- 
productive cough  for  which  she  had  been  taking 
Tuss-Ornade  and  aspirin.  Her  husband  returned 
from  work  on  the  day  of  her  admission  and 
found  her  unresponsive,  lying  on  her  back,  and 
breathing  heavily  with  her  jaws  tightly  closed. 
She  was  blinking  but  could  not  communicate. 
When  she  was  first  seen  in  the  emergency  room 
she  was  stuporous,  had  bilaterally  dilated  pu- 
pils, and  no  lateralizing  signs.  An  Ewald  tube 
was  inserted  and  her  stomach  was  lavaged  with 
2,000  cc  of  saline  solution,  and  she  was  subse- 
quently admitted. 

Physical  Examination:  Her  admission  exam- 
ination revealed  temperature  of  102.8  F,  pulse 
rate  104/minute  and  regular,  blood  pressure 
170/110  mm  Hg,  and  respirations  32/minute. 
The  patient  appeared  to  be  disoriented,  looking 
about  with  a confused  blank  expression;  her 
pupils  were  dilated.  She  had  a tendency  to 
lapse  into  a drowsy,  light-sleep  state.  She  re- 
sponded to  tactile  stimuli  and  to  her  name  by 
opening  her  eyes  and  looking  about,  but  she  did 
not  communicate.  Her  head  was  normocephalic 
and  there  was  no  evidence  of  trauma.  The  pu- 
pils were  round,  equal,  and  reactive  to  light. 


but  quite  dilated.  Extraocular  movements  ap- 
peared to  be  intact.  Her  tympanic  membranes 
were  clear  without  injection  or  evidence  of 
blood,  and  no  abnormalities  of  the  nose  and 
throat  were  noted.  The  neck  was  supple  without 
adenopathy.  The  jugular  venous  pressure  was 
not  elevated.  There  were  no  bruits  over  the 
carotid  arteries.  The  thyroid  gland  was  of  nor- 
mal size  and  the  trachea  was  midline.  The  chest 
was  clear  to  percussion  and  auscultation.  The 
heart  was  not  enlarged  and  there  were  no  mur- 
murs or  gallops  or  rubs.  The  abdomen  was 
obese,  no  masses  were  felt,  and  there  seemed 
to  be  no  tenderness.  The  bowel  sounds  were 
normal.  There  was  no  edema,  cyanosis,  or  club- 
bing. The  cranial  nerves  ll-XII  were  intact  and 
the  deep  tendon  reflexes  were  2-f  bilaterally 
and  equal.  There  were  no  pathological  reflexes. 
She  moved  all  four  extremities  spontaneously 
and  she  responded  to  pain  appropriately.  Her 
fundi  were  normal  with  no  evidence  of  papille- 
dema. 

Laboratory  Data:  The  hematocrit  on  admis- 
sion was  41%,  white  blood  cell  count  (WBC) 
was  8,300  with  a differential  of  12  juveniles,  63 
neutrophils,  21  lymphocytes,  and  4 monocytes. 
The  smear  was  normochromic  and  normocytic, 
and  platelets  were  adequate.  Urinalysis  revealed 
2 to  3 coarsely  granular  casts,  but  was  other- 
wise normal.  The  blood  urea  nitrogen  (BUN) 
was  15  mg/100  ml;  creatinine  1 mg/100  ml; 
and  blood  glucose  132  mg/100  ml  with  an  in- 
travenous infusion  running.  Calcium  was  9.6 
mg/100  ml;  magnesium  2.7  mg/100  ml;  phos- 
phorus 4.5  mg/100  ml;  sodium  134  mEq/liter; 
potassium  4.9  mEq/liter;  chlorides  108  mEq/ 
liter;  and  carbon  dioxide  content  13  mEq/liter. 
Prothrombin  time  was  12.9  seconds  with  a con- 
trol of  12.9  seconds.  The  alkaline  phosphatase 
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was  9.2  King-Armstrong  units;  serum  glutamic 
oxaloacetic  transaminase  (SCOT)  and  serum 
glutamic  pyruvic  transaminase  (SGPT)  were  46 
and  30  international  units.  Amylase  was  110 
Somogyi  units  and  lipase  was  0.  A stool  guaiac 
test  for  occult  blood  was  negative. 

On  lumbar  puncture,  the  opening  cerebro- 
spinal fluid  pressure  was  30  cm  of  water.  The 
CSF  protein  was  35  mg/100  ml  and  glucose 
85  mg/100  ml,  with  a blood  glucose  of  132 
mg/100  ml.  There  was  no  xanthochromia,  and 
the  red  cells  appeared  fresh. 

Blood,  CSF,  and  urine  cultures  all  were  nega- 
tive. Leptospiral,  febrile,  cold,  and  heterophile 
agglutinins  were  all  nonreactive.  Lupus  erythe- 
matosus preparations  were  negative.  Protein 
bound  iodine  was  5.0  iig/100  ml. 

Electrocardiograms  (ECG)  showed  sinus 
tachycardia  and  were  otherwise  normal.  A ro- 
entgenogram of  the  chest  was  normal.  The 
skull  was  within  normal  limits.  Brain  scan  was 
normal.  Electroencephalogram  (EEG)  showed 
diffuse,  poorly  organized,  and  very  slow  activity 
over  both  frontal  lobes,  consistent  with  a dif- 
fuse encephalopathy. 

Hospital  Course:  The  patient  was  treated  with 
supportive  measures  and  by  the  seventh  hospi- 
tal day  she  was  more  alert  and  responsive.  How- 
ever, she  continued  to  spike  daily  temperatures 
to  104  and  105  F rectally,  with  a concomitant 
increase  in  her  pulse  rate  to  130  to  140  beats/ 
minute.  On  the  fourth  hospital  day  her  tem- 
perature rose  to  106.4  F rectally,  and  she  had 
a purulent  exudate  coming  from  her  right  nos- 
tril. Roentgenograms  of  the  paranasal  sinuses 
showed  normal  development  and  aeration.  On 
the  fifth  hospital  day  an  EEG  was  repeated.  The 
bifrontal  slow  activity  was  not  as  severe  and 
again  there  was  no  evidence  of  focal  cerebral 


lesion.  Alcohol  sponges  and  aspirin  failed  to 
lower  the  temperature  and  the  patient  was 
placed  on  a cold  mattress.  By  the  eighth  hospital 
day  she  was  keeping  her  eyes  open  and  looking 
around  the  room,  but  did  not  appear  to  under- 
stand commands  and  did  not  speak.  On  the 
ninth  day  the  lumbar  puncture  was  repeated. 
The  CSF  protein  was  30  mg/100  ml;  glucose 
225  mg/100  ml;  and  chloride  124  mEq/liter. 
A simultaneous  blood  glucose  value  was  510 
mg/100  ml,  with  a BUN  of  36  mg/100  ml.  The 
electrolytes  remained  within  normal  limits;  CSF 
cultures  again  were  negative.  On  microscopic 
examination  there  were  3 WBCs,  2 lymphocytes, 
and  1 neutrophil,  and  3 fresh  RBCs/cu  mm. 
Total  bilirubin  was  0.5  mg/100  ml.  A repeat 
CBC  revealed  hematocrit  of  41%  with  WBC  of 
8,000/cu  mm  with  72  neutrophils,  16  lympho- 
cytes, and  12  bands,  with  322,000  platelets 
and  a reticulocyte  count  of  2.6%.  Repeat  alka- 
line phosphatase  and  serum  transaminase  val- 
ues were  normal.  Blood  gases  revealed  a pH 
of  7.53,  with  carbon  dioxide  pressure  of  48  mm 
Hg  and  oxygen  pressure  of  63  mm  Hg.  Repeat 
serum  calcium  was  9.0  mg/100  ml.  Fungal  ag- 
glutinins for  histoplasmosis,  yeast,  coccidioido- 
mycosis and  blastomycosis  were  all  nonreactive. 
The  rubella  serological  titer  was  1:160.  Serum 
magnesium  was  2.6  mg/100  ml.  On  the  tenth 
day  the  patient  was  found  dead  in  bed. 
Discussion:  Dr.  Aiue:  This  case  is  from  the  Ben 
Taub  Hospital,  and  Dr.  William  Riley  from  the 
Texas  Neurological  Clinic  will  discuss  the  case. 

Dr.  Riley:  This  case  probably  illustrates  the 
wisdom  of  picking  your  discussant  or  getting 
his  consent  before  showing  him  the  protocol. 
Had  I seen  the  protocol  first,  I’d  still  be  in  high 
gear  headed  west.  This  is  a perplexing  case, 
and  at  the  end  of  the  discussion  I will  remain 
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as  perplexed  as  were  the  clinicians  whose  pa- 
tient died  suddenly  after  a ten-day  hospital 
course  of  apparent  clinical  improvement.  This 
22-year-old  woman  presented  with  a three-day 
history  of  coryza,  rhinorrhea,  and  a mild  non- 
productive cough  for  which  she  had  been  taking 
Tuss-Ornade  and  aspirin.  I think  that  each  of 
us  probably  has  been  burned  enough  times  to 
wonder  what  else  she  may  have  been  taking. 
One  suggests  nothing  covert  here  other  than 
the  fact  that  you  deal  with  the  information  you 
have,  but  it  is  well  to  retain  an  index  of  suspi- 
cion for  those  things  which  are  not  volunteered 
to  you.  Tuss-Ornade  is  a relatively  innocuous 
preparation  including  antihistaminics,  antipy- 
retics, and  antitussives.  It  has  the  propensity 
in  overdose  to  cause  some  muscarinic-like  side 
effects  including  blurred  vision  and  dilated  pu- 
pils; it  can  cause  photophobia,  fever,  and  rapid 
pulse.  The  patient  had  a number  of  these  symp- 
toms. It  is  a sustained-release  preparation.  It  is 
entirely  possible  that,  while  becoming  unre- 
sponsive, the  patient  may  have  undergone  con- 
fusion sufficient  to  have  ingested  an  overdose 
of  this  or  other  medications.  She  was  also  tak- 
ing aspirin  and  again  we  will  have  to  retain  the 
question  of  how  much  of  each  of  these  prepara- 
tions she  did  take.  An  interesting  sidelight  of 
Tuss-Ornade  is  that  it  has  the  potential  for  sup- 
pressing the  uptake  and  suppressing  the 
PBI.  However,  the  patient’s  PBI  value  was 
normal. 

Dr.  McIntosh:  How  quickly  does  that  suppres- 
sion take  place? 

Dr.  Riley:  I didn’t  look  into  the  pharmacologic 
mode  by  which  it  accomplishes  this;  whether  it 
alters  the  binding  of  iodine  by  the  plasma  pro- 
tein or  whether  it  operates  on  the  iodine  level 
per  se,  I simply  don’t  know.  We  do  not  know 
that  she  wasn’t  taking  other  things  too.  She  was 
young  enough  to  be  at  hazard  of  taking  some 
of  the  other  things  with  which  young  people 
today  have  become  enamored,  such  as  drugs 
which  are  capable  of  producing  some  of  the 
physical  findings  that  she  displayed.  I’m  talking 
about  things  like  narcotics,  narcotic  analogues. 


“speed,”  and  the  like.  Her  husband  returned 
from  work  on  the  day  of  admission  and  found 
her  unresponsive,  lying  on  her  back,  and  breath- 
ing heavily  with  her  jaws  tightly  closed.  This 
may  be  important  in  view  of  the  subsequent 
course  of  events,  because  we  are  told  here  that 
she  had  trismus.  Tightly  clenched  jaws  are  an 
irritative  manifestation.  This  can  develop  as  a 
supratentorial  mechanism,  as  with  the  person 
who  is  volitionally  keeping  his  jaws  tightly 
clenched.  It  can  occur  as  a postictal  phenome- 
non. It  appears  in  association  with  processes 
such  as  tetanus  which  give  rise  to  generalized 
neuromuscular  irritability,  but  we  have  no  sug- 
gestion that  there  was  generalized  neuromuscu- 
lar irritability.  This,  then,  is  a relatively  localized 
finding  which  may  or  may  not  have  significance. 

“Breathing  heavily”  is  a lay  euphemism  and 
we  probably  should  think  about  the  mechanisms 
of  ventilation  and  ventilatory  response.  Nor- 
mally, we  are  in  a state  of  eupnea.  This  lady 
was  in  hyperpnea  and  as  a first  approximation, 
all  hyperpnea  is  central  neurogenic  hyperventi- 
lation and  is  due  to  some  triggering  of  an  in- 
adequate ventilatory  response  due  to  disordered 
physiologic  mechanisms  which  bring  gas  ex- 
change into  a disproportion  with  body  needs. 
As  one  progresses  down  the  neuraxis  in  terms 
of  levels  of  ventilatory  mechanism,  a normal 
person  with  a functioning  cerebral  cortex  is  in 
a state  of  eupnea.  With  dysfunction  that  re- 
duces the  patient  to  a diencephalic  level,  that 
patient  is  living  functionally  at  the  level  of  the 
basal  ganglia  and  goes  into  so-called  Cheyne- 
Stokes  or  periodic  respiration.  This  is  also  a 
p'nysiologic  mechanism  in  many  aging  individ- 
uals and  in  the  wards  of  a nursing  home,  you 
will  find  many,  otherwise  well,  older  people  with 
Cheyne-Stokes  respiration  as  they  doze  off. 
Thus,  in  a sense,  this  is  a physiologic  mechan- 
ism in  older  people  but,  in  the  young,  periodic 
respiration  is  a disorder  of  ventilation.  The  next 
lower  level  of  ventilatory  dysfunction  is  central 
neurogenic  hyperventilation  which  is  identifi- 
able with  midbrain  dysfunction.  The  midbrain 
in  this  state  is  really  disconnected  from  its  re- 
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sponsiveness  to  the  body’s  gas  needs.  Then, 
with  the  next  caudal  descent  of  dysfunction, 
one  goes  into  a state  of  “pontine  eupnea”;  it  is 
a pseudo-eupnea.  The  respirations  appear  nor- 
mal superficially.  There  is,  however,  a net  hypo- 
ventilation and  in  fact  the  patient  will  progres- 
sively develop  metabolic  distress.  This  is  not 
truly  a eupnea  in  any  sense.  Not  only  is  it  insuf- 
ficient for  ventilation,  but  also  it  is  without  some 
of  the  normal  periodic  interruptions  of  the  pat- 
tern of  eupnea  (about  once  every  three  minutes, 
each  of  us  takes  a deeper,  sighing  breath).  The 
final  stage  of  descent  is  so-called  ataxic  res- 
pirations, again  an  insufficient  ventilatory  mech- 
anism which  is  irregular  both  in  rate  and  in 
magnitude.  There  are  gasping  respirations  with 
the  gasps  varying  from  deep  to  shallow.  With 
dysfunction  below  this  level  there  is  apnea.  I 
have  developed  this  sequence  of  rostrocaudal 
dysfunction  relating  to  the  neuraxis  for  ventila- 
tory mechanisms  because  I think  it  may  play  a 
role  in  our  differential  considerations  later.  This 
patient  was  breathing  heavily  and,  I believe,  had 
central  neurogenic  hyperventilation  (Kussmaul 
breathing). 

She  was  blinking  but  could  not  communicate. 
This,  I think,  can  lead  us  astray.  This  raises 
the  question  of  aphasia,  a relatively  focal  mani- 
festation of  dysfunction  in  the  major  cerebral 
hemisphere.  The  patient  seems  awake  enough 
to  be  able  to  communicate  or,  more  precisely, 
seems  arousable  enough  to  be  capable  of  com- 
municating but  does  not  make  meaningful  ver- 
bal exchanges.  Let  us  set  that  aside  for  the  mo- 
ment, because  there  developed  no  other  mani- 
festations of  focal  cerebral  dysfunction  above 
the  brain  stem  level. 

She  was  brought  to  the  emergency  room 
stuporous  and  was  noted  to  have  bilaterally  di- 
lated pupils.  Dilated  pupils  suggest  a number 
of  mechanisms.  I mentioned  the  possibility  of 
Tuss-Ornade  producing  this  picture;  toxins  could 
do  it;  sympathomimetic  agents  could  do  it.  It 
may  reflect  dysfunction  of  the  third  nerves.  The 
extraocular  movements  were  said  to  be  normal, 
suggesting  that  the  third  nerves  at  least  were 


not  totally  disordered.  Further,  the  pupillary 
light  responses  were  normal,  suggesting  that 
the  parasympathetic  outflow  from  the  third 
nerves  were  relatively  intact  in  terms  of  the 
elicitation  of  a light  response.  Thus,  the  dilated 
pupils  seem  to  be  more  a mode  of  physiologic 
dysfunction  than  a reflection  of  hard-core  path- 
ologic alteration  of  the  anatomic  structures  at 
the  midbrain  level.  I’m  hammering  at  midbrain 
for  a reason  that  may  lead  me  astray.  There 
were  no  lateralizing  signs.  Her  stomach  was 
lavaged;  clearly,  someone  thought  that  she  had 
had  an  overdose  of  something.  There  is  no  alle- 
gation that  any  odors  were  detected  or  that 
there  was  other  evidence  of  ingestion  such  as 
signs  of  material  in  or  about  the  mouth,  or 
signs  of  burning  or  irritation  from  a chemical. 
But  the  thought  of  intoxication  was  raised  here, 
and  I am  going  to  dispel  this  for  now.  The  thing 
that  one  would  be  thinking  about  at  this  point 
would  be  aspirin,  because  she  was  said  to  be 
taking  it.  Moreover,  it  can  produce  hyperventila- 
tion and  many  of  the  other  physical  features 
that  this  patient  had.  I am  going  to  reject  that 
in  the  long  run. 

Young  women  are  susceptible  to  psychic 
trauma  and  frequently  decide  to  find  a better 
accord  with  reality  by  doing  away  with  it  all. 
Thus,  we  should  think  of  potential  toxic  agents 
that  may  produce  dilated  pupils,  hypertonia, 
and  unresponsiveness.  One  that  comes  to  mind 
is  methanol.  Generally,  intoxication  develops 
after  a latent  period  because  the  methanol  per 
se  is  not  toxic  but  it  has  to  be  metabolized  by 
alcohol  dehydrogenase  in  the  liver  to  formalde- 
hyde and  formic  acid,  which  are  toxic;  this  takes 
time.  Methanol  intoxication  might  explain  her 
state  of  hyperpnea  with  dilated  pupils.  She 
might  even  have  had  some  very  subtle  fundu- 
scopic  changes.  One  might  not  get  a history  of 
immediate  ingestion  of  methanol  because  its 
effects  might  not  become  apparent  for  40 
hours.  This  frequently  is  the  picture  in  methanol 
intoxication.  At  this  point,  with  fever,  tachycar- 
dia, and  hypertension  in  a presumably  previous- 
ly well  young  woman,  we  have  to  think  of  the 
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possibility  of  toxins,  intracranial  hemorrhage, 
other  catastrophic  episodes,  and  possibly  in- 
fection. Her  blood  pressure  was  somewhat  high 
to  be  explained  simply  by  partially  treated  or, 
at  this  point,  untreated  meningitis.  Her  respira- 
tions were  rapid.  The  protocol  states  that  the 
patient  appeared  to  be  disoriented;  it  is  rather 
hard  to  know  whether  a patient  is  disoriented 
or  not  unless  you  can  ask  them  where  they  are, 
what  time  it  is,  and  who  they  are.  I think  the 
better  description  was  that  the  patient  had  a 
confused,  blank  expression. 

Her  pupils  were  dilated.  It  would  be  helpful 
to  know  just  what  is  meant  by  dilation.  Num- 
bers convey  greater  meaning  than  euphemisms, 
because  many  young  people  have  relatively  di- 
lated pupils.  Our  pupils  get  smaller  each  year. 
People  in  their  twenties  have  pupils  which  will 
average  about  4.5  mm.  By  age  40  or  so  they 
should  be  about  3.5  mm  in  diameter;  and  at  50 
they  may  be  down  to  3 mm,  and  so  it  goes. 

She  had  a tendency  to  lapse  into  a drowsy, 
light-sleep  stage.  She  responded  to  tactile  stim- 
uli and  to  her  name  by  opening  her  eyes  and 
looking  about  but  she  did  not  speak.  This  again 
does  not  cause  us  to  regard  the  possibility  of 
disorder  in  central  language  formulation.  I think 
we  do  better  to  hold  ourselves  to  considering 
this  patient  to  be  disordered  in  attention  mech- 
anisms. This  drowsy  sleep  state  and  confusion 
I think  are  a sufficient  explanation  for  this.  Her 
head  was  normocephalic  and  there  was  no  evi- 
dence of  trauma.  The  pupils  were  round,  equal, 
and  reactive  to  light  but  were  quite  dilated. 
Again,  the  numbers  would  be  helpful.  Extra- 
ocular movements  appeared  to  be  intact. 

The  neck  was  supple  without  adenopathy. 
Could  this  patient  who  is  febrile,  confused,  dis- 
oriented or  stuporous,  have  meningitis  without 
having  meningismus?  By  and  large,  meningis- 
mus  is  a relatively  good  indication  of  meningeal 
irritation  or  infection  in  the  younger  age  group. 
It  is  a less  reliable  sign  with  adults  in  that 
older  patients  are  slower  to  produce  fever  and 
nuchal  rigidity  in  response  to  even  fairly  far 
advanced  infectious  processes  involving  the 


meninges.  In  this  patient,  I think  neck  supple- 
ness militates  rather  strongly  against  blatant 
meningitis.  Similarly,  when  we’re  told  that  her 
pupillary  responses  to  light  were  adequate,  the 
observation  might  have  been  made  at  this  point 
whether  or  not  she  manifested  photophobia. 
Photophobia  similarly  is  a reasonably  good  indi- 
cation of  meningeal  irritation.  The  absence  of 
photophobia  and  the  supple  neck  in  this  febrile 
patient  with  a history  of  infectious  illness  (and 
in  whom  we  don't  know  whether  there  had  been 
antecedent  antibiotic  therapy)  leads  me  to  set 
aside  the  possibility  of  meningitis. 

Cranial  nerves  ll-XII  were  intact.  The  person 
who  noted  this  is  setting  aside  his  own  repeated 
observation  of  dilated  pupils  in  telling  us  that 
he  regards  these  of  no  consequence  whatever. 
There  were  no  pathologic  reflexes.  She  moved 
all  four  extremities  spontaneously  and  she  re- 
sponded to  pain  appropriately.  Her  fundi  were 
normal  with  no  evidence  of  papilledema.  Now 
that’s  bothersome,  because  again,  papilledema 
takes  time  to  develop  and  it  probably  is  much 
better  to  say  in  a case  like  this  what  things  lead 
you  to  this  inference.  The  inference  has  been 
made  that  there  is  no  evidence  of  papilledema. 
This  should  be  based  on  a number  of  findings 
that  the  examiner  might  have  put  together  in 
order  to  make  this  inference:  good  venous  pul- 
sations visible  on  the  optic  disk,  no  evidence  of 
engorgement  of  the  retinal  veins,  no  increased 
tortuosity  of  these  veins,  and  no  elevation  of 
the  disk  margins  or  blurring  thereof.  These 
findings  are  probably  the  earliest  to  develop 
with  increased  intracranial  pressure  in  the  pa- 
tient who  is  going  to  go  on  to  develop  blatant 
papilledema.  In  examining  the  patient  initially, 
it  is  probably  well  to  note  precisely  what  your 
observations  are  in  these  regards. 

From  the  laboratory  data  we  have  two  things 
that  might  lead  us  to  think  of  nephrogenic 
causes.  The  patient  had  a couple  of  coarsely 
granular  casts  and  a rather  impressive  systemic 
arterial  hypertension.  The  BUN  was  15  mg/100 
ml,  however,  and  the  creatinine  was  1 mg/100 
ml.  The  patient  was  hyperpneic  and  subnormal- 
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ly  responsive  and  with  a low  carbon  dioxide 
pressure.  Is  this  acidosis  of  methanol  intoxica- 
tion or  a metabolic  acidosis  with  an  attempt  at 
respiratory  balancing  through  the  mechanism  of 
central  neurogenic  hyperventilation?  I suggest 
the  latter.  Certainly  aspirin  intoxication,  mid- 
brain dysfunction  and  systemic  infection  would 
be  explanations  for  this.  On  lumbar  puncture, 
the  opening  pressure  was  30  cm  of  water  which 
was  an  impressive  elevation.  It  would  have  been 
helpful  to  know  whether  the  patient  had  gener- 
alized muscular  rigidity,  opisthotonos,  or  some 
other  reason  for  the  pressure  to  be  spuriously 
elevated.  Setting  aside  the  fact  that  we  don't 
have  these,  I will  still  accept  this  as  a remark- 
able elevation  of  the  CSF  pressure.  Protein  was 
35  mg/100  ml,  CSF  sugar  was  85  mg/100  ml, 
with  a blood  sugar  of  about  one-third  again  as 
much.  There  was  no  xanthochromia,  and  the 
RBCs  appeared  fresh;  and  that’s  nice  to  know, 
isn’t  it?  Flow  many  of  them  appeared  fresh? 
How  many  were  there?  How  many  WBCs  went 
along  with  them?  I think  that  it’s  imperative 
that  we  should  have  that  information,  but  we 
don’t.  This  business  of  RBCs  appearing  fresh 
is  really  pure  tommyrot,  because  when  you  put 
a RBC  in  spinal  fluid,  which  by  and  large  is 
hypotonic  relative  to  the  cell’s  content,  that  cell 
is  going  to  get  nice  and  plump;  it’s  not  going  to 
get  crenated  as  it  would  in  hypertonic  saline. 
So  those  fresh-appearing  RBCs  tell  you  that  if 
in  fact  they  were  normal,  they  appeared  there 
within  the  past  20  minutes,  and  if  in  small  num- 
bers, they  probably  were  the  product  of  the 
needle.  A simple  experiment  shows  that  activity; 
Take  a drop  of  CSF  and  add  it  to  a tiny  bit  of 
blood  taken  from  the  same  patient  at  the  same 
time,  put  them  under  the  microscope  and  watch 
them;  within  20  minutes  most  of  those  RBCs 
will  have  become  ghost  cells.  They  will  have 
disgorged  their  content  of  hemoglobin  into  the 
fluid  and  you  can  watch  a linear  association 
between  time  and  numbers  of  ghost  cells. 

The  skull  films  were  within  normal  limits. 
Brain  scan  was  normal;  unless  we  had  history 
suggesting  why  it  should  not  have  been  normal. 


we  would  not  expect  the  brain  scan  to  be  of  great 
help  in  this  patient  at  this  time.  The  EEC 
showed  about  what  you  would  expect — diffuse, 
poorly  organized,  and  very  slow  activity  over 
both  frontal  lobes  consistent  with  diffuse  en- 
cephalopathy, which  is  what  she  has  clinically. 
The  patient  was  treated  with  supportive  mea- 
sures. I wish  I knew  what  that  meant,  because 
I know  physicians  who  consider  intravenous  ad- 
ministration of  chloramphenicol  and  steroids  to 
be  supportive  therapy,  and  others  for  whom  as- 
pirin represents  aggressive  treatment.  By  the 
seventh  hospital  day,  she  was  more  alert  and 
responsive.  However,  she  continued  to  spike 
daily  temperatures  to  104  or  105  F rectally  with 
concomitant  increase  in  the  pulse  rate  to  130 
to  140  beats/minute.  On  the  fourth  hospital 
day  her  temperature  rose  to  106.4  F rectally, 
and  she  had  purulent  exudate  coming  from  her 
right  nostril.  This  is  why  I think  it  is  important 
that  those  skull  x-rays  were  normal.  This  pa- 
tient’s illness  began  with  an  upper  respiratory 
infection.  We  don’t  know  whether  or  not  she 
was  treated  with  antibiotics.  She  had  diffuse  en- 
cephalopathy. I don’t  know  if  she  had  encepha- 
litis or  meningitis  associated  with  this  because 
we  do  not  know  the  number  of  white  cells  pres- 
ent; all  of  the  cultures  were  reported  negative. 
Had  the  patient  been  halfway  treated  either  with 
something  she  was  given  by  her  local  physician 
or  with  something  that  she  had  left  over  from 
one  of  her  previous  upper  respiratory  tract  in- 
fections, the  cultures  might  well  be  negative  and 
the  patient  still  might  have  an  ongoing  infec- 
tious process.  But,  she  either  had  an  active  pyo- 
genic infection  that  would  not  be  cultured  be- 
cause it  had  been  partially  treated  or  because 
its  organisms  would  not  grow  on  the  media  be- 
ing used,  or  she  had  pus  under  pressure  some- 
where. Yet  the  WBCs  on  admission  and  subse- 
quently gave  no  indication  of  pus  under  pres- 
sure anywhere.  Still,  her  course  was  one  of 
daily  temperature  spikes  of  significant  degree; 
we  have  to  think  about  infectious  causes  for  her 
illness.  One  might  consider  a pyogenic  process 
such  as  an  abscess,  either  a long-standing  in- 
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tracerebral  abscess  that  had  been  smoldering 
quietly  and  for  which  we  have  no  history,  or  an 
epidural  abscess  which  could  have  originated 
from  the  paranasal  sinuses.  In  this  acute  course 
these  may  not  have  caused  clear  changes  on 
the  skull  x-ray  such  as  bony  sclerosis  or  bony 
erosion  from  the  pyogenic  infection.  We  are  told 
subsequently  that  sinus  films  were  thought  to 
show  adequate  aeration  of  the  sinuses.  Certain- 
ly an  epidural  abscess  could  explain  the  EEC 
and  findings  of  this  patient. 

In  thinking  of  infectious  processes  that  might 
produce  this  picture,  I think  we  should  consider 
again  the  trismus  with  which  she  presented. 
We  must  think  of  the  possibility  that  she  had  a 
cryptogenic  infection  due  to  a clostridial  organ- 
ism, and  had,  in  fact,  tetanus.  We  have  not 
been  told  that  she  had  generalized  tetany,  so 
that  with  this  and  the  rest  of  the  normal  find- 
ings I’ll  reject  that.  Could  she  have  had  ma- 
laria? I don’t  know  where  she  had  been,  if  any- 
where except  Houston.  It  may  be  that  she  came 
from  elsewhere  and  had  cerebral  malaria. 

Could  she  have  had  a viral  inflammation 
manifesting  a viral  encephalitis?  She  had  no 
history  of  seizures,  but  there  was  disorientation, 
delirium,  and  stupor.  The  picture  certainly  is 
consistent  with  the  viral  inflammation.  The  fe- 
vers are  quite  remarkable.  She  had  no  enan- 
themata  or  exanthemata;  there  was  no  other 
systemic  evidence  of  this.  One  cannot  easily  set 
aside  the  purulent  nasal  exudate.  X-rays  of  the 
paranasal  sinuses  showed  normal  development 
and  aeration.  I think  that  we  have  to  keep  this 
infection  and  its  close  proximity  to  the  closed 
box  of  the  calvarium  as  reasonably  linked  fac- 
tors. It  would  have  been  nice  if  someone  had 
observed  Pott’s  puffy  tumor  or  a boggy  swelling 
over  the  region  of  the  frontal  sinuses,  which  is 
sometimes  seen  with  pyogenic  infection  in  the 
upper  respiratory  passage  and  which  is  seen  in 
association  with  epidural  abscess  of  the  calvar- 
ium. On  the  fifth  hospital  day  an  EEC  was  re- 
peated. The  bifrontal  slow  activity  was  not  as 
severe,  and  again  there  was  no  evidence  of  fo- 
cal cerebral  lesion.  This  fits  with  the  report 


that  the  patient  was  more  responsive  and  arous- 
able,  so  this  is  not  discrepant  with  the  clinical 
picture.  Alcohol  sponges,  aspirin,  and  use  of 
cold  mattresses  failed  to  lower  the  temperature. 
I presume  that  was  because  these  supportive 
measures  did  not  include  antibiotics,  or  at  least 
an  antibiotic,  appropriate  for  whatever  infection 
was  causing  her  fever.  By  the  eighth  hospital 
day  the  patient  was  keeping  her  eyes  open  and 
looking  about  the  room  but  did  not  appear  to 
understand  commands  and  did  not  speak.  This 
could  still  be  diffuse  cerebral  irritation  and  not 
necessarily  aphasia.  However,  the  possibility  ex- 
ists that  this  patient  was  functionally  transected 
at  the  level  of  the  midbrain;  that  these  midbrain 
findings  and  this  respiratory  pattern  indeed  re- 
lated to  primary  midbrain  dysfunction;  and  that 
the  patient  was  in  a state  of  akinetic  mutism. 
The  patient  with  akinetic  mutism  doesn’t  move 
and  doesn’t  speak,  and  is  in  a state  of  coma 
vigil.  It  was  said  that  she  moved  all  four  ex- 
tremities in  normal  fashion  previously.  I don’t 
know  that  she  was  doing  so  on  the  eighth  day, 
however.  This  was  a change  in  her  neurologic 
status.  She  was  then  looking  about  and  pre- 
sumably following  moving  objects  with  her  eyes. 
She  was  capable  of  fixaton,  fusion,  and  follow- 
ing movements  which  are  reflections  of  cerebral 
hemispheric  activity  function  of  the  connections 
with  the  third  nerve  and  brain  stem.  She  could 
have  had  dysfunction  in  the  central  tegmentum 
of  the  pons  at  this  point  to  account  for  this. 
This  would  represent  the  beginning  of  a rostro- 
caudal  gradient  of  dysfunction  that  could  be  a 
central  mechanism  for  her  deteriorating  course. 
On  the  ninth  day  the  lumbar  puncture  was  re- 
peated. The  CSF  protein  level  was  still  normal. 
The  glucose  level  was  quite  high  but  then  so 
was  the  systemic  glucose,  and  I presume  that 
the  patient  was  still  getting  intravenous  fluids. 
CSF  chloride  was  124  mg/100  ml.  The  blood 
glucose  value  was  510  mg/100  ml;  the  BUN 
had  gone  up  to  36  mg/100  ml.  The  electro- 
lytes remained  within  normal  limits.  I don’t 
know  how  they  remained  within  normal  limits 
when  her  carbon  dioxide  content  was  quite  de- 
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pressed  previously.  Cultures  of  the  second  lum- 
bar puncture  vjere  negative  again.  On  micro- 
scopic examination  now,  there  were  only  3 
WBCs,  we  are  told.  Had  she  had  massive  extra- 
vasation of  blood  into  the  CSF  earlier,  when  we 
were  told  that  the  RBCs  appeared  fresh,  she 
would  have  more  white  cells  because  of  the 
meningeal  reaction  to  the  spilled  blood.  I think 
most  would  accept  3 WBCs,  even  though  one  of 
them  is  a neutrophil,  as  being  within  normal 
limits.  I am  uncomfortable  when  I see  any  neu- 
trophils in  the  spinal  fluid.  Could  this  one  little 
neutrophil  be  indicative  of  epidural  infection? 
There  should  be  more  cells  if  there  were  an 
epidural  abscess.  Total  bilirubin  was  0.5  mg/ 
100  ml.  The  repeat  CBC  demonstrated  that  the 
hematocrit  was  41%.  The  WBC  was  only  8,000, 
which  is  somewhat  unexpected  with  all  of  this 
fever.  The  differential  count  showed  72  neutro- 
phils, 16  lymphocytes,  and  12  bands  with  ade- 
quate platelets.  Blood  gases  were  quite  remark- 
able: the  patient  had  been  overbreathing  at 
least  at  the  time  of  admission;  she  had  central 
neurogenic  hyperventilation  and  now  she  was 
alkalotic.  Previously  she  had  a carbon  dioxide 
content  of  13  and  now  it  was  up  to  48  mm  Hg. 
This  suggests  the  possibility  that  some  combin- 
ation of  a number  of  things  had  happened.  The 
electrolytes,  we  are  told,  had  remained  normal 
— even  though  they  weren’t  normal  on  admis- 
sion or  on  the  ninth  day.  The  pC02  v\/ent  up  and 
the  pOo  was  only  63  mm  Hg.  Now  the  patient 
may  have  been  hypoventilating  and  in  net  car- 
bon dioxide  retention.  This  hypoventilation  may 
represent  the  transition  from  midbrain  dysfunc- 
tion to  pontine  dysfunction.  The  patient  may 
have  gone  into  pontine  pseudo-eupnea.  On  day 
nine  the  patient  was  an  akinetic  mute  who  had 
net  hypoventilation  and  was  demonstrating  a 
gradient  of  rostrocaudal  dysfunction,  a wave  of 
dysfunction  moving  down  the  brain  stem  of  a 
patient  who  previously  had  remarkably  elevated 
CSF  pressure.  We’re  not  told  what  the  pressure 
was  the  second  time  that  the  tap  was  done.  I 
wish  we  had  that  significant  bit  of  information. 


Repeat  calcium  value  was  9 mg/100  ml;  fungal 
agglutinins  were  nonreactive.  The  rubella  sero- 
logical titer  was  1:160,  serum  magnesium  was 
2.6  mg/100  ml. 

I suggest  that  documentation  of  neurological 
changes  during  this  interval  would  have  shown 
further  signs  of  rostrocaudal  progression  of 
brain  stem  dysfunction.  Hernia  would  have  been 
observed.  The  possibility  is  quite  good  that  this 
patient  had  elevated  CSF  pressure  to  a remark- 
able degree  at  the  time  of  the  second  lumbar 
puncture,  and  probably  hernia  developed  follow- 
ing that  procedure.  I don’t  think  the  patient 
died  a cardiac  death.  I don’t  think  that  she 
died  a cerebral  death.  Why?  We  have  not  had 
a coherent  story  of  clear-cut  progressive  neuro- 
logic deficit,  and  this  is  going  to  remain  some- 
thing of  an  enigma.  We  don’t  have  a history  of 
trauma  so  I’m  going  to  set  aside  traumatic 
causes  of  her  progressive  neurologic  dysfunc- 
tion. We  don’t  have  any  evidence  that  she  had 
degenerative  disease  of  the  nervous  system. 
What  about  a developmental  abnormality  that 
predisposed  her  to  overreact  to  what  otherwise 
would  have  been  a relatively  mild  affliction? 
Could  this  patient  have  had,  for  instance,  an 
Arnold-Chiari  malformation,  a Klippel-Feil  de- 
formity, basilar  impression,  or  other  posterior 
fossa  disease  which  made  her  vulnerable  to 
massive  dysfunction  from  what  otherwise  would 
be  a trivial  illness?  This  is  possible,  and  the 
skull  films  might  or  might  not  show  this  to  us. 
For  instance,  the  patient  could  have  an  Arnold- 
Chiari  malformation  with  normal  skull  films. 
This  conjecture  obviously  is  carrying  me  way 
out  on  a limb,  but  I’m  trying  to  think  in  terms 
of  predisposing  and  precipitating  factors  for 
this  patient’s  unexpected  demise.  The  course 
of  her  illness  was  inconsistent  with  expectation 
derived  from  the  history.  Could  she  have  had 
an  unidentified  neoplasm  that  presented  no  fo- 
cal manifestations?  If  so,  it  would  have  to  be  a 
midline  neoplasm.  I reject  a posterior  fossa 
neoplasm  because  there  have  been  no  consist- 
ent features  suggesting  it.  A suprasellar  neo- 
plasm such  as  craniopharyngioma  could  have 
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produced  early  midbrain  dysfunction  with  a 
course  of  deterioration  due  to  minimal  brain 
swelling  with  obstruction  of  the  aqueduct  and 
herniation  leading  to  death. 

Could  she  initially  have  had  a postictal  con- 
dition, and  all  of  this  clinical  picture  be  entirely 
unrelated?  I suppose  she  could,  but  I reject 
that.  Metabolic  encephalopathies  are  another 
group  of  problems  we  should  consider.  Could 
she  have  been  in  thyroid  storm  with  hyperten- 
sion, tachycardia,  tachypnea,  and  fever?  The 
normal  PBI  level  suggests  not,  although  it  is 
possible  that  the  Tuss-Ornade  altered  the  PBI. 
I have  little  enthusiasm  for  that  possibility. 
Could  she  have  had  a nephrogenic  problem? 
Certainly  she  had  high  voltage  delta  waves 
which  were  dominant  frontally  and  looked  like 
the  triphasic  waves  seen  in  hepatic  failure,  hy- 
percapnea,  and  renal  failure.  She  had  a rising 
BUN,  a few  casts  in  the  urine  initially,  and  hy- 
pertension. Nevertheless  I will  reject  neurologic 
dysfunction  secondary  to  renal  failure. 

Could  it  be  that  she  had  a complication  of 
undiagnosed  diabetes  mellitus,  but  that  her 
physicians  denied  themselves  this  information 
by  plugging  in  their  intravenous  glucose  infu- 
sion before  they  got  appropriate  sugar  deter- 
minations? I suppose  this  is  possible,  and  in 
that  case  we  might  start  thinking  of  unusual 
viral  and  fungal  infections  of  the  CNS  seen  in 
association  with  diabetes — the  reticuloendothe- 
lioses  and  other  debilitating  illnesses.  I don’t 
think  she  died  of  infection  with  mucormycosis 
or  Nocardia  or  other  exotic  infections.  I don’t 
think  she  had  Tuss-Ornade  or  aspirin  intoxica- 
tion. I don’t  think  she  was  taking  some  kind  of 
happiness  pills;  nor  do  I think  she  died  of  meth- 
anol intoxication. 

Her  illness  started  with  an  upper  respiratory 
infection.  She  went  on  to  have  purulent  exudate 
from  a nostril.  She  was  not  noted  to  have  Pott’s 
puffy  tumor.  Whether  or  not  she  was  partially 
treated  before  she  was  hospitalized,  she  may 
have  had  a pyogenic  infection  of  the  frontal 
bones  resulting  in  an  epidural  abscess,  either 
subfrontally  or  in  other  relationship  to  the  eth- 


moids,  the  sphenoids,  or  the  frontal  sinuses.  I 
think  this  is  a reasonable  consideration  and  I 
am  going  to  hammer  at  it  because,  of  all  the 
things  that  we  have  discussed,  this  is  among 
the  most  satisfactorily  treatable.  Were  this  pos- 
sibility clinically  suspect,  an  aggressive  diag- 
nostic evaluation  would  be  indicated  including 
cerebral  angiography.  If  this  entity  were  found, 
the  patient  should  be  treated  for  it  with  anti- 
biotics and  with  surgical  drainage. 

I don’t  think  that  she  had  clostridial  infec- 
tion. I doubt  that  she  had  cerebral  malaria  de- 
spite the  intrigue  of  this  daily  febrile  spike.  I 
suppose  she  could  have  had  viral  encephalitis. 
It  would  be  helpful  to  know  the  time  of  year 
when  she  was  stricken.  Certainly  the  course 
was  not  that  of  the  usual  viral  encephalitis.  If 
she  had  viral  encephalitis,  then  she  still  had  to 
have  some  structural  abnormality  of  the  CNS  to 
trigger  herniation  and  death  without  a more 
consistent  gradient  of  rostrocaudal  dysfunction 
and  herniation.  I reject  the  possibility  that  she 
had  an  old  cerebral  abscess  in  the  region  of 
the  left  sylvian  fissure.  I doubt  that  she  was,  in 
fact,  aphasic  and  had  this  clinical  picture  with- 
out any  localizing  or  lateralizing  cerebral  signs, 
and  that  she  finally  herniated  from  expansion 
of  her  abscess  or  spread  therefrom.  I’d  be  in- 
terested in  any  thoughts  that  anyone  else  has. 

Dr.  Harold  Brown:  Dr.  Riley,  what  about  the 
medications  that  young  housewives  frequently 
take  like  the  new  contraceptive  pills?  There 
have  been  numerous  reports  of  sudden  develop- 
ment of  cerebral  thrombosis  on  this  basis. 
Could  this  be  a possibility  to  explain  some  of 
the  neurological  findings? 

Dr.  Rdey:  We  are  aware  of  and  concerned 
about  the  vascular  problems  seen  in  associa- 
tion with  the  use  of  the  pill.  These  are  particu- 
larly prevalent  in  young  women  who  have  a 
migraine  diathesis.  In  fact,  any  woman  with  a 
chronic  headache  problem  should  be  regarded 
as  having  a fairly  strong  contraindication  to  the 
use  of  the  pill.  I would  expect  that  had  this  pa- 
tient had  any  of  the  vascular  problems  associ- 
ated with  the  use  of  the  pill,  that  she  would 
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have  presented  signs  of  focal  cerebral  dysfunc- 
tion. This  case  would  be  an  even  more  unusual 
presentation  for  that  problem  than  for  some  of 
the  other  things  that  I have  entertained.  It 
could  be,  but  I don’t  like  it  without  focal  pre- 
senting signs. 

Dr.  Awe:  Thank  you  for  that  excellent  dis- 
cussion. I apologize  for  not  giving  you  the  cell 
count  on  the  first  lumbar  puncture. 

Pathologic  Findings:  Dr.  Suzuki:  The  cardinal 
pathologic  finding  was  acute  viral  encephalitis 
with  death  attributed  to  complications  of  the 
encephalitis.  No  gross  lesions  were  observed. 
Microscopically,  the  cerebral  white  matter  re- 
vealed perivascular  infiltration  of  mononuclear 
round  cells  and  microglial  cells  (Fig  1).  Sec- 
tions taken  from  the  corpus  striatum,  thalamus, 
and  hypothalamus  showed  degeneration  of  neu- 
rons. The  neuronal  changes  were  characterized 
by  eccentric  displacement  of  the  nucleus,  cen- 
tral chromatolysis,  and  neuronophagy  (Figs  2 
and  3).  There  were  lesions  in  the  midbrain,  but 
the  changes  were  slight.  The  section  of  the  mid- 
brain showed  neurons  with  abundant  melanin 
pigment,  and  most  of  the  neurons  were  intact. 
However,  there  were  small  foci  of  the  collection 
of  glial  cells.  The  dentate  nucleus  of  the  cere- 
bellum was  also  affected  by  neuronal  degener- 
ation and  glial  cell  proliferation  (Fig  4).  The 
pons  and  medulla  oblongata  revealed  prolifera- 
tion of  hypertrophic  astrocytes  (Fig  5).  The 
histopathologic  changes  of  the  brain  may  be 
summarized  as  follows:  (1)  neuronal  degener- 
ation, (2)  glial  cell  reaction,  and  (3)  blood 
vessel  change  with  perivascular  round  cell  in- 
filtration. These  lesions  were  present  in  the 
cerebrum,  corpus  striatum,  diencephalon,  mid- 
brain, lower  brain  stem,  and  cerebellum.  The 
overall  morphology  was  characteristic  of  acute 
viral  encephalitis. ^'2 

The  liver  was  enlarged,  weighing  4,000  gm, 
about  three  times  the  normal.  Grossly  and  mi- 
croscopically, the  liver  showed  fatty  change. 
The  lungs  were  heavy,  weighing  1,100  gm  to- 
gether. The  main  pulmonary  arteries  were  oc- 
cluded by  thromboemboli,  bilaterally.  Grossly 
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7.  The  white  matter  of  the  thalamus, 
showing  perivascular  infiltration  (cuffing)  of 
mononuclear  round  cells  and  microglial 
cells.  Hematoxylin  and  eosin  stain,  X 144. 


2.  A neuron  in  the  hypothalamus  with  peripheral 
displacement  of  the  nucleus  and  loss  of 
Nissl’s  substance  in  central  cytoplasm  (central 
chromatolysis).  Hematoxylin  and  easin  stain, 

X 900. 


Volume  67,  January,  1971 


119 


CLINICOPATHOLOGIC  CONFERENCE 


S.  Another  neuron  in  the  claustrum  that  was 
invaded  by  glial  cells  (neuronophagy). 

A round  pyknotic  nucleus  is  in  the  center. 
Hematoxylin  and  eosin  stain,  X 900. 
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4.  Formation  of  glial  nodule  (Babes  nodule)  in  the 
dentate  nucleus  characterized  by  accumulation 
of  microglial  cells,  astrocytes,  and 
oligodendrocytes.  Hematoxylin  and  eosin 
stain,  X 360. 


and  microscopically,  there  was  no  evidence  of 
pulmonary  infarction.  The  thromboembolism 
was  considered  a terminal  event  and  the  imme- 
diate cause  of  death.  The  pulmonary  parenchy- 
ma showed  edema  fluid  in  alveolar  spaces  and 
congestion  of  septal  capillaries  and  focal  acute 
bronchopneumonia. 

The  final  major  anatomical  diagnoses  are: 
(1)  acute  viral  encephalitis;  (2)  fatty  change  of 
the  liver;  (3)  focal  bronchopneumonia;  and  (4) 
massive  bilateral  pulmonary  thromboembolism. 
An  attempt  to  culture  virus  from  the  postmor- 
tem brain  tissue  failed,  because  the  specimen 
was  lost. 

The  serologic  tests  for  the  infections  of  ar- 
bovirus, adenovirus,  and  mumps,  poliomyelitis, 
and  herpes  viruses  were  all  negative  on  this 
patient.  The  only  positive  serologic  result  was 
for  rubella  with  a hemagglutination  inhibition 
test  titer  of  1:160  and  a complement  fixation 
test  titer  of  1:32.  Two  frozen-stored  serum 
specimens  were  taken  eight  days  apart,  and 
serologic  titers  in  the  immunoglobulins  frac- 
tionated by  sucrose  gradient  density  centrifu- 
gation were  tested  further  for  rubella  infection 
in  the  laboratory  of  Dr.  William  H.  Rawls  of  the 
Baylor  College  of  Medicine.  The  antibody  activ- 
ity for  rubella  by  hemagglutination  inhibition 
test  was  elevated  in  the  IgG  fraction  (1:512 
and  1:256  on  the  two  specimens)  but  not  ele- 
vated in  the  IgM  fraction.  These  serologic  re- 
sults indicate  that  the  patient  had  rubella  virus 
infection  in  the  past  but  not  during  the  terminal 
30  days  or  so.  Therefore,  rubella  encephalitis 
is  only  a remote  possibility  in  this  case.  Ru- 
bella encephalitis  in  adults  is  extremely  rare. 

Dr.  John  Sharp:  Dr.  Suzuki,  was  there  a rise 
of  the  rubella  antibody  titer? 

Dr.  Suzuki:  This  was  a single  specimen.  We 
have  the  advantage  of  some  supplemental  in- 
formation on  these  serological  results.  The 
complement  fixation  test  was  also  elevated. 
Certainly  on  the  purely  morphologic  ground  we 
will  not  be  able  to  differentiate  between  arbo- 
viral  encephalitis  and  rubella  encephalitis. 

Dr.  Sharp:  I agree  that  there  is  some  evi- 
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dence,  though  remote,  for  a rubella  etiology, 
but  I doubt  if  one  can  really  make  a firm  con- 
clusion with  a single  serologic  test. 

Dr.  Martin  Lidsky:  How  carefully  was  evi- 
dence for  perivascular  cuffing  looked  for  in 
other  systems  of  the  body? 

Dr.  Suzuki:  Perivascular  cuffing  was  scat- 
tered throughout  the  brain,  but  not  in  the  spinal 
cord.  In  the  rest  of  the  body  there  was  none, 
just  in  the  brain. 

Physician:  I think  that  the  titer  is  conclusive 
that  this  patient  has  at  one  time  or  another  had 
rubella,  but  I don’t  think  it  tells  us  that  it  is  a 
re-expression. 

Final  Clinical  Diagnosis:  Encephalitis,  either 
viral  or  toxic. 

Dr.  Riley’s  Diagnosis:  Epidural  abscess. 

Final  Pathological  Diagnoses:  Viral  encepha- 
litis; massive  pulmonary  thromboembolism. 
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5.  Proliferation  of  astrocytes  in  the  medulla 
oblongata.  Hypertrophic  astrocytes  with  lobulated 
or  indented  nuclei  (center)  are  distinct 
from  small  oligodendrocytes  and  microglial 
cells.  Hematoxylin  and  eosin  stain,  X 360. 
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SOME  PEOPLE 
JUST  CANT 
MAKE  UP 
THEIR 
MINDS 


But  When  It’s  A Matter  Of  Insurance  Coverages,  Texas  Phy- 
sicians Are  Not  “Fence  Straddlers”.  They  Have  Given  The 
T.M.A.  Group  Coverages  An  Overwhelming  Endorsement. 

Here’s  Why:  THE  T.M.A.  GROUP  PLAN  OFFERS  YOU 

1.  A COMPREHENSIVE  PACKAGE  OF  BENEFITS,  INCLUD- 
ING GROUP  LIFE,  DISABILITY,  OFFICE  OVERHEAD,  PER- 
SONAL ACCIDENT  AND  MAJOR  MEDICAL  INSURANCE. 

2.  HIGH  AMOUNTS  OF  COVERAGE. 

3.  EXCEPTIONAL  SERVICE  AND  TIGHT  CONTROL  OF  THE 
PROGRAM  BY  YOUR  OWN  STATE  ASSOCIATION. 

For  Details  and  Enrollment  Material,  Contact 

TEXAS  MEDICAL  ASSOCIATION 

INSURANCE  SERVICE  OFFICE 
1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Underwritten  By 

Pnidential 
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County  society  presents 
rare  books  to  school 

“With  grateful  appreciation,”  a collec- 
tion of  rare  medical  books  was  formally 
accepted  by  The  University  of  Texas 
System  Board  of  Regents  from  the 
trustees  of  the  Bexar  County  Medical 
Library  Association. 

The  collection,  which  includes  origi- 
nal editions  of  some  of  the  outstand- 
ing classics  in  the  history  of  medicine, 
will  be  housed  at  The  University  of 
Texas  Medical  School  at  San  Antonio 
Library  in  a special  room  to  be  called 
the  Pat  Ireland  Nixon  History  of  Medi- 
cine Room.  The  room  was  named  in 
recognition  of  the  important  role  the 
late  Dr.  Pat  Ireland  Nixon  played  in 
documenting  the  history  of  medicine 
in  Texas.  A prominent  San  Antonio 
physician  and  well-known  medical  his- 
torian, Dr.  Nixon  authored  a book  on 
the  first  100  years  of  the  Texas  Medi- 
cal Association,  entitled  A History  of 
the  Texas  Medical  Association,  1853- 
1953. 

Among  the  editions  in  the  Bexar 
County  Medical  Library  History  of  Med- 
icine Collection  are  two  rare  15th  cen- 
tury books  and  many  important  edi- 
tions of  the  16th,  17th,  and  18th  cen- 
turies. 

Since  its  inception,  the  collection 
has  been  housed  in  the  headquarters 
building  of  the  Bexar  County  Medical 
Society.  Members  of  the  society  will 
continue  to  have  access  to  the  library. 

Dean  of  the  medical  school  Dr.  F. 
C.  Pannill  said,  “The  addition  of  this 
collection,  to  which  many  San  Antonio 
physicians  and  citizens  have  contrib- 
uted over  many  years,  will  give  the 
new  medical  school  important  status 
as  a medical  history  collection  and  will 
provide  a firm  basis  for  the  develop- 
ment of  medical  history  studies  in  this 
region.” 

Journal  predicts  decline 
in  number  of  primary  MDs 

A report  in  the  Nov.  9,  1970,  issue  of 
Medical  Economics  predicts  that  pri- 
mary physicians  (i.e.,  general  practi- 
tioners, internists,  and  pediatricians) 
will  be  in  the  minority  by  1971. 

Breaking  the  bubble  of  those  con- 
cerned with  the  thinning  ranks  of  GP’s 
who  consoled  themselves  by  believing 
that  the  internists  and  pediatricians 
were  taking  up  the  slack,  the  article 
states  that  by  1971  primary  physicians 
will  no  longer  constitute  at  least  50% 
of  all  private  practitioners. 

In  mid-1965,  these  three  groups  ac- 


counted for  57%  of  all  the  180,000 
doctors  in  private  practice.  But,  by 
mid-1970,  the  article  notes,  primary 
physicians  constituted  just  over  half 
of  the  198,000  private  practitioners. 
Of  the  total  of  50.3%  primary  physi- 
cians, GP’s  accounted  for  29.9%,  in- 
ternists for  14.2%,  c.'Td  pediatricians 
for  6.2%. 

The  article  reports,  “The  supply  of 
GP’s  has  kept  on  dwindling,  and  while 
there  are  more  internists  and  pedia- 
tricians, they  haven’t  multiplied  suffi- 
ciently to  offset  the  loss.” 

American  Medical  Association  fig- 
ures do  not  lend  a happy  outlook, 
either.  Medical  Economics  says  that 
the  latest  tally  showed  that  only  25% 
of  the  residents  in  training  are  in  the 
primary  physician  fields,  with  more 
than  one-third  of  these  residents  being 
foreign  medical  graduates  who  plan  to 
return  to  their  homelands. 

Genetics  testing  facilities 
available  for  Dallas  MDs 

Various  forms  of  abnormalities  that 
stem  from  chromosome  anomalies  can 
now  be  detected  just  prior  to  or  after 
the  birth  of  a child  by  a new  genetics 
testing  laboratory  at  The  University  of 
Texas  (Southwestern)  Medical  School. 

The  new  “Human  Cytogenetic  Clini- 
cal Service  Laboratory,”  operating  on 
the  basis  of  medicine’s  increased  abil- 
ity to  detect  and  predict  genetic  prob- 
lems, is  designed  to  offer  genetic  test- 
ing facilities  to  area  physicians  who 
might  not  have  the  specialized  per- 
sonnel and  equipment  required  for 
accurate  testing. 

Dr.  Costas  D.  Kastritsis,  associate 
professor  at  the  medical  school,  heads 
the  laboratory’s  operations. 

He  explained  that  chromosomal  ab- 
normalities account  for  a significant 
percentage  of  mental  retardation. 

“We  can  detect  practically  all  kinds 
of  chromosomal  anomalies  in  num- 
ber,” said  Dr.  Kastritsis.  He  added, 
“Suppose  a 35-year-old  woman  be- 
comes pregnant.  Every  statistic  we 
have  shows  that  she  has  a higher  risk 
of  having  an  abnormal  child  due  to  a 
genetic  accident  than  a mother  of  a 
younger  age  . . . the  amniocenteses 
procedure  is  practically  100%  safe. 
The  doctor  can  send  the  sample  to  us, 
and  we  can  tell  if  the  developing  em- 
bryo is  chromosomally  abnormal.” 

The  laboratory  can  also  perform 
tests  on  potential  parents,  especially 
when  previous  pregnancies  have  re- 
sulted in  the  birth  of  chromosomally 
abnormal  children. 


Reading  of  chest  x-rays 
via  TV  said  possible 

Some  morning,  the  chest  specialist 
may  walk  into  his  office  and  turn  on 
a television  to  begin  his  day’s  work  of 
reading  x-rays  and  making  diagnoses 
of  tuberculosis. 

Boston  investigators,  fascinated  by 
the  idea  of  adapting  telemedical  tech- 
niques to  reach  patients  with  lung  dis- 
ease in  remote  and  medically  disad- 
vantaged urban  areas  who  may  not 
have  access  to  chest  specialists,  have 
performed  a test  beaming  of  chest 
x-rays  over  closed-circuit  TV  and  have 
obtained  quite  satisfactory  results. 

The  test  procedure  and  findings  are 
reported  in  a current  issue  of  the 
American  Review  of  Respiratory  Dis- 
ease, the  official  publication  of  the 
American  Thoracic  Society. 

Via  the  closed-circuit  TV,  three  tele- 
diagnosticians, including  a hospital 
radiologist,  were  shown  100  x-rays 
taken  from  the  files  of  a hospital  spe- 
cializing in  the  care  of  TB  patients. 
The  radiologist  had  read  the  x-rays 
some  six  months  prior  to  the  test 
beaming. 

In  the  interest  of  simplicity,  the 
panelists  were  instructed  only  to  con- 
sider the  abnormal  shadows  that  are 
characteristic  of  TB  and  to  assess  the 
degree  of  involvement. 

According  to  Dr.  Raymond  L.  H. 
Murphy,  a member  of  the  investigat- 
ing team,  gross  abnormalities  were  as 
obvious  on  the  microwave-transmitted 
images  as  they  were  on  direct  viewing 
of  the  original  x-rays.  “Control  of  the 
intensity  of  illumination  of  the  view 
box  and  control  of  contrast  and  bright- 
ness on  the  television  monitor  allowed 
accentuation  and  diminution  of  fea- 
tures on  the  roentgenograms  not  eas- 
ily attainable  by  conventional  radio- 
graphic  methods,”  noted  Dr.  Murphy. 

All  three  panelists  agreed  on  classi- 
fication in  92  cases,  but  were  unable 
to  agree  in  eight.  Disagreement  usually 
centered  on  intensity  of  the  illness, 
with  the  panelists  reading  the  TV  x- 
rays  tending  to  rate  illness  as  more 
severe  than  the  hospital  records 
showed. 

The  two  outside  panelists  over- 
looked only  one  mild  case  of  TB,  while 
the  radiologist  turned  in  a perfect 
record. 

The  test  results  convinced  the  in- 
vestigators that  microwave  transmis- 
sion of  chest  roentgenograms  is  feasi- 
ble with  currently  available  techniques. 
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$277,000  Ford  grant 
given  to  Southwestern 

A $277,000  grant  from  the  Ford  Foun- 
dation to  The  University  of  Texas 
(Southwestern)  Medical  School  at  Dal- 
las was  accepted  Dec.  4,  1970,  by  the 
UT  System  Board  of  Regents. 

The  grant  is  for  a five-year  period 
and  will  be  under  the  direction  of  Dr. 
Samuel  M.  McCann.  Dr.  McCann  and 
his  co-workers  plan  to  use  the  funds 
to  study  the  complex  factors  which 
trigger  hormones  that  stimulate  ovula- 
tion in  the  female.  The  ultimate  aim 
of  the  study  is  to  synthesize  the  hypo- 
thalamic factors  in  order  to  either  pro- 
mote or  retard  fertility. 

Unrestrained  child  in  car 
endangers  all  occupants 

Small  children  unrestrained  in  a car 
during  an  auto  accident  are  not  only 
in  peril  themselves;  they  often  endan- 
ger others  by  becoming  “misguided 
missiles,”  reports  a recent  article  in 
the  Dallas  Times  Herald. 

Otolaryngologist  Dr.  James  A.  White, 
III,  of  Alexandria,  La.,  told  participants 
in  a scientific  session  of  the  64th  con- 
vention of  the  Southern  Medical  Asso- 
ciation in  Dallas  that  “the  real  damage 
to  the  large  bones  of  these  children’s 
faces  often  isn’t  realized  for  years.” 

Explaining  that  in  the  confusion  of 
the  emergency,  prompt  attention  is 
given  to  the  child’s  more  obvious, 
immediate  injuries  such  as  cuts  and 
bruises,  broken  arms  and  legs,  and 
internal  injuries,  the  physician  noted 
that  “multiple  fractures  of  the  bones 
around  the  temple,  mouth,  and  upper 
teeth  often  have  gone  undetected.” 
This  observation  was  made  by  Dr. 
White  after  a study  of  the  records 
at  a hospital  in  Alexandria  for  some  20 
years. 

“No  one  notices  until  the  child  is 
8 or  10  years  old.  Then,  they  bring 
him  into  the  office  asking  why  his 
head  looks  different  on  one  side.” 

“They  also  may  sustain  central  ner- 
vous system  damage  from  which  they 
recover,  but  the  injury  to  the  bony 
structure  of  the  face  remains  and  be- 
gins to  show  up  as  head  distortion 
as  they  grow,”  explained  Dr.  White. 

Small  children  seated  without  any 
type  of  restraint  in  either  the  front  or 
the  back  seat  of  the  auto  can  also  in- 
jure others  by  becoming  “missiles,” 
he  stated. 

“In  even  a relatively  minor  accident, 
the  flying  child  becomes  a dangerous 
missile  as  he  hurtles  forward,”  noted 
the  physician. 


Restraining  the  small  child  in  either 
an  infant  carrier  or  a toddler  seat 
greatly  reduces  the  possibility  that  the 
child  will  be  harmed  himself  or  will 
endanger  others  in  the  car.  Dr.  White 
reported  that  no  currently  manufac- 
tured seat  belt  or  shoulder  harness  can 
safely  hold  a child  until  he  has  at- 
tained a height  of  at  least  55  inches. 

To  combat  the  problem  of  undetect- 
ed injuries  to  children,  some  physi- 
cians in  Dr.  White’s  hometown  are  now 
routinely  ordering  x-rays  on  the  skulls 
of  all  babies  involved  in  traffic  mishaps. 

UT  scientists  call  laser 
experiment  a 'success’ 

The  project  scientist  in  charge  of  the 
lunar  laser-ranging  experiment  being 
conducted  at  The  University  of  Texas 
McDonald  Observatory  has  called  the 
project  an  “unqualified  success.” 

“Our  breakthrough  in  data  rates 
indicates  we  will  be  able  to  fulfill  all 
of  our  original  objectives,”  said  Dr. 
Eric  Silverberg,  who  heads  the  five- 
man  project  team. 

The  laser-ranging  experiment  was 
initiated  in  July,  1969,  when  Apollo  11 
astronaut  Neil  Armstrong  placed  the 
first  reflector  on  the  moon’s  surface. 

It  took  a month  for  UT  astronomers 
to  locate  the  18-  by  18-inch  reflector, 
but  once  located,  the  project  accel- 
erated at  a rapid  pace. 

“We  have  had  46  acquisitions  (both 
visual  and  computer-guided  sightings) 
of  the  moon  within  the  past  two 
months,”  said  Dr.  Silverberg.  “And 
those  acquisitions  have  had  an  accu- 
racy to  about  two  feet — or  a thousand 
times  better  than  any  measurements 
previous  to  the  laser  experiment.” 

At  the  present  time.  Dr.  Silverberg 
and  his  staff  of  four  scientists  work 
around  the  clock  in  their  ranging-ac- 
quisition program. 

According  to  Dr.  Silverberg,  the 
current  project  has  a life  expectancy 
of  at  least  10  more  years,  and  during 
that  time,  the  scientists  expect  to  sat- 
isfy their  objectives.  Eventually,  sever- 
al ground  stations  operating  through- 
out the  world  will  be  required.  Dr.  Sil- 
verberg predicted  that  Japan,  France, 
and  the  Soviet  Union  will  soon  join  UT 
McDonald  as  routine  observing  sta- 
tions. 

Having  brought  the  Apollo  11  rang- 
ing program  from  infancy  to  the  point 
where  data  accumulation  has  “be- 
come an  automatic  thing,”  the  as- 
tronomers are  looking  forward  to  the 
Apollo  14  lunar  mission,  which  is 
scheduled  for  Feb.  5,  1971.  Apollo  14 


astronauts  will  carry  a pulsed  ruby 
laser  reflector  when  they  descend  on 
the  moon’s  surface. 

The  point-to-point  measurements 
made  at  UT  McDonald  Observatory 
determine  at  any  given  time  the  dis- 
tance between  the  observatory  and 
the  reflector. 

The  value  of  one  or  more  compact 
arrays  of  high-precision  optical  corner 
reflectors  deployed  on  the  surface  of 
the  moon  is  that  they  can  serve  as 
bench  marks  to  which  precise  range 
measurements  can  be  made. 

From  the  data  retrieved,  scientists 
can  study  such  phenomena  as  polar 
motion  of  the  earth,  continental  drift, 
the  length  of  a day,  and  information 
on  gravity  and  relativity. 

MD  notes  unusual  aspect 
of  psychotics’  language 

A psychiatrist  has  reported  in  a recent 
issue  of  Medical  World  News  what  he 
terms  an  “astonishing”  aspect  of  lan- 
guage that  he  uncovered  during  his 
work  with  criminally  insane  patients  in 
the  forensic  unit  of  the  New  Jersey 
State  Hospital  in  Trenton. 

Delving  into  the  relationship  be- 
tween language  and  thought,  a sub- 
ject that  has  fascinated  psychologists, 
linguists,  and  anthropologists  for 
many  years.  Dr.  Julio  C.  Del  Castillo 
gives  examples  of  mentally  disturbed 
patients  who  when  interviewed  in  their 
native  tongue  displayed  psychotic  re- 
actions, but  did  not  show  psychotic 
symptoms  when  speaking  in  another 
language  they  had  learned  later  in  life. 

Dr.  Del  Castillo,  in  the  American 
Journal  of  Psychiatry  (vol.  127,  no.  2) 
tells  of  one  experience  in  which  he  and 
two  other  psychiatrists  interviewed  a 
28-year-old  Cuban  who  had  been 
charged  with  murder.  Dr.  Del  Castillo 
and  another  Spanish-speaking  psy- 
chiatrist spoke  to  the  patient  in  his 
native  tongue,  and  both  physicians  en- 
countered the  same  type  of  psychotic 
response.  However,  when  evaluated  by 
the  third  psychiatrist,  who  spoke  with 
the  man  in  English,  the  patient  was 
found  to  be  “coherent,  factual,  and 
free  from  overt  psychotic  manifesta- 
tions.” 

In  another  case,  an  elderly  Italian 
woman,  also  charged  with  murder, 
was  observed  to  speak  only  in  her 
native  language  when  she  was  upset. 
At  other  times,  however,  she  would 
speak  in  English  and  would  discuss 
the  tragedy  at  length.  During  these 
times,  she  insisted  she  did  not  mean 
to  kill  anyone.  However,  when  she 
spoke  Italian  (usually  with  visiting  rel- 
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MAKE  YOUR  HOTEL 
RESERVATION  TODAY! 


Select  your  choice  of  hotel  from  the  list 
below,  complete  the  reserv.ation  card,  ad- 
dress it  to  the  hotel  of  your  choice  and 
mail  it  today.  Preference  will  be  honored 
as  far  as  possible,  and  confirmation  will 
be  sent  directly  to  you  from  the  hotel. 


RATES 

SINGLES 

DOUBLES 

TWINS 

SUITES 

Scientific  Sessions  Headquarters 

SHAMROCK  HILTON  HOTEL 

$15-$30 

$21-$36 

$21-$36 

$50  & up 

Attn.  Reservations  Dept. 

P.  0.  Box  2848 

Houston,  Texas  77001 

Business  Sessions  Headquarters 

ASTROWORLD  HOTEL 

$14-$24 

$16-$28 

$16-$28 

$40  & up 

Attn.  Convention  Reservations 
P.  0.  Box  1555 

Houston,  Texas  77001 
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MARRIOTT  MOTOR  HOTEL 

Dept. 

$15$20 

$20-$25 

$20-$25 

2100  S.  Braeswood 

Houston,  Texas  77025 

THE  TOWERS 

$12-$16 

$16-$22 

$18-$24 

2130  Holcombe  Blvd. 

Houston,  Texas  77025 

Rooms  at  all  hotels  will  not  be  held  after  6 p.m.  unless  requested. 


HAVE  YOUR  TICKETS  READY  FOR  YOU 
WHEN  YOU  GET  TO  HOUSTON 


PLAN  NOW  TO  ATTEND! 
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ASSOCIATION 


1971  ANNUAL 
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AVOID  the  lines,  the  last  minute  rush,  and  the  possi- 
bility of  missing  out  on  the  TMA  functions  listed  below. 
Fill  out  this  form,  mail  it  to  TMA  with  your  check,  and 
your  tickets  will  be  waiting  for  you. 

GENERAL  MEETING  LUNCHEON— Friday,  May  7, 
12:30  p.m..  Shamrock  Hilton  Hotel.  Featured  speaker 
will  be  Cmdr.  Joseph  P.  Kerwin,  MC  USN,  NASA 
Astronaut,  Houston. 

GENERAL  MEETING  LUNCHEON— Saturday,  May  8, 
12:30  p.m..  Shamrock  Hilton  Hotel.  Featured  speaker 
will  be  The  Honorable  Lloyd  M.  Bentsen,  Jr.,  United 
States  Senator  from  Texas,  Washington,  D.  C. 
“SATURDAY  NIGHT  AT  THE  ASTROWORLD”— A fabu- 
lous cocktail  party,  dinner,  dance  Saturday,  May  8, 
7:30  p.m..  Main  Ballroom  of  the  Astroworld  Hotel. 
Dress  is  semi-formal.  Price  includes  cocktail  reception, 
dinner,  entertainment. 

CONTINENTAL  BREAKFAST  ROUND  TABLES— Friday, 
May  7,  and  Saturday  May  8,  8:15-9:30  a.m..  Shamrock 
Hilton  Hotel.  There  is  no  charge,  but  attendance  is 
limited  and  tickets  necessary.  Have  juice,  coffee,  and 
rolls  with  a guest  speaker,  then  participate  in  an  in- 
formal discussion  period. 
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ADVANCE,  BUY 
TICKETS  AND 
MAKE  HOTEL 
RESERVATIONS 


41  Guest  Speakers 


plus  250  special  and  TMA-member  speakers 


Frank  J.  Ayd,  Jr.,  M.D. 

Baltimore,  psychiatry 

Walter  C.  Bornemeier,  M.D. 
Chicago,  President 
American  Medical  Association 
Philip  S.  Brachman,  M.D. 

Atlanta,  public  health 
Alston  Callahan,  M.D. 
Birmingham,  ophthalmology 
Ronald  J.  Catanzaro,  M.D. 

West  Palm  Beach,  Fla.,  psychiatry 
Donald  L.  Cooper,  M.D. 

Stillwater,  Okla.,  sports  medicine 
William  H.  Crosby,  Jr.,  M.D. 
Boston,  internal  medicine 
Eric  Denhoff,  M.D. 

Providence,  R.  I.,  pediatrics 
Stanley  Deutsch,  M.D. 

Chicago,  anesthesiology 
Bruce  H.  Drukker,  M.D. 

Detroit,  obstetrics  and  gynecology 

Donald  B.  Effler,  M.D. 

Cleveland,  thoracic  surgery 
Z.  Z.  Godlowski,  M.D. 

Chicago,  endocrinology 


Robert  W.  Goltz,  M.D. 

Denver,  dermatology 
James  F.  Holland,  M.D. 
Buffalo,  internal  medicine 
(oncology) 

William  F.  House,  M.D. 

Los  Angeles,  otology 
Robert  H.  Jebsen,  M.D. 
Cincinnati,  physical  medicine 
and  rehabilitation 

Edward  J.  Kowalewski,  M.D. 

Akron,  Pa.,  President 
American  Academy  of  General 
Practice 

Philip  Kramer,  M.D. 

Boston,  internal  medicine 
(gastroenterology) 

Chang  Ling  Lee,  M.D. 

Chicago,  pathology 
A.  Edward  Maumenee,  M.D. 
Baltimore,  ophthalmology 
Lloyd  M.  Nyhus,  M.D. 

Chicago,  surgery 
Joseph  H.  Ogura,  M.D. 

St.  Louis,  otolaryngology 
A.  Edward  O’Hara,  M.D. 
Philadelphia,  radiology 


Chester  M.  Pierce,  M.D. 

Boston,  psychiatry  and  neurology 
Peter  Randall,  M.D. 

Philadelphia,  plastic  surgery 
Sylvia  0.  Richardson,  M.D. 
Cincinnati,  pediatrics 
Leon  Saizman,  M.D. 

New  York,  psychiatry 
Wendell  G.  Scott,  M.D. 

St.  Louis,  radiology 
William  S.  Smith,  M.D. 

Ann  Arbor,  orthopaedic  surgery 

Colonel  John  P.  Stapp,  USAF  MC 
(Retired) 

Washington,  D.  C.,  Science 
Advisor, 

National  Highway  Safety  Bureau, 

U.  S.  Department  of 

Transportation 

Maus  W.  Stearns,  Jr.,  M.D. 

New  York,  proctology 
Heni7  N.  Wagner,  Jr.,  M.D. 
Baltimore,  internal  medicine, 
radiology  and  radiological  science 
Morton  M.  Ziskind,  M.D. 

New  Orleans,  internal  medicine 
(pulmonary  diseases) 


GENERAL  MEETING 
LUNCHEON  SPEAKERS: 


THE  HONORABLE  LLOYD  M.  BENTSEN,  JR. 
United  States  Senate 
Washington,  D.  C. 


CMDR.  JOSEPH  P.  KERWIN,  MC  USN 
NASA  Astronaut 
Manned  Spacecraft  Center 
Houston 
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Friday,  May  7,  8:15-9:30  a.m. 

1.  TREATMENT  OF  LEUKEMIA 
— YEA  OR  NAY 

Joint  Presentation:  William 
H.  Crosby,  M.D.,  Boston, 
and  James  F.  Holland, 

M.D.,  Buffalo 

2.  INGUINAL  HERNIA — 
SURGICAL  THERAPY 
Lloyd  M.  Nyhus,  M.D., 
Chicago 

3.  FEMALE  SEXUALITY 
Leon  Saizman,  M.D., 

New  York 

4.  INJURIES  ASSOCIATED 
WITH  SEAT  BELTS 
William  S.  Smith,  M.D., 

Ann  Arbor 

5.  AESTHETIC  SURGERY  OF 
FACE  AND  EARS 

Peter  Randall,  M.D., 
Philadelphia 

6.  DIAGNOSIS  AND  TREAT- 
MENT OF  BACTERIAL 
PNEUMONIA 

Morton  M.  Ziskind,  M.D,, 
New  Orleans 


Saturday,  May  8,  8:15-9:30  a.m. 

7.  INCOMPETENT  URETHRA 
Bruce  H.  Drukker,  M.D., 

Det  roit 

8.  HIATUS  HERNIA:  FACTS 
AND  FANCIES 

Philip  Kramer,  M.D., 

Boston 

9.  TESTING  FOR  HEPATITIS 
Chang  Ling  Lee,  M.D., 
Chicago 

10.  SPEECH  AND  LANGUAGE 
DISORDERS  OF  YOUNG 
CHILDREN 

Sylvia  O.  Richardson,  M.D., 
Cincinnati 

11.  CRASH  PROTECTION  OF 
MOTOR  VEHICLE 
OCCUPANTS 

Colonel  John  P.  Stapp, 
Washington,  D.  C. 

12.  PULMONARY  THROMBO- 
EMBOLISM 

Henry  N.  Wagner,  Jr.,  M.D., 
Baltimore 

13.  CLINICAL  ENTITIES  IN 
UVEITIS 

A.  Edward  Maumenee,  M.D., 
Baltimore 


atives),  she  became  suspicious  and 
paranoid.  Dr.  Del  Castillo  stated  that 
the  patient  is  “obviously  psychotic, 
whichever  language  she  uses,”  but  the 
woman  is  "much  more  severely  unbal- 
anced” when  using  her  native  tongue. 

The  psychiatrist  speculates  that  if 
a foreign-speaking  person  who  thinks 
and  dreams  in  his  native  language  be- 
comes psychotic,  he  will  distort  reality 
when  using  that  language.  However,  if 
he  also  speaks  another  language — one 
which  requires  some  effort  to  under- 
stand and  to  respond  in — the  person 
is  forced  to  think  and  thus  is  put  in 
better  contact  with  reality. 

Dr.  Del  Castillo  emphasizes  that  this 
observation  is  merely  speculation  and 
that  additional  studies  in  many  disci- 
plines are  necessary  before  the  phe- 
nomenon can  be  explained  or  under- 
stood. 


Army  lists  4 rules 
for  collecting  fees 

From  the  Office  of  the  Surgeon  General 
of  the  US  Army  comes  this  list  of  four 
steps  for  physicians  to  follow  when 
billing  the  Army  for  professional  ser- 
vices rendered  to  military  personnel 
requiring  emergency  treatment  while 
absent  on  authorized  leave  from  their 
duty  stations. 

1.  Establish  identification.  All  mem- 
bers of  the  Army,  who  are  on  active 
duty,  should  carry  some  sort  of  iden- 
tification showing  their  full  name,  rank 
or  grade,  social  security  number  or 
service  number,  and  duty  station.  Ex- 
amples of  such  identification  are  an 
Armed  Forces  Identification  Card,  an 
authorized  pass,  official  orders.  Re- 
quest & Authority  for  leave  (DA  Form 
31),  or  travel  orders.  Physicians  should 
ask  to  see  this  identification  and 
should  copy  the  document  and  retain 
the  copy  for  use  when  submitting  the 
bills  to  the  Army. 

2.  Notify  the  nearest  Army  Sur- 
geon’s Office.  The  patient  or  a mem- 
ber of  the  hospital  staff  should  call  the 
nearest  Army  Surgeon’s  office  immedi- 
ately when  emergency  civilian  medical 
treatment  is  required.  In  Texas  and 
surrounding  states,  physicians  should 
contact  the  surgeon  at  the  Headquar- 
ters, Fourth  US  Army,  Fort  Sam  Hous- 
ton, Tex.  During  duty  hours,  the  phy- 
sician may  dial  (AC  512)  221-4323  or 
(AC  512)  221-2013;  off-duty  hour  calls 
should  be  made  to  (AC  512)  221-2745. 

A record  should  be  made  of  the 
call,  including  date  and  time,  name 
of  headquarters  called,  and  full  identi- 
fication of  the  person  accepting  the 


call  for  the  Army.  The  cost  of  the  noti- 
fication is  considered  a legitimate 
charge  to  the  Army  and  should  be  in- 
cluded with  the  medical  bill.  However, 
the  Army  will  not  reimburse  physicians 
for  personal  calls  made  by  or  for  the 
patient. 

3.  How  to  bill.  Bills  should  be  sub- 
mitted in  quadruplicate,  showing  all 
the  information  acquired  in  step  1. 
Individual  charges  for  each  type  of 
service  (i.e.,  ambulance,  diagnostic, 
medical,  surgical,  or  other),  along 
with  the  inclusive  dates  of  service, 
should  be  listed  on  the  bill. 

A signed  certificate  embodying  the 
following  statement  is  also  required: 
“I  certify  that  the  services  were  neces- 
sary in  the  treatment  of  the  above 
named  person;  that  the  services  were 
as  stated;  and  the  charges  are  not  in 
excess  of  those  customarily  made  in 
this  vicinity.” 

4.  Mailing  the  bill.  Physicians  should 
then  mail  the  bill  to  the  appropriate 
Army  surgeon  for  the  area  in  which 
the  service  was  rendered.  Texas  phy- 
sicians should  send  bills  to  Command- 
ing General,  Fourth  US  Army,  Attn.: 
Surgeon,  Fort  Sam  Houston,  Tex. 
78234. 


MDs  give  ^healthy’  advice 
to  county  residents 

In  the  first  of  a three-part  "Healthy, 
Wealthy,  and  Wise”  forum  sponsored 
by  the  Corpus  Christi  Caller-Times  and 
various  local  organizations,  physicians 
from  the  Nueces  County  Medical  Soci- 
ety advised  a crowd  in  Corpus  Christi's 
Del  Mar  College  Auditorium  on  how  to 
achieve  the  first  goal  of  the  forum’s 
title. 

An  article  in  a recent  issue  of  the 
Corpus  Christi  Caller  reports  the  main 
points  made  by  the  Nueces  County 
physicians  were  (1)  stay  slim,  (2) 
exercise  regularly,  but  don’t  overdo  it, 
(3)  quit  smoking,  (4)  avoid  excessive 
drinking,  (5)  have  periodic  checkups, 
and  (6)  stay  happy! 

Taking  part  in  the  presentations 
were  Dr.  William  E.  Morris  who  advo- 
cated regular  physical  examinations  to 
detect  ailments  as  soon  as  possible 
and  told  the  audience  three  reasons 
for  not  getting  too  fat;  Dr.  Leroy  A. 
Boriack  who  spoke  on  the  value  of 
regular  exercise  and  on  smoking;  Dr. 
Donald  E.  Jackson  who  listed  the 
seven  warning  signs  of  cancer  for  the 
Corpus  Christi  crowd;  Dr.  Henry  Oliver 
who  discussed  the  growing  problem  of 
alcoholism  in  our  country;  and  Dr.  E. 
L.  Holt  who  addressed  the  group  on 


"Chronic  Unhappiness — The  Greatest 
Illness.” 

Dr.  Morris  urged  adult  women  to 
have  twice-a-year  checkups  and  men 
over  40  to  see  their  physician  at  least 
once  a year.  On  the  subject  of  obesity, 
the  physician  listed  three  reasons  for 
not  getting  fat: 

1.  Insurance  companies  point  out 
that,  statistically,  every  five  pounds  of 
extra  weight  shorten  life  by  one  year. 

2.  Obesity  causes  fatigue  and  plac- 
es an  extra  burden  on  the  heart. 

3.  The  only  benefit  of  fat  is  that 
it  insulates  us  from  cold  weather  and 
is  a storehouse  against  starvation. 

Dr.  Boriack  stressed  that  while  safe 
and  sensible  exercise  programs  are 
usually  valuable  for  everyone,  over- 
exertion can  be  a problem.  He  noted 
that  a medical  checkup  is  an  absolute 
prerequisite  for  a beneficial  program 
of  exercise. 

The  doctor  also  warned  the  audi- 
ence of  the  dangers  inherent  in  smok- 
ing. "Speaking  of  eliminating  pollu- 
tion,” he  said,  "we  should  start  with 
our  own  body.” 

A review  of  the  seven  warning  sig- 
nals of  cancer  was  provided  by  Dr. 
Jackson.  He  stressed  the  importance 
of  getting  a medical  examination  if 
any  of  these  signs  are  observed,  and 
he  noted  that  early  detection  is  impor- 
tant in  curing  cancer. 

Dr.  Oliver  reported  on  the  3%  of 
the  US  population  who  are  striken  by 
the  illness  called  alcoholism.  He  told 
the  audience  that  the  most  difficult 
thing  in  treatment  of  this  disorder  is 
getting  the  alcoholic  to  recognize  that 
his  drinking  is  a problem. 

Rounding  out  the  presentations  was 
Dr.  Holt  who  discussed  unhappiness, 
"the  greatest  illness.”  Dr.  Holt  recom- 
mended that  each  person  hold  "a 
board  of  directors  meeting  with  him- 
self every  three  months,”  making  a 
note  of  the  things  he  would  like  to 
accomplish.  Then,  at  the  end  of  three 
months,  the  person  should  review  his 
goals  to  see  if  he  has  achieved  them. 
If  not,  the  person  should  look  more 
critically  at  what  he  wants  to  achieve, 
since  disappointment  and  unhappi- 
ness are  usually  the  end  results  of 
failing  to  accomplish  what  one  sets 
out  to  do. 

Others  who  participated  in  the  pro- 
gram by  answering  written  questions 
from  the  audience  at  the  conclusion 
of  the  presentations  were  Drs.  Adam 
McNitzky,  William  M.  Fant,  and  Willis 
G.  Goodenow. 

Thus,  in  only  a few  hours,  several 
local  concerned  physicians  may  have 
influenced  in  some  way  the  united 
health  of  their  community. 
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Various  pieces  of  mail  fill  both  the  time  and  the  desk  of  TMA’s 

executive  secretary  C.  Lincoln  Williston.  He  not  only 

corresponds  with  Association  members,  he  also  keeps  abreast  of  medical 

news  around  the  world  by  reading  many  national,  state,  and 

local  medical  journals. 


Staffers  Jeanette  Prentice  (left) 
and  Willella  Lundgren  discuss  plans 
for  the  Association’s  latest 
tour  offer.  Sponsorship  of  tours 
to  such  exotic  places  as  the  Orient 
and  the  South  Pacific  are  relatively 
new  services  of  the  Association. 


Secretary  and  staff  serve  Texas  MDs 


Responding  to  the  needs  and  wishes 
of  10,750  Texas  physicians  is  by  no 
means  an  easy  task,  but  it  is  one  that 
is  vital  to  the  effective,  productive 
operation  of  an  organization  such  as 
Texas  Medical  Association. 

Perhaps  the  embodiment  of  this  tre- 
mendous chore  is  the  office  of  execu- 
tive secretary  of  the  Association,  a 
post  that  has  been  held  for  the  past 
I6V2  years  by  C.  Lincoln  Williston. 

Mr.  Williston,  a journalism  graduate 
of  the  University  of  Illinois,  describes 
his  job  as  one  that  involves  a great 
variety  of  duties  and  responsibilities, 
but  one  that  is  extremely  challenging 
and  rewarding. 

“I  am  basically  responsible  for  the 
executive  management  of  the  Head- 
quarters staff  and  the  administra- 
tive functions  of  the  Association,”  he 
notes.  In  addition,  he  is  responsible 
for  the  recruitment  and  activities  of 
the  staff  and  must  implement  admin- 
istratively the  decisions  of  the  Associ- 
ation’s boards,  councils,  and  commit- 
tees. 

The  executive  secretary  of  TMA  is  di- 
rectly responsible  to  the  Association’s 
Board  of  Trustees,  which  in  turn  is 
accountable  to  the  House  of  Delegates. 

Mr.  Williston  points  out  that  TMA 
is  somewhat  different  from  other  or- 


ganizations, in  that  it  is  truly  based 
on  the  democratic  principle,  with  deci- 
sion-making divided  between  many 
bodies  and  involving  approximately  450 
physicians  who  hold  leadership  posi- 
tions. The  Association  has  not  concen- 
trated the  primary  responsibility  for 
policy  determination  in  any  one  indi- 
vidual, such  as  the  President  or  the 
chairman  of  the  Board. 

A typical  day  in  the  life  of  the  execu- 
tive secretary  is  filled  with  the  sounds 
of  knocking  on  the  door  and  ringing 
telephones. 

A major  portion  of  his  time  is  spent 
visiting  with  physicians  who  drop  by 
the  Headquarters  Building  and  talking 
with  Association  members  over  the  tele- 
phone. He  also  visits  with  a great  num- 
ber of  allied  health  personnel,  civic 
leaders,  and  salesmen  to  accomplish 
the  work  of  the  Association. 

Thus,  every  day  is  busy,  but  of  ne- 
cessity, the  schedule  for  each  day  must 
be  flexible.  Mr.  Williston  stresses  that 
since  his  job  is  to  serve  all  the  doctors 
of  Texas — and  not  just  a portion — he 
should  be  available  to  see  every  indi- 
vidual who  comes  into  the  Association 
Headquarters. 

In  addition  to  personal  contacts  and 
telephone  conversations,  the  secre- 
taries in  the  Administrative  Office  keep 
their  typewriters  clacking  almost  con- 
stantly to  keep  up  with  the  tremen- 
dous volume  of  correspondence  re- 
quired to  carry  out  the  Association’s 
business. 

“Almost  every  phone  call  results  in 
a letter,”  says  Mr.  Williston.  “After  all, 
if  the  doctor  is  concerned  enough  to 
call  for  information,  then  that  informa- 
tion is  vitally  important  to  him.” 

If  the  requested  information  is  not 
immediately  available,  the  doctor  will 
be  kept  up  to  date  on  the  activities  of 


the  staff  in  trying  to  trace  what  he 
has  requested. 

Or,  if  the  physician  simply  calls  to 
make  known  his  views  on  a subject, 
he  will  receive  a short  personal  note 
from  the  executive  secretary  telling  him 
that  a record  of  his  views  has  been 
forwarded  to  the  appropriate  TMA  body 
for  consideration.  In  this  way,  explains 
Mr.  Williston,  all  Texas  physicians  have 
an  opportunity  to  express  their  views 
and  to  be  assured  that  their  views  wili 
be  given  thoughtful  consideration  by 
their  colleagues. 

Mr.  Williston  follows  a policy  of  try- 
ing to  personally  answer  every  letter 
or  call  on  the  same  day  it  is  received 
or,  at  the  most,  within  24  hours  of  its 
arrival. 

However,  personal  contact  with  As- 
sociation members  is  only  one  facet 
of  what  Mr.  Williston  terms  a “multi- 
management” position.  To  be  an  ef- 
fective administrator,  he  realizes  that 
he  must  be  kept  up  to  date  on  the 
happenings  in  all  of  the  various  de- 
partments, divisions,  and  offices  within 
the  TMA  Headquarters  structure. 

Therefore,  some  ten  department 
heads  and  other  Association  staff 
members  regularly  report  to  him,  giv- 
ing him  a wide,  working  knowledge  of 
all  the  services  offered  by  the  Associa- 
tion. 

He  is  as  familiar  with  the  Library 
operations  on  the  first  floor  of  the 
Headquarters  Building  as  he  is  with 
the  operations  of  the  Business  Office 
located  across  the  hall  from  the  Ad- 
ministrative Office.  He  is  well  in- 
formed on  the  public  relations  and 
advertising  efforts  developed  for  the 
Association  and  keeps  abreast  of  plans 
for  future  issues  of  Texas  Medicine. 

He  can  be  found  discussing  TMA’s 
group  insurance  in  the  morning,  and 
in  the  afternoon,  he  may  be  listening 
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Jan  Cayce  and  Mr.  Williston  review 
plans  for  Association  expansion. 


to  a presentation  by  travel  agency  ex- 
ecutives for  a proposed  group  tour  to 
be  offered  to  Association  members. 

One  day  he  may  discuss  how 
changes  in  the  postal  regulations  will 
affect  the  Association’s  Printing  and 
Mailing  Division,  and  the  next  day,  he 
may  be  checking  with  staff  members 
on  plans  for  the  TMA  Annual  Session. 
He  also  maintains  liaison  with  the 
Woman’s  Auxiliary  to  the  TMA. 

Mr.  Williston  also  accepts  many 
speaking  engagements  from  county 
medical  societies  across  the  state  and 
from  other  paramedical  or  civic  groups. 
Medical  issues  of  concern  to  Texans 
and  to  physicians  in  the  state  are  al- 
ways the  subjects  of  his  addresses. 

Mr.  Williston  notes  that  even  though 
he  travels  a great  deal  as  executive 
secretary  of  TMA,  he  logs  less  time 
spent  in  travel  each  year  than  he  did 
the  first  two  years  he  was  with  the 
Association.  In  those  years,  he  served 
as  assistant  executive  secretary  and 
was  responsible  for  maintaining  liaison 
with  county  medical  societies.  Even 
today,  he  enjoys  visiting  with  officers 
of  county  medical  societies,  but  time 
for  travel  is  limited  by  the  great  num- 
ber of  duties  that  must  be  performed 
at  TMA  Headquarters. 

Among  the  duties  required  of  the 
executive  secretary  by  the  TMA  By- 
Laws  are  the  preparation  of  the  min- 
utes of  the  House  of  Delegates;  main- 
tenance of  membership  records  for  the 
Association;  receipt  and  expenditure  of 
Association  funds;  and  the  assistance 
of  the  Board  of  Trustees,  the  Board  of 


Executive  secretary  picks  up  letters 
awaiting  his  signature  from  Geraldine  Jarl. 


Councilors,  and  all  officers,  councils, 
and  committees  of  TMA. 

Mr.  Williston  points  out  that  while 
he  does  serve  as  an  ex  officio  member 
of  some  of  the  TMA  decision-making 
bodies,  he  fully  acknowledges  that  his 
role  is  limited  to  administration.  "I 
do  not  usurp  a body’s  responsibility 
for  decision-making.  I only  aid  TMA 
boards,  councils,  and  committees  by 
providing  members  with  background 
information.  My  role  is  not  to  direct 
policy;  this  function  is  performed  by 
the  doctors  of  the  Association.” 

Other  duties  include  maintaining 
records  and  data  pertinent  to  the  med- 
ical profession  in  Texas,  conduct  of 
official  correspondence,  notifying  offi- 
cers of  their  election  and  members  of 
committees  and  councils  of  their  ap- 
pointment, and  informing  members  of 
all  meetings  they  are  expected  to  at- 
tend. 

Obviously,  performing  these  myriad 
duties  with  efficiency  is  quite  a chal- 
lenge, and  the  executive  secretary  has 
excellent  help  in  the  form  of  an  ad- 
ministrative secretary,  a receptionist, 
a full-time  secretary,  and  a part-time 
staff  member  who  coordinates  tour 
arrangements. 

As  administrative  secretary,  Mrs. 
Jan  Cayce  must  give  attention  to  many 
details  of  the  executive  secretary’s 
work.  In  addition  to  the  usual  tasks 
such  as  maintaining  personnel  records 
and  the  executive  secretary’s  calen- 
der, preparing  the  mail  that  must  be 
answered,  and  supervising  other  ad- 
ministrative office  personnel,  she  is 
responsible  for  arrangements  for  the 


Association’s  fall  and  winter  meetings 
and  for  coordinating  preparations  for 
Annual  Session. 

Mrs.  Geraldine  Jarl  acts  as  recep- 
tionist and  switchboard  operator,  while 
a new  employee,  Mrs.  Willella  Lundgren, 
has  assumed  the  position  of  secretary. 
Completing  the  list  of  Administrative 
Office  personnel  is  Mrs.  Jeanette  Pren- 
tice, who  is  primarily  responsible  for 
arrangements  on  the  various  tours 
sponsored  by  TMA. 

Another  staff  member  who  greatly 
aids  the  executive  secretary  in  his  work 
is  the  assistant  executive  secretary. 
Donald  M.  Anderson  currently  holds 
this  position.  Among  many  other  duties, 
Mr.  Anderson  assists  the  executive  sec- 
retary by  aiding  in  or  assuming  various 
general  administrative  assignments,  by 
representing  the  Association  at  meet- 
ings, and  by  traveling  to  county  medi- 
cal society  and  paramedical  group 
meetings  throughout  the  state.  Mr.  An- 
derson’s special  duties  will  be  featured 
in  a future  article  in  the  journal. 

Looking  back  in  the  past  and  for- 
ward into  the  future,  Mr.  Williston 
notes  that  such  activities  as  the  tours 
are  only  one  example  of  the  way  the 
Association  is  growing. 

The  executive  secretary  predicts 
continuing  growth  of  membership  and 
staff,  increased  activities,  and  overall 
development  for  the  Association,  if 
it  remains  responsive  to  physicians’ 
needs. 

“We  live  in  an  unusual  period  of 
time,”  said  Mr.  Williston.  “We  must  be 
realistic  and  practical,  yet  progressive. 
Therefore,  the  Association  must  grow 


Mr.  Williston  and  John 
Kemp,  executive  director  of 
the  Travis  County  Medical 
Society,  go  over  plans 
for  entertaining  visiting 
members  of  an  AMA 
council. 
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and  change  with  the  times.” 

One  example  of  the  Association’s 
attempt  to  meet  this  challenge  of 
change  is  the  establishment  of  two 
new  departments — the  Office  on  Gov- 
ernment Health  Programs  headed  by 
assistant  executive  secretary  Donald 
M.  Anderson,  and  the  Office  on  Medi- 
cal and  Health  Manpower,  which  in- 
corporates the  Physician’s  Placement 
Service,  headed  by  Robert  G.  Mickey. 

No  doubt  keeping  up  with  the  activ- 
ities of  these  two  new  offices  will  add 
to  the  responsibilities  of  the  Associa- 
tion’s executive  secretary,  who,  as  can 
be  seen  by  this  partial  list  of  duties, 
must  know  and  fulfill  the  ABC’s  of  ad- 
ministration— ability,  busy  days,  and 
conscientiousness. 

Otolaryngology  ranks 
first  in  GP  workload 

The  average  family  physician  has  a 
greater  workload  in  otolaryngology 
than  in  any  other  category  of  medical 
service,  according  to  the  results  of 
four  surveys  conducted  by  the  Minne- 
sota Academy  of  General  Practice. 

The  American  Council  of  Otolaryn- 
gology announced  this  finding  on  the 
basis  of  the  academy’s  1966,  1968, 
1969,  and  1970  surveys.  In  all  four 
studies,  otolaryngology  ranked  first 
among  24  categories  of  patient  care, 
and  it  was  the  only  one  of  the  high- 
volume  categories  to  consistently  hold 
a top  ranking. 

The  computerized  survey  made  last 
year  covered  27  general  practitioners 
in  Minnesota  and  5,138  visits  they 
made  in  a five-day  work  week.  Office, 
hospital,  and  house  calls  were  includ- 
ed in  the  tally. 

Final  results  of  the  1970  study  in- 
dicated that  1,149  (22%)  of  all  pa- 
tients visiting  the  family  physicians 
required  ENT  care.  This  total  was  62% 
more  than  the  710  visits  for  musculo- 
skeletal care,  the  second-ranked  cate- 
gory, and  90%  more  than  the  605 
office  and  hospital  visits  for  the  third- 
ranked  category,  obstetrical  care. 

In  fourth  place  were  534  visits  for 
all  types  of  physical  examinations,  and 
ranking  fifth  were  522  visits  for  lung 
problems. 

Of  the  200  most  common  illnesses 
seen  by  the  family  physician  in  Minne- 
sota, the  survey  showed  that  two  of 
the  top  five  were  in  the  realm  of  oto- 
laryngology. Upper  respiratory  infec- 
tions ranked  second  with  230  visits, 
just  below  a total  of  274  visits  for  rou- 
tine obstetrical  care.  Tonsillitis  ranked 
fifth  with  156  visits. 


The  Minnesota  Academy  of  General 
Practice  noted  in  regard  to  the  find- 
ings of  the  surveys,  "ENT  is  a more 
important  area  of  medical  care  than 
medical  school  emphasis  has  indicated 
in  the  past.” 

The  American  Council  of  Otolaryn- 
gology pointed  out  that  while  climate 
and  geography  of  the  state  could  have 
a bearing  on  the  survey,  Minnesota 
represents  a good  balance  between 
urban  and  rural  practice  and  between 
high-  and  low-income  groups. 

New  department  proposed 
for  UT  Medical  Branch 

Pending  the  approval  of  the  Coordi- 
nating Board,  Texas  College  and  Uni- 
versity System,  a new  Department  of 
Associated  Health  Occupations  will  be 
established  in  The  University  of  Texas 
Medical  Branch’s  School  of  Allied 
Health  Sciences  at  Galveston.  The  UT 
System  Board  of  Regents  granted  ap- 
proval of  the  proposed  department  at 
its  Dec.  4,  1970,  meeting  in  Austin. 

In  recommending  the  establishment 
of  the  new  department.  Dr.  Charles  A. 
LeMaistre,  chancellor-elect  of  the  UT 
System,  explained  that  the  School  of 
Allied  Health  Sciences  has  worked 
closely  with  Galveston  College  in  plan- 
ning, creating,  and  implementing  “a 
unique  educational  plan.” 

Combining  the  community  college’s 
academic  resources  and  the  University 
medical  center’s  clinical  opportunities, 
the  two  institutions  have  been  organi- 
zationally united  for  the  past  two  years 
and  have  provided  students  with  an 
opportunity  to  receive  an  associate  de- 
gree and  certification  in  one  of  several 
technical-level  health  disciplines. 

Dr.  Truman  G.  Blocker,  president  of 
UT  Medical  Branch,  said,  "The  out- 
come has  resulted  in  what  to  our 
knowledge  is  a first  of  its  kind — an 
academic  and  clinical  program — within 
the  United  States  between  two  sepa- 
rate institutions  of  higher  learning.” 

Continuing,  Dr.  Blocker  stated,  "The 
recognition  of  the  Department  of  As- 
sociated Health  Occupations  as  an 
organized  integral  component  of  the 
School  of  Allied  Health  Sciences  is 
considered  an  appropriate  recognition 
of  the  importance  and  the  accomplish- 
ment of  the  informal  association  be- 
tween the  two  institutions  which  has 
been  in  operation  up  until  now.” 

"The  formalization  of  this  relation- 
ship will  increase  the  Medical  Branch’s 
opportunity  to  contribute  to  education 
for  health  care  in  cooperation  with  the 
college,”  he  concluded. 


Space-age  stress  may 
affect  bright  children 

All  A’s  may  spell  ulcers  for  today’s 
high-achiever  children,  according  to  an 
article  In  the  Dallas  Times  Herald. 

Speaking  to  the  recent  conference 
of  the  Southern  Medical  Association  in 
Dallas,  El  Paso  pediatrician  Dr.  Paul  J. 
Huchton  noted  that  in  some  seven 
years,  "we  have  discovered  117  highly 
intelligent  people  from  6 to  16  who 
have  peptic  ulcers.” 

These  ulcers,  the  El  Paso  physician 
reports,  are  similar  to  those  found  in 
adult  businessmen  in  that  both  types 
are  "due  to  stress.” 

Dr.  Huchton  and  fellow  pediatrician. 
Dr.  Laurance  N.  Nickey,  have  found 
that  most  of  their  child  ulcer  patients 
range  in  age  from  6 to  16,  are  from 
middle-class  homes,  and  are  white 
males. 

Such  child  ulcer  patients,  says  Dr. 
Huchton,  "literally  drive  themselves  to 
the  top  of  their  classes.”  He  also 
stated  that  high-achiever  children  are 
usually  reserved,  do  not  excel  in 
sports,  and  are  just  at  the  point  in 
life  where  they  are  learning  to  com- 
pete with  others. 

The  El  Paso  pediatrician  said  he  has 
treated  130  ulcer  cases,  and  another 
200  have  been  diagnosed  as  potential 
ulcers.  Children  as  young  as  two 
months  old  have  been  found  to  be 
suffering  from  ulcers,  but  Dr.  Huchton 
reported  that  no  explanation  has  been 
found  to  account  for  the  presence  of 
ulcers  in  such  young  patients. 

Like  the  adult  with  ulcers,  child 
ulcer  patients  are  placed  on  a treat- 
ment of  diet,  antacids,  and  mild  seda- 
tion. Dr.  Huchton  reports  that  "almost 
40%  can  expect  recurrence  later  in 
life.” 

"Traditionally,  it  was  believed  that 
ulcers  in  children  were  rare.  I think 
our  experience  is  a good  indication 
that  the  pressures  of  the  space  age 
are  getting  to  children,  as  well  as  to 
adults,”  concluded  Dr.  Huchton. 

Society  executive  named 
blood  group  director 

January  has  been  proclaimed  by  Pres- 
ident Richard  M.  Nixon  as  National 
Blood  Donor  Month.  The  official  proc- 
lamation was  first  announced  at  the 
23rd  meeting  of  the  American  Associ- 
ation of  Blood  Banks,  held  at  the  end 
of  October  in  San  Francisco. 

Dr.  John  Bernard  Henry  of  Syracuse, 
N.Y.,  the  group’s  president,  asked 
state  and  regional  blood  bank  associ- 
ations to  request  similar  proclama- 
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tions  from  all  governors  and  to  use 
the  month  to  explain  the  need  for 
more  regular  volunteer  blood  donors. 

The  conference  of  2,900  also  select- 
ed officials  for  the  coming  year,  includ- 
ing John  N.  Kemp  of  Austin,  executive 
director  of  Travis  County  Medical  Soci- 
ety, \who  was  chosen  to  serve  as  a 
director  of  the  association. 


PERSONALS 


Dr.  Oleinick  P.  Constantine,  recently 
retired  from  the  Veterans  Administra- 
tion in  Waco,  was  named  a life  fellow 
at  the  1970  meeting  of  the  American 
Psychiatric  Association  in  San  Francis- 
co, Calif. 

Neurologist  and  psychiatrist  Dr.  George 
A.  Constant  participated  in  a round 
table  discussion  on  "Sexual  Problems” 
held  in  Milwaukee,  Wis.  Dr.  Constant, 
chief  of  staff  of  Citizen’s  Memorial 
Hospital  in  Victoria,  was  one  of  a 
group  of  authorities  from  various  parts 
of  the  country  who  contributed  to  the 
discussion. 


The  Board  of  Trustees  of  Baylor  Col- 
lege of  Medicine  recently  announced 
the  appointment  of  Dr.  Salih  J.  Wakil, 
formerly  professor  of  biochemistry  at 
Duke  University,  as  new  chairman  of 
the  department  of  biochemistry  at  the 
college.  Dr.  Wakil  joined  the  Baylor  fac- 
ulty Jan.  1. 

Dr.  Russell  Scott,  Jr.,  head  of  the  divi- 
sion of  urology  at  Baylor  College  of 
Medicine,  has  been  appointed  an  ex- 
aminer of  the  American  Board  of  Urol- 
ogy. Dr.  Scott  is  the  youngest  of  the 
nine  board  members  and  will  serve  a 
nine-year  term. 

Two  residents  and  one  faculty  member 
of  the  Baylor  College  of  Medicine  were 
awarded  prizes  for  scientific  works  at 
the  South  Central  Section  meeting  of 
the  American  Urological  Association. 

Dr.  William  Guerriero,  a resident, 
won  first  prize  in  the  annual  research 
contest  for  his  work  on  kidney  preser- 
vation and  perfusion.  Another  resident. 
Dr.  Donald  P.  Griffith,  and  Dr.  Harvey 
L.  Gordon,  assistant  professor  of  urol- 
ogy, won  awards  for  submitting  rare 
and  unusual  cases. 


DR.  MacINTYRE 

New  chairman  of  Baylor  College  of 
Medicine's  department  of  radiology  is 
Dr.  Robert  S.  MacIntyre,  attending 
radiologist  at  Methodist  Hospital  and 
a member  of  the  faculty  at  Baylor 
since  1952.  Jointly  appointed  as  chief 
of  radiology  service  at  Methodist  Hos- 
pital, Dr.  MacIntyre  assumed  his  du- 
ties on  Jan.  1. 

New  councilor  from  Texas  to  the 
Southern  Medical  Association  is  Dr. 
Phillip  W.  Voltz,  Jr.,  San  Antonio 
radiologist. 

Physicians  elected  as  officers  of  the 
American  Heart  Association,  Texas  Af- 
filiate, Inc.,  include  Dr.  John  R.  Derrick 
of  Galveston,  president,  and  Dr.  Sidney 
Schnur  of  Houston,  president-elect. 
Elected  to  serve  as  vice-presidents  of 
the  organization  were  Drs.  Silas  W. 
Grant  of  Hillsboro,  James  B.  Stubbs 
of  Galveston,  and  F.  W.  Wilson  of 
Houston. 


Dr.  David  D.  Daly,  Scottish  Rite  pro- 
fessor of  neurology  at  The  Univer- 
sity of  Texas  (Southwestern)  Medical 
School  at  Dallas,  has  been  named 
chairman  of  the  Executive  Committee 
of  the  Professional  Advisory  Council  of 
the  Epilepsy  Foundation  of  America. 

Installed  as  vice-president  for  aero- 
space medicine  of  the  American  Col- 
lege of  Preventive  Medicine  was  Col. 
George  R.  Anderson,  USAF  (MC).  Col. 
Anderson  is  chief  of  the  Medical  Edu- 
cation Division,  Office  of  the  Surgeon 
General,  USAF,  Randolph  AFB,  in  San 
Antonio. 


Baylor  College  of  Medicine  has  ap- 
pointed Dr.  C.  Thomas  Caskey  to  head 
a new  division  of  medical  genetics.  Dr. 
Caskey,  a former  senior  investigator  in 
biochemical  genetics  at  the  National  In- 
stitutes of  Health  in  Washington,  D.C., 
joined  the  college’s  department  of 
medicine  Jan.  1. 


DR.  NELSON 

Weatherford  general  practitioner  Dr. 
Joe  Nelson  was  named  the  recipient 
of  the  Distinguished  Service  Award  of 
the  Southern  Medical  Association.  For 
the  past  two  years.  Dr.  Nelson  has 
headed  the  organization’s  insurance 
committee,  and  he  currently  serves  as 
chairman  of  the  Texas  Medical  Associ- 
ation’s Council  on  Medical  Jurispru- 
dence and  as  a TMA  delegate  to  the 
American  Medical  Association. 

Dr.  Burton  Combes,  professor  of  in- 
ternal medicine  at  The  University  of 
Texas  (Southwestern)  Medical  School 
at  Dallas,  was  elected  vice-president 
of  the  American  Association  for  the 
Study  of  Liver  Diseases  at  the  group’s 
annual  meeting  in  Chicago. 

Named  one  of  America’s  Outstanding 
Young  Men  of  1970  was  Dr.  William 
C.  Maxwell,  a member  of  Emergency 
Physicians’  Service  based  in  the  emer- 
gency room  of  The  Methodist  Hospital 
of  Dallas.  Dr.  Maxwell,  a native  of 
San  Antonio,  was  presented  the  award 
by  Texas  Lt.  Gov.  Ben  Barnes,  a 1969 
winner  of  the  same  honor,  at  a sur- 
prise presentation  made  at  a Lions 
Youth  Program  sponsored  by  the  Lions 
Club  of  San  Antonio. 

New  president  of  the  American  Asso- 
ciation of  Psychiatric  Services  for  Chil- 
dren is  Dr.  Robert  L.  Stubblefield,  a 
child  psychiatry  specialist  in  Dallas. 
He  will  serve  in  the  office  until  1972. 

Dr.  Norma  E.  Porres,  president  of  the 
Lubbock  Planned  Parenthood  organiza- 
tion, will  travel  to  India  this  month  as 
one  of  20  US  delegates  who  will  con- 
fer with  Indian  leaders  in  the  field  of 
family  planning. 

The  three-week  tour  was  to  depart 
New  York  City  Jan.  15  and  is  expected 
to  return  on  Feb.  5.  Dr.  Porres  and 
the  other  delegates  will  also  meet  with 
members  of  the  British  Parliament  on 
Feb.  4 to  discuss  the  family  planning 
program  in  that  country. 

A native  of  Cuba,  Dr.  Porres  and  her 
husband.  Dr.  Felipe  D.  Porres,  are  in 
general  practice  in  Lubbock. 
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Medical  Student  'Draws'  Attention  to  Medical  Humor 


A senior  medical  student  at  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio  has  discovered  that  the  "pen 
is  mightier  than  the  scalpel.”  Or  at 
least,  as  effective  a tool  at  times! 

James  H.  Gray  of  Dallas,  an  out- 
standing artist  in  his  own  right,  has 
combined  his  medical  career  with  the 
interesting  avocation  of  cartooning. 

"I  have  been  drawing  for  as  long  as 
I can  remember,”  he  says.  "Prior  to 
elementary  school,  my  parents  supplied 
me  with  plenty  of  art  materials,  but  I 
do  not  recall  any  one  actually  ‘teach- 
ing’ me  to  draw.  During  elementary 
school,  besides  my  school  work,  I was 
kept  busy  illustrating  and  designing 
productions  for  holidays  and  other  spe- 
cial events.  It  was  at  this  time  that  I 
created  my  first  comic  strip,  entitled 
"Little  Fat,”  which  appeared  in  the 
school  newspaper.” 

As  a student  at  Lincoln  High  School 
in  Dallas,  Gray  continued  his  drawing, 
designing  and  illustrating  the  cover  of 
the  school’s  annual.  Also  yearbook  pho- 
tographer, he  was  president  of  the 
Photographer’s  Club,  a member  of  the 
National  Honor  Society  and  the  Art 
Club,  and  vice-president  of  the  student 
body. 

When  Gray  was  a senior  in  high 
school,  he  attended  the  Boys’  State 
program  in  Austin  and  designed  the 
flag  that  was  selected  as  the  official 
flag  of  Boys’  State.  Graduating  as 


class  valedictorian,  he  was  awarded 
the  school's  highest  honors  in  science, 
art,  and  service. 

From  Lincoln,  Gray  went  on  to  col- 
lege. He  recalls,  "I  received  a year’s 
tuition  scholarship  to  North  Texas 
State  University,  where  I majored  in 
commercial  art  for  two  years  before 
changing  my  major  to  biology.  While 
at  NTSU,  I was  editorial  and  sports 
cartoonist  for  the  school  newspaper 
and  had  some  of  my  drawings  pub- 
lished in  the  school’s  literary  maga- 
zine.” 

After  receiving  his  bachelor’s  degree 
in  biology  in  1966,  Gray  enrolled  in 
graduate  school  at  North  Texas.  He 
worked  as  a research  technician,  labor- 
atory assistant,  and  test  grader  before 
being  awarded  his  master  of  arts  de- 
gree in  microbiology  a year  later. 

Gray  proudly  notes  that  he  won  a 
second-place  cash  prize  with  a presen- 
tation of  research  from  his  thesis.  Bac- 
terial Utilization  of  Volatile  Substances 
Produced  by  Streptomyces  Lavendulae  at 
the  North  Texas  Biological  Society 
meeting  held  at  Texas  Woman’s  Uni- 
versity in  1967.  He  reports  that  in 
1966,  he  was  among  the  first  male 
students  to  attend  TWU.  He  and  two 
other  male  NTSU  graduate  students 
enrolled  in  a class  of  bacterial  genetics 
taught  at  the  womens’  university. 

Armed  with  his  master’s  degree. 
Gray  decided  he  wanted  to  become  a 


physician.  He  explains  his  decision  this 
way:  "Attracted  by  the  opportunity  to 
be  of  needed  service  to  my  people,  as 
well  as  the  flexibility  offered  in  medi- 
cine, I commenced  my  medical  train- 
ing in  September,  1967,  at  Meharry 
Medical  College,  Nashville,  Tenn.  While 
at  Meharry,  I synthesized  a new  mer- 
capturic  acid  under  the  supervision  of 
a former  president  of  the  school.  Dr. 
Harold  West.” 

But  Gray  continued  his  drawing  at 
Meharry,  too.  "I  designed  the  heading 
and  format  for  the  school  newspaper 
at  Meharry  and  was  editorial  and 
sports  cartoonist  as  well.  I also  de- 
signed the  school’s  annual  and  sub- 
mitted illustrations  for  the  first  time  to 
The  New  Physician,  the  publication  of 
the  Student  American  Medical  Asso- 
ciation.” 

To  date.  Gray  has  sold  more  than 
25  cartoons  to  the  publication,  and  he 
still  submits  drawings  to  The  New  Phy- 
sician. 

Although  he  has  not  submitted  his 
work  to  other  publications,  he  is  at 
present  attempting  to  sell  an  adven- 
ture comic  strip  called  "Inner  World,” 
of  which  he  is  illustrator  and  co-cre- 
ater. 

His  cartoons  reflect  his  interests  and 
his  humor.  Subjects  range  from  the 
more  serious  cartoons  on  race  rela- 
tions in  medicine  and  the  indignities  of 
the  emergency  room  to  lighthearted 
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pokes  at  humorous  medical  situations. 

Not  limited  to  cartoon  drawing,  in 
1969  Gray  designed  the  official  em- 
blem of  the  Student  National  Medical 
Association,  which  was  adopted  at  the 
association’s  annual  convention  in 
Washington,  D.C.  He  now  serves  as 
president  of  the  San  Antonio  chapter 
of  SNMA  and  is  responsible  for  guid- 
ing the  group’s  activities. 

"The  organization  is  presently  spon- 
soring a drive  to  increase  minority 
group  recruitment  and  enrollment  in 
Texas  medical  schools,’’  he  says.  "We 
are  also  in  the  process  of  establishing 
a SNMA  clinic  in  one  of  the  poverty 
areas  of  San  Antonio.” 

Gray  has  also  served  the  city  of  San 
Antonio  in  another  important  way.  “Re- 
cently, I was  involved  in  a week-long 
inoculation  drive  in  one  of  the  five 
clinics  set  up  in  the  San  Antonio  area 
in  an  attempt  to  arrest  this  city’s  pres- 
ent diphtheria  epidemic.  During  the 
drive,  I inoculated  close  to  2,000  peo- 
ple.” He  also  volunteered  his  services 
in  November  when  many  San  Anton- 
ians returned  for  their  second  inocula- 
tion. 

Other  medical  extracurricular  activi- 
ties include  membership  in  the  Student 
American  Medical  Association,  the  Tex- 
as Branch  of  the  American  Society  of 
Microbiology,  and  the  J.  K.  G.  Silvey 
Society,  an  association  of  former  NTSU 
students  of  Dr.  J.  K.  G.  Silvey,  chair- 
man of  the  NTSU  department  of  bi- 
ology. 

For  relaxation.  Gray  enjoys  archery, 
playing  basketball,  football,  juggling, 
and  tumbling.  Other  interests  include 
paleontology,  photography,  painting, 
reading,  and  listening  to  music. 

His  awards  are  as  numerous  as  his 
extracurricular  activities.  While  enrolled 
in  medical  school.  Gray  had  received 
several  scholarships.  Twice,  he  has 
been  the  recipient  of  a $1,000  scholar- 
ship from  the  National  Medical  Fellow- 
ship, Chicago,  III.,  and  as  a sophomore, 
he  was  awarded  a $300  Public  Health 
Service  scholarship.  This  year,  he  was 
one  of  five  seniors  who  were  presented 
$300  Legislative  Merit  Scholarships. 

Only  recently  married.  Gray  relates, 
"Carol,  my  wife,  is  a third-year  medi- 
cal student  at  the  UT  Medical  School 
in  San  Antonio,  having  received  her 
undergraduate  training  at  The  Univer- 
sity of  Texas  at  Austin,  and  then  grad- 
uating number  1 in  her  medical  tech- 
nology class  at  The  University  of  Texas 
Medical  Branch  at  Galveston.” 

Although  none  of  the  other  members 
of  his  family  are  involved  in  medicine 
— or  cartooning — Gray  is  also  proud  of 


"About  this  fear  of  heights  . . 


his  parents,  five  brothers,  and  three 
sisters.  His  father,  Wilmer  O.  Gray,  Sr., 
is  a retired  school  principal,  and  his 
mother,  Mrs.  Ocie  B.  Gray,  is  a retired 
school  teacher.  His  brothers  are  in 
varying  fields  of  endeavor:  one  is  a 
lieutenant  colonel  in  the  US  Army;  an- 
other is  a government  mathematician; 
and  three  are  associated  with  engineer- 
ing or  electrical  work  (electrical  engi- 
neer, electrical  technician,  and  mechan- 
ical engineer).  Two  of  his  sisters  are 
teachers,  and  the  third  is  a civil  ser- 
vice employee. 

Gray  has  already  made  tentative 
plans  for  his  life  after  he  is  awarded 
his  MD  degree.  “Following  graduation 
from  medical  school,”  he  says,  "I  will 
serve  an  internship  in  internal  medicine 
at  The  University  of  Texas  Medical 
School  in  San  Antonio.  Then,  after 
completing  my  military  obligation,  I 
hope  to  find  a residency  in  ophthal- 
mology.” 

As  for  cartooning,  he  plans  to  con- 
tinue his  drawing  for  both  fun  and 
profit,  as  time  permits. 

While  it  seems  that  Gray  is  forever 
lost  to  the  professional  cartooning 
world,  his  medical  colleagues  can  be 
appreciative  of  this  young  medical  stu- 
dent who,  through  his  cartoons,  can 
enlighten  and  enliven  the  medical  scene 
with  humor. 


James  Gray,  student  at  UT  Medical 
School,  San  Antonio,  puts  the  fin- 
ishing touches  on  his  adventure 
comic  strip,  “Inner  World.”  Cartoons 
shown  on  the  previous  page  and  this 
page  are  from  The  New  Physician, 
February,  1969,  p.  169;  April,  1969, 
p.  290;  and  September,  1970,  p. 
781. 
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The  Texas  State  Journal  of  Medicine 
(now  Texas  Medicine)  rang  in  the  new 
year  1921  with  its  usual  fare  of  edito- 
rial pieces,  original  articles,  miscella- 
neous features,  news,  and  book  notes, 
but  best  wishes  for  the  new  year  to  all 
Association  members  were  a first-page 
item. 

poetic  wish  to  readers  and  ad- 
vertisers, which  graced  the  first  edi- 
torial page  of  the  journal,  read:  “A 
new  year  of  pleasure  and  profit  is  the 
good  thought  we  hold  for  our  readers 
and  advertisers,  as  the  long-whiskered 
stage  manager  with  the  scythe  and 
hour-glass  prepares  for  another  act  of 
the  endless  play  called  Time.  May  the 
shadows  of  life  but  serve  to  bring  out 
the  high  lights  (sic),  and  the  burdens 
of  the  day  make  the  repose  of  the 
evening  more  blessed.  And  when  the 
curtain  rings  down  one  year  hence, 
may  we  feel  that  we  have  served  well 
and  faithfully  those  depending  upon 
us.” 

=k>KThoughts  on  hygiene  and  public 
health  dominated  the  original  articles 
in  the  January,  1921,  journal.  Titles 
of  a few  were  ‘‘State  Medicine  and 
Public  Hygiene,”  ‘‘Unity  of  Organiza- 
tion for  Public  Health  Activities,”  ‘‘Re- 
lation of  the  Medical  Profession  to 
Venereal  Disease  Control,”  ‘‘County 
Health  Work,”  ‘‘The  Necessity  of 
Making  Birth  and  Death  Reports,” 
‘‘Disposal  of  a City’s  Waste,”  ‘‘The 
Discharged  Soldier  and  the  Public 
Health,”  and  ‘‘Child  Hygiene  and 
Public  Health  Nursing.” 

Jk^t^Several  editorials  probed  the  ques- 
tion of  what  to  do  with  ‘‘the  doctor’s 
money”  and  where  it  should  come 
from. 

^‘‘The  Doctor’s  Money”  advised 
Texas  physicians  to  invest  their  in- 
come wisely  for  future  expenses,  ‘‘in- 
vest in  gilt-edge  securities,  at  least 
until  his  future  is  secured.” 

=kOne  article  entitled  ‘‘The  Golden 
Mean”  discussed  the  issue  of  wealth 
versus  socialism  in  medicine.  Empha- 
sizing that  physicians  must  not  charge 
extravagant  fees  simply  because  oth- 
ers can  command  the  additional 
charges,  the  article  closed  on  this 
note:  ‘‘And  after  all,  it  is  not  purely 
a matter  of  compensation  that  should 
prompt  us  to  practice  medicine.  Suc- 
cess does  not  lie  entirely  in  the  accu- 
mulation of  wealth.  A prize  of  $250 
was  won  by  Mrs.  A.  J.  Stanley  of  Lin- 
coln, Kansas,  from  a Boston  firm,  be- 
cause of  the  following  answer  to  the 


question,  ‘‘What  Constitutes  Success?” 

‘‘  ‘He  who  has  achieved  success;  who 
has  lived  well,  laughed  often  and  loved 
much;  who  has  gained  the  respect  of 
intelligent  men  and  the  love  of  little 
children;  who  has  filled  his  niche  and 
accomplished  his  task;  who  has  left 
the  world  better  than  he  found  it, 
whether  by  an  improved  poppy,  a per- 
fect poem,  or  a rescued  soul;  who  has 
never  lacked  appreciation  of  earth’s 
beauties  or  failed  to  express  it;  who 
has  looked  for  the  best  in  others  and 
given  the  best  he  had;  whose  life  was 
an  inspiration,  and  whose  memory  a 
benediction.’  ” 

>k=kToday’s  physician  and  researcher 
are  not  the  only  ones  concerned  with 
the  effects  of  artificial  sweeteners.  Re- 
printed from  the  Nov.  13,  1920,  issue 
of  the  Journal  of  the  American  Medi- 
cal Association  was  this  piece  on  sac- 
charin and  its  use  in  diabetic  cases. 
‘‘It  has  been  asserted  that  ingestion 
of  saccharin  increases  the  catalase 
content  of  the  blood;  that  catalase  in- 
creases oxidation  in  the  animal  organ- 
ism, and  hence  that  the  use  of  sac- 
charin by  diabetics  might  be  of  value. 
However,  the  alleged  content  of  cata- 
lase remains  improbable  and  un- 
proved. Further,  recent  investigations 
show  that  administration  of  saccharin, 
even  in  huge  amounts,  does  not  in- 
crease oxidation  in  the  animal  body. 
Saccharin  is  neither  a food  nor  a po- 
tent drug.  Its  usefulness  in  dietother- 
apy  is  limited  to  the  function  of  taste.” 

Miscellaneous  features  included: 

^The  story  of  Jiggins,  a health  fad- 
dist, reprinted  from  the  Journal  of  the 
American  Medical  Association.  Based 
on  the  ancient  proverb,  ‘‘Avoid  ex- 
tremes,” the  tale  told  of  Jiggins  who 
lived  20  years  and  during  all  those 
years,  health  was  a disease  with  him. 
In  addition  to  cold  plunges  followed  by 
hot  sponge  baths  in  the  morning,  Jig- 
gins stood  at  the  window  and  breathed 
fresh  air  for  30  minutes  each  day, 
faithfully  did  exercises,  and  lifted 
weights  in  the  evenings.  The  article 
ended  on  the  sad,  but  wise,  note: 
‘‘Jiggins  is  dead.  He  was,  of  course, 
a pioneer,  but  the  fact  that  he  dum- 
belled  himself  to  death  at  an  early  age 
does  not  prevent  a whole  generation 
of  young  men  from  following  in  his 
path.  They  are  ridden  by  the  health 
mania.  They  make  themselves  a nui- 
sance. They  get  up  at  impossible 
hours.  They  go  out  in  silly  little  suits 
and  run  marathon  heats  before  break- 


fast. They  chase  around  barefoot  to 
get  the  dew  on  their  feet.  They  hunt 
for  ozone.  They  bother  about  pepsin. 
They  won’t  eat  meat  because  it  has 
too  much  nitrogen.  They  won’t  eat 
fruit  because  it  hasn’t  got  any  . . . And 
after  all  their  fuss,  they  presently  incur 
some  simple  old-fashioned  illness,  and 
die  like  anybody  else.” 


PAMPHLETS 


A guide  to  nationally  established  vol- 
untary aid  agencies  whose  work  re- 
lates to  mental  health  has  been  issued 
by  the  National  Institute  of  Mental 
Health,  Health  Services  and  Mental 
Health  Administration,  US  Department 
of  Health,  Education,  and  Welfare. 

The  pamphlet,  entitled  The  Volun- 
tary Agency  and  Community  Mental 
Health  Services,  is  designed  to  aid  the 
citizen  who  is  seeking  help  or  informa- 
tion about  the  organization  and  deliv- 
ery of  community  mental  health  ser- 
vices. Designated  as  Public  Health 
Service  Publication  No.  2090,  the 
booklet  lists  the  major  voluntary  agen- 
cies that  provide  some  type  of  service 
related  to  mental  health  and  which, 
in  many  instances,  may  be  affiliated 
with  mental  health  centers. 

Single  courtesy  copies  may  be  ob- 
tained by  writing  to  Public  Inquiries, 
Office  of  Communications,  5454  Wis- 
consin Ave.,  Chevy  Chase,  Md.  20015. 
Multiple  copies  may  be  purchased  at 
20  cents  a copy  from  the  Superin- 
tendent of  Documents,  US  Govern- 
ment Printing  Office,  Washington,  D.C. 
20402. 

The  American  Medical  Association’s 
Committee  on  Rating  of  Mental  and 
Physical  Impairment  has  announced 
the  publication  of  the  13th  guide  in 
the  series.  Guides  to  the  Evaluation  of 
Permanent  Impairment . 

The  new  publication,  entitled  Guides 
to  the  Evaluation  of  Permanent  Impair- 
ment— The  Hematopoietic  System,  is 
designed  primarily  for  the  use  of  phy- 
sicians, but  others  concerned  with  the 
medical,  administrative,  or  judicial  as- 
pects of  programs  for  the  disabled 
might  also  find  the  guide  useful  and 
interesting.  Previous  guides  deal  with 
other  physiological  systems. 

A limited  number  of  copies  of  the 
publication  are  available,  without 
charge,  upon  request  to  the  Committee 
on  Rating  of  Mental  and  Physical  Im- 
pairment, 535  North  Dearborn  St., 
Chicago,  III.  60610. 
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New  books  provide  information  and  guidance  to  practicing  MD  and  student 


Homeostatic  Regulators,  A Ciba  Foun- 
dation Symposium  held  jointly  with 
the  Wellcome  Trust,  edited  by  G.  E. 
W.  Wolstenholme  and  Julie  Knight, 
327  pp.,  84  illus.,  London,  J.  & A. 
Churchill  Ltd.,  1969. 

THIS  BOOK  is  a record  of  the  proceed- 
ings of  a joint  conference,  sponsored 
by  the  Ciba  Foundation  and  the  Well- 
come Trust,  during  which  several  emi- 
nent scientists  pursued  various  prob- 
lems related  to  homeostatic  regulators. 

The  symposium  participants  dis- 
cussed many  topics  including  cell 
population  kinetics,  chalones,  nerve 
growth,  "Wolff  factors,”  thromboplas- 
tic  materials  from  human  tumors  and 
chorion,  histones  and  their  interactions 
with  DNA,  enzymes  and  isoenzymes, 
the  cell  membrane  and  contact  con- 
trol, regulations  of  systems  in  cell  cul- 
tures, metabolic  cooperation  between 
cells,  and  pattern  formation  in  ho- 
meostasis. Overall,  however,  emphasis 
was  given  to  peripheral  events  within 
the  cell. 

While  the  discussion  of  all  of  the 
topics  is  clear  and  impressive,  the 
symposium  chairman  notes  that  "this 
attempt  to  condense  into  a few  sen- 
tences a summary  of  the  deliberations 
makes  it  clear  that  a great  number  of 
questions  raised  by  the  conference 
have  not  found  clear-cut  answers.” 

Trigeminal  Neuralgia:  Pathogenesis 
and  Pathophysiology,  edited  by  Rolf 
Hassler  and  A.  Earl  Walker,  196 
pp.,  155  illus.,  Stuttgart,  Germany, 
Georg  Thieme  Verlag,  and  Philadel- 
phia, W.  B.  Saunders  Co.,  1970, 
$15.50. 

ONE  OF  the  most  painful  afflictions 
of  mankind  is  the  sharp  lancinating — 
often  almost  unbearably  severe — par- 
oxysms in  trigeminal  tic  douloureux. 

During  recent  years,  much  progress 
has  been  made  in  the  surgical  and 
medical  management  of  the  disorder. 
As  recently  as  1965,  the  opinion  was 
expressed  that  the  cause  of  trigeminal 
neuralgia  might  never  be  known,  but 
the  increasing  tempo  of  discoveries 
may  soon  disprove  this  prediction. 

A new  concept  of  pharmacological 
treatment  arose  when  the  analgesic 
action  of  some  anticonvulsant  drugs — 
first  Dilantin,  but  later  and  more  dra- 
matically Tegretol — became  known. 
The  question  was  posed  as  to  whether 
or  not  the  facial  pain  is  a localized 


epileptic  after-discharge.  Why  should 
these  antiepileptic  agents  be  effective 
when  phenobarbital,  the  most  potent 
anticonvulsant  drug,  and  the  oxazoli- 
dinediones  fail  completely  in  the  ther- 
apy of  tic  douloureux? 

This  book  is  the  composite  of  the 
reports  presented  at  a workshop  held 
in  the  Schwarzwald-Hotel  Titisee,  Ger- 
many, from  Oct.  26-28,  1967,  during 
which  28  research  workers  and  clini- 
cians throughout  the  world  who  are 
intensively  exploring  the  many  confus- 
ing aspects  of  trigeminal  neuralgia 
discussed  the  disorder.  Does  the  lesion 
lie  in  the  ganglion,  the  sensory  root, 
the  brain  stem,  or  the  thalamus?  Has 
the  recently  acquired  data  from  elec- 
tron microscopy  pertaining  to  the  nor- 
mal and  pathologic  structure  of  the 
trigeminal  nerve,  cells,  and  the  synap- 
tic arrangements  cast  light  on  the 
pathogenesis  of  the  disorder?  How 
does  multiple  sclerosis  cause  trigemi- 
nal neuralgia?  What  are  the  consistent 
changes  observed  in  the  sensory  root, 
and  what  physical  factors — especially 
those  associated  with  aging — contrib- 
ute to  these  nerve-root  changes?  Does 
deterioration  of  the  nerve-root  sheaths 
and  the  concept  of  axonal  "short  cir- 
cuiting” serve  as  the  starting  point  in 
pathogenesis?  Is  there  evidence  favor- 
ing hypersensitivity  of  the  bulbar  tri- 
geminal nucleus,  an  inherent  or  con- 
genital hyperexcitability  of  trigeminal 
neurons,  or  ischemia  of  the  gasserian 
ganglion? 

It  is  said  that  the  most  common 
cause  of  trigeminal  neuralgia  is  com- 
pression of  the  nerve  root  by  an  aber- 
rant branch  of  the  superior  cerebellar 
artery  or  by  angulation  over  the  pet- 
rous apex.  The  causes  for  the  relative- 
ly high  petrous  apex  include  basilar 
impression  associated  with  man’s  up- 
right posture,  postmenopausal  osteo- 
porosis, and  Paget’s  disease.  The  im- 
portance of  this  factor  in  producing 
angulation,  stretching,  and  compres- 
sion of  the  trigeminal  nerve  is  detailed. 
Central  reflex  patterns  are  considered, 
including  concepts  of  reverberation, 
reexcitation,  and  repetitive  after-dis- 
charges which  continue  until  the  firing 
neurons  become  refractory.  But  why, 
after  the  refractory  period  has  ended, 
does  an  identical  stimulus  often  fail 
to  evoke  another  paroxysm?  What  ac- 
counts for  the  short,  as  well  as  long, 
spontaneous  remissions? 

Many  facets  of  this  disorder  were 
explored  during  the  symposium,  and 


the  informal  discussion  at  times  un- 
derscored controversial  opinions  of  the 
participants.  The  papers  have  been 
carefully  edited;  each  chapter  is  pre- 
sented clearly  and  concisely.  The  con- 
clusions of  this  workshop  provide  the 
most  comprehensive  and  up-to-date 
information  by  those  from  throughout 
the  world  who  are  most  knowledgeable 
in  this  field. 

ROBERT  C.  HARDY,  M.  D. 

San  Antonio. 

A Manual  of  Antimicrobial  Therapy, 
George  A.  Pankey,  149  pp..  Spring- 
field,  III.,  Charles  C Thomas,  1969, 
$5.50. 

WRITTEN  FOR  the  busy  physician  with 
little  time  to  search  through  the  medi- 
cal literature,  this  manual  will  aid  the 
reader  in  the  selection  of  antimicrobial 
agents  in  the  treatment  of  certain  in- 
fectious diseases. 

In  keeping  with  its  purpose  of  serv- 
ing as  a brief  guide,  the  book  presents 
material  in  an  outline  form  so  that  it 
may  be  used  easily  for  quick  refer- 
ences. However,  an  excellent  bibliog- 
raphy at  the  end  of  the  small  manual 
is  arranged  alphabetically  by  antimi- 
crobial generic  name  to  offer  readers 
the  opportunity  for  more  thorough 
study. 


The  People’s  Health,  Medicine  and  An- 
thropology in  a Navajo  Community, 
John  Adair  and  Kurt  W.  Deuschle; 
183  pp.,  illus..  New  York,  Appleton- 
Century-Crofts,  1970,  $6.95. 

IN  THIS  account  of  the  Navajo-Cornell 
Field  Health  Research  Project,  an  ex- 
perimental health  program  on  a Nav- 
ajo reservation,  the  authors,  physician 
Dr.  Kurt  W.  Deuschle  and  anthropolo- 
gist Dr.  John  Adair,  endeavor  to  show 
how  anthropology  and  medicine  worked 
together  in  the  design  and  administra- 
tion of  the  unique  health  program. 

Noting  that  the  medical  problems  of 
the  Navajos,  with  their  remote  desert 
environment  and  tribal  society,  are 
similar  to  those  of  the  inhabitants  of 
ghettos,  underdeveloped  countries,  and 
isolated  rural  communities,  the  authors 
feel  that  the  medical-anthropologic 
knowledge  and  the  administrative  ex- 
perience gained  from  the  Navajo  proj- 
ect can  be  of  great  use  to  medical 
educators  serving  such  similar  com- 
munities. 
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William  Osier,  The  Continuing  Educa- 
tion, edited  by  John  P.  McGovern 
and  Charles  G.  Rowland,  365  pp., 
illus.,  Springfield,  III.,  Charles  C 
Thomas,  1969,  $13.75. 

DEC.  29,  1969,  was  the  50th  anni- 
versary of  the  death  of  Sir  William 
Osier,  but  his  charisma  is  still  with  us. 
On  the  anniversary,  this  book — con- 
sisting of  14  excellent  essays  by 
Osier — was  published,  with  commen- 
taries on  each  essay  by  contemporary 
Oslerians. 

No  one  has  arisen  in  the  medical 
profession  to  take  Osier’s  place.  As 
stated  by  Dr.  Wilburt  C.  Davison, 
emeritus  dean  and  professor  of  pedi- 
atrics at  Duke  Medical  Center,  (who 
was  an  intern  of  Sir  William’s),  Osier 
was  a physician,  teacher,  scientist, 
medical  reformer,  medical  writer,  hu- 
manist, and  personality.  The  essays  in 
this  book  bring  out  all  of  these  quali- 
ties of  this  man.  As  has  been  said, 
"Osier  could  make  medical  writing  be- 
come literature.” 

Drs.  McGovern  and  Roland  are  to  be 
congratulated  upon  assembling  these 
essays,  which  are  now  as  timely  as 
they  were  over  50  years  ago. 

The  commentaries  of  each  essay, 
along  with  the  brief  life  story  of  Osier, 
make  this  book  must  reading  for  the 
thoughtful  physician,  humanist,  medi- 
cal historian,  and  student. 

WILLIAM  M.  CRAWFORD,  M.D. 

Fort  Worth. 

Techniques  in  Clinical  Physiology:  A 
Survey  of  Measurements  in  Anes- 
thesiology, edited  by  J.  Weldon  Bell- 
ville  and  Charles  S.  Weaver,  532  pp., 
charts,  London,  Collier-Macmillan 
Ltd.,  1969,  $20. 

IN  THIS  moderate  size  volume  from 
Stanford  University  School  of  Medicine, 
more  than  a dozen  contributors  repre- 
senting multiple  disciplines  present  a 
resume  of  modern  electronic,  chemi- 
cal, radioisotopic,  and  computer  tech- 
niques applicable  to  the  study  of 
human  physiology,  particularly  from 
the  standpoint  of  anesthesiology.  How- 
ever, most,  if  not  all  of  the  techniques, 
are  of  interest  to  all  students  of 
physiology. 

Among  areas  included  are  electro- 
cardiographic analysis,  cardiac  func- 
tion (including  automation  of  blood- 
pressure  determination),  respiratory 
mechanics,  blood  gas  analysis,  and 


signal  recording,  processing,  and  dis- 
play. 

One  of  the  most  pleasing  aspects 
of  the  book  is  the  fact  that,  in  most 
instances,  the  basic  principle  of  each 
special  technique  discussed  is  clearly 
outlined.  Such  clarification  is  neces- 
sary for  most  readers  since  the  scope 
of  the  book  is  so  broad  that  no  one 
reader  could  cross  all  areas  with  ex- 
pertise. Other  pleasing  aspects  of  the 
book  are  its  clear  format  and  its  many 
excellent,  working  sketches  of  instru- 
mentation. 

Topics  are  covered  to  various  depths 
and  are  probably  not  entirely  adequate 
for  some  readers,  but  excellent  bibli- 
ographies are  available  for  each  chap- 
ter to  guide  the  reader  to  current 
references,  as  well  as  to  important 
historical  "landmarks”  in  the  literature. 

I highly  recommend  this  book  to 
those  interested  in  instrumentation 
and  methodology  in  human  physiology. 

THOMAS  M.  RUNGE,  M.D. 

Austin. 

Textbook  of  Nuclear  Medicine  Tech- 
nology, Paul  J.  Early,  Muhammad 
Abdel  Razzak,  and  D.  Bruce  Sodee, 
378  pp.,  241  illus.,  St.  Louis,  The 
C.  V.  MosbyCo.,  1969,  $15.50. 

NUCLEAR  MEDICINE  is  a field  that 
has  only  recently  attracted  a need  for 
highly  skilled  technologists.  To  fulfill 
this  need,  the  establishment  of  a pro- 
gram to  train  technologists  in  the  field 
was  necessary,  and  the  most  logical 
choice  to  establish  the  program  was 
the  Nuclear  Medicine  Institute  in  Cleve- 
land, Ohio,  which  some  years  earlier 
had  offered  a physicians’  introductory 
training  course  in  the  subject. 

Thus,  almost  four  years  ago,  NMI 
undertook  the  task  of  building  a pro- 
gram to  train  technologists  in  nuclear 
medicine,  but  at  that  time,  institute 
personnel  discovered  that  there  were 
no  applicable  texts  written  specifically 
for  and  on  the  level  required  by  tech- 
nologists. There  were  comprehensive 
texts  and  supplementary  materials  for 
the  physicians’  program,  but  none  of 
these  were  appropriate  for  the  course 
in  technology.  Several  approaches 
were  used  to  compensate  for  this  void, 
but  all  were  unsuccessful.  Then,  the 
task  of  producing  this  book  was  under- 
taken by  NMI  to  fill  the  void  and  to 
promote  the  production  of  competent 
technologists  in  nuclear  medicine. 

Divided  into  two  sections,  one  on 


nuclear  science  and  the  other  on  clini- 
cal theory,  the  book  represents  the 
works  of  many  authors  compiled  over 
a long  period  of  time.  Because  of  this 
fact,  no  attempt  is  made  to  document 
statements  with  precise  references; 
rather,  a list  of  references  follows  each 
section  and  is  intended  to  give  credit 
to  the  various  authors,  as  well  as  to 
provide  a partial  supplement  for  the 
student’s  use. 

The  preface  states,  "Wherever  pos- 
sible, the  content  has  been  simplified 
to  make  highly  theoretical  principles 
more  easily  understood.”  For  exam- 
ple, the  clinical  section  is  presented 
through  a systems  approach  instead 
of  the  usual  organ  approach,  so  that 
students  will  be  able  to  better  corre- 
late all  bodily  functions. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Anderson,  J.  Q.,  compiler  and  ed.; 
Texas  Folk  Medicine,  1,333  Cures, 
Remedies,  Preventives  & Health 
Practices,  Austin,  The  Encino  Press, 
1970. 

Bellville,  J.  W.,  and  Weaver,  C.  S.,  eds.: 
Techniques  in  Clinical  Physiology: 
A Survey  of  Measurements  in  Anes- 
thesiology, London,  Collier-Macmil- 
lan Ltd.,  1969. 

Brain,  Lord,  and  Walton,  J.  N.,  ed.: 
Brain’s  Diseases  of  the  Nervous 
System,  ed.  7,  New  York,  Oxford 
University  Press,  1969. 

Cole,  F.:  The  Doctor’s  Shorthand,  Phil- 
adelphia, W.  B.  Saunders  Co.,  1970. 
Commission  on  Professional  and  Hos- 
pital Activities:  Length  of  Stay  in 
PAS  Hospitals,  United  States,  Pre- 
and  Post-Medicare,  Ann  Arbor, 
Mich.,  Commission  on  Professional 
and  Hospital  Activities,  1969. 
Commission  on  Professional  and  Hos- 
pital Activities:  Length  of  Stay  in 
PAS  Hospitals,  United  States,  1969, 
Ann  Arbor,  Mich.,  Commission  on 
Professional  and  Hospital  Activities, 
1970. 

Commission  on  Professional  and  Hos- 
pital Activities:  Length  of  Stay  in 
PAS  Hospitals,  Canada,  1969,  Ann 
Arbor,  Mich.,  Commission  on  Profes- 
sional and  Hospital  Activities,  1970. 
DePalma,  A.  F.,  and  Rothman,  R.  H.: 
The  Intervertebral  Disc,  Philadel- 
phia, W.  B.  Saunders  Co.,  1970. 
Dodson,  A.  I.,  Jr.:  Urological  Surgery, 
ed.  4,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1970. 
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Ferguson,  L.  K.,  and  Kerr,  J.  H.:  Ex- 
plain It  to  Me,  Doctor,  Philadelphia, 
J.  B.  Lippincott  Co.,  1970. 

Girard,  L.  J.,  ed.;  Soper,  J.  W.,  and 
Sampson,  W.  G.,  assoc,  eds.;  and 
Gunn,  C.,  asst,  ed.:  Corneal  Contact 
Lenses,  ed.  2,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1970. 

Goodman,  R.  M.,  and  Gorlin,  R.  J.:  The 
Face  in  Genetic  Disorders,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1970. 

Goth,  A.:  Medical  Pharmacology,  Prin- 
ciples and  Concepts,  ed.  5,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970. 
Hall,  R.,  Anderson,  J.,  and  Smart,  G. 
A.:  Clinical  Endocrinology,  Philadel- 
phia, J.  B.  Lippincott  Co.,  1969. 
Harris,  J.  E.,  and  Sinkovics,  J.  G.:  The 
Immunology  of  Malignant  Diseases, 
St.  Louis,  The  C.  V.  Mosby  Co., 
1970. 

Hazen,  E.  L.,  Gordon,  M.  A.,  and  Reed, 
F.  C.:  Laboratory  Identification  of 
Pathogenic  Fungi  Simplified,  ed.  3, 
Springfield,  III.,  Charles  C Thomas, 
1970. 

International  Congress  of  Orthoptists: 
The  First  International  Congress  of 
Orthoptists,  Transactions  of  a Con- 
gress Held  at  the  Royal  College  of 
Surgeons  of  England,  July  3,  4,  5, 
1967,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1968. 

Kellogg,  R.;  Analyzing  Children’s  Art, 
Palo  Alto,  Calif.,  National  Press 
Books,  1969. 

King,  J.  H.,  Jr.,  and  Wadsworth,  J.  A. 
C.:  An  Atlas  of  Ophthalmic  Surgery, 
ed.  2,  Philadelphia,  J.  B.  Lippincott 
Co.,  1970. 

Lichtenstein,  1.  L.:  Hernia  Repair  With- 
out Disability,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1970. 

Shands,  A.  R.,  Jr.;  The  Early  Ortho- 
paedic Surgeons  of  America,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970. 
Wolstenholme,  G.  E.  W.,  and  O’Connor, 
M.,  eds.:  Mutation  as  Cellular  Proc- 
ess, A Ciba  Foundation  Symposium, 
London,  J.  & A.  Churchill  Ltd., 
1969. 

Wolstenholme,  G.  E.  W.,  and  Knight, 
J.,  eds.:  Progesterone:  Its  Regula- 
tory Effect  on  the  Myometrium, 
Ciba  Foundation  Study  Group  No. 
34,  London,  J.  & A.  Churchill  Ltd., 
1969. 

Many  of  the  books  listed  are  available 
for  review.  If  you  would  like  to  prepare 
a review  on  one  of  the  new  books  list- 
ed, or  if  you  would  like  to  review  other 
new  books  on  a specific  topic,  write  to 
the  TMA  Library,  1801  North  Lamar 
Boulevard,  Austin  78701.  Guidelines 
for  book  reviewers  are  available  from 
the  Library. 


Recent 

Deaths 


Dr.  R.  Hudspeth 

Dr.  Ray  Hudspeth,  Gladewater  general 
practitioner,  died  Nov.  2,  1970,  in 
Sherman.  He  was  47. 

The  son  of  B.  M.  and  Letha  Edwards 
Hudspeth,  Dr.  Hudspeth  was  born  in 
Dallas  on  Sept.  17,  1923.  He  attend- 
ed North  Texas  State  Teacher's  Col- 
lege in  Denton,  receiving  a BA  degree 
in  1942.  He  took  postgraduate  work 
at  Southern  Methodist  University,  Dal- 
las, and  at  the  University  of  Georgia, 
Athens.  After  serving  several  years  in 
the  armed  forces,  he  returned  to  Dal- 
las to  attend  The  University  of  Texas 
(Southwestern)  Medical  School.  He 
was  graduated  with  an  MD  degree  from 
Southwestern  in  1950.  Dr.  Hudspeth 
interned  at  the  US  Public  Health  Ser- 
vice Hospital  in  Galveston  in  1950, 
and  upon  completion  of  the  intern- 
ship, he  moved  to  Gladewater  to  prac- 
tice. He  practiced  there  until  his  death. 

During  World  War  II,  Dr.  Hudspeth 
served  as  a fighter  pilot  with  the  US 
Marine  Corps,  attaining  the  rank  of 
first  lieutenant.  He  remained  active  in 
the  US  Marine  Corps  Reserve  until 
1950,  when  he  resigned  his  commis- 
sion and  accepted  a commission  as 
an  assistant  surgeon  in  the  US  Public 
Health  Service. 

A former  vice-president  of  the  Gregg 
County  Medical  Society,  Dr.  Hudspeth 
was  also  a member  of  American  Medi- 
cal Association,  Texas  Medical  Associ- 
ation, and  American  Academy  of  Gen- 
eral Practice.  He  was  active  in  the 
American  Heart  Association  and  on 
the  Medical  Advisory  Committee  of  the 
National  Foundation  for  Infantile  Pa- 
ralysis. He  also  held  membership  in 
the  East  Texas  Academy  of  General 
Practice,  Dallas  Southern  Clinical  Soci- 
ety, and  Theta  Kappa  Psi  medical  fra- 
ternity. He  had  also  served  as  chief 
of  staff  of  Gladewater  Municipal  Hos- 
pital and  had  worked  with  the  City 
Health  Office.  A member  of  First  Bap- 
tist Church  in  Gladewater,  he  had 
served  as  president  of  the  Gladewater 
Lions  Club  in  1957-1958  and  is  listed 
in  Who’s  Who  in  Texas  Today  and 
Who’s  Who  in  the  South  and  South- 
west. 

He  is  survived  by  his  wife.  Ermine 
Hall  Hudspeth;  a daughter,  Karen 
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Ruth  Hudspeth  of  Gladewater;  a son, 
Brian  Ray  Hudspeth  of  Gladewater; 
and  three  sisters,  Mrs.  Ruth  Reeves 
and  Mrs.  Blanche  Howell,  both  of  Dal- 
las, and  Mrs.  Grace  Brooker  of  Monroe, 
Mich. 


Dr.  R.  W.  Witt 

Fort  Worth  anesthesiologist  Dr.  Roger 
Withers  Witt  died  Oct.  1,  1970.  He 
was  45. 

Dr.  Witt  was  born  June  12,  1925,  in 
Clarence,  Mo.  His  parents  were  Jesse 
Davis  and  Lucille  Withers  Witt.  In 
1947,  he  was  graduated  from  Tulane 
University  School  of  Medicine  at  New 
Orleans  with  an  MD  degree,  and  from 
1947  to  1948,  he  was  an  intern  at 
Charity  Hospital  of  Louisiana  at  New 
Orleans.  He  served  residencies  in  New 
Orleans  at  Ochsner  Foundation  Hos- 
pital from  1950  to  1951  and  at  Char- 
ity Hospital  of  Louisiana  from  1954 
to  1956.  Dr.  Witt  was  in  general  prac- 
tice at  Durant,  Okla.,  from  1949  to 
1950.  In  1957,  he  moved  to  Fort 
Worth  where  he  specialized  in  anesthe- 
siology. 

A member  of  Tarrant  County  Medi- 
cal Society,  he  also  belonged  to  Texas 
Medical  Association,  American  Medi- 
cal Association,  American  Society  of 
Anesthesiologists,  and  Texas  Society 
of  Anesthesiologists.  He  was  also  a 
diplomate  of  the  American  Board  of 
Anesthesiology  and  a fellow  of  the 
American  College  of  Anesthesiologists. 
Dr.  Witt,  also  a member  of  the  Inter- 
national Anesthesia  Research  Society, 
served  as  chief  of  the  anesthesiology 
department  of  St.  Joseph  Hospital  in 
Fort  Worth  for  14  years. 

Dr.  Witt  is  survived  by  two  sons, 
Roger,  Jr.,  and  Barry  Davis  Witt;  two 
daughters,  Holley  Jordan  and  Sabra 
Pierpoint  Witt;  and  his  parents,  all  of 
Fort  Worth. 
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Dr.  S.  R.  Boykin 

Retired  physician  Dr.  Solomon  Relo- 
phard  Boykin  died  June  28,  1970, 
at  Veterans  Administration  Center  in 
Jackson,  Miss. 

Dr.  Boykin,  81,  was  born  in  Gunn, 
Miss.,  and  did  his  undergraduate  work 
at  the  University  of  Mississippi  near 
Oxford,  receiving  a BS  degree  in  1914. 
Two  years  later,  he  was  graduated 
from  Tulane  University  School  of  Med- 
icine in  New  Orleans,  La.,  with  an 
MD  degree. 

He  then  served  two  years  (1917- 
1919)  in  the  US  Army,  attaining  the 
rank  of  captain.  Upon  completion  of 
his  military  service,  Dr.  Boykin  in- 
terned for  one  year  at  Mississippi  State 
Charity  Hospital  in  Vicksburg.  He  later 
took  postgraduate  work  at  the  Univer- 
sity of  Vienna,  Australia,  and  at  the 
University  of  Chicago  Lying-In  Hospi- 
tal. 

A member  of  Texas  Medical  Associa- 
tion, Dr.  Boykin  had  served  four  years 
as  superintendent  of  the  Mississippi 
State  Charity  Hospital  in  Jackson  and 
14  years  as  chief  surgeon  and  chief  of 
staff  of  Security  Benefit  Hospital  in 
Topeka,  Kan.  He  had  also  practiced  in 
Toledo,  Ohio;  Crossett,  Ark.;  Houston; 
and  Floresville  before  his  retirement  in 
1964. 

Dr.  Boykin  was  a past  president  of 
Karnes-Wilson  Counties  Medical  Socie- 
ty, member  of  the  board  of  directors 
of  the  Texas  Tuberculosis  and  Respira- 
tory Disease  Association,  and  Wilson 
County  health  officer. 

Surviving  the  physician  are  his  wife, 
Inez  Short  Boykin;  three  sons,  Robert 
Stith  Boykin  of  Dallas,  John  William 
Boykin  of  Tyler,  and  Richard  Lee  Boy- 
kin of  San  Antonio. 

Dr.  W.  J.  Bragg,  Jr. 

Houston  general  practitioner  and  sur- 
geon Dr.  William  J.  Bragg,  Jr.,  died 
Oct.  11,  1970,  in  Houston.  Cause  of 
death  was  cardio-pulmonary  arrest. 

The  53-year-old  physician  was  born 
in  Memphis,  Tex.,  on  June  27,  1917, 
the  son  of  William  J.  and  Osa  May 
Best  Bragg.  He  attended  Texas  Tech- 
nological University  in  Lubbock,  ob- 
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taining  a BA  degree  in  chemistry  in 
1939.  In  1946,  he  was  awarded  his 
MD  degree  from  The  University  of  Tex- 
as Medical  Branch  in  Galveston.  He 
interned  at  City-County  Hospital  (now 
John  Peter  Smith  Hospital)  in  Fort 
Worth  from  1946  to  1947,  and  he  be- 
gan his  practice  in  Houston  in  1949. 

A US  Army  veteran  of  World  War 
II  and  the  Korean  War,  Dr.  Bragg  was 
a member  of  American  Medical  Asso- 
ciation, Texas  Medical  Association, 
Harris  County  Medical  Society,  and 
the  American  Academy  of  General 
Practice.  He  was  also  a member  of 
Masonic  Lodge  No.  729  in  Memphis 
and  was  a Shriner  in  the  Arabia  Tem- 
ple Shrine  in  Houston. 

Surviving  him  are  his  mother,  Mrs. 
Osa  May  Best  Bragg  of  Houston;  a 
sister,  Mrs.  Dorothy  Barry  of  Boston, 
Mass.;  and  a brother,  J.  W.  Bragg  of 
Amarillo. 


Dr.  W.  A.  Zuelzer 

San  Antonio  orthopedic  surgeon  Dr. 
Wilhelm  A.  Zuelzer,  64,  was  killed  on 
Oct.  21,  1970,  in  a traffic  mishap  on 
Interstate  Highway  35  near  San  An- 
tonio. 

Dr.  Zuelzer,  the  son  of  Richard  and 
Martha  Wollman  Zuelzer,  was  born 
Aug.  8,  1906,  in  Postdam,  Germany. 
He  attended  state  medical  universi- 
ties at  Berlin  and  Wurzburg,  Germany, 
and  at  Vienna,  Austria,  graduating 
with  an  MD  degree  in  1930. 

After  an  internship  at  City-County 
Hospital  in  Berlin,  Dr.  Zuelzer  held  res- 
idencies in  orthopedics  at  Annastift 
Hospital  for  Crippled  Children  in  Han- 
over, Germany,  from  1933  to  1934,  at 
Parkland  Memorial  Hospital  in  Dallas 
from  1935  to  1936,  and  at  Fitzsimons 
General  Hospital  in  Denver,  Colo.,  from 
1953  to  1955. 

Dr.  Zuelzer  had  previously  practiced 
in  Dallas  from  1938  to  1942  and  had 
served  during  that  time  as  an  instruc- 
tor at  Baylor  University  College  of 
Medicine,  then  located  in  Dallas.  In 
1943,  he  served  as  an  assistant  clini- 
cal professor  of  orthopedic  surgery  at 
The  University  of  Texas  (Southwestern) 
Medical  School,  Dallas. 


Serving  in  the  US  Army  Medical 
Corps  from  1946,  Dr.  Zuelzer  retired 
from  military  service  with  the  rank  of 
colonel  in  1966.  He  was  awarded  the 
Army  Commendation  Medal  and  the 
Legion  of  Merit  medal  upon  his  retire- 
ment. He  then  moved  to  San  Antonio 
and  practiced  there  until  his  death.  In 
spring,  1970,  he  was  appointed  clini- 
cal associate  professor  of  orthopedic 
surgery  at  The  University  of  Texas 
Medical  School  at  San  Antonio. 

He  was  a member  of  American  Med- 
ical Association,  Texas  Medical  Asso- 
ciation, and  Bexar  County  Medical 
Society.  He  was  certified  by  the  Amer- 
ican Board  of  Orthopaedic  Surgery, 
and  he  was  a member  of  the  American 
Academy  of  Orthopaedic  Surgeons.  The 
inventor  of  the  Zuelzer  bookplate  for 
fixation  of  small  bone  fragments.  Dr. 
Zuelzer  was  also  the  author  of  several 
books  and  papers  concerning  ortho- 
pedics. He  was  a member  of  Potsdam 
Lutheran  Church. 

He  is  survived  by  his  wife,  Margot 
Bayer  Zuelzer;  one  son,  Wilhelm  A. 
Zuelzer,  Jr.,  of  San  Antonio;  two 
daughters,  Christina  A.  Zuelzer  and 
Mary  Elisabeth  Zuelzer,  both  of  San 
Antonio;  and  a sister,  Mrs.  Erna  Stern, 
of  London,  England. 

Dr.  C.  Phillips 

Pathologist  Dr.  Charles  Phillips,  79, 
died  Nov.  1,  1970,  in  Houston. 

Dr.  Phillips,  the  son  of  Alexander  L. 
and  Susan  Moseley  Phillips,  was  born 
Nov.  10,  1890,  in  Tuscaloosa,  Ala.  In 
1912,  he  was  graduated  from  Rich- 
mond College  in  Richmond,  Va.,  with 
an  AB  degree.  He  was  awarded  his  MD 
degree  four  years  later  from  the  Virgin- 
ia Commonwealth  University,  Medical 
College  of  Virginia,  also  in  Richmond. 
From  1916  to  1917,  he  served  as  an 
intern  at  Stuart  Circle  Hospital  in  Rich- 
mond, and  he  took  postgraduate  work 
in  pathology  at  Mayo  Clinic,  Roches- 
ter, Minn.,  and  in  serology  at  the  Uni- 
versity of  Pennsylvania  School  of  Med- 
icine, Philadelphia. 

Author  of  numerous  journal  articles, 
Dr.  Phillips  had  been  a professor  of 
pathology  at  Wake  Forest  University  in 
Winston  Salem,  N.C.,  from  1920  to 
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1924  and  at  Virginia  Commonwealth 
University,  Medical  College  of  Virginia, 
from  1924  to  1931.  From  1931  to 
1955,  he  was  a pathologist  at  Scott 
and  White  Clinic  in  Temple  and  was 
on  the  pathology  staff  at  The  Univer- 
sity of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute  from  1955  to 
1960.  From  then  until  his  retirement 
in  1965,  Dr.  Phillips  practiced  at 
Heights  Hospital  in  Houston.  He  had 
served  on  the  faculty  of  The  Univer- 
sity of  Texas  Postgraduate  School  for 
many  years. 

Dr.  Phillips,  a former  captain  in  the 
US  Army  Medical  Corps  during  World 
War  I,  was  a member  of  American 
Medical  Association,  Texas  Medical  As- 
sociation, Southern  Medical  Associa- 
tion, and  Harris  County  Medical  So- 
ciety. During  his  practice  at  Scott  and 
White  Clinic,  he  held  membership  and 
was  an  officer  in  Bell  County  Medical 
Society.  He  was  also  a past  president 
of  the  Texas  Society  of  Pathologists 
and  had  also  served  as  an  officer  in 
the  American  Cancer  Society  (Texas 
Division,  Inc.).  In  civic  affairs,  he  was 
involved  in  Rotary  International  and 
was  a member  of  First  Presbyterian 
Church  in  Houston.  He  was  a winner 
of  several  awards  for  scientific  exhibits 
on  skin  cancer. 

Dr.  Phillips  is  survived  by  his  wife, 
Frances  Robinson  Phillips;  a daughter, 
Mrs.  Susan  Wilkinson  of  Houston;  a sis- 
ter, Mrs.  Robbie  Burruss  of  Hampton, 
Va.;  and  three  grandchildren. 


Dr.  R.  H.  Mershon 

Dr.  Robert  Henderson  Mershon,  56- 
year-old  retired  Dallas  physician,  died 
Feb.  11,  1970,  in  St.  Paul  Hospital, 
Dallas,  of  coronary  artery  disease. 

A native  of  Colorado,  Dr.  Mershon 
attended  the  University  of  Southern 
California  in  Los  Angeles,  receiving  a 
BA  degree  in  1934.  In  1938,  he  was 
awarded  his  MD  degree  from  the  Uni- 
versity of  Southern  California  School 
of  Medicine.  He  served  a one-year  in- 
ternship at  the  US  Public  Health  Ser- 
vice Hospital  in  San  Francisco  in  1937- 
1938. 

Following  his  internship.  Dr.  Mer- 
shon spent  25  years  of  active  service 
in  the  U.  S.  Navy,  retiring  as  a captain 
in  1963.  He  then  went  into  practice 
in  Dallas  and  retired  in  1969. 

He  was  a member  of  American  Med- 
ical Association,  Texas  Medical  Asso- 
ciation, and  Dallas  County  Medical 
Society.  He  also  held  membership  in 
Phi  Rho  Sigma  medical  fraternity. 

Survivors  include  his  wife,  Iva  Geral- 
dine Geiger  Mershon;  two  daughters. 


In  civic  activities,  he  was  a 50-year, 
32nd  degree  Mason;  a member  of  First 
Presbyterian  Church,  Rotary  Club  of 
El  Paso,  and  the  El  Paso  Historical 
Society;  and  a life  member  of  the 
American  Rifle  Association. 

Dr.  Varner  is  survived  by  his  wife, 
Mary  Hardie  Varner;  two  sons,  John 
David  Varner,  MD,  of  Roanoke,  Va., 
and  Harry  H.  Varner,  Jr.,  of  Phoenix, 
Ariz.;  two  daughters,  Mrs.  Mary  V. 
Meryweather  of  New  Caanan,  Conn., 
and  Mrs.  Margaret  Varner  Bloss  of  El 
Paso;  and  seven  grandchildren. 


Dr.  C.  P.  Myers 

Dr.  Clyde  Purvis  Myers,  Cotulla  physi- 
cian and  surgeon  for  25  years,  died 
in  John  Sealy  Hospital  in  Galveston 
on  Nov.  15,  1970,  of  metastatic  car- 
cinoma. 

The  61-year-old  physician  was  born 
in  Fairview  and  attended  Texas  Agri- 
cultural and  Mechanical  University, 
receiving  a BS  degree  in  1935.  That 
same  year,  he  also  received  his  MD 
degree  from  Baylor  College  of  Medi- 
cine, then  located  in  Dallas.  He  served 
an  internship  and  a residency  in  sur- 
gery at  Maryland  General  Hospital  in 
Baltimore,  Md. 

Following  his  residency.  Dr.  Myers 
practiced  industrial  medicine  in  Spar- 
rows Point,  Md.,  and  Baltimore,  Md. 
Then,  he  served  in  the  US  Army  as 
chief  surgeon  at  the  New  Cumberland, 
Pa.,  army  post  for  SVa  years,  attaining 
the  rank  of  captain.  In  1945,  he 
moved  to  Cotulla  and  was  the  only 
practitioner  in  the  county  for  22  years. 

Dr.  Myers  was  a member  of  Ameri- 
can Medical  Association,  Texas  Medi- 
cal Association,  and  American  Acade- 
my of  General  Practitioners.  In  1952 
and  1962,  he  served  as  president  of 
LaSalle-Frio-Dimmitt  Counties  Medical 
Society.  He  also  held  membership  in 
Theta  Kappa  Psi  medical  fraternity. 

In  civic  affairs,  he  was  president  of 
the  board  of  trustees  of  the  Cotulla 
Independent  School  District  for  one  of 
the  15  years  he  served  on  the  board. 
He  was  also  a member  of  Cotulla 
Methodist  Church  and  the  Lions  Club. 

Survivors  include  his  wife,  Cora  Co- 
burn Myers;  two  daughters,  Mrs.  Mary 
Sue  Black  of  Wichita  Falls  and  Mrs. 
Camilla  Ann  Johnson  of  Los  Angeles, 
Calif.;  a son,  Robert  Clyde  Myers  of 
Corpus  Christi;  two  brothers,  Philip 
Myers,  DVM,  of  Kaufmann  and  John 
Clark  Myers  of  Eagle  Pass;  two  sisters, 
Mrs.  Mable  Coughran  of  Pleasanton 
and  Mrs.  Edith  Douglass  of  Charlotte; 
and  five  granddaughters. 


DR.  MERSHON 


Mrs.  Kathy  Lynn  Farmer  of  Shreveport, 
La.,  and  Mrs.  Robyn  Celeste  Harvard 
of  Houston;  two  sons,  James  Harry 
Mershon  of  Irving  and  Robert  Shannon 
Mershon  of  Singapore;  and  a brother, 
Harry  Franklin  Mershon,  MD,  of  Nor- 
walk, Calif. 


Dr.  H.  H.  Varner 

Dr.  Harry  Howard  Varner,  El  Paso  gen- 
eral surgeon,  died  Nov.  3,  1970,  in  El 
Paso  after  an  extended  illness. 

Born  in  Warrenton,  Va.,  on  Dec.  18, 
1885,  Dr.  Varner  was  the  son  of  John 
David  and  Lelia  Mortimer  Ramey  Var- 
ner. The  recipient  of  two  engineering 
degrees  from  Virginia  Polytechnic  In- 
stitute, he  was  awarded  an  MD  degree 
in  1914  from  the  University  of  Virginia 
Medical  School  in  Charlottesville.  He 
served  a two-year  surgical  residency  at 
University  of  Virginia  Hospital  in  Char- 
lottesville. 

From  1917  to  1919,  he  served  as  a 
captain  in  the  US  Army  Medical  Corps 
and  just  prior  to  his  duty  in  the  Army, 
he  established  his  practice  in  El  Paso. 

The  85-year-old  general  surgeon  had 
been  secretary,  treasurer,  and  presi- 
dent of  the  El  Paso  County  Medical 
Society  and  was  elected  to  honorary 
membership  in  Texas  Medical  Associa- 
tion in  1969.  Also  a member  of  the 
American  Medical  Association,  he  had 
been  division  surgeon  for  Texas  and 
New  Orleans  Line,  Southern  Pacific 
Railroad;  Standard  Oil  Company;  El 
Paso  Electric  Company;  El  Paso  City 
Lines;  and  Greyhound  Bus  Lines.  He 
served  as  a member  of  the  hospital 
board  and  as  chief  of  staff  of  Hotel 
Dieu  Sisters'  Hospital,  Southwestern 
General  Hospital,  El  Paso  Masonic  Hos- 
pital, and  El  Paso  County  Hospital 
(now  R.  E.  Thomason  General  Hospi- 
tal). 


DR.  VARNER 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmorelond  Avenue  Dallas,  Texas  75211  214  331-8331 
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Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D. 
Medical  Director 


Bland  Seale 
Administrator 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 

John  S.  Alexander,  M.D.,  M.A.C.R. 

Norman  L.  Presley,  M.D.,  M.A.C.R. 

Robert  J.  Atcheson,  M.D.,  M.A.C.R. 

Sanford  Reitman,  M.D.,  M.A.C.R. 

Douglas  E.  Bibby,  M.D.,  F.A.C.R. 

Gomer  W.  Roberts,  M.D.,  M.A.C.R. 

James  W.  Buice,  M.D.,  F.A.C.R. 

Herman  C.  Sehested,  M.D.,  F.A.C.R. 

Richard  C.  Gasser,  M.D.,  M.A.C.R. 

Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  D.A.B.R. 

Preston  W.  Nash,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Holland  F.  Oakes,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 

Offices: 

100  Medical  Tower  Bldg.  — 336-8681 

1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd., 

Arlington,  Texas  76010  — 277-7681 

TRAVIS  CLINIC  ASSOCIATION  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Sorsery: 

L.  L.  TraviB,  M.D. 

J.  S.  O’Hare,  MJ). 

R.  K.  WUlms,  M.D. 

Orthopedic  Surgery: 

B,  L.  Mahon,  Jr.,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 

Pathology : 

Herbert  Davenport,  Jr.,  M.D. 


STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Peeneil,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecology: 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 
L.  W.  Ralston,  M.D. 

William  J.  Fowler 
Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC 

Box  841 

Corsicana,  Texas 


PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D. 

INTERNAL  MEDICINE 
ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 

JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ.,  M.D.* 

OBSTETRICS  & GYNECOLOGY 
KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

DERMATOLOGY 
JOSEPH  M.  GLICKSMAN,  M.D, 


BUSINESS  MANAGER 
OWEN  G.  ELLIOTT,  M.G.M.A. 

SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D. 
OPHTHALMOLOGY 
ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

EAR,  NOSE,  THROAT 
PHILLIP  M.  AWTREY,  M.D.,*  F.A.A.0.0. 
DENTISTRY 

ROBERT  A.  LANG,  D.D.S. 


*Diplomate  of  the  American  Board 
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(diethylpropion  hydrochloride) 

works  on  the  appetite 
not  on  the ‘nerves’ 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrency  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cordiovasculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuation  of  theropy,  un- 
pleasont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympothomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


end  jitteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  Increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cord/o- 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmic,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  Ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Alfergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gaslro/ntest/nof  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscelloneous  adverse 
reactions  have  been  reported  by  physicians.  These  Include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  t-ooca  / 1/70  / u.s.  patent  no.  3.001,910 
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THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwecome  bedre  ow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains.-  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  thase  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discan- 
tinue  use  if  ringing  in  the  ears,  deafness,  skin  rash,  ar  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


Can  one  prescription  do 
the  work  of  two? 


A 


Yes,  KolantyF. 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


• V The  Wm.  S.  Merrell  Company 

IN^errell  J Division  of  Richardson-Merrell  Inc. 
' Cincinnati,  Ohio  45215 


Efudex 


(fluorouracil) 

cream /solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  firc  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
ancl  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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new 

Efudex^ 

(fluorouracil) 

cream/solution 


FRANCIS'f 

HOSPITELS 

INCORPORATED 


FRANCIsf^ 
CONVALESCENT 
CENTERS 

DIVISION  OF  FRANCIS  HOSPiTELS.  INC. 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  “Hospi- 
telble”  Francis  way. 


FT  WORTH 


FRANCIS  HOSPITELS,  INC.,  7129  Highway  290  East,  Austin,  512  454-2725 


FRANCIS  CONVALESCENT  CENTERS— WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN; 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 


150 


TEXAS  MEDICINE 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $8.00  per  column  inch  and  listings  must  run  for  a minimum 
of  six  months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  Mail  copy  to  Ad- 
vertising Assistant,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  Deadline  is  20th  of  the  month  preceding 
publication  month. 


lexas 

Physicians’  Directory 


Aerospace  Medicine 

PHYLLIS  HUFFMAN,  M.D. 

Fellow  American  Academy  of  Pediatrics 

Certified  by  Sub-Board  of  Pediatric  Aliergy 

Pediatric  Allergy  and  Immunology 

606  North  Kent  Street,  Midland,  Texas  79701 

Telephone  915  682-9479 

D.  OWEN  COONS,  M.D.,  F.A.M. 

Diplomate  American  Board  of  Preventive  Medicine 

AEROSPACE  MEDICINE 

Comprehensive  aircrew  examinations  and  FAA  certification 

Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certification 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 

Cardiovascular  Disease 

Allergy 

EVERETT  C.  PRICE,  M.D. 

Diplomate  American  Boards  of  Internal  Medicine  and 

Cardiovascular  Disease 

Consultation,  Cardiac  Catheterization, 
and  Angiography  in  Children  and  Adults 

EKG  interpretation  by  return  mail 

1705  Medical  Towers  Bldg.,  Houston,  Texas  77025 

523-4388  523-6949 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamin,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

Clinics 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.O.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 
CLINIC-HOSPITAL  FOUNDATION 

224-234  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D.,  ^ ~ 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmoiogy 

W.  H.  Brauns,  M.D.,  Internal  Medicine  o.  Sterling  Gillis,  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  _ - r.  . 

_.  _ _ „ . ..  ^ Consultant  in  Pathology — 

Chas.  F.  Engellung,  M.D.,  Lloyd  R.  Hershberger,  M.D. 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 

Ralph  R.  Chase,  M.D.,  Pediatrics  John  q.  Bolen,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  William  T.  Gordon,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  (Jueng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A.  Murray,  M.D. 

Hermann  Gregory,  M.D.  (Military  Leave  of  Absence) 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  528-5591 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

John  M.  Church,  M.D.  Robert  L.  Seweil,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Hoisapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donaid  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 

Volume  67,  January,  1971 


151 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 


R.  Gayle  Spann,  M.O.,  F.A.C.S. 
(Deceased) 

S.  T.  Coleman,  M.D.,  F.A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 

(Consultant) 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 


GYNECOLOGY 
J.  H.  Thomas,  M.D. 
INTERNAL  MEDICINE 
William  E.  Morris,  M.D 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
RADIOLOGY 
Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Petit 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S, 
R.  J.  Turner,  III,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D.,  F.A.C.P. 
D.  W.  Johnston,  M.D.,  F.A.C.P. 
Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


1546  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  884-3861 

SURGERY 


ORTHOPEDICS 

Carlos  M.  Yanez,  M.D.,  F.A.C.S. 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  376-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.D.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 
Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 
Doyle  L.  Sharp,  M.D.,  General  Surgery 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.O.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmak|ian,  M.D.,  D.A.B.P.,  Pediatric  Cardiolog;y 

D.  Owen  Coons,  M.D.,  Aero^ace  Medicine  & General  Practice 
Emmett  R.  Hamby,  O.D.S.,  (leneral  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
Gerard  No'eboom,  M.D.,  Consultant  in  Pathology 
F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Baytree  Drive,  Dallas.  Texas;  Telephone  224-1181 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
Herbert  M.  Hinckley,  M.O.,  General  Practice 
David  L.  Webb,  M.D.,  General  Practice 
DUNCANVILLE  OFFICE 

621  Hustead  St.,  Duncanville,  Texas;  Telephone  298-3378 
Terry  S.  Vincent,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N,,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler.  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  HInk,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.O.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley.  M.D. 

R.  S.  GrifRn,  M.D. 

R.  T.  Torp,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 

RADIOLOGY 

W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

BUSINESS  MANAGER 
R.  L.  Heith 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


ADMINISTRATION 

C.  H.  "Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  U Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O'Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatheree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Soicher,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 

Peter  Sullivan,  M.D. 

Consultation  By  Appointment 


PATHOLOGY 
Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D, 
Charles  A.  Spain,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 


LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 


PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 

Telephone  774-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin,  M.D.  Harvey  B.  Koch,  M.D. 

Arthur  B.  Conde,  M.D. 

UROLOGY 

OBSTETRICS  & GYNECOLOGY  Glen  E.  Lewis,  M.D. 

LS?enB°Toss”Mb  DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGHC.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

Dermatology  and  Syphilology 

703  Hermann  Professional  Bldg.,  Houston,  Texas;  Phone  526-3733 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the  Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.,  Fort  Worth,  Texas 

C.  D.  L.  CROMAR,  M.D. 

Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE,  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.,  Dallas,  Texas 

JOHN  B.  McMASTER,  JR.,  M.D. 

Dermatology 

Dermabrasion  & Chemosurgery 

416  M & S Tower,  San  Antonio,  Texas  78205;  Phone  222-2147 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 
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Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  WATKINS,  ANDERSON,  NALLE  AND  ELLSASSER 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  M.  D.  Watkins,  M.D.,  F.A.C.S., 

Wm.  F.  Anderson,  M.D.,  A.I.C.S. 

,,  F-A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 


West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D. 
Eye,  Ear,  Nose  & Throat 


HUBERT  JAMES  SEALE,  M.D. 
Disease  & Surgery  of  the  Eye 

1321  Hickory  St.,  Abilene,  Texas,  Phone  673-3751 


Gastroenterology 


General  Surgery 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis,  Gastroscopy 


728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Buildings,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 
ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 


W.  CROCKETT  CHEARS,  JR.,  M.D. 
Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL 


ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 


1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 


Internal  Medicine 


jpHN  A.  WIGGINS,  JR.,  M.D. 
Diseases  of  the  Chest 
Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 


STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 


1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 


TEXAS  MEDICINE  is  the  only  major  source  of  medical 
meeting  information  in  the  state.  Be  a regular  reader 
of  the  “HIGHLIGHTS  OF  COMING  MEETINGS’’  section. 
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TEXAS  MEDICINE 


Neurology  & Psychiatry 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 


MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 
3434  Swiss 

Dallas,  Texas  75204,  827-3610 


1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Sheff  D.  Olinger,  M.D. 
Joseph  S.  Jenike,  M.D. 
Charles  W.  Barrier,  M.D. 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

* Robert  I.  Hauser,  M.D. 

*Barry  M.  Brown,  M.D. 

^Harris  M.  Hauser,  M.D. 

Section  of  Neurology 
^Harris  M.  Hauser,  M.D. 

*Gerald  Ratinov,  M.D. 

Robert  M.  Gordon,  M.D. 

*Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

*Diplomate,  American  Board  of  Psychiatry  and  Neurology 


Hours  By  Appointment  Only 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 

T.  E.  Morosko,  Ph.D.,  Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


W.  ROBERT  STOBBE,  M.D. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 

GENERAL  PSYCHIATRY 

706  Medical  Towers,  Houston,  Texas  77025;  Telephone  713  524-1306 


WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

GENERAL  PSYCHIATRY 


Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 


140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Neurological  Surgery 


JAMES  GREENWOOD,  JR.,  M.D. 
Neurosurgery 

718  Hermann  Professional  Bldg.,  Houston,  Texas  77025 
Office:  528-5373;  Residence:  528-4038 


practice  limited  to 

PSYCHIATRY 


Morris  Sanders,  M.D. 
Jack  I.  Woolf,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 


DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 
CLARK  WATTS,  M.D. 
Neurological  Surgery 


3701  21st  Street,  Lubbock,  Texas  79410,  79S4023 


8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

^Bernard  J.  Dolenz,  M.D. 

^Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
*Diplomates  American  Board  of  Psychiatry  and  Neurology 


Make  plans  now  to  attend  the 

1971  TMA  ANNUAL  SESSION 

Houston  May  6-9 


Casey  E.  Patterson,  M.D. 

Charles  W.  Simpson,  M.D. 

Tom  M.  Nash,  M.D. 

James  E.  Bland,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Har^  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 
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RONALD  SMITH,  M.D. 
Neurological  Surgery 


Ophthalmology 


901  South  Lake,  Fort  Worth,  Texas,  336-0551 


GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 
712  North  Washington,  Dallas,  Texas,  826-7060 


ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 
JOSEPH  W.  ROBERTSON,  M.D. 
Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 


WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 
Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 


CHARLES  A.  BORNE,  JR.,  M.D. 
Neurological  Surgery 


HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 


DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Dipiomates  of  the  American  Board  of  Ophthalmology 
15  Medical  Drive,  Amarillo,  Texas 


ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 


□ EVEN  J.  VAN  RIET,  M.D. 

Ophthalmology 

Medical — Surgical 

Saint  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  224-0654 


Suite  834,  Sealy-Smith  Professional  Building 

200  University  Blvd.,  Galveston,  Texas  77550,  713  763-1688  W.  REX  HAWKINS,  M.D. 

Diseases  of  the  Retina 

608  Medical  Center  Professional  Building 


Nuclear  Medicine 


Houston,  Texas  77025,  713  528-6341 


HERBERT  C.  ALLEN,  JR.,  M.D.  DAVID  R.  STAGER,  M.D. 

Practice  Limited  to  Nuclear  Medicine  Pediatric  Ophthalmology 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 


8226  Douglas  Ave.,  Dallas,  Texas  75225 


ARTHUR  M.  CLEMENTS,  M.D. 


The  advertising  in 


Surgery  and  Diseases  of  the  Eye 


Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 


TEXAS  MEDICINE 

keeps  you  informed  and 
pays  for  publishing  costs! 

When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad 
in  your  journal. 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Telephone  214  341-3407 


BRYSON  AND  STRUVE  ASSOCIATES 
General  Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

Disease  and  Surgery  of  the  Retina 

John  A.  Bryant,  M.D. 

3166  Reid  Drive,  P.  O.  Box  6374,  Corpus  Christ!,  Texas  78411 
Telephone  512  853-7319 

Do  your  patients 
understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an  invitation  for 
patients  to  discuss  medical  costs  with  you.  It  shows  you 
care  and  helps  prevent  doctor-patient  misunderstanding. 
Send  $1.25  to:  Order  Department,  American  Medical  Asso- 
ciation, 535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 
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TEXAS  MEDICINE 


Orthopedic  Surgery 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynn  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

L.  LEE  LANKFORD,  M.D. 

Oiplomate  American  Board  of  Orthopaedic  Surgery 

hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

Otolaryngology 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Weiiington  J.  Pindar,  M.D. 

Donald  A.  Shearer,  Administrator 

*Special  Attention  to  Surgery  of  the  Hand 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  533-7465 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

Pathology 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P.,  Walter  Krohn,  M.D.,  F.C.A.P. 

Harold  M.  Block,  Jr.,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

GEORGE  J.  RACE,  M.D.  AND  ASSOCIATES 

Pathologists 

421  Medical  Tower  Building, 

712  North  Washington,  Dallas,  Texas  75246,  214  824-1258 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  0.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

J S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

Physical  Medicine  & Rehabilitation 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

JAMES  H.  PENOFF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529'-3579:  Residence  782-1628 

SEAT  BELTS  SAVE  LIVES— 

BUT  ONLY  IF  YOU  USE  THEM 
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JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Oiplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 


SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Oiplomate  American  Board  of  Plastic  Surgery 
Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 
Pasadena  Office 

904V4  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 


DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Oiplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 
Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


CARL  R.  COERS,  III.  MD.,  F.A.C.S. 

Oiplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 


MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Oiplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 


VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 


FRANCIS  A.  MORRIS,  JR.,  M.D. 

WILLIAM  E.  BARNES,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 


Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Oiplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 
Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACKG.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.D.,  D.A.B.R. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 
Plastic  & Reconstructive  Surgery  and 
Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 


W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

CHARLES  T.  MEADOWS,  M.D. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  ISth,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR„  M.D.,  EUGENE  R.  TODD,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F,  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALLAN  L GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Docotrs  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

ERWIN  C.  WINKEL,  M.D. 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Mrs.  Marilyn  Baker 

Present  your  ideas 
in  Texas  Medicine 

lifting  manuscripts, 

"Information  for  Authors.’’ 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

Diplomates  American  Board  of  Urology 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

Remember  your  less  fortunate  colleagues. 

Give  to  the  TMA  Physicians  Benevolent  Fund. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’e  needed  by  19  doctor  irroup. 
tOO-bed  fully  accredited  hoepital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  8830  South 
Lancaster  Road.  Dallas,  Texas  7S216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eisht  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  648,  Milford,  Texas  76670,  area  code  214,  493-2611. 

EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  In  Carrico 
Sprinics,  Texas.  Office  space  available  in  new  professional  buildinic  ad- 
jacent to  hoepital  and  nursine  home.  Excellent  schools  and  housinir  in 
city.  One  areneral  practitioner  needed.  For  information  write  or  call  C. 
W.  Vandervoort,  500  North  let  Street,  Carrizo  Sprinss,  Texas  78834. 
Phone  876-2650. 

UROLOGIST,  board  certified  or  elUrible,  to  associate  with  a prosrres- 
sive  and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  Including  retirement  program.  No  investment  required.  Adjoining 
accredited  hoepital.  City  population  35.000.  Contact  Ad-236,  Texas  Medi- 
eine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hoepital.  City  population  35,000.  Contact  Ad-286,  Texas 
Utdicine,  1801  North  Istmar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hoepitaJL 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hoepital  Association,  3380  South 
Lancaster  Road.  Dsdlas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 

GENERAL  PRACTmONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  ( Houston  County ) , Office  space  available 
for  solo  practice  or  association  with  other  physicians  In  area — 106-bed 
new  hoepital.  Center  for  industry,  farming,  livestock,  and  forestry  opera- 
tions. Excellent  schools,  churches,  and  recreational  facilities  available.  For 
additional  information  contact  Houston  County  Development  Foundation, 
P.O.  Box  807,  CrockeU,  Texas  75835,  area  code  718,  644-2859. 


PATHOLOGY  RESIDENCIES  AND  INTERNSHIPS  available  in  600- 
bed  general  hospital.  Fully  approved  four  year  program  in  anatomical 
and  clinical  pathology.  Average  annual  specimens  and  tests — 348,587. 
Interns — $6300 ; residents — $8100  up.  Board  and  laundry.  Charles  B. 
Mitchell,  M.D.,  Director  of  Laboratories,  Harris  Hospital,  1300  West 
Cannon,  Fort  Worth,  Texas  76104. 


GENERAL  PRACHTIONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whitney. 
41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds.  Salary 
to  start,  commensurate  with  present  requirements ; partnership  later. 
Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact  V.  D. 
Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10.  80  miles  from  Austin. 
Modem  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OPPORTUNITIES  IN  YOAKUM  COUNTY,  TEXAS.  DENVER  CITY. 
TEXAS.  Actual  need  for  four  general  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  16.  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modem  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  60  beds,  well  equipped, 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Yoakum 
County.  15  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipped  modem  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  has  excellent  schools,  good  churches.  Yoakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital,  Denver  City.  Texas,  area  code  806. 
692-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806, 
466-8606. 


GENERAL  PRACTITIONER  WANTED  to  associate  with  five-doctor 
clinic,  including  one  general  surgeon.  Community  of  6.000  with  fully 
accredited  63-bed  hoepital : country  club  and  lakes  close  by.  General  sur- 
gery and  Ob/Gyn  interest  especially  wanted.  Contact  Bowie  Clinic.  P.  O. 
Box  681,  Bowie,  Texas  76230. 


$30,000.00  GUARANTEED  FIRST  YEAR  with  little  or  no  practice 
expense.  Private  solo  and  group  practices  available.  Maximum  leisure 
time  with  family.  Both  small  town  and  city  locations.  Not  an  employ- 
ment agency.  No  cost  to  the  doctor.  Sanford  Smith,  Director,  Physician 
and  Personnel  Planning.  P.  O.  Box  9836,  Houston,  Texas  77016.  713- 
463-6324. 


WANTED;  PHYSICIANS  WITH  INTEREST  IN  SURGERY  AND/OR 
OBSTETRICS  to  locate  in  progressive  Blast  Texas  area  with  complete 
support  of  local  medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur, 
Gladewater,  Texas,  or  phone  AC  214,  846-2281. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  NIMH  grants 
available.  For  full  information  write  Anthony  P.  Rousos,  M.D.,  Director 
of  Training  and  Research,  Austin  State  Hospital,  4110  Guadalupe,  Austin, 
Texas  78761. 

INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 
doctor.  multi-specisdty  clinic  in  West  Texas  city  of  35,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modem 
clinic  building  adjacent  to  accredited  hoepital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr.,  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street.  Big  Spring.  Texas  79720. 

FAMILY  PHYSICIAN— Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38.  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May.  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  Lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
working  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8166,  379-8166,  Newton. 
Texas. 

ATTENTION:  GENERAL  PRACnTIONERS-SURGEONS.  If  you 
would  like  the  advantages  of  small  city  living  together  with  a wide 
open  field  for  practicing  your  profession,  contact  the  Board  of  Directors. 
Taft  Hospital  District,  1220  Gregory  Street.  Taft,  Texas  78390.  A modem 
hospital  and  convalescent  home  is  at  your  disposal.  Added  attraction: 
only  16  minutes  by  car  from  the  Sparkling  City  by  the  Sea.  Corpus 
Christi,  Texas.  Ideal  climate,  plus  swimming,  fishing,  sailing,  golfing, 
hunting,  and  social  activities  available.  Write  us  for  more  details,  or 
better  still,  come  and  see  for  yourself.  You  will  be  pleasantly  surprised. 

TWO  FULL  TIME  PHYSICIANS  WANTED  FOR  STUDENT  HEALTH 
SERVICE.  Campus  of  14,000  students.  Limited  call  duty,  reasonable 
hours,  liberal  vacations,  no  major  surgery.  Semi-retired  acceptable.  Par- 
ticipation in  retirement  program,  group  hospitalization,  and  other  fringe 
benefits.  Salary  with  merit  increases.  Texas  license  and  Basic  Science 
Certificate  required.  Interested  physician  send  complete  medical  resume 
of  professional  qualifications  in  first  letter  to:  K.  L.  Nelson,  M.D.,  Stu- 
dent Health  Service,  Texas  A&M  University,  College  Station,  Texas 
77841.  Phone  AC  713,  846-1511. 

WANTED — GP — ASSOCIATE.  Associate  with  well  established  GP. 
Large  private  and  industrial  practice.  Same  location  21  years.  Well 
equipped  laboratory,  x-ray ; clinic  next  door  to  fully  accredited  general 
hospital.  Liberal  guarantee.  Access  large  metropolitan  area.  Excellent 
schools.  Hunting  and  fishing.  Contact  Curtis  J.  Tomo,  M.D..  1029  East 
Thomas,  Pasadena,  Texas  77602  or  call  AC  713,  473-4467  collect. 

EMERGENCY  ROOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-service  basis.  Excellent  eco- 
nomic opportunitv.  Hospital  privileges  available.  Call  AC  612  732-3541 
collect  or  write  Texas  Hospital  Consultants,  114  West  Glenview,  San 
Antonio,  Texas  78228. 


INTERNAL  MEDICINE  AND  OPHTHALMOLOGY.  A fifteen  man 
multispecialty  group  in  a city  of  16,000  needs  board  eligible  or  board 
certified  physician  in  internal  medicine  and  ophthalmology.  Eligibility 
for  partnership  after  two  years.  Excellent  fringe  benefits  and  retire- 
ment program.  Please  reply  to  Ad-296,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  PSYCHIATRIST  AND  GENERAL  PHYSICIANS  for  900 
bed  mental  hospital  in  Big  Spring,  Texas.  JCAH  accredited.  Excellent 
psychiatric  programs.  Salary  ranges  from  $20,000  to  $25,600  depending 
on  training  and  experience.  Liberal  vacation,  holidays  and  sick  leave. 
Write  Preston  E.  Harrison,  M.D.,  Superintendent,  P.  O.  Box  231,  Big 
Spring,  Texas  79720. 


WANTED  YOUNG  GENERAL  PRACTITIONER  to  practice  in  group, 
reasonable  guarantee.  Share  profits  after  expenses  in  proportion  to  work 
done  by  each  associate.  Location  Gulf  Coast,  Texas.  Reply  to  Ad-297, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


RESIDENCIES— PHYSICAL  MEDICINE  AND  REHABILITATION 
(Rehabilitation  Medicine).  Three  year  university  resident^  program,  new 
hospital  with  extensive  PM&R  department.  Comprehensive  in-  and  out- 
patient services.  Basic  stipend:  $8,100-$9,300.  Contact  Arthur  E.  Grant. 
M.D..  The  University  of  Texas  Medical  School  at  San  Antonio,  7703 
Floyd  Curl  Drive,  San  Antonio,  Texas  78229. 


WANTED  GENERAL  SURGEON  to  join  two  GPs  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas.  Beginning  salary 
$3,000  per  month  or  may  be  on  own.  Call  or  write  M.  A.  Childress, 
M.D.,  P.  O.  Box  289,  Goldthwaite,  Texas  76844,  AC  916,  648-2212. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  PSYCHIATRIST  at  Kerrville  State  Hospital.  40  hour  work 
week,  sick  leave,  paid  vacation,  and  holidays.  Best  climate  in  Texas. 
Salary  up  to  $22,600  per  year.  Contact  Luther  W.  Ross,  M.D..  Superin- 
tendent, Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78028. 


ANESTHESIOLOGIST:  New  160-bed  general  hospital  in  Houston,  Texas, 
opening  about  March  1,  1971,  seeking  board  certified  or  board  eligible 
anethesiologist.  Private  practice  with  guaranteed  income.  Please  reply  to 
Ad-302,  Texas  Medicine^  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST  TO  ASSOCIATE  with  board  man  in  coastal  bend  South 
Texas  city  of  60,000.  Practice  of  17  year  tenure,  diagnosis  and  therapy. 
Minimum  pre-partner  starting  salary  $25,000.  Should  be  board  certified 
or  qualified.  Prompt  increase  to  full  partnership.  Annual  hospital  and 
office  diagnostic  visits  16,000,  increasing.  Write  Ad-299,  Texas  MedicinCt 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  WANTED  to  join  three  man  clinic  with 
adjoining  44  bed  hospital.  Salary  to  start  with  option  for  partnership. 
Centrally  located  near  Dallas,  Fort  Worth  and  Waco.  Good  schools, 
churches,  five  miles  from  Lake  Whitney.  Contact  James  G.  Barton,  M.D., 
or  Morris  R.  Hill,  M.D..  Whitney,  Texas.  Phone  AC  817,  694-2222. 

WELL  ESTABLISHED  32-man  multi-specialty  group  in  Dallas,  Texas, 
needs  an  internist,  obstetrician,  and  otolaryngologist.  Early  partnership, 
liberal  vacation  and  meeting  time,  life  insurance,  group  hospitalization, 
retirement  benefits,  teaching  opportunities,  new  facilities,  interview  and 
expenses  paid.  Please  reply  to  Cecil  Rosamond,  Administrator.  The  Dallas 
Medical  & Surgical  Clinic,  4105  Live  Oak.  Dallas,  Texas  75221. 


WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  35,  military  com- 
pleted to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-45,  50  miles  from  Dallas.  Beginning 
salary,  $25,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine^  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER  to  associate  with  two  GP's  doing  surgery, 
obstetrics,  orthopedics.  Salary  open  with  full  partnership  in  one  year.  No 
investment  needed.  Town  with  4,000  population.  Golf  course,  lake,  hunt- 
ing and  fishing.  21  bed  hospital  fully  staffed,  licensed  and  approved  for 
Medicare.  Joins  three  doctor  clinic.  On  call  every  third  weekend.  A.  D. 
Major,  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona,  Texas  76255. 


PEDIATRICIAN:  BOARD  CERTIFIED  OR  ELIGIBLE,  to  associate 
with  one  other  pediatrician  in  13-man  multispecialty  group.  Liberal 
benefits  and  retirement  program.  Modern,  newly  redecorated  building 
within  one  block  of  two  hospitals.  City  size  over  100,000.  B^inning 
salary  $25,000  per  year  plus  percentage.  Please  reply  to  Administrator. 
The  Medical  and  Surgical  Clinic,  1518  Tenth  Street,  Wichita  Falls,  Texas 
76301  or  phone  AC  817,  723-1411. 


TWO  GPS  WANTED  — Entirely  private  practice.  One  or  both  practices 
can  be  in  association  with  a clinic  adjacent  to  a 60-bed  hospital  under- 
going complete  remodeling.  Buildings  are  available  for  independent 
practice  and  will  be  remodeled  to  suit  wishes  of  physician.  Friendly, 
young  and  progressive  community  with  area  metropolis  cities  within 
thirty-minutes  drive.  Excellent  school  systems,  the  best  in  the  state. 
Richest  oil-producing  county  in  Texas.  Guarantee  plus  expenses  are 
available.  Ideal  situation  for  young  physician  to  become  established  with 
no  capital  outlay.  Location  in  Andrews,  Texas,  affords  a fast  progress 
in  building  as  large  a practice  as  desired.  Excellent  working  association 
for  time-off,  consultation  and  patient  coverage.  Contact  the  Adminis- 
trator of  Andrews  Hospital,  215  Northwest  First.  Andrews,  Texas  79714. 
Phone  AC  915,  523-4911. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 50-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photogi’aph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED  — GP  for  small  town.  West  Texas  area.  40-bed  approved  hos- 
pital, new  with  modern  lab  and  x-ray  facilities.  C.R.N.A.  available  full- 
time for  anethesia.  Nursing  staff  above  average  as  to  surrounding  area. 
Contact  Robert  A.  Williams,  Administrator,  Caprock  Hospital,  Box  340, 
Floydada,  Texas  79235,  or  call  collect  AC  806,  983-2875. 


Situations  Wanted 


BOARD  CERTIFIED  GENERAL  SURGEON  completing  university 
thoracic  and  cardiovascular  residency  July,  1971.  Military  service  com- 
pleted. Desire  association  or  small  group  practice  with  eventual  partner- 
ship. Please  reply  to  Ad-294,  Texas  Medicine^  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


GENERAL  SURGEON,  36.  board  certified,  university  trained,  militaiy 
completed.  One  year  cardiothoracic  residency,  senior  fellow  general  sur- 
gery Lahey  Clinic  Foundation.  Interested  and  trained  in  peripheral  vas- 
cular, chest,  trauma,  operative  orthopedics  (trauma).  Desires  association 
with  one  or  more  surgeons  in  community  of  100,000  or  greater  or  within 
about  one  hour  of  Houston,  Dallas,  etc.  Please  reply  to  Arthur  J.  O’Con- 
nor, M.D.,  908  South  Black  Partridge  Road,  McHenry,  Illinois  60050. 


PSYCHIATRIST,  board  eligible,  36,  Caucasian,  male.  American  born 
and  trained,  married,  children,  militai’y  completed.  Currently  private 
solo,  wish  to  relocate  in  Texas,  southwest  or  elsewhere.  Consider  associa- 
tion, group,  MHC,  clinic,  hospital  or  other  offers.  Please  reply  to  Ad-303, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


For  Sale  or  For  Rent 


ESTABLISHED  GENERAL  PRACTICE  in  northeast  Fort  Worth.  Ex- 
cellent location,  3-man  clinic  (2500  sq.  ft,).  Will  sell  or  lease  either  fully 
furnished  and  equipped  or  vacant.  Available  immediately.  Call  BU  2-7688, 
Fort  Worth. 


PEDIATRICIAN:  Needed  in  southeast  Houston.  Unlimited  opportunity 
for  the  right  man  in  this  growing  area.  New  four  story  ultra-modern 
building  only  one  block  from  fully  equipped  Southeast  Memorial  Baptist 
Hospital,  provides  flexible  office  layout  with  generous  improvement  al- 
lowances. Contact  Dwight  Caldwell,  2737  Buffalo  Speedway,  Houston, 
Texas  77006.  AC  713,  622-2200. 


FOR  RENT:  Two  doctor’s  offices  for  rent.  2,500  square  feet.  X-ray 
and  laboratory.  Contact  Mrs.  W.  A.  Potter,  103  North  Rosemont,  Ama- 
rillo, Texas  79106.  Telephone  376-6763. 


GENERAL  PRACTITIONER:  Desired  to  fill  the  void  in  southe^t 
Houston.  Opportunity  unlimited  in  this  growing  Houston  suburb.  Office 
in  the  all  new  four  story  professional  building  located  only  one  block 
from  fully  equipped  Southeast  Memorial  Baptist  Hospital  and  just  min- 
utes from  famed  Texas  Medical  Center.  Flexible  office  layouts  with 
generous  improvement  allowances.  Contact  Dwight  Caldwell,  2737  Buffalo 
Speedway,  Houston,  Texas  77006.  Phone  AC  713,  622-2200. 


SETTLING  ESTATE.  One-man  clinic  and  office  in  West  Texas  town. 
Ideal  for  doctor  in  general  practice.  Equipment  is  new  and  up-to-date, 
including  autoclave,  cautery  unit,  electrocardiogram,  Moorhead  suction 
and  pressure  treatment  unit,  centrifuge,  binocular  microscope,  and  NCR 
office  machine.  The  practice  is  large  and  established.  Offered  on  very 
favorable  terms  ; would  consider  selling  equipment  separately.  Library^  of 
medical  books  and  journals  also  available.  Write  Mrs.  Noble  H.  Price, 
P.  O.  Box  1142,  Lamesa,  Texas  79331. 


PHYSICIANS,  PSYCHIATRISTS  — Must  have  Texas  license.  2100-bed 
modern  and  progressive  mental  hospital.  JCAH  accreditation.  Offers 
community  oriented  therapeutic  programs  including  milieu  and  family 
therapy.  Complete  medical  and  neurology  service.  $20,000  to  $22,500, 
yearly,  dependent  on  experience  and  training.  12  to  14  holidays  per  year, 
vacation  and  sick  leave,  retirement,  social  security  and  group  insurance. 
Located  resort  climate,  lakes,  golfing,  hunting,  fishing,  125  miles  from 
Dallas,  160  miles  from  Houston.  Lex  T.  Neill.  M.D.,  Superintendent, 
James  A.  Hunter,  M.D.,  or  John  H.  Tate,  M.D.,  Rusk  State  Hospital, 
Box  318,  Rusk,  Texas. 


FAMILY  PRACTICE  RESIDENCY  PROGRAM:  Openings  now  for  ap- 
proved program  operating  in  community  clinic  now  staffed  by  residents. 
Stipend  $8,000  intern.  $10,000  first  year.  $12,000  second  year.  Apply  to 
Director  of  Medical  Education,  McLennan  County  Medical  Society,  1725 
Colcord,  Waco,  Texas  76703  or  call  collect  AC  817,  754-2471. 


ONCOLOGY 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Radium  Therapy 

Radiation  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Chemotherapy 

Consultant 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Consultant-Physicist 

1650  West  Rosedale,  Suite  620 

Fort  Worth  336-2028 

Seeking  an  associate  or  looking  for 
a good  practice  location? 

Contact:  Physicians  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
A free  service  of  your  Association. 
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Texas  Medicine 


Poisoning 

Cardiovascular  treatment 
A family  practice  residency 


FEBRUARY  1971 


©orbptt,  Sfutrt^ings,  iMpmorial  I^o0pttal 

Anh  (iH}e  SEorb^tt  Clinir 


306  Coleman  Street  fHarlin,  Spxas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


ALLERGY 

S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
Kent  Smith,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  fonns  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*G  A.  Davidson,  B.S.,  M.D.,  Dermatology 
•Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
♦Ozro  T Woods,  M.D.,  Surgery.  Emphasizing  Tumors 
♦Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Boiirland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B. U.,  F.A.C.S.,  Urology 
Wells  M.  Wade.  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 
Raymond  W.  Burford.  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O..  Ophthalmology 

*Adam  D.  Green,  M.D..  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urologry 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B. R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
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The  poisoned  2-Year-Old- 
Gulper  is  a familiar 
victim  of  his  own 
curiosity  plus  adult  care- 
lessness. However, 
the  rising  incidence  of 
self-induced  drug  poisoning 
among  adults  may 
reflect  some  physicians’ 
indiscriminate  prescribing 
habits.  Various  types 
of  poisoning  and  drug 
abuse  are  topics  of 
articles  on  pages 
50,  56,  and  60. 

PREREGISTER  NOW 

You  can  avoid  waiting 
in  line  by  preregistering 
now  for  the  TMA 
annual  session 
May  6-9  in  Houston. 

Also,  ticket  orders  and 
room  reservations  can  be 
taken  care  of  in  advance. 
Use  the  convenient 
forms  on  pages  109-112 
and  let  your  registration 
packet  do  the  I 

waiting.  'J 

NEXT  MONTH 

Scientific  articles  will  be 
on  hepatic  arterial 
infusions;  use  of  phos- 
phorus 32  for  intractable 
pain  in  carcinoma  of 
the  prostate;  radiation 
therapy  in  management  of 
sarcomas  of  the  soft 
tissue;  congenital 
duodenal  obstruction  due 
to  combined  causes; 
carcinoma  of  the  gall- 
bladder; and  diagnostic 
aids  for  immunologic 
disorders.  Also,  look  for 
the  complete  program 
of  the  TMA 
Annual  Session. 
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Association’s  Executive  Board  reviews  proposals  for  health  legislation, 
definition  of  physician’s  assistant,  and  statement  on  review  of  fees,  services 


Health  legislation,  a definition  of  a 
physician’s  assistant,  and  a statement 
on  review  of  physicians’  services  and 
fees  were  among  topics  discussed  at 
the  Jan.  17  meeting  of  the  Texas 
Medical  Association’s  Executive  Board. 
The  group  met  at  the  Headquarters 
Building  in  Austin  following  the  TMA 
Conference  on  Legislation. 

A proposed  position  statement  on 
review  of  physicians’  services  and  fees 
was  referred  to  the  Council  on  Medical 
Jurisprudence  and  other  councils  for 
editing  and  additional  study.  Essen- 
tially, the  statement  strongly  reiterates 
the  Association’s  present  policy  favor- 
ing the  concept  of  consultative  review 
and  voluntary  mechanisms  of  review 
by  physicians,  but  opposing  proposals 
calling  for  peer  review  by  government, 
such  as  Professional  Standards  Review 
Organizations. 

A proposed  definition  of  a physi- 
cian’s assistant  was  referred  to  the 
Council  on  Medical  Jurisprudence  and 
the  Committee  on  Professional  Insur- 
ance for  additional  study. 

Support  for  schools 

The  board  reaffirmed  Association 
policy  favoring  legislative  support  for 
the  existing  medical  schools  in  the 
state,  development  of  the  newly  estab- 
lished medical  schools,  and  per  capita 
support  of  Texas  medical  students 
attending  Baylor  College  of  Medicine, 
provided  that  these  funds  are  properly 
accounted  for  to  the  state. 

A proposed  school  of  allied  health 
sciences  at  Temple  also  received  the 
board’s  endorsement.  The  school  will 
be  supported  by  a foundation  in  co- 
operation with  hospitals  in  Temple, 
junior  colleges  in  the  central  Texas 
area,  and  The  University  of  Texas  at 
Austin. 

The  Executive  Board  concurred  with 
the  Committee  on  Cancer  that  Pap 
smears  are  good  preventive  medicine, 
should  be  a part  of  every  physical  ex- 


Journal  index  available 

Any  subscribers  desiring  the  index  to 
the  1970  volume  (Vol.  66)  of  Texas 
Medicine  may  address  requests  for  the 
index  to  the  Journal  Office,  Texas 
Medical  Association,  1801  N.  Lamar 
Blvd.,  Austin  78701. 


amination,  and  should  be  done  at  ap- 
propriate intervals. 

Legislative  proposals 

Several  proposals  for  legislation  were 
supported  by  the  board,  including 
those  on  immunization  of  children, 
prevention  of  burns,  amendments  to 
the  Medical  Practice  Act  of  Texas, 
amendments  to  the  Texas  Professional 
Practice  Act,  and  safety  standards  for 
eyeglasses  or  sunglasses. 

On  abortion,  the  Association  con- 
tinues to  favor  legislation  which  con- 
curs that  abortion,  like  any  other 
medical  procedure,  should  not  be  per- 
formed when  contrary  to  the  best 
interests  of  the  patient,  since  good 
medical  practice  requires  due  consid- 
eration for  the  patient’s  welfare  and 
not  mere  acquiescence  to  the  patient’s 
demands;  that  the  standards  of  sound 
clinical  judgment,  together  with  in- 
formed patient  consent,  should  be  de- 
termined according  to  the  merits  of 
each  individual  case;  and  that  abor- 
tion is  a medical  procedure  and  should 
be  performed  only  by  a duly-licensed 
physician  and  surgeon  in  a licensed 
hospital  acting  only  in  conformance 
with  standards  of  good  medical  prac- 
tice and  after  proper  medical  consul- 
tation. 

Further,  the  policy  calls  for  no  phy- 
sician or  other  professional  personnel 
to  be  compelled  to  perform  any  act 
that  violates  his  good  medical  judg- 
ment. Neither  physician,  hospital,  nor 
hospital  personnel,  the  statement  says, 
should  be  required  to  perform  any  act 
that  violates  moral  principles  they 
might  hold. 

Board  reiterates  position 

The  board  also  continued  to  sup- 
port previous  policy  on  bills  dealing 
with  licensure  of  physical  therapists 
and  with  chiropractic  practice. 

Noting  that  Texas  is  the  only  state 
in  the  United  States  that  does  not 
license  physical  therapists,  the  Council 
on  Medical  Jurisprudence  reported  that 
this  “situation  is  creating  a haven  for 
untrained  persons  holding  themselves 
out  as  physical  therapists.’’ 

The  council  reported  that  it  would 
support  a licensure  bill  that  would  in- 
sure high  standards  through  educa- 
tional requirements,  would  limit  ther- 
apy to  patients  only  upon  referral  by 
a licensed  physician,  would  not  require 


licensure  for  ancillary  personnel  under 
the  direct  control  and  supervision  of  a 
physician,  and  would  restrict  licensure 
to  bona  fide  physical  therapists  and 
deny  recognition  to  naturopaths  and 
other  untrained  persons  who  have 
sought  licensure  previously. 

The  board  still  opposes  chiroprac- 
tors and  chiropractic  legislation. 

Backing  given  for  name  change 

If  legislation  is  introduced,  the  board 
supported  recommendations  of  the 
Committee  on  Tuberculosis  and  Chron- 
ic Respiratory  Diseases  asking  for  the 
names  of  the  state  tuberculosis  hos- 
pitals to  be  changed  to  state  chest 
hospitals  and  that  the  state  tubercu- 
losis hospitals  in  San  Antonio  and 
Harlingen  be  permitted  to  operate  a 
program  for  rehabilitation  of  emphy- 
sema patients  similar  to  that  of  the 
East  Texas  Tuberculosis  Hospital. 

Reporting  to  the  Executive  Board, 
the  Board  of  Councilors  said  that  it 
had  received  a complaint  that  univer- 
sity and  college  sororities  are  receiving 
solicitations  from  a California  physi- 
cian offering  his  services  to  terminate 
“problem  pregnancies.’’ 

“The  board  deplores  all  unethical 
conduct  such  as  this  flagrant  solicita- 
tion of  patients,’’  declared  Councilor 
chairman  Dr.  Charles  B.  Dryden.  “The 
board  has  referred  this  matter  to  the 
attention  of  the  California  Medical  As- 
sociation, the  American  Board  of  Ob- 
stetrics and  Gynecology,  and  the  Los 
Angeles  County  Medical  Society  re- 
questing that  action  be  taken.’’ 

Councilors  also  emphasized  their 
stand  on  hospital-physician  relation- 
ships: 

1.  The  separation  of  all  professional 
fees  from  hospital  bills  is  ethical,  de- 
sirable, and  necessary. 

2.  Reasonable  administrative  charges 
may  be  made  to  hospitals  by  hospital- 
based  physicians  for  the  supervision, 
direction,  and  training  of  non-medical 
hospital  personnel  rendered  by  these 
physicians. 

3.  The  method  of  billing  should 
clearly  state  to  whom  the  charge  is 
owed.  The  attending  physician  should 
be  paid  for  his  professional  services 
by  the  patient  according  to  approved 
methods.  No  fee  should  be  charged  by 
the  hospital  for  collections  other  than 
the  actual  cost  to  the  hospital. 
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Late  News 


Committee  discusses 
insurance  programs 

Dividends,  greater  participation,  the 
addition  of  a third  life  policy,  and  the 
problems  resulting  from  the  ever-in- 
creasing  cost  of  hospitalization  were 
agenda  items  for  the  Committee  on 
Association  Insurance  Programs  during 
its  regular  meeting  in  Austin  on  Jan. 
16. 

At  the  conclusion  of  the  meeting, 
Dr.  Donald  S.  Gibbs,  committee  chair- 
man, described  the  Association’s  in- 
surance programs  as  "secure  and 
functioning  well”  after  one  year  under 
the  new  arrangement  with  the  Pruden- 
tial Insurance  Company,  even  though 
some  adjustments  were  necessary. 

Dr.  Gibbs  based  his  remarks  on  a 
review  of  the  experience  and  enroll- 
ment figures,  which  revealed  that  a 
dividend  of  10%  was  declared  on  the 
disability  plan  and  25%  on  the  office 
overhead  plan  after  only  one  year. 
The  fact  that  these  dividends  were 
possible  after  allocating  the  usual 
hrst-year  reserves  is  significant. 

In  lieu  of  dividend  payment  by  in- 
dividual checks,  participating  members 
will  find  that  premiums  for  these  two 
plans  will  be  reduced  accordingly  for  a 
period  of  one  year,  effective  with  the 
quarterly  premium  due  on  May  1. 

Holding  to  the  committee’s  philoso- 
phy of  each  plan  within  the  overall 
program  paying  its  own  way,  a 55% 
increase  in  the  major  medical  insur- 
ance premium  will  go  into  effect  on 
May  1 also. 

While  noting  that  a rate  increase  is 
always  regrettable,  the  committee  em- 
phasized that  since  its  inception  in 
1961,  this  plan  has  had  only  a 10% 
rate  increase.  One  other  change  since 
1961  was  a switch  from  100%  pay- 
ment for  covered  expenses  to  80-20 
coinsurance.  Compared  to  the  increase 
in  the  cost  of  hospitalization  since 
that  time,  these  changes  were  un- 
realistic. 

The  low  rate  enjoyed  in  the  past 
resulted  from  the  low  losses  in  the 
early  1960’s  and  the  carry-over  from 
these  years.  However,  annual  losses 
have  ranged  from  107%  to  125% 
since  1967.  The  committee  noted  that 
after  final  tabulations  were  made,  the 
combined  losses  under  the  old  plan 
were  excessive  when  the  plan  termi- 
nated on  April  1,  1970. 

The  premium  increase  that  will  be- 
come effective  May  1 should  be  suffi- 


cient to  reestablish  some  of  the  losses 
incurred  during  the  first  year  of  the 
new  plan  and  should  provide  a stable 
rate  for  at  least  two  years.  Projections 
are  based  on  a 12%  to  15%  increase 
in  hospitalization  costs  each  year. 

The  new  rate  is  reasonable  for  this 
type  of  insurance,  as  a physician 
under  age  40  may  insure  himself  and 
his  entire  family  under  the  $500  de- 
ductible plan  for  only  $70  annually. 

The  committee  also  approved  the 
addition  of  a one-year  $50,000  renew- 
able individual  term  life  policy  to  the 
Association’s  life  insurance  program. 
This  policy  differs  from  the  present 
two  offerings  in  that  a physician  may 
enroll  without  other  physicians  and 
employes  in  the  "employer  unit”  also 
enrolling.  This  arrangement  will  offer 
flexibility  to  the  present  life  insurance 
program. 

In  another  area  of  rate  examination, 
the  committee  found  that  the  rate  for 
the  optional  daily  hospital  benefit 
under  the  disability  plan  was  not  ade- 
quate. Since  42%  of  the  participants 
in  the  disability  plan  do  not  have  this 
benefit,  an  inequity  existed.  An  in- 
crease in  the  rate  from  $36  to  $48 
annually  for  those  with  the  benefit 
was  approved. 

Also,  in  response  to  many  requests, 
it  will  soon  be  possible  for  a member 
to  include  his  soouse  and  children 
under  the  optional  benefit  at  an  addi- 
tional premium. 

In  making  his  report.  Dr.  Gibbs  men- 
tioned that  the  many  good  things  that 
have  occurred  during  the  first  year  of 
the  new  program  should  not  be  over- 
shadowed by  the  adjustment  required 
in  the  major  medical  premium  rates. 
He  emphasized  that  after  several 
years  of  hard  work  and  dedication 
by  everyone  associated  with  the  in- 
surance programs,  a new  horizon  was 
established  in  the  insurance  program 
through  Prudential  and  there  is  basis 
for  optimism. 

Association  print  shop 
named  contest  winner 

The  Printing  and  Mailing  Division  of 
Texas  Medical  Association  took  re- 
gional honors  in  the  3M  Company’s 
national  1970  “Printing  Job  of  the 
Year”  competition. 

The  TMA  entry,  a promotional  piece 
entitled  “A  Look  at  Texas  Medicine 
Today,”  was  one  of  14  regional  win- 


ners selected  for  lithographic  excel- 
lence performed  using  3M’s  photo 
offset  printing  plates.  More  than  2,500 
entries  were  submitted  from  in-plant 
printing  departments  of  companies 
throughout  the  United  States. 

Award  plaques  were  presented  to 
John  T.  Boyd,  manager  of  the  Printing 
and  Mailing  Division,  and  to  C.  Lin- 
coln Williston,  TMA  executive  secre- 
tary, by  W.  T.  Ellisor  of  the  3M  Print- 
ing Products  Division. 

Assisting  Boyd  in  the  print  shop  is 
TMA  staff  member  Charles  D.  Staedt- 
ler. 

TMA  loaned  $105,  000 
to  students  in  1970 

Loans  to  medical  students  from  the 
Texas  Medical  Association’s  Dr.  S.  E. 
Thompson  Fund  and  the  Dr.  May 
Owen  Trust  reached  an  all-time  high 
in  1970. 

In  a report  to  the  Executive  Board 
on  Jan.  17,  the  TMA  Board  of  Trustees 
stated  that  $105,000  in  loans  were 
awarded  to  medical  students  during  the 
year,  with  the  same  amount  projected 
to  be  available  for  lending  in  1971. 

The  Thompson  Fund  reached  two 
significant  milestones  during  1970.  The 
total  number  of  loans  exceeded  1,000, 
while  the  amount  loaned  reached  more 
than  $5,000.  The  trustees  reported 
that  1,074  loans  for  a total  of  $532,000 
have  been  made  since  the  fund  was 
established  in  1959. 

The  demand  for  the  loans  at  4% 
interest  was  so  great  during  most  of 
1970  that  it  became  necessary  to 
limit  loans  to  medical  students  only. 
In  the  early  months  of  the  year,  some 
loans  had  been  made  to  interns  and 
residents:  these  loans  will  be  reinstated 
if  available  monies  are  increased  or  if 
the  demand  from  students  lessens. 
Another  popular  feature  of  the  loans 
is  that  medical  students  may  now  bor- 
row up  to  $1,000  on  a single  applica- 
tion, as  the  trustees  have  removed  the 
former  limit  of  $500. 

Since  students  are  now  applying  for 
loans  from  both  the  S.  E.  Thompson 
Fund  and  the  May  Owen  Trust,  the 
trustees  voted  to  limit  each  student  to 
an  aggregate  amount  of  $1,000  each 
year.  In  addition  to  this  new  policy,  the 
trustees  also  voted  to  limit  the  total 
amount  loaned  to  each  student  during 
his  medical  education  to  $4,000. 
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Membership  of  TMA 
posts  net  gain  of  386 

Pushing  the  total  membership  of  the 
Texas  Medical  Association  to  10,792, 
a net  gain  of  386  members  was  re- 
ported to  the  Executive  Board  by  C. 
Lincoln  Williston,  executive  secretary 
of  the  Association. 

In  his  report  to  the  board  on  Jan. 
17,  Mr.  Williston  cited  three  factors  as 
primarily  resoonsible  for  the  increase: 

1.  The  slightly  larger  number  of 
physicians  who  are  being  graduated 
from  Texas  medical  schools. 

2.  The  increase  in  number  of  phy- 
sicians who  are  coming  to  Texas  from 
other  states. 

3.  A reduction  in  the  number  of 
TMA  members  who  were  dropped  or 
deceased  during  the  year. 

Mr.  Williston  stated  that  the  Associa- 
tion lost  only  198  members  in  1970, 
as  compared  with  332  who  died  or 
were  dropped  from  the  rolls  in  1969. 

Membership  studies  indicated  that 
attendance  at  the  TMA  Orientation 
Program  in  1970  set  a new  record  of 
565.  More  than  6,000  Texas  physi- 
cians have  now  attended  the  required 
program. 

The  studies  also  showed  that  88% 
of  the  physicians  in  Texas — not  count- 
ing those  in  federal  service — are  ac- 
tively engaged  in  patient  care.  How- 
ever, there  are  24  counties  in  Texas 
without  a practicing  physician. 

While  TMA  membership  posted  a 
substantial  gain,  the  number  of  Texas 
physicians  also  belonging  to  the  Amer- 
ican Medical  Association  increased  by 
only  eight. 

To  qualify  for  a tenth  seat  in  the 
AMA  House  of  Delegates,  TMA  must 
add  an  additional  54  dues-paying  or 
dues-exempt  members  of  AMA.  The 
executive  secretary  noted  that  the 
prospects  for  gaining  the  tenth  seat 
are  questionable  at  this  time — espe- 
cially since  AMA  dues  have  risen  from 
$70  to  $110. 

TMA  House  to  consider 
change  in  Constitution 

Texas  Medical  Association's  House  of 
Delegates  will  consider  an  amendment 
to  update  the  Constitution  and  By- 
Laws  at  the  1971  Annual  Session,  May 
6-9,  in  Houston. 

In  order  to  make  the  TMA  Consti- 
tution consistent  with  current  Ameri- 
can Medical  Association  educational 
classification  designations,  the  Council 
on  Constitution  and  By-Laws  recom- 
mends the  deletion  of  the  phrase 
“Class  A”  from  Article  II,  Section  3. 


If  this  editorial  change  is  adopted, 
the  section  would  read  as  follows: 

Sec.  3.  Only  physicians,  holding 
the  degree  of  Doctor  of  Medicine 
and  legally  registered  to  practice 
medicine  in  Texas,  in  which  con- 
nection a temporary  license,  cer- 
tificate or  permit,  shall  not  be 
deemed  adequate,  who  do  not 
hold  themselves  out  as  practition- 
ers of  sectarian  medicine,  and 
who  subscribe  to  the  Principles  of 
Ethics  of  the  American  Medical  As- 
sociation, shall  be  eligible  for 
membership;  except  that  medical 
officers  of  the  federal  government, 
and  teachers  in  medical  schools, 
who  do  not  practice  medicine  and 
who  are  not  required  to  register 
under  the  Medical  Practice  Act  of 
Texas,  and  who  are  for  the  time 
bona  fide  residents  of  the  State 
of  Texas,  shall  be  eligible  for 
membership. 

Instruments  requested 

A call  for  discarded  medical  instru- 
ments has  been  made  by  the  Direct 
Relief  Foundation. 

In  a recent  issue  of  the  foundation’s 
publication.  International  Reporter,  is 
a special  request  for  physicians  to 
send  "any  and  all”  of  their  discarded, 
but  usable  instruments  to  the  Direct 
Relief  Processing  Plant  for  use  over- 
seas. 

Donations  should  be  sent  to  the 
plant,  21  N.  Salsipuedes  St.,  Santa 
Barbara,  Calif.  93103. 

Trip  to  Orient  again 
offered  to  TMA  members 

Again  this  year,  Texas  Medical  Associ- 
ation is  sponsoring  an  Orient  Adven- 
ture. 

For  the  past  two  years,  TMA  mem- 
bers have  completely  filled  two  char- 
tered aircraft  each  year  for  the  tour, 
which  includes  medical  seminars  for 
physicians’  interested  in  continuing 
education  courses. 

The  many  favorable  comments  on 
the  past  tours  and  the  myriad  re- 
quests for  another  tour  this  year  have 
prompted  the  Association  to  schedule 
another  Orient  Adventure  for  depar- 
ture from  Houston  and  Dallas  on  June 
25,  1971. 

Price  of  the  tour  is  $898,  plus  $35 
for  taxes  and  services.  The  chartered 
Boeing  707  will  provide  direct  service 
from  Houston  and  Dallas,  no  change 
of  planes,  100  pounds  luggage  allow- 
ance, extra  leg-room  in  stretch-out 
seats,  first-class  meals  and  service. 


and  complimentary  beverages. 

The  package  deal  also  includes  de- 
luxe hotel  accommodations,  two  meals 
each  day  at  a choice  of  restaurants, 
and  five  hosts  to  cater  to  physicians’ 
desires. 

Although  the  tour  is  completely 
non-regimented,  optional  sightseeing 
trips  will  be  offered,  and  special  ar- 
rangements have  been  made  for  medi- 
cal seminars  to  be  presented  in  Japan 
and  Hong  Kong. 

A deposit  of  $100  is  required  for 
each  person  who  wishes  to  reserve 
space  on  the  tour.  Final  payment  is 
due  60  days  before  departure. 

More  information  may  be  obtained 
by  writing  Orient  Adventure,  Texas 
Medical  Association,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

Research  forum  set  by 
SAMA-UT  Medical  Branch 

The  1971  National  Student  Research 
Forum  sponsored  by  the  Student 
American  Medical  Association  and  The 
University  of  Texas  Medical  Branch  has 
been  set  for  April  22-24,  1971,  in  Gal- 
veston. 

The  forum  is  designed  to  include 
papers  on  research  in  the  basic  and 
clinical  sciences.  Medical  students, 
graduate  students  associated  with 
medical  schools,  interns,  and  residents 
are  invited  to  participate. 

Mead  Johnson  awards  with  prizes 
of  $500,  $400,  $250,  $150,  and  $100 
will  be  presented  for  winners  in  various 
categories. 

Applications  and  abstracts  for  the 
competition  must  be  submitted  by 
March  1,  1971.  Rules  and  application 
forms  may  be  obtained  from  1971 
SAMA-UTMB  National  Student  Re- 
search Forum,  SAMA  Office,  Room 
122,  Keiller  Building,  The  University 
of  Texas  Medical  Branch,  Galveston 
77550. 

Texas  doctors  elected 
to  pediatrics  fellowship 

Several  Texas  physicians  were  elected 
fellows  of  the  American  Academy  of 
Pediatrics  at  the  organization’s  1970 
annual  meeting  in  San  Francisco. 

New  fellows  of  the  college  include 
Drs.  Fred  Henry  Mehihop  of  El  Paso; 
Donald  K.  Nelms  of  Fort  Worth;  Wil- 
liam W.  Hoffman  of  Dallas;  Robert  C. 
Franks  and  Harold  N.  Richardson,  both 
of  San  Antonio;  Yeheskel  Zebaida  of 
Corpus  Christi;  and  Richard  G.  Smith, 
William  S.  Smith,  Jr.,  and  C.  E.  Carl- 
ton, Jr.,  all  of  Houston. 
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TEXAS  MEDICAL  ASSOCIATION 

OIUENT  AIIVENTHItE 

Two  fun-filled  weeks  in  exotic  and 
colorful  Japan  and  Hong  Kong. 
Our  complete  Orient  Adventure 
costs  much  less  than  round  trip 
tourist  air  fare,  yet  includes 
direct  707  private  jet  flights, 
deluxe  hotels,  gourmet  meals, 
all  the  freedom  of  individual  travel, 
plus  many  other  exclusive  features. 

The  Orient  Adventure  is  departing 
from  Houston  and  Dallas 
on  June  25,  1971. 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Enclosed  is  my  check  for  $ 

($100  per  person)  as  deposit. 

Mamo 

AHHtaqc 

r:ity  7ip 

*«!Mr 

Plus  $35  Tax  and  Service 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  'accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 


GEIGY  PHARMACEUTICALS.  DIVISION  OP  GEIGY  CHEMICAL  CORPORATION.  ARDSLEY.  NEW  YORK  10502  UNDER  LICENSE  FROM  BOEH  RINGER  INGELHEIM  G.M.B.H. 


TEXAS  PUBLIC  HEALTH  ASSOCIATION 

Dr.  Walter  Walthall,  President,  Texas  Medical  Association,  will 
discuss  “New  Challenges  for  Texas  Medicine  and  for  Texas 
Public  Health”  at  the  46th  annual  meeting  of  Texas  Public 
Health  Association,  Feb.  28-March  3,  in  Fort  Worth.  Also 
addressing  the  first  genei'al  assembly  will  be  Drs.  J.  E.  Peavy, 
commissioner,  Texas  State  Department  of  Health,  and  Hal  J. 
Hewlett,  president,  Texas  Public  Health  Association.  Presenta- 
tions at  the  general  assemblies  will  include  “Progress  Report  on 
Establishment  of  Public  Health  Region  7,  Texas  State  Depart- 
ment of  Health,  Tyler,  Texas”;  “Legislation  Relating  to  Public 
Health  Under  Consideration  by  the  Federal  Congress”;  “Health 
Priorities  of  HEW”;  “Goals  for  Texas — Planning,  Programming 
and  Priorities”;  “Drug  Addiction  as  a Life  Career”;  “Drug  Ad- 
diction as  an  Illness”;  and  “Drug  Addiction  as  a Treatment 
Problem.”  A wide  range  of  topics  will  be  discussed  at  section 
meetings. 

Contact:  Joseph  N.  Murphy,  Jr.,  PO  Box  5192,  Austin  78703, 
executive  secretary. 


DALLAS  SOUTHERN  CLINICAL  SOCIETY 

The  40th  Annual  Spring  Clinical  Conference  of  the  Dallas  South- 
ern Clinical  Society  will  be  held  March  15-17,  at  the  Statler 
Hilton  in  Dallas.  Speakers  and  their  topics  will  be  Drs.  C.  Paul 
Winchell,  Minneapolis,  “Errors  in  Cardiology”;  Joseph  H.  Bur- 
chenal,  New  York  City,  “Features  Suggesting  Curability  of 
Acute  Leukemia”;  J.  Bernard  Henry,  Syracuse,  NY,  “Chemical 
Profiles”;  Peter  A.  Morrin,  Kingston,  Ontario,  “The  Investiga- 
tion and  Management  of  Acute  Renal  Failure”;  Denis  Cavanagh, 
St.  Louis,  “Endotoxin  Shock”;  Douglas  M.  Haynes,  Louisville, 
Ky.,  “Collagen  Diseases  in  Pregnancy”;  Thomas  H.  Pettit,  Los 
Angeles,  “Canaliculitis” ; Kenneth  C.  Swan,  Portland,  “Postop- 
erative Fibroblastic  Ingrowth”;  Mack  L.  Clayton,  Denver,  “Cur- 
rent Concepts  of  Surgery  in  Rheumatoid  Arthritis”;  Felix  Shiff- 
man,  New  York  City,  “Surgical  Anatomy  of  the  Nose  and  Eth- 
moid Block” ; Hans  von  Leden,  Los  Angeles,  “Cryosurgery  of  the 
Head  and  Neck”;  William  A.  Meissner,  Boston,  “Thyroid  Tu- 
mors”; Mary  L.  Voorhess,  Syracuse,  NY,  “Delayed  Adolescence”; 
Marc  H.  Hollender,  Nashville,  “Marriage  and  Divorce”;  John  M. 
Dennis,  Baltimore,  “Renal  Trauma:  Its  Roentgen  Diagnosis”; 
Stanley  0.  Hoerr,  Cleveland,  “Cancer  Producing  Jaundice”;  John 
A.  Moncrief,  Charleston,  SC,  “Complications  of  Burns”;  George 
L.  Nardi,  Boston,  “Acute  Pancreatitis”;  and  Ralph  A.  Straff  on, 
Cleveland,  “The  Management  of  Renal  Mass  Lesions.”  General 
assemblies,  scientific  and  technical  exhibits,  roundtable  lunch- 
eons, postgraduate  lectures,  hospital  clinics  and  seminars,  and 
patient  demonstrations  will  be  offered. 

Contact:  Millard  J.  Heath,  433  Medical  Arts  Bldg.,  Dallas  75201, 
executive  officer. 


HIGHlIGHfS 

Of 

COMING 

MIEIINGS 


CURRENT  MEETINGS  IN  TEXAS 


TEXAS  ACADEMY  OF  GENERAL  PRAC- 
TICE, VALLEY  CHAPTER,  wiU  hold  its 
fourth  annual  medical-surgical  conference 
March  26-28  in  McAllen.  Speakers  will  be 
Drs.  Denton  A.  Cooley,  Houston ; Kenneth 
Cooper,  Dallas ; Joseph  Godfrey,  Buffalo ; 
James  Hughes,  Memphis ; Malcolm  A.  Mc- 
Cannel,  Minneapolis ; William  J.  McGanity, 
Galveston ; Beverly  T.  Mead,  Omaha ; 
Thomas  E.  Shaffer,  Columbus ; Masmard 
Shapiro,  Chicago ; and  Robert  Yoss,  Ro- 
chester. Contact:  Dr.  J.  F.  Fitch,  817 
Quince,  McAllen  78601. 


HOUSTON  GROUP  PSYCHOTHERAPY 
SOCIETY’S  annual  institute  will  take 
place  March  20-21,  in  Houston.  Principal 
speaker  will  be  Dr.  Milton  Berger,  editor 
of  Group  Psychotherapy  and  Group  Func- 
tion. Three  half-day  sessions  and  a lunch- 
eon meeting  are  planned.  Dr.  Berger  will 
lecture  at  the  beginning  of  each  session 
and  experienced  group  psychotherapists  will 
then  lead  discussions.  Contact:  Dr.  James 
C.  Heald,  6436  Fannin,  Suite  400,  Houston 
77025. 


HOUSTON  NEUROLOGICAL  SOCIETY 
will  present  “Procedures  and  Equipment 
in  the  Diagnosis  and  Management  of 
Stroke,”  March  11-13,  at  the  Marriott  Mo- 
tor Hotel  in  Houston.  Texas  physicians 
participating  in  the  symposium  will  be  Drs. 
Silas  W.  Grant,  Hillsboro : John  S.  Meyer, 
Houston ; Jesse  E.  Thompson,  Dallas ; and 
Julio  Garcia,  Houston.  Topics  to  be  dis- 
cussed are  the  solo  and  group  practitioner, 
techniques  for  neuro-ophthalmologic  exam- 
ination, changing  patterns  of  stroke  care 
in  the  community  hospital,  the  referred 
stroke  patient,  the  stroke  center,  brain 
scanning,  neuroradiology — future  needs  and 
developments,  current  needs  and  future  de- 
velopments in  neurological  surgery,  and 
tissue  diagnosis  as  an  adjunct  to  natural 
history  and  stroke  management.  Contact : 
Dr.  William  S.  Fields,  6301  Almeda  Rd., 
Houston  77021. 
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CURRENT  REGIONAL  MEETINGS 


NEW  ORLEANS  GRADUATE  MEDICAL 
ASSEMBLY’S  34th  annual  meeting  will  be 
staged  at  the  Roosevelt  Hotel  in  New  Or- 
leans, March  8-11.  Dr.  Charles  Ronald 
Stephen  of  Dallas  and  Dr.  Phillip  L.  Day 
of  San  Antonio  will  be  among  the  guest 
speakers  participating  in  the  assembly. 
The  program  will  include  fifty  informative 
discussions  on  topics  of  current  medical 
interest,  a clinicopathologic  conference, 
medical  motion  pictures,  roundtable  lunch- 
eons, and  technical  exhibits.  Contact:  Irma 
B.  Sherwood,  1430  Tulane  Ave.,  New  Or- 
leans 70112,  executive  secretary. 


SOUTH  CENTRAL  ASSOCIATION  OF 
BLOOD  BANKS  announces  its  13th  annual 
meeting,  March  17-19,  at  the  Arlington 
Hotel  in  Hot  Springs.  Guest  speakers  will 
be  Drs.  Alexis  Shelokov,  professor  and 
chairman,  department  of  microbiology,  UT 
Medical  School  at  San  Antonio  : Jacob  C. 
Holper,  director  of  research  and  develop- 
ment, Abbott  Laboratories,  South  Pasa- 
dena, Calif. : Bill  L.  Tranum,  instructor 
in  medicine.  University  of  Arkansas  Med- 
ical Center,  Little  Rock ; and  John  B. 
Henry,  director  of  clinical  pathology.  State 
University  of  New  York  Upstate  Medical 
Center,  and  president  of  American  Associ- 
ation of  Blood  Banks,  Syracuse,  NY.  Con- 
tact : Mrs.  Elsie  Howard,  2109  Commerce 
St.,  Dallas  75201,  executive  secretary. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS’  38th  annual  meeting  will 
take  place  at  Civic  Auditorium-Brooks  HaU 
in  San  Francisco,  March  6-11.  Instructional 
courses  will  cover  rheumatoid  arthritis, 
bone  physiology,  cerebral  palsy,  fractures, 
children’s  diseases,  spoids  injuries,  and 
spine,  knee,  hip  and  hand  surgery.  Special 
symposia  will  be  held  on  total  hip  replace- 
ment, scoliosis,  and  bunion  surgery,  and 
evening  consultation  clinics  will  be  de- 
voted to  hip,  femur  fracture,  tibia,  and 


congenital  hip  dislocation.  Guest  lecturers 
will  be  Mr.  John  Crawford  Adams,  St. 
Mary’s  Hospital,  London,  and  Dr.  Victor 
A.  McKusick,  chief,  division  of  medical 
genetics,  Johns  Hopkins,  Baltimore.  Con- 
tact : Dr.  Charles  V.  Heck,  430  N.  Michi- 
gan Ave.,  Chicago  60611,  director. 


AMERICAN  COLLEGE  OF  ALLERGISTS 
has  planned  its  27th  annual  congress  for 
March  27-April  1,  at  the  Fairmont  Hotel 
in  San  Francisco.  The  congress  will  re- 
convene in  Honolulu,  April  3-5.  Presenta- 
tions will  include  “Newer  Therapeutic 
Agents  for  the  Treatment  of  Asthma,” 
"The  Effect  of  Anaphylaxis  on  the  Heart 
in  Man,”  “Psychotherapy  in  Allergy,” 
"Practical  Methods  of  Evaluating  Pulmon- 
ary Function,”  “Allergy  and  Infertility,” 
“Anesthesia  in  the  Asthmatic  Patient,” 
“Environmental  Problems  and  the  Aller- 
gist,” “A  Standardized  Technique  for  In- 
tradermal  Skin  Testing  in  Allergy,”  and 
“The  Clinical  Application  of  Mineral  Oil 
for  Allergic  Patients.”  Contact:  Dr.  John 
D.  Gillaspie,  2141  14th  St.,  Boulder,  Colo. 
80302,  executive  secretary. 


AMERICAN  COLLEGE  OF  RADIOLOGY 
will  offer  a teachers  conference  during  its 
48th  annual  meeting,  March  30-April  2,  at 
Chase-Park  Plaza  Hotel  in  St.  Louis.  Gen- 
eral sessions  will  be  held  March  30-ApriI  1, 
and  the  teachers  conference  is  scheduled  for 
April  1-2.  The  conference  will  feature  panel 
discussions  on  influence  of  undergraduate 
medical  education  in  residency  training, 
changing  patterns  of  radiologic  practice — 
separation  of  diagnosis  and  therapy,  trends 
toward  subspecialty  certification,  changes 
in  content  of  residency  training  programs, 
and  teaching  techniques.  Contact:  William 
C.  Stronach,  20  North  Wacker  Dr.,  Chi- 
cago 60606,  executive  director. 


AMERICAN  COLLEGE  OF  SURGEONS 
will  study  problems  encountered  in  genera] 
surgery,  gynecology,  and  urology  when  it 
meets  in  Phoenix,  March  1-3.  Subjects  to 
be  discussed  are  endocrine  tumors  amen- 
able to  surgery,  graft  rejection,  concepts 


in  the  treatment  of  glaucoma,  surgical 
management  of  combined  peptic  ulcer  and 
hiatal  disease,  cervical  and  thoracic  inlet 
injuries,  and  extremity  pain  in  the  geriat- 
ric patient.  Participants  will  include  Drs. 
Robert  J.  Rowe,  W.  Kemp  Clark,  Jesse  E. 
Thompson,  Harold  C.  Urschel,  Jr.,  and 
Donald  L.  Paulson,  all  of  Dallas  ; and  Drs. 
Arthur  C.  Beall,  Jr.,  and  George  C.  Mor- 
ris, Jr.,  of  Houston.  The  College  will  also 
sponsor  the  18th  combined  meeting  for 
doctors  and  nurses,  March  15-17,  in  New 
Orleans.  The  program  includes  sessions  in 
general  surgery,  orthopedic  surgery,  gyne- 
cology-obstetrics, otorhinolaryngology,  pe- 
diatric surgery,  neurologic  surgery,  plastic 
surgery,  ophthalmic  surgery,  thoracic  sur- 
gery, and  proctology.  Contact:  Dr.  C.  Rol- 
lins Hanlon,  55  E.  Erie  St.,  Chicago  60611, 
director. 


AMERICAN  MEDICAL  ASSOCIATION’S 
Council  on  Rural  Health  will  sponsor  the 
24th  National  Conference  on  Rural  Health, 
March  25-26,  in  Atlanta,  Ga.  “Community 
Health  Programs  for  Tomorrow”  is  the 
theme  of  the  conference,  which  will  be 
staged  at  the  Atlanta  Marriott  Motor  Ho- 
tel. Discussions  will  center  on  promoting 
community  health  action,  medical  school 
involvement  in  community  medicine,  bridg- 
ing the  gap  between  youth  and  adults, 
meeting  health  needs  at  the  crossroads, 
organization  of  emergency  medical  services 
in  rural  areas,  and  ecology  and  rural 
America.  Contact:  Dr.  Bond  L.  Bible 
(PhD),  Council  on  Rural  Health,  Ameri- 
can Medical  Association,  535  North  Dear- 
born St.,  Chicago  60610. 


SOCIETY  FOR  CRYOSURGERY  will  hold 
its  annual  meeting  at  the  Diplomat  Hotel 
and  Country  Club  in  Hollywood,  Fla., 
March  1-6.  Cryosurgery  in  the  specialties 
of  general  surgery,  dermatology,  gynecol- 
ogy, neurology,  ophthalmology,  otolaryn- 
gology, and  urology  will  be  discussed.  A 
report  will  be  presented  on  the  new  use 
of  cryogenic  procedures  in  the  treatment 
of  migraine.  Contact:  Dr.  John  G.  Bellows, 
30  N.  Michigan  Ave.,  Chicago  60602,  sec- 
retary. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  FEBRUARY 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  23rd 
annual  congress  and  teaching  seminar,  Mexico  City,  Feb. 
26-March  6,  1971.  Dr.  Alfred  J.  Cantor.  147-41  Sanford 
Ave.,  Flushing,  NY  11355,  Exec.  Sec. 

PAN-PACIFIC  SURGICAL  ASSOCIATION,  annual, 
Honolulu,  Feb.  26-March  3.  1972.  Harriet  N.  DeVault,  236 
Alexander  Young  Bldg.,  Honolulu  96813,  Exec.  Sec. 


ALSO  IN  MARCH 

AMERICAN  ASSOCIATION  OF  PATHOLOGISTS  AND 
BACTERIOLOGISTS,  annual,  Montreal.  Quebec,  March 
6-9,  1971.  Dr.  K.  M.  Brinkhous,  Dept,  of  Pathology,  Uni- 
versity of  North  Carolina,  Chapel  Hill,  NC  27614,  Sec. 

AMERICAN  COLLEGE  OF  PHYSIGIANS,  annual.  Den- 
ver, March  28-April  2.  1971.  Dr.  Edward  C.  Rosenow, 
Jr.,  4300  Pine  St.,  Philadelphia  19104,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  an- 
nual, Denver,  March  26-28,  1971.  W.  R.  Ramsey,  626 
The  Hearst  Bldg.,  San  Francisco  94103,  Exec.  Officer. 

■ SOCIETY  OF  NUCLEAR  MEDICINE,  Southwestern 
Chapter,  annual,  Houston,  March  19-21,  1971.  Dr.  Her- 
bert C.  Allen.  Jr.,  100  Hermann  Prof.  Bldg.,  Houston 
77026,  Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Corpus  Christi,  March  6-6, 
1971.  Dr.  J.  L.  Jinkins,  Jr.,  200  University  Blvd.,  Gal- 
veston 77660,  Sec.-Treas. 

■ TEXAS  UROLOGICAL  SOCIETY,  annual,  Wichita 
Falls,  March  11-13,  1971.  Dr.  Charles  Dryden,  1606  Tenth 
St.,  Wichita  Falls  76301,  Sec.-Treas. 

US-MEXICO  BORDER  PUBLIC  HEALTH  ASSOCIA- 
TION, annual.  Tucson,  March  29-April  2,  1971.  Dr.  Jorge 
Jimenez-Gandica,  601  US  Court  House,  El  Paso  79901, 
Sec. 


APRIL 

■ AEROSPACE  MEDICAL  ASSOCIATION,  annual, 
Houston,  April  26-29,  1971.  Dr.  Merrill  H.  Goodwin, 
Washington  Nat’l  Airport,  Washington,  DC  20001,  Exec. 
Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  annual.  Now 
York  City.  April  26-May  1.  1971.  Stanley  A.  Nelson,  4006 
W.  66th  St.,  Minneapolis  66435,  Exec.  See. 


AMERICAN  ACADEMY  OF  PEDIATRICS,  St.  Louis, 
April  19-22,  1971.  Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60204,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  annual, 
Philadelphia,  April  18-23,  1971.  Dr.  Russell  T.  Wood- 
burne.  Dept,  of  Anatomy.  The  University  of  Michigan. 
4643  Medical  Science  Bldg.,  Ann  Arbor,  Mich.  48104, 
Sec-Treas. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Atlanta,  April  26-28,  1971.  Ada  Hanvey,  7710 
Carondelet  Ave.,  St.  Louis  63105,  Admin.  Asst. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  an- 
nual, San  Francisco,  April  27-30,  1971.  James  W.  Dilley. 
2807  Central  St.,  Evanston,  111.  60201,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS.  Montreal,  Que- 
bec, Canada,  April  6-7,  1971.  Dr.  C.  Rollins  Hanlon,  66 
E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  GERIATRICS  SOCIETY,  annual,  Chicago. 
April  23-24,  1971.  Dr.  Edward  Henderson,  10  Columbus 
Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  PEDIATRIC  SOCIETY,  annual,  Atlantic 
City,  April  28-May  1,  1971.  Dr.  C.  D.  Cook,  833  Cedar 
St.,  New  Haven,  Conn.  06614,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOL- 
OGY AND  THERAPEUTICS,  annual,  Atlantic  City, 
April  29-May  1,  1971.  Dr.  Richard  T.  Smith,  1718  Gal- 
lagher Rd.,  Norristown,  Pa.  19401,  Sec.-Treas. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Chicago,  April  16-17,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  seventh  annual 
orthopaedic  symposium,  Houston,  April  22-24,  1971.  Dr. 
W.  Malcolm  Cranberry,  6624  Fannin  St.,  Houston  77026, 
Chrmn. 

■ EIGHTH  DISTRICT  MEDICAL  SOCIETY,  annual, 
Galveston,  April,  1971.  Dr.  Paul  J.  Cunningham,  200 
University  Blvd.,  Galveston.  Sec.-Treas. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  annual,  At- 
lanta, April  19-22,  1971.  Howard  N.  Schulz,  66  E.  Wash- 
ington. Chicago  60602,  Exec.  Dir. 

SOUTHWESTERN  SURGICAL  CONGRESS,  annual.  Las 
Vegas.  April  19-22,  1971.  Dr.  Jack  A.  Barney,  801  Pas- 
teur Medical  Bldg.,  Oklahoma  City  78103,  Sec.-Treas. 


VoUime  67.  February,  1971 
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■ ST.  LUKE’S  EPISCOPAL  HOSPITAL,  annual  ortho- 
paedic symposium,  Houston,  April  22-24,  1971.  Dr.  W. 
Malcolm  Cranberry,  6624  Fannin,  Houston  77026,  Chrmn. 

■ TEXAS  MEDICAL  ASSISTANTS  ASSOCIA'nON,  an- 
nual, Dallas,  April  28-May  3,  1971.  Mrs.  Jo  Alice  Thomp- 
son, 2321  Hillsboro,  Dallas  75228,  Sec. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Dallas,  Galveston,  Houston,  San  An- 
tonio, April  16-17,  1971.  Mrs.  Betty  J.  Anderson,  1012 
Sam  Houston  State  Office  Bldg.,  Austin  78701,  Exec. 
Sec. 

■ TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DIS- 
EASE ASSOCIATION.  Houston,  April  23-24,  1971.  Mrs. 
Pauline  K.  Matthis,  2406  Manor  Rd.,  Austin  78722,  Exec. 
Dir. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  an- 
nual. Abilene,  April,  17,  1971.  Dr.  W.  H.  Neil,  104  Doc- 
tors Bldg.,  800  Fifth  Ave.,  Fort  Worth  76104,  Sec. 


MAY 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  annual,  San  Francisco, 
May  26-27,  1971.  Dr.  Carl  N.  Patterson,  1110  W.  Main, 
Durham,  NC  27701,  Sec. 

■ AMERICAN  ACADEMY  OF  PEDIATRICS.  Texas 
Chapter,  Houston,  May  8,  1971.  Dr.  William  Conkiing, 
500  E.  Washington,  Navasota  77868,  Sec. 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  Wash- 
ington, DC,  May  8-10,  1971.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OP  PLASTIC  SURGEONS, 
annual,  Williamsburg,  Va.,  May  23-27,  1971.  Dallas  F. 
Whaley,  29  E.  Madison  St.,  Suite  812,  Chicago  60602, 
Exec.  Dir. 

AMERICAN  CANCER  SOCIETY,  INC.,  second  national 
conference  on  breast  cancer.  Los  Angeles,  May  17-19, 
1971.  Esther  Kelley,  Professional  Education,  American 
Cancer  Society.  Inc.,  219  E.  42nd  St.,  New  York  10017. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS. 
Texas  Chapter,  annual,  Houston,  May  9,  1971.  Dr.  George 
P.  Noon,  1200  Moursund  Ave.,  Houston  77025,  Sec.-Treas. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual,  San  FYancisco,  May  3-6, 
1971.  Dr.  Michael  Newton,  79  W.  Monroe  St.,  Chicago 
60603,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS.  North  Texas 
Chapter,  annual,  Dallas,  May  15,  1971.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  75235,  Sec.- 
Treas. 

AMERICAN  DERMATOLOGICAL  ASSOCIATTON,  an- 
nnal,  Skytop,  Pa.,  May  16-20,  1971.  Dr.  Barrett  Ken- 
nedy, 1642  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ AMERICAN  HEART  ASSOCIATION,  Texas  Affiliate, 
Inc.,  Houston,  May  8,  1971.  Dale  R.  Stringfellow,  PO 
Box  9928,  Austin  78757,  Prog.  Dir. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  annual,  San  Antonio,  May,  1971. 
Hilda  McKethan,  4162  Monaco  Dr.,  Corpus  Christ!  78411, 
See. 

AMERICAN  PROCTOLOGIC  SOCIE'TY,  annual.  Las 
Vegas,  May  9-13,  1971.  Harriette  Gibson,  320  W.  Lafay- 
ette, Detroit  48226,  Exec.  Officer. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  annual, 
Washington,  DC,  May  3-7,  1971.  Dr.  Walter  E.  Barton. 
1700  18th  St.,  NW,  Washington.  DC  20009,  Med.  Dir. 


AMERICAN  PUBLIC  HEALTH  ASSOCIATTON,  South- 
ern Branch,  annual,  Memphis,  May  19-21,  1971.  Fred- 
erick W.  Hering,  1026  South  18th  St.,  Birmingham 
36206,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  annual,  Boston,  May  16-19,  1971.  Dr.  Simon 
Fredricks,  1103  Medical  Towers,  Houston  77026,  Sec. 

AMERICAN  THORACIC  SOCIETY,  annual,  Los  Angeles, 
May  17-19,  1971,  Robert  G,  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  INC.,  an- 
nual, Chicago,  May  17-20,  1971.  Richard  J.  Hannigan, 
1120  N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  Texas  Chap- 
ter, Houston,  May  6,  1971.  Dr.  Richard  L.  Gilkey,  1410 
W.  Jefferson,  Waxahachie  75165,  Acting  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS.  Texas 
Chapter,  Houston,  May,  1971.  Dr.  Sergio  V.  Figueroa, 
608-A  Terrell  St.,  Terrell  75160,  Sec. 

MEDICAL  LIBRARY  ASSOCIATTON,  annual.  New  York 
City,  May  30-June  3,  1971.  Helen  Brown  Schmidt,  919  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 

■ NATTONAL  LEAGUE  FOR  NURSING,  Dallas,  May 
10-14,  1971.  Margaret  E.  Walsh,  10  Columbus  Circle,  New 
York  10019,  Sec. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  annual,  Los  Angeles,  May  16- 
19,  1971.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New 
York  10019,  Mng.  Dir. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
annual.  Little  Rock,  May,  1971.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  76201,  Exec.  Officer. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATTON,  an- 
nual, St.  Louis,  May  4-8,  1971.  Charles  C.  Hewitt,  JD, 
2636  Flossmoor  Rd.,  Flossmoor,  111.  60422,  Exec.  Officer. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Houston,  May 
6,  1971.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703,  Sec.- 
Treas. 

a TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Houston,  May,  1971.  Dr.  Joe  Stoeltje,  1170 
Simmons  St.,  Beaumont  77703,  Sec.-Treas. 

B TEXAS  DENTAL  ASSOCIATION,  annual.  Houston, 
May  16-19,  1971.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Houston,  May 

8-9,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 

Dallas  75246,  Sec.-Treas. 

B TEXAS  DIABETES  ASSOCIATION.  Houston.  May  9, 
1971.  Dr.  David  E.  Streitmatter,  302  Preston  Royal,  Dal- 
las 75230,  Sec.-Treas. 

B TEXAS  HOSPITAL  ASSOCIATION,  annual,  San  An- 
tonio, May  16-19.  1971.  O.  Ray  Hurst,  PO  Box  4663, 
Austin  78761,  Exec.  Vice-Pres. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION. 
Houston,  May  7,  1971.  Dr.  Francis  W.  Wilson,  PO  Box 
52332,  Houston  77052,  Prog.  Chrmn. 

B TEXAS  MEDICAL  ASSOCIATION,  104th  annual  ses- 
sion, Houston,  May  6-9,  1971.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

B TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Hous- 
ton, May,  1971.  Dr.  Joe  L.  Bussey,  1201  W.  Presidio, 
Fort  Worth  76102,  Prog.  Chi’mn. 

B TEXAS  ORTHOPAEDIC  ASSOCIATION,  Houston, 
May,  1971.  Dr.  L.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec. 
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■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Houston,  May,  1971.  Dr.  James  L.  Baldwin,  712  N. 
Washington,  Dallas  75246,  Seo. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY.  Houston.  May,  1971.  Dr.  Ariel  Bar-Sela, 
1717  Medical  Towers,  Houston  77025,  Sec.-Treas. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  Houston,  May  6, 
1971.  Dr.  Lewis  E.  Tucker,  804  M&S  Tower,  730  N. 
Main,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION.  Houston.  May 
8.  1971.  Dr.  J.  E.  Norris,  6448  Fannin.  Houston  77025, 
Sec. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS.  Hous- 
ton, May  8-9,  1971.  Dr.  Jerry  Strong,  3614  Montrose 
Blvd.,  Houston  77006,  Prog.  Chrmn. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, Houston,  May  7,  1971.  Dr.  John  B.  Gunn,  2618 
Welborn  St.,  Dallas  75219,  Sec. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Hous- 
ton, May  7-8,  1971.  Dr.  Melvin  Spira,  1200  Moursund 
Ave.,  Houston  77025,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  Houston,  May  9,  1971.  Glen  Duncan,  2104 
Benwick  Circle,  Austin  78723,  Sec. 


JUNE 

AMERICAN  DIABETES  ASSOCIATION,  annual,  San 
Franeisoo,  June  17-23,  1971.  J.  Richard  Connelly,  18  E. 
48th  St.,  New  York  10017,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  annual  session, 
Atlantic  City,  June  20-24,  1971.  AMA,  535  N.  Dearborn 
St.,  Chicago  60610. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  annual. 
Washington.  DC,  June  14-16,  1971.  Dr.  Samuel  A.  Tru- 
fant,  Cincinnati  General  Hospital,  Cincinnati  45229, 
Exec.  Sec. 

AMERICAN  PHYSICAL,  THERAPY  ASSOCIATION,  an- 
nual. Boston.  June  27-July  2,  1971.  Royce  P.  Noland, 
1166  16th  St..  NW,  Washington,  DC  20006,  Exec.  Dir. 

SOCIETY  OF  NUCLEAR  MEDICINE,  annual,  Los  An- 
gelee,  June  28-JuIy  2,  1971.  Margaret  GIos,  211  E.  43rd 
St.,  New  York  10017,  Exec.  Officer. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS. 
Fort  Worth,  June  14-16.  1971.  Dr.  M.  H.  Crabb,  1612 
Summit  Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  annual. 
Denver,  July  16-17,  1971.  F.  C.  Schmidt,  1764  Gilpin  St., 
Denver  80218,  Exec.  Officer. 


SEPTEMBER 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS. 
Cleveland,  Sept.  16-18,  1971.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Hot  Springs,  Va.,  Sept.  9-11, 
1971.  Dr.  Charles  A.  Hunter,  1100  W.  Michigan,  Indian- 
apolis 46202,  Sec. 


AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Las  Vegas,  Sept.  19-20.  1971.  Lawrence  A.  Zupan,  1100 
17th  St..  NW,  Washington.  DC  20036,  Exec.  Sec. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Minneapolis,  Sept.  15-18,  1971.  Mrs.  Margaret  H. 
Henry,  36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio 
44094,  Exec.  Sec. 

■ AMERICAN  HEART  ASSOCIATION.  Texas  Affiliate, 
Inc.,  San  Antonio,  Sept.  21-26,  1971.  Dudley  H.  Hafner, 
PO  Box  9928.  Austin  78757.  Exec.  Dir. 

.AMERICAN  MEDICAL  ASSOCIATION,  13th  National 
Conference  on  Physicians  and  Schools,  Chicago,  Sept.  30- 
Oct.  2.  1971.  AMA,  Department  of  Health  Education, 
636  N.  Dearborn  St..  Chicago  60610. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  annual, 
Mackinac  Island.  Michigan.  Sept.  26-Oct.  1.  1971.  Har- 
riett C.  Carriere,  801  Green  Bay  Rd.,  Lake  Bluff,  111. 
60044,  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY.  Lub- 
bock, Sept.  18,  1971.  Mrs.  Carlie  Umphres,  PO  Box 
3276,  Amarillo  79106,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY.  Houston,  Sept.  23-26. 
1971.  Dr.  Pat  A.  Cato,  1016  E.  32nd  St..  Austin  78706. 
Sec. 

WORLD  MEDICAL  ASSOCIATION,  annual,  Ottawa. 
Canada,  Sept.  12-18,  1971.  Miss  M.  L.  Natwick,  10  Co- 
lumbus Circle,  New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
Miami  Beach,  Oct.  4-7,  1971.  Mac  F.  Cahal.  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  an- 
nual, Philadelphia,  Oct.  24-28,  1971.  Dr.  Alfred  Soffer, 
112  E.  Chestnut  St..  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  annual,  Atlan- 
tic City,  Oct.  18-22,  1971.  Dr.  C.  Rollins  Hanlon,  66  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  FRACTURE  ASSOCIATION.  Guadalajara. 
Mexico,  Oct.  9-16,  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington,  111.  61701,  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  annual,  Roches- 
ter, NY,  Oct.  17-21.  1971.  Rutherford  T.  Phillips.  PO 
Box  1266,  Denver  80201.  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual, 
Minneapolis,  Oct.  11-15,  1971.  Dr.  James  R.  Kimmey, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual,  Boston,  Oct.  22-30,  1971.  Albert  G.  Boeck,  Jr., 
710  S.  Wolcott  Ave.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  INC.,  annual,  Montreal,  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison 
St.,  Suita  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  St.  Louis.  Oct.  7-9,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Mexico  City, 
Oct.  14-16.  1971.  Dr.  Coleman  Jacobson,  3707  Gaston 
Ave.,  Dallas  75246,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  1-3, 
1971.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 
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Safety  isn’t 
every thini^  in  an 
antibiotic. 

Until  you  need  it. 


Such  as  the  time  when  tooth  staining  becomes  a matter 
of  consideration. 


Or  the  patient  has  impaired  kidney  function. 

Or  there  is  a potential  for  a severe  allergic  reaction  with 
a penicillin-sensitive  patient. 

There  is  no  guarantee  of  safety,  even  with  Erythrocin. 


jMild  allergic  reactions,  abdominal  discomfort  and  rare 
monilial  overgrowth  may  occur.  But  serious  reactions  are 
extremely  rare.  And  after  18  years,  there  are  no  known 
toxic  effects  on  vital  organs,  bone,  blood,  nerves  or  teeth. 


We’ll  ask  you  the  question.  Have  you  ever  seen 
a severe  reaction  with  Erythrocin?  101281 


ERYTHROCIN' 

ERYTHROMYCIN,  ABBOTT 

The  potency  you  need 
-the  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin* 

(ERYTHROMYCIN,  ABBOH) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynehacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL:  In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily ; more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  1 5 to  25  mg./lb./day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg./lb./day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  ( 1 ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg./lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon  I 

as  practicable.  ioi28t  vhhiv 
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TEXAS  MEDICINE 


Nuclear  Medicine:  ‘‘Nuclear  Medicine — 
Its  Use  in  Defining  Disease”  is  the 
title  of  a course  to  be  sponsored  by 
UT  Graduate  School  of  Biomedical 
Sciences  at  Houston  and  UT  M.D.  An- 
derson Hospital  and  Tumor  Institute 
at  Houston.  The  course  will  be  offered 
Feb.  5-April  9,  at  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute. 

Four  hours  of  instruction  will  be  of- 
fered each  day  and  the  course  is  open 
to  the  general  practitioner  as  well  as 
the  specialist.  Registration  fee  is  $100. 
For  more  information  contact  Dr.  Grant 
Taylor,  Dean,  Division  of  Continuing 
Education,  UT  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  PO  Box 
20367,  Houston  77025. 

Cancer:  UT  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston  will 
sponsor  the  24th  Annual  Symposium 
on  Fundamental  Cancer  Research,  ‘‘En- 
vironment and  Cancer,”  March  3-5,  at 
the  Shamrock  Hilton  Hotel  in  Houston. 
Co-sponsored  by  UT  School  of  Public 
Health  at  Houston;  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton; American  Cancer  Society,  Texas 
Division;  and  National  Cancer  Institute, 
the  course  will  feature  discussions  on 
the  significance  of  geographical  pathol- 
ogy in  the  environmental  biology  of 
cancer,  formation  of  nitroso-carcino- 
genic  compounds  in  the  diet,  carcino- 
genic hazards  in  the  air,  radiation  as 
an  environmental  hazard,  and  en- 
zymatic reactions  and  carcinogenesis. 
Contact  Dr.  Alfred  G.  Knudson,  Jr., 
Associate  Director  of  Education,  UT 
M.D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston,  6723  Bertner, 
Houston  77025. 

Microbiology:  Designed  for  the  benefit 
of  public  health,  hospital,  clinical,  and 
other  medical  laboratories,  the  follow- 
ing workshops  will  be  presented  in 
Austin  by  the  Texas  State  Department 
of  Health: 

Introductory  Immuno  Fluorescence, 
March  3-5. 

Public  Health  and  Medical  Para- 
sitology, April  7-9. 

There  is  no  registration  fee  for  the 
workshops.  Inquiries  should  be  directed 
to  Dr.  J.  V.  Irons  (ScD),  Director  of 


Laboratories,  Texas  State  Department 
of  Health,  1100  W.  49th  St.,  Austin 
78756. 

Intoxication:  An  intensive  training  pro- 
gram on  the  treatment  of  acute  intoxi- 
cation is  set  for  March  6 in  St.  Louis. 
Sponsored  by  American  Academy  of 
Clinical  Toxicology,  the  course  is  ori- 
ented toward  the  practical  needs  of 
emergency  room  practice,  and  pro- 
vides details  on  equipment,  supplies, 
and  drugs  useful  for  the  treatment  of 
commonly  occurring  problems.  Intoxica- 
tion by  specific  substances  or  groups 
of  substances  will  be  discussed,  with 
emphasis  on  what  should  be  done  and 
how  to  do  it. 

The  course  is  especially  appropriate 
for  emergency  room  physicians  and 
nurses  and  for  any  others  of  the 
health  care  team  with  emergency  care 
responsibilities.  Registration  fee  is  $50. 
Program  details  and  registration  infor- 
mation may  be  obtained  from  Dr. 
Eric  G.  Comstock,  PO  Box  2565,  Hous- 
ton 77001,  executive  director. 

Cardiovascular  Disease:  ‘‘The  Coronary 
Care  Unit:  Data  Interpretation”  is  the 
title  of  a course  to  be  held  at  Joe  C. 
Thompson  Conference  Center,  Austin, 
March  1-12.  Sponsored  by  UT  at  Aus- 
tin College  of  Engineering  and  the 
Statewide  School  of  Nursing,  the  course 
is  designed  for  the  general  practi- 
tioner and  the  specialist.  Fee  for  the 
course  is  $20.  For  more  details,  con- 
tact Engineering  Institutes  of  the  Col- 
lege of  Engineering,  PO  Box  K,  UT  at 
Austin,  Austin  78712. 

Medical  Oncology:  An  approach  to  man- 
agement of  patients  with  cancer  and 
hematologic  malignancies,  built  on  a 
theoretical  background  in  experimental 
therapeutics,  pharmacology,  cell  popu- 
lation kinetics,  and  immunology,  will  be 
developed  in  a program  to  be  held 
March  8-12,  1971,  at  Shamrock-Hilton 
Hotel,  Houston.  Offered  by  Texas  Medi- 
cal Center,  Houston,  and  co-sponsored 
by  American  College  of  Physicians,  this 
course  will  emphasize  the  medical  and 
psychological  aspects  of  suppxDrtive  care 


of  the  patient  under  treatment.  Case 
material  will  further  illustrate  specific 
diseases,  diagnostic  techniques,  com- 
plications of  management,  and  results 
of  therapy. 

Contact  Dr.  Edward  C.  Rosenow,  Jr., 
c/o  ACP,  4200  Pine  St.,  Philadelphia, 
Pa.  19104. 

Hemorrhage:  Wadley  Institutes  of  Mo- 
lecular Medicine,  Dallas,  will  present 
the  Wadley  Symposium  on  Hemor- 
rhagic Disorders,  March  13.  Diagnosis 
of  the  bleeding  patient,  current  re- 
search and  future  potentialities,  mech- 
anism of  hemostasis  and  fibrinolysis, 
defects  of  hemostasis  and  their  detec- 
tion, management  of  hereditary  bleed- 
ing disorders,  consumption  coagulo- 
pathy, treatment  of  acute  fibrinolytic 
state,  treatment  of  the  thrombocyto- 
penic patient,  and  blood  bank  products 
and  their  use  are  subjects  to  be 
discussed. 

For  more  information  contact  Dr. 
Amanullah  Khan,  Wadley  Institutes  of 
Molecular  Medicine,  9000  Harry  Hines 
Blvd.,  Dallas  75235. 

Surgery:  The  Third  Annual  Clinical 
Cancer  Conference,  sponsored  by  UT 
Southwestern  Medical  School  at  Dallas, 
will  take  place  March  14  at  the  school. 
Eight  hours  of  instruction  will  be  given. 
Arrangements  for  attending  the  semi- 
nar may  be  made  by  contacting  Dr. 
John  S.  Chapman,  Assistant  Dean  for 
Postgraduate  Education,  UT  South- 
western Medical  School  at  Dallas,  5323 
Harry  Hines  Blvd.,  Dallas  75235. 

Anesthesiology:  A course  in  anesthesi- 
ology, sponsored  by  UT  Medical  School 
at  San  Antonio  and  Texas  Society  of 
Anesthesiologists,  will  be  held  March 
29-April  2 at  the  school.  Designed  for 
both  the  general  practitioner  and  the 
anesthesiologist,  the  course  is  accepta- 
ble for  35  hours  credit  by  the  AAGP. 
Enrollment  fee  for  the  course  is  $75. 
For  more  information,  contact  Dr. 
Howard  L.  Zauder,  Professor  and  Chair- 
man, Department  of  Anesthesiology, 
UT  Medical  School  at  San  Antonio, 
7703  Floyd  Curl  Dr.,  San  Antonio 
78229. 
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When 

the  patient  is.,» 

or 

hypertensii 


the  cou^  syrup  is 

Tolu-Sed 

a cough  sedative/expectorant 


Sugar-free  • Quiets  the  Cough  • Free  of  Vasoconstrictors 

Rely  on  Tolu-Sed  to  be  safe  and  effective  for  virtually 
all  patients.  Ideal  for  the  overweight  or  diabetic  be- 
cause it’s  sugar-free.  And  safe  for  hypertensives  and 
diabetics  because  it’s  free  of  vasoconstrictors.  Pleas- 
ant-tasting  and  suitable  for  children,  too.  When  a 
cough  syrup  is  indicated,  remember  Tolu-Sed.  It 
brings  relief  and  comfort  . . . without  bringing  prob- 
lems. 

also  available  as  Tolu-Sed  DM  (without 


Each  5 cc.  teaspoonful  contains 

ALCOHOL 

10% 

Codeine  Phosphate  . 

. . 10.83  mg. 

(WARNING:  may  be  habit  forming) 

Chlorpheniramine 

Maleate  

1 mg. 

Glyceryl  Guaiacolate 

100  mg. 

Chloroform  

. . 0.34  min. 

Codeine) 


cm 

First  Texas  Pharmaceuticals.  Inc.  oaiias,  Texas  75222 

the  Concern  for  Care 


When  Preventing  Constipation 
is  a Concern . . . 


SDRFIK 


’based  cn  actual  drug  store  survey  of  prescribed  dosages 


dioctyl  calcium  sulfosuccinate 


Supplied:  Bottles  of  15,  100  (FSN  6505-926-8844)  and 
1000  (FSN  6505-890-1627)  and  Unit  Dose  100's  (10x10 
strips). 


(stool  softener) 


Surfak  prevents  constipation: 

■ naturally 

. . . without  bowel  distention 
. , . without  adding  sodium 
to  the  system 

. . . without  requiring  unusual 
intake  of  water 

■ conveniently— one  240  mg. 

capsule  per  day 

■ economically— costs  less  per 

effective  daily  dos 


HOECHST 


PHARMACEUTICAL  CO. 
Somerville,  N.J.  0887S  U.S.A. 


C-166 


in  cardiac  edema 


Each  capsule  contains  50  mg.  of  Dyrenium®  (brand 
of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 

gets  the  waiter  out 


^)ares  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

V^arnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactioiis:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


sterile  solution  ( 300  ma  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride , U pjphn) 


and  single-dose  2 ml. 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 
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Upjohn 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  49001 


The  Upjohn  Company  JA70-9835  MED  B-4  S (KZL-5) 


You  can't  fell  a ledwood 
with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with;  arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  asTHERAGRAN-M. 


Theragrau’ 

High  Potency  Vitamin  Formula 
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SQUIBB 

'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


© E.R.  Squibb  & Sons,  Inc.  1970 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

I ’B.W.  & Co.'  narcotic  products  are  ^ 

I Class  "B",  and  as  such  are  available  on  oral 
- prescription,  where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

.IZd  T\ickahoe,  N.Y. 


the  incomplete 
B-complex 

SPECIFICALLY  FOR  LEVODOPA  PATIENTS-NUTRITIONAL  SUPPORT  WITHOUT  PYRIDOXINE 


Larobec  provides:  B-complex 
vitamins,  of  particular 
importance  to  the  patient  who 
is  on  levodopa  therapy  and  is 
deficient  in  water-soluble 
vitamins. 


Larobec  provides:  Ascorbic 
acid,  useful  in  assisting  tissue 
repair  in  the  debilitated  patient. 


Larobec  does  not  provide: 
Pyridoxine  (vitamin  64)— which 
reportedly  reverses  the 
antiparkinson  effects  of 
levodopa  therapy ^ 


Larobec  Tablets 


A high-potency  nutritional  supplement  specific  to  the  needs  of  patients 
with  Parkinson’s  disease  and  syndrome  on  levodopa  therapy— that 
describes  new  Larobec'''  from  Roche.  Larobec  provides  the  major  B 
vitamins  plus  vitamin  C— but  does  not  provide  pyridoxine.  Thus,  with  its 
specially  tailored  formula,  Larobec  assures  the  patient  important  nutri- 
tional support  without  minimizing  any  of  the  benefits  of  levodopa  therapy. 


1.  Duvoisin,  R.  C.;  Yahr,  M.D.,  and  Cote,  L.  D.;  Trans.  Amer.  Neurol.  Assoc.,  94:81,  1969. 

2.  Cotzias,  G.  C.:  J.A.M.A.,  210:1255,  1969. 
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Complete  Prescribing  Information; 

Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  B,)  15  mg 


Riboflavin  (vitamin  Bj) 15  mg 

Niacinamide 1 00  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B,i)  ...  5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description;  For  prophylactic  or 
therapeutic  nutritional  supplementation 
concomitant  with  levodopa  therapy  in 
patients  with  Parkinson's  disease  and 
syndrome,  Larobec  provides  high  potency 
dosages  of  the  major  B-complex  vitamins, 
without  pyridoxine  (vitamin  B6)  which  has 
been  reported'  to  reduce  the  clinical 
benefits  of  levodopa  therapy.  B-complex 
vitamins  are  essential  in  the  anabolism  of 
carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains 
therapeutic  quantities  of  ascorbic  acid, 
a substance  involved  in  intracellular 
reactions  such  as  tissue  repair  and 
collagen  formation. 

Indications;  Larobec  is  indicated  for 
supportive  nutritional  supplementation 
when  a water-soluble  vitamin  formula 
(without  pyridoxine)  is  required  prophy- 
lactically  or  therapeutically  in  patients 
under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B*  may 
be  required  if  signs  of  pyridoxine 
deficiency  develop.  Larobec  is  not 
intended  for  treatment  of  pernicious 
anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may 
develop  or  progress,  despite  temporary 
remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than 

0. 1. mg  of  folic  acid  per  day  and  who  are 
inadequately  treated  with  vitamin  B,j. 
Dosage  and  Administration:  One  or  two 
tablets  daily,  as  indicated  by  clinical  need. 
How  Supplied;  Orange-colored,  capsule- 
shaped tablets,  imprinted  Roche  73; 
bottles  of  100. 

References: 

1 . Duvoisin,  R.  C.,  et  al.  : Trans.  Amer. 

Neurol.  Assoc.,  94 : 81 , 1 969. 

2.  Cotzias,  G.  C.-.J.A.M.A.,  210:1255, 1969. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Ulcer 

Re- 

lief! 


ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  It.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


iARCH  I.ABORATORIES 

I 319  South  fourth  Si'eel  St  Louis.  Missouri  63102 


Dicarbosil 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FORD,  IRC. 

Est.  1950 


A m-LOAD  FUHD 

Investing  in  stocks 
selecteid  for  long  term 
growth  possibilities 

Incjividuals  & institutions 
are  invitecd  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund.  Inc. 

One  Charles  Center.  Dept.  D-5 

Baltimore,  Md.  21201  Phone  (301)  539-1992 
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Not  too  little,  not  too  much... 
but  just  right! 


"Just  right’’  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Ilosone^Liquid  250 

Erythrx’imycin  Estolate 

(equivalent  to  250  mg,  of  base  per  5-ml,  teaspoonful) 


Additional  inlormation  available 
to  the  protession  on  request. 

Ell  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 

MEDICAL  SCHOOLS  NEED  ACTIVE  SUPPORT 


The  two-faced  Roman  god  Janus 
was  able  to  guard  the  gates 
on  the  one  hand  and  serve  as 
the  god  of  new  beginnings  on  the 
other.  His  unusual  talents 
could  well  be  utilized  by  our 
medical  schools  to  symbolize  the 
problems  facing  them.  The  face 
looking  back  into  the  past 
decade  undoubtedly  would  smile 
as  plentiful  financial  support, 
mainly  for  research,  flowed 
from  both  government  and 
private  sources.  The  face  looking 
into  the  future  undoubtedly 
would  show  perplexity  or  concern 
over  the  complete  changeabout 
with  cessation  of  research 
funds  and  nothing  to  replace 
them.  For  several  years  in  the 
1960s,  federal  and  private  sources 
seemed  almost  to  vie  with  each 
other  to  furnish  research 
grants  to  medical  institutions. 
Research-oriented  faculties 
and  facilities  were  accumulated 
and  much  money  was  spent, 
possibly  sometimes  at  the 
expense  of  the  teaching  and 
patient  care  responsibilities  with 
which  these  institutions 
are  charged.  While  some  of 
our  colleagues  have  been  pointing 
out  this  unilateral  emphasis  for 
several  years,  it  is  only  recently 
that  there  has  been  near- 
universal  agreement  that  there 
is  a glaring  deficiency  in  the 


production  of  new  physicians. 

In  Texas  we  have  about  12,000 
practicing  physicians  including 
approximately  2,700  residents 
and  interns  actually  rendering 
care,  or  about  one  MD  for 
every  872  Texans.  This  is  con- 
siderably less  favorable  than 
the  national  average  ratio  which 
is  about  1:721.  There  is  no 
easy  way  to  increase  the  output 
of  physicians  quickly.  Medical 
schools  require  roughly  ten 
years  to  develop — from  the 
initial  plans  to  admitting  the 
first  class — plus  about  $30 
million  dollars.  Why  it  takes  so 
long  is  not  clear,  but  apparently 
many  of  the  early  years  are 
spent  trying  to  persuade  enough 
influential  individuals  or  groups 
that  a school  is  really  needed. 

It  would  seem  that  this  period 
could  be  reduced  now  that  the 
need  is  so  readily  evident. 

Faculty  members  who  were  chosen 
for  their  research  abilities  may 
not  be  easily  converted  into 
clinicians  and  teachers,  especially 
at  the  undergraduate  level.  Of 
course  we  also  could  train  more 
physicians  by  enlarging  existing 
facilities,  but  this  is  not  as 
easy  as  it  sounds.  There  are 
factors  such  as  laboratory 
accommodations,  seating  and 
studying  space  requirements, 
and  top-grade  additions  to 
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faculties  which  do  not  lend  themselves 
to  the  type  of  flexibility  which  allows  an 
instant  one-third  or  one-half  increase 
in  the  number  of  new  students.  Most  of 
these  facilities  already  were  operating 
at  100%  capacity  or  more  prior  to  the 
present  push  for  increased  output. 

In  addition  to  the  demands  for  higher 
enrollment,  the  schools  are  having  many 
other  problems.  The  curriculum  often  has  been 
criticized:  schools  are  being  charged  with 
“streamlining”;  more  “relevancy”  is  called 
for,  but  agreement  on  just  what  this  means 
sometimes  is  lacking.  Demands  have 
arisen  for  the  establishment  of  departments 
in  the  new  specialty  of  family  practice. 
Increased  output  of,  and  greater  educational 
opportunities  for,  associated  health  field 
workers  is  advocated.  Additional  technicians 
and  therapists  need  to  be  trained  to  meet 
the  insatiable  demand  for  more  and 
better  care. 

While  our  schools  have,  since  Flexner’s 
report  in  1910,  been  called  upon  to  make 
many  changes  and  to  meet  many  different 
challenges,  they  probably  never  have 
been  asked  to  do  so  much  in  such  a short 
time  with  less  money.  While  everyone 
favors  conserving  and  wisely  spending  the 
health  dollar,  it  is  obvious  that  all  the  pro- 
grams designed  for  the  future  are  doomed 
to  failure  if  we  don’t  have  the  physician 
personnel  to  carry  them  out.  Sufficient 
funding  to  assure  an  increased  supply  of 
needed  physicians  should  warrant  a high 
priority.  We  as  practicing  physicians  are 
at  least  obligated  to  apprise  our  legislative 
bodies  of  the  seriousness  of  the  financial 
plight  of  our  medical  schools. 

The  Texas  Medical  Association  must 
intercede  with  the  legislature  on  behalf  of 
medical  schools. 

Individual  physicians  should  contact  their 


legislators  personally,  and  ask  influential 
friends  to  do  likewise.  Our  legislators  want 
to  know  what  their  constituents  consider 
to  be  important. 

Medical  school  deans  should  be 
encouraged  to  explain  their  needs  directly 
to  the  state’s  physicians. 

County  medical  societies  that  main- 
tain speakers  bureaus  should  ask  their 
speakers  to  present  the  financial  problems 
of  medical  schools  to  the  communities. 

It  is  not  enough  to  “be  available”  if 
asked;  we  must  ask  for  every  available  chance 
to  make  the  public  aware  of  the  need  to 
support  medical  schools. 

At  every  level,  medical  organizations 
and  individual  physicians  should  aggressively 
seek  opportunities  to  inform  lay  groups  of 
the  serious  financial  plight  of  medical 
schools. 

Gerald  S.  Ahern,  MD,  Corpus  Christi. 


COUNTY  MEDICAL  SOCIETY  SPONSORS 
FAMILY  PRACTICE  RESIDENCY 

At  a time  when  adverse  criticism  of  organized 
medicine  is  splashed  across  the  media 
in  overwhelming  quantities,  it  seems  con- 
structive to  publicize  grass  roots  activities 
aimed  at  correcting  some  of  medicine’s 
deficiencies.  Following  is  the  story  of  one 
county  medical  society’s  unique  involvement 
in  medical  education. 

A little  more  than  three  years  ago,  several 
members  of  the  McLennan  County  Medical 
Society  came  together  to  discuss  the 
urgent  problem  of  attracting  new  doctors 
into  the  community.  As  the  average  age 
of  our  members  was  well  over  50  years, 
it  was  obvious  that  not  enough  new  young 
physicians  were  coming  in  to  replace 
those  who  were  retiring  or  leaving  practice 
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for  other  reasons.  All  agreed  that  specific 
steps  should  be  taken  to  upgrade  medical 
education  in  the  community,  thereby  creating 
an  environment  more  attractive  to  the 
younger  man.  One  deterrent  to  the  prospective 
new  physician  has  been  the  absence  of 
house  staffs  at  our  two  hospitals.  Although 
Waco  hospitals  have  enjoyed  house 
staffs  in  the  past,  the  increasing  competitive- 
ness of  house  staff  procurement  in  recent 
years  has  left  our  community  hospitals 
out  in  the  cold.  Our  best  approach  to 
providing  educational  opportunities  seemed 
to  lie  in  a family  practice  type  of  residency. 

We  decided  to  seek  a full-time  director 
of  medical  education  in  order  to  bring  a 
program  of  enhanced  medical  education 
and  graduate  training  into  fruition. 

By  great  good  fortune,  the  McLennan 
County  Medical  Society  obtained  the 
services  of  a young,  well  qualified  internist 
who  began  his  duties  as  medical  education 
director  in  1969.  Fortuitously,  the  goals 
of  the  federal  Model  Cities  Program,* 
already  actively  functioning  in  Waco, 
coincided  with  the  county  society’s  efforts 
to  upgrade  medical  standards  for  the 
community.  Both  organizations  joined 
forces  and  things  began  to  happen. 

Approval  was  obtained  fora  three-year 
training  program  consisting  of  an  internship 
and  two  years  of  family  practice  residency. 
Financially,  this  was  a cooperative  venture  of 
the  county  medical  society,  the  local 
hospitals,  and  the  Model  Cities  Program. 

A community  health  center  for  the  care  of  the 
medically  indigent  was  established.  Addi- 
tional neighborhood  clinics  handled  by  a 
fully  equipped  mobile  trailer  were  set  up. 

The  county  medical  society  instituted 
an  active  program  of  teaching  aids  to  the 

*See  “Mode!  Cities  and  Neighborhood  Service  Centers” 
on  pages  26-27  of  the  August,  1969,  issue  of  TEXAS 
MEDICINE. 


medical  community.  This  included  visits  to 
Waco  by  nationally  prominent  physicians 
who,  with  the  community  practitioners, 
participated  in  short-term  clinics.  In 
addition,  video  tape  programs  were  made 
a daily  reality  for  the  use  of  the  local  doctors. 

Meanwhile,  we  began  recruiting  potential 
residents,  and  two  young  doctors  started 
their  training  in  family  practice  medicine 
in  July  1970.  Prospects  for  adding  two 
to  four  more  residents  seem  quite  good. 
There  can  be  little  doubt  that  the  presence 
of  these  young  residents  is  having  a salutary 
effect  on  the  medical  community.  The 
opportunity  for  teaching  inevitably  results 
in  higher  standards. 

As  these  events  transpired,  we  also 
took  positive  steps  to  expand  and  improve 
the  medical  community’s  public  image. 

A weekly  radio  program,  “Know  Your 
Doctor,’’  consisting  of  half-hour  interviews 
with  individual  physicians,  has  been  well 
received.  Feature  articles  in  the  local  news- 
papers concerning  various  aspects  of 
local  practice  of  medicine  have  been  encour- 
aged. A medical  speakers  bureau  has  been 
formed  to  further  enhance  the  public’s 
knowledge  of  its  local  medical  and  health 
situation. 

Efforts  by  county  medical  societies  to 
upgrade  medical  standards  through  medical 
education  certainly  are  not  unusual  and 
family  practice  residencies  are  no  longer 
uncommon.  Flowever,  to  our  knowledge, 
ours  is  the  only  county  medical  society 
that  has  sponsored  a family  practice 
residency.  Any  success  this  program  enjoys 
will  reflect  the  interest  and  concern  of 
individual  physicians  at  the  local  level. 

Flerein  lies  an  important  key  to  the  correction 
of  many  problems  confronting  medicine 
today. 

N.  J.  Bellegie,  MD,  Waco. 
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IN  HOSPITAL  TRAINING  OFFERED 
TO  PRECLINICAL  MEDICAL  STUDENTS 

More  than  70  preclinical  Texas  medical 
students  will  participate  in  the  1971  Medical 
Education  Community  Orientation 
(MECO)  project  of  the  Student  American 
Medical  Association. 

Thus  far,  37  Texas  hospitals  have  agreed 
to  take  part  in  this  effort  to  give  pre- 
ciinical  medical  students  valuable 
training  as  well  as  better  understanding 
of  the  overall  scope  of  medical  care. 

Nationally,  the  summer  program  is  being 
developed  in  17  states  and  Puerto  Rico, 
and  more  than  1,000  students  will  be 
involved. 

Students  will  participate  in  a preceptorship- 
like rotation  through  clinical  and  nonclinical 
services  of  a community  hospital  under 
the  direct  supervision  of  physicians 
and  staff.  The  objectives  of  the  project 
are  to: 

1.  Introduce  the  medical  student 
to  the  total  scope  of  health  care  in  a 
hospital  setting  and  to  the  operation  of  the 
hospital  in  the  health  care  delivery  system. 

2.  Enable  the  student  to  relate  differing 
aspects  of  hospital  operation  to  specific 
patients  in  a total  picture  of  medical 
treatment. 

3.  Increase  the  level  of  awareness 
about  the  changing  nature  of  health  care 
delivery  in  the  hospital  setting,  eg,  use 
of  new  equipment,  methodology,  and 
personnel. 

4.  Introduce  the  preclinical  medical 
student  to  the  clinical  aspects  of  medicine 
in  a hospital  setting. 

5.  Reinforce  learning  in  the  first 

year  of  medical  school  by  relating  informa- 
tion such  as  anatomy,  biochemistry,  and 
physiology  to  clinical  medicine. 

The  long-range  goals  of  the  program  are 
to  introduce  medical  students  to  com- 
munities and  future  practice  opportunities 
in  the  hope  that  they  will  return  to  these 
areas  to  practice,  and  to  increase 


communication  between  practicing  phy- 
sicians and  medical  students  regarding 
each  other’s  attitudes  and  problems. 

Participating  hospitals  have  been  asked 
to  design  programs  of  10-12  weeks  based 
upon  an  approximate  40-hour  week.  Most 
of  the  hospitals  will  provide  room  and 
board  in  addition  to  a $65-$80  weekly 
stipend  to  each  student. 

Guidelines  for  the  program  stress  that 
the  students  should  be  viewed  as  an 
integral  part  of  the  hospital  education 
program  rather  than  as  part-time  summer 
helpers  or  extra  orderlies.  It  is  recom- 
mended that  they  should  be  trained  to 
perform  routine  procedures  based  upon 
their  backgrounds  and  competence 
and  be  allowed  to  foUow  individual  patients 
through  the  stages  of  medical  treatment, 
make  rounds  with  staff  physicians, 
and  attend  scheduled  hospital  seminars, 
medical  staff  meetings,  and  conferences. 

Also,  as  a general  introduction  to 
clinical  practice,  students  should  be 
given  training  in  history  taking  and  physical 
examination  techniques  and  allowed  to 
observe  routine  admission  work-ups. 

Further,  they  should  be  “on  call”  to  observe 
interesting  cases  during  various  stages 
of  evaluation  and  treatment,  and  also 
exposed  to  nonclinical  aspects  of 
hospital  operation  such  as  administration, 
medical  records,  computer  utilization, 
and  community  relations.  They  should  also 
be  allowed  to  participate  in  work  done 
in  medical  facilities  outside  the  hospital 
such  as  physicians’  offices,  public 
health  facilities,  rehabilitation  centers, 
nursing  homes,  and  other  local 
institutions. 

In  Texas,  Brad  Chipps,  junior  at  The 
University  of  Texas  Medical  Branch  in  Galves- 
ton, serves  as  student  coordinator  for 
SAMA.  The  program  is  endorsed  by  the 
Texas  Medical  Association,  the  Texas  Hos- 
pital Association,  and  the  Texas  Academy 
of  General  Practice. 
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When  disease  is  ruled  out 
and  psyehie  tension  is  implicated 

\hlllllTl*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  dnig. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/ or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 


Roche 

LABORATORIES 


Division  of  Hoffmann~La  Roche  Ino* 
Nutley,  New  Jersey  07110 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 
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David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 
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Georse  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 
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Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 
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Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 
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J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 
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OBSTETRICS  AND  GYNECOLOGY 
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Frank  J.  Lee,  M.D. 
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HOMESTEAD 

CHILD  PLACEMENT  AGENCY 

and 

HOMESTEAD  MATERNITY 

HOME 

1250  W.  Rosedale 

335-5942 

336-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 

Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 

WANTED— SCIENTIFIC  EXHIBITS 

Space  Still  Available 
For  1971  Annual  Session, 

May  6-9,  Houston. 

Contact:  Scientific  Exhibits 

Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


NewNilcol- 
A Comprehensive 
Formula: 

DESCRIPTION  Contents  in  mg 

Elixir- 
each 
Tablet  15  ml 

phenylpropanolamine  HCI  . . 50  25 

chlorpheniramine  maleate  . . 4 2 

glyceryl  guaiacolate 200  100 

dextromethorphan  HBr 30  15 

alcohol 10% 

The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  which  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
antihistamine,  helps  to  control  allergic 
symptoms.  The  expectorant  is  glyceryl 
guaiacolate  which  helps  to  increase  the 
secretion  and  decrease  the  viscosity  of 
fluids  of  the  respiratory  tract.  Dextro- 
methorphan is  a well-known,  centrally 
acting  antitussive.  Nilcol  may  minimize 
the  need  for  topical  decongestants. 
INDICATIONS  Nilcol  is  indicated  for 
nasal  and  bronchial  congestion,-  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
in  bottles  of  32  fl  oz  (1  qt)  with  dosage 

cups.  N-GP-11-4C 

WARNER-CHI  LCOTT 

Morris  Plains,  New  Jersey  07950 
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This  is  a test  of  this  publication’s  advertising  “Exposure.”  Please  see  below. 

Introducing 
The  Fully  Therapeutic 
Age-Calibrated  ” Non-Narcotic 
Cough/Cold  Formula... 
ForAnyMemberQf  The  Family* 

*Not Tor  infants  under  2 years  of  age.  ^ 


New 


Nilcol 


Tablets/ Elixir 


Each  scored  loblel  contains:  Phenylproponolomine  HCI  SO  mg.  Chlorpheniramine  moleole  4 mg,  Glyceryl  guolocolote  200  mg,  Dextromethorphon  HBr  30  mg. 

Each  15  ml  of  elixir  contains:  Phenylproponolomine  HCI  25  mg.  Chlorpheniramine  mo  lea  te  2 mg.  Glyceryl  gualacolate  100  mg,  Dextromethorphon  HBr  IS  mg,  alcohol  10%. 


An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
Att:  M.  Adams,  St.J. 


Delicious, 

Grape-Flavored 


Elixir 


Rc(4days- 
no-waste  therapy) 


9k 

1L 

8oz 

16  oz 

tPlus  "Age-Calibrated"  Medicine  Cup  for  Precision-Assured  Dosage. 


Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


V The  Wm.  S.  Merrell  Company 

Merrell  J Division  of  Richardson-Merrell  Inc. 
^ Cincinnati,  Ohio  45215 


TepanihTen-ta 

® (continuous  release  form) 

(dieriiylpropion  hydrochloride,  N.R) 


he  girth  control 


works  on  the  appetite 
not  on  the 'nerves’ 

When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  tor  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  potients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  greet  caution  in 
potients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not’ use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  [itteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscu/or  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  polpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wove  changes  In  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  AHergic  phenomena  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostrointest/nof  effects  such  as  diarrhea, 
constipation,  nousea,  vomiting,  ond  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  Include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  poln,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets:  One  75  mg.  toblet 
daily,  swallowed  whole,  in  midmorning  (iO  a.m,);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  oge  Is  not 
recommended.  t. 103  / 2/71  / u.s.  patent  no.  3,001,910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophyliine  may  produce  intestinoi  cramps  in 
some  instances,  and  quinine  may  praduce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  eors,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dasage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


G^namm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 
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Service  Is  Medicine’s  Primary  Goal 


In  recent  years  the  Judicial 
Council  of  the  American  Medical 
Association,  the  “Supreme  Court”  of 
American  medicine,  has  been  slow 
to  hand  down  important  rulings 
and  reemphasize  previous  rulings 
that  have  helped  to  hold  American 
medicine  and  its  practitioners 
above  the  level  of  other  professions 
and  trades  in  this  nation. 

The  medical  profession  was 
the  first  to  have  a stringent 
and  rigidly  enforced  code  of  ethics. 

A physician  who  did  not  live  by 
this  code  was  promptly  and  quietly 
dismissed  from  his  medical 
society ; he  could  not  admit  patients 
to  hospitals,  and  word  promptly 
spread  that  he  was  frowned  upon 
by  his  peers. 

Recently  the  almighty  dollar 
lias  become  important  to  some  of  our 
fellow  physicians.  We  in  the 
profession  have  been  more  aware 
of  this  than  others.  Yet, 
it  has  occurred. 

On  Dec  1,  1970,  the  Judicial 
Council  presented  a statement  on 
professional  ideals  which  was 
adopted  by  the  AMA  House  of 
Delegates.  While  the  physician  is 
entitled  to  reasonable  compensation 
for  his  services,  the  statement  re- 
affirmed that  “the  prime  object 
of  the  medical  profession  is  to  render 
service  to  humanity;  financial 
gain  is  a subordinate 
consideration.” 

In  addition,  it  called  for  reaffir- 
mation of  a policy  adopted  in 
1934:  “One  of  the  strongest  holds 
of  the  profession  on  public 
approbation  and  support  has  been 
the  age  old  professional  ideal  of 
medical  service  to  all,  whether 
able  to  pay  or  not.” 

Why  not  increase  collections  via 
the  business  world’s  methods? 
Because  the  perquisites  accorded  to 
the  medical  profession  extend 
far  beyond  financial  rights,  and 
adoption  of  such  practices  in 


dealing  with  patients  would  be 
tantamount  to  casting  aside  also 
these  privileges. 

Physicians  who  clearly  reveal 
a greater  interest  in  getting  paid  than 
in  giving  service  are  few  and 
therefore  conspicuous.  Their 
practices  reflect  adversely  on  the 
whole  profession,  and  especially  on 
the  countless  physicians  who 
adhere  faithfully  to  the  professional 
ideals,  traditions,  and  goals  of 
American  medicine. 

In  adopting  the  Judicial  Council’s 
statement,  the  AMA  has  renewed 
its  stand  that  in  medicine, 
service  to  mankind  must  take 
precedence  over  any  lesser  aim. 


aZUuijJ  I m , 

Walter  Walthall,  MD,  President, 
Texas  Medical  Association. 
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FAMILY  VACATION 

IN  ESTES  PARK,  COLORADO 


Lane  Guest  Ranch  is  located  in  one  of  the  most 
beautiful  mountain  areas  on  this  continent 
(we’ll  send  you  pictures  to  prove  it).  Ideal  tem- 
peratures— high  70’s  during  the  day.  Western 
lodge  for  dining,  dancing,  and  recreation.  Heat- 
ed outdoor  swimming  pool,  sundeck,  chaise 
lounges — perfect  for  snoozing,  refreshments 
served  at  poolside,  fine  horses  with  thousands 
acres  for  riding,  packtrips  to  high  mountain 
lakes,  children’s  counselors,  trout  fishing,  bil- 
liards, ping  pong,  rifle,  archery  and  skeet 
ranges,  excellent  18-hole  golf  course  nearby, 
special  teenage  program,  nightly  entertainment, 
bottle  bar,  library,  movies,  and  campfires.  Our 
deluxe  units  are  comfortably  furnished,  fully 


carpeted,  accommodate  from  2 to  6,  daily  maid 
service,  with  beautiful  views  of  the  highest 
mountains  of  Rocky  Mountain  National  Park. 
Our  American  and  European  trained  chef  serves 
fine,  full  course  dinners,  and  you  can  enjoy  your 
choice  of  breakfast  served  out  in  the  sunshine 
on  our  patio  or  in  our  dining  room.  Family 
Package  Plan  includes  7 days  and  6 nights  ac- 
commodations, evening  dinner  and  breakfast 
each  day,  and  all  activities  including  free  horse- 
back riding  $105.00  (children  $85.00).  Daily 
rates.  Please  write  Lloyd  Lane,  P.  0.  Box 
1766TM,  Estes  Park,  Colorado  80517  for  bro- 
chure. 
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What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  conies. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete 
with  innovations  and  new  developments  in  this  clouded,  sensi- 
tive area  of  liability  protection.  And  the  one  that  doesn’t  talk 
malpractice  coverage  just  to  get  a foot  in  the  door  for  every 
other  kind  of  insurance.  We  don’t 
write  other  kinds  of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  carrier 
that  pioneered  the  modern  approach  to 
malpractice  coverage,  and  the  carrier 
geared  to  STAY  in  the  market. 


secunirr  since  1912 

DASUAIIY  INDEMNnY  EXDHANBE 

754  Insurance  Exchange  Building.  Denver,  Colorado  80202  • (303)825-0161 
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Tract  . 

Rea^rd. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels 


all  with  a bOOmg.  potency,  b.i.d. 
prescription  cost. 


vConvenience  and  low 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood]. 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm./day  in  2 or 
4 equally  divided  doses.  Continue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules— 250  mg.  in  bottles 
of  16  and  100.  bidCAPS-500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 


TMA 
ANNUAL 
SESSION 
MAY  6-9 
HOUSTON 


FOR  ADDITIONAL  INFORMATION 
AND  ADVANCE  REGISTRATION 
SEE  INSERT  PAGES  109-112. 
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DISTAL  EARLY  WARNING: 


"BALD  TOES” 


Well,  not  completely  bald. 

But  there  is  less  hair  on  the  toes  of 
one  foot  than  on  the  other.  Loss  of  hair 
on  the  toes  may  be  an  early  sign  of 
peripheral  vascular  disease. 

So,  too,  other  distal  early  warning 
signs  such  as  mild  calf  pain,  postural 
color  changes,  slow  or  unusual  toenail 
growth,  shiny  skin  and  cold  sensitivity 
may  suggest  an  impaired  peripheral 
circulation. 

Early  diagnosis  can  mean  more  via- 
ble smooth  musculature  more  capable 
of  responding  to  vasospasmolytic  ther- 
apy with  Cyclospasmol. 

□ Cyclospasmol  lowers  peripheral  re- 


sistance in  limb  vessels... improves  dis- 
tal run-off,  facilitates  development  of 
collateral  circulation. 

□ is  a musculotropic  without  signifi- 
cant adrenergic  or  cardiostimulant 
effects. 

□ is  unrelated  to  epinephrine,  papaver- 
ine or  nicotinic  acid. 

A program  of  progressive  walking 
exercise,  cessation  of  smoking,  foot 
care,  proper  diet  and  Cyclospasmol 
can  be  of  long-term  value  to  many 
patients  with  early  occlusive  disease. 

Before  arteriosclerosis  obliterans 
becomes  painfully  evident 


Cyclospasmol  (cyclandelate) 

For  long-term  enhancement  of  peripheral  circulation 

Photograph  professionally  posed  | See  facing  page  for  Brief  Summary 


Cyclospasmol 

(cyclandelate) 


ACTIONS:  Cyclospasmol  (cyclandelate)  is  an  orally  effective 
peripheral  spasmolytic  and  vasodilator  that  acts  directly  on  the 
vascular  smooth  musculature  to  produce  a gradual  and  progres- 
sive relaxation  that  enhances  the  peripheral  and  cerebral  blood 
flow.  INDICATIONS:  For  adjunctive  therapy  in  occlusive  and 
vasospastic  diseases  of  the  vascular  system  associated  with  an 
impaired  circulation,  such  as:  intermittent  claudication:  arterio- 
sclerosis obliterans:  thrombophlebitis  (to  control  associated 
vasospasm  and  muscular  ischemia):  nocturnal  leg  cramps: 
local  frostbite:  Raynaud's  phenomenon:  as  an  aid  to  encour- 
age healing  of  diabetic  and  trophic  ulcers  of  the  legs:  and  for 
selected  cases  of  ischemic  cerebral  vascular  disease.  A faster 
response  may  be  expected  in  conditions  in  which  vasospasm 
is  predominant  in  the  pathological  process.  The  drug  is  not 
intended  to  substitute  for  an  adequate  medical  or  surgical 
program  in  the  treatment  of  peripheral  or  cerebral  vascular 
disease.  It  is  imperative  that  the  patient  continue  to  follow 
established  therapy,  e.g.,  foot  care,  discontinuance  of  smok- 
ing, etc.,  while  taking  Cyclospasmol.  Since  cerebrovascular 
disease  is  diagnosed  most  frequently  only  after  destruction  of 
nerve  tissue,  it  cannot  be  expected  that  signs  and  symptoms 
arising  from  an  interruption  of  neuronal  function  can  be  com- 
pletely reversed  by  correcting  the  exciting  cause.  Neverthe- 
less, restoration  of  blood  flow  towards  more  normal  levels  with 
cyclandelate  may  often  produce  marked  relief  from  such  signs 
and  symptoms  as  head  noises,  ringing  in  the  ears,  a feeling 
of  weakness,  unsteady  gait,  mental  confusion,  temporary  fluc- 
tuations in  hearing  acuity,  poor  memory  and  slurred  speech. 
More  important,  the  drug  may  provide  prophylaxis  against 
further  circulatory  embarrassment,  particularly  if  the  dimin- 
ished circulation  is  associated  with  spasm  of  the  vascular  wall. 
CONTRAINDICATIONS:  Cyclospasmol  is  contraindicated  in 
cases  of  known  hypersensitivity  to  the  drug.  WARNINGS:  1. 
Cyclandelate  should  be  used  with  extreme  caution  in  patients 
with  severe  obliterative  coronary  artery  or  cerebral  vascular 
disease,  since  there  is  a possibility  that  these  diseased  areas 
may  be  compromised  by  vasodilatory  effects  of  the  drug  else- 
where. 2.  USE  IN  PREGNANCY:  The  safety  of  cyclandelate  for 
use  during  pregnancy  or  lactation  has  not  been  established: 
therefore,  it  should  not  be  used  in  pregnant  women  or  in 
women  of  childbearing  age  unless,  in  the  judgment  of  the 
physician,  its  use  is  deemed  absolutely  essential  to  the  wel- 
fare of  the  patient.  3.  Although  no  prolongation  of  bleeding 
time  has  been  demonstrated  in  humans  in  therapeutic  dos- 
ages, it  has  been  demonstrated  in  animals  at  very  large  doses. 
Therefore,  the  hazard  of  a prolonged  bleeding  time  should  be 
carefully  considered  when  administering  cyclandelate  to  a 
patient  with  active  bleeding  or  a bleeding  tendency.  PRECAU- 
TIONS: Since  Cyclospasmol  is  a vasodilator,  it  should  be  used 
with  caution  in  patients  having  glaucoma.  Consult  direction 
circular  before  prescribing.  ADVERSE  REACTIONS:  Gastro- 
intestinal distress  (pyrosis,  pain  and  eructation)  may  occur 
with  Cyclospasmol.  These  symptoms  occur  infrequently  and 
are  usually  mild.  Relief  can  often  be  obtained  by  taking  the 
medication  with  meals  or  by  the  concomitant  use  of  antacids. 
Mild  flush,  headache,  feeling  of  weakness  or  tachycardia  may 
occur,  especially  during  the  first  weeks  of  administration. 
SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and  500: 
100  mg.  orange  tablets  in  bottles  of  100  and  500. 

May  we  send  you  reprints,  detailed  literature  or  professional 
samples? 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N.Y.  10017 


Drive 

Defensiveljs 


Published  to  save  lives  in  cooperation  with 
The  Advertising  Council  and  the  National  Safety  Council. 
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NoludarSOO 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS;  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
. significantly  increase  hypnotic  benefits. 

I ADVERSE  REACTIONS;  At  recommended  dosages,  there  have 
f been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug.  

/^ocheS  Roche 

\ LABORATORIES 

Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


THE  DILEMMA 


PROFESSIONAL  PEOPLE  spentd  their  lives  working  to  solve  the  (daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earnefd  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 


PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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PJm  ¥MrRmilyh  The  Picture. . . 


ThaPs  what  IMrelskmd  CoTidminium  Living  is  all  about ! 


There’s  something  really  different  about  Gulfstream  condominium  living  on  Padre  Island. 
Maybe  it’s  the  magnificent  Gulf  view  from  each  apartment.  Or  perhaps  it’s  the  layout  of 
the  two-bedroom,  two-bath  units  that  makes  it  so  perfect  for  carefree  getaway  living.  It 
could  be  the  big  pool  and  recreation  area,  the  private,  "on-grounds”  clubhouse  or  the 
nearby  Padre  Isles  Golf  and  Country  Club  that  will  be  ready  in  the  spring.  Or,  the  differ- 
ence could  be  that  it’s  right  on  the  clean,  uncluttered  Padre  Island  beach.  Put  your  fami- 
ly in  the  picture.  Write  to  find  out  how  a Gulfstream  condominium  apartment  can  be  a 
refreshing  getaway  for  all  of  you.  . .and  an  unusually  good  investment  opportunity.  For 
your  referral,  we  would  be  happy  to  furnish  you  names  of  other  Texas  physicians  who 
are  Gulfstream  owners. 


Please  send  us  more  complete  information  about  the  Gulfstream  Condominium  Apartment 
on  Padre  Island. 


ADDRESS. 
CITY 


STATE. 


ZIP 


I would  like  to  have  questions  answered  by  phone.  My  number  is 

Please  call  about (AM)  (PM) 

Mail  to:  CONDOMINIUM,  P.O.  Box  896,  Corpus  Christi,  Texas  78403 


For  immediate  information,  call  Mr.  Christian  collect  512-882-8841 
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. . .the  child  grows. 

Always  he  needs  guidance. 

Sometimes  he  needs 
specialized  help.  When 
residential  treatment  is 
indicated  for  the  emotionally 
disturbed  or  mentally 
retarded  child . . . 
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DEVEREUX 

SCHOOLS 

UNDER  THE  DEVEREUX  FOUNDATION 
A NONPROFIT  ORGANIZATION 


Helena  T.  Devereux 

Founder  and  Consultant 


Marshall  H.  Jarvis 

President 


FOR  INFORMATION  AND  LITERATURE:  — — 

PENNSYLVANIA,  MASSACHUSETTS,  AND  CONNECTICUT 

Charles  J.  Fowler,  Director  of  Admissions,  Devereux  Schools,  Devon,  Pa.,  19333 
CALIFORNIA  Richard  Simpson,  Director  of  Admissions  . . . Box  1079,  Santa  Barbara,  93102 

TEXAS  Mrs.  Jo  Lange,  Director  of  Admissions Box  2666,  Victoria,  77903 

ARIZONA  Franklin  W.  Dale,  Director 6404  E.  Sweetwater,  Scottsdale,  85254 
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Someone 
acutely  ill 
needs  this 

bed. 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


MEDiCENTER 

= AMCRII 

Ylice  Place  to  §et  Well 


Medicenter  of  America  / Arlington  • Corpus  Christi  • El  Paso  • Fort  Worth,  Texas 


VoliiDie  67,  February,  1971 


47 


When  irritable  colon  feels  like  this 


The  blowfish,  a small  species 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up  with 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  balloon- 
shaped and  hard.  When  j 

replaced  in  the  water  the  air  is 
quickly  expelled,  and  1 

the  fish  sinks  to  the  bottom,  j 

i 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  □ phenobarbital  — for  associated 
anxiety  and  tension 

Composition:  Each  chevvable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning;  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  w'ith  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  w'ith  liquids. 


STUART  PHARMACEUTICALS  1 Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Accidental 
and  self-induced 


1958-1969 


Results  of  this  study  show  that  drugs 
were  involved  in  poisonings  almost  twice  as 
frequently  in  1968  as  in  1963;  that 
psychotropic  agents  have  surpassed  aspirin  as  the 
leading  drugs  incriminated;  and  that  the 
rate  of  self-induced  poisoning 
involving  drugs  primarily  is  increasing. 

THERE  IS  EVERY  INDICATION  that  poisoning  is 
a growing  problem  both  in  this  country  and 
abroad.  In  addition  to  a recent  national  tabu- 
lation of  cases, ^ data  from  Canada, ^ England,^ 
and  elsewhere  reflect  the  magnitude  of  this 
problem.  Poisoning  now  accounts  for  10%  of 
all  emergency  admissions  to  the  Royal  Infir- 
mary of  Edinburgh,  the  largest  single  cause  for 
such  admissions. 3 Available  records  indicate 
that  a similar  situation  appears  to  exist  in 
Texas. 

After  more  than  two  decades  of  experience 
with  poisoning  in  Galveston  County,  including 
years  both  before  and  after  the  advent  of  poi- 
son control  centers,  we  have  learned  that  this 
problem  is  substantially  larger  than  is  indicated 
by  the  data  compiled  by  poison  control  centers. 
Probably  because  of  the  lack  of  a truly  satis- 
factory system  of  reporting  poisoning  cases, 
such  data  frequently  have  appeared  incomplete 
and  not  truly  representative  of  the  magnitude 
of  the  problem  in  a particular  population.  Nev- 
ertheless, the  best  information  available  for  the 
country  at  large  is  from  the  tabulations  of 
the  National  Clearinghouse  for  Poison  Control 
Centers,  which  obtains  its  data  from  centers 
around  the  nation. 

Recognizing  the  need  for  a more  compre- 
hensive picture  of  poisoning  in  a defined  popu- 
lation, we  undertook  an  investigation  to  deter- 
mine the  morbidity  and  mortality  among  the 


people  of  Galveston  County  caused  by  contact 
with  chemicals,  including  drugs,  and  to  eluci- 
date factors  associated  with  this  problem. 
Materials  and  Methods:  The  two-part  study  was 
initiated  in  June  1968  after  obtaining  the  ap- 
proval and  support  of  the  medical  society  and 
the  hospitals  of  Galveston  County.  The  first 
part  consisted  of  an  examination  and  collection 
of  data  from  all  hospital  records  for  the  pre- 
ceding ten  years.  However,  after  this  part  of 
the  project  was  well  under  way,  we  learned  that 
some  of  the  medical  charts  at  one  hospital 
were  inaccessible  for  a time  prior  to  1963.  Con- 
sequently, retrospective  morbidity  data,  other 
than  that  concerning  age  distribution  and  sex, 
were  confined  to  1963-1968. 

All  medical  charts  with  a diagnosis  of  chemi- 
cal poisoning  by  ingestion,  inhalation,  or  skin 
absorption,  including  accidental  and  intention- 
al drug  overdose,  were  examined  at  John  Sealy, 
County  Memorial,  St.  Mary’s,  and  US  Public 
Health  Service  Hospitals.  Venomous  animal 
stings  and  bites,  and  food  and  plant  poisoning 
were  not  included.  Likewise,  it  was  neither  fea- 
sible nor  desirable  to  include  industrial  poison- 
ing even  though  there  is  a large  petrochemical 
complex  in  the  county. 

The  data  consistently  obtained  from  this 
retrospective  portion  of  the  investigation  were 
confined  to  certain  demographic  factors,  the 
poisoning  agent,  the  portal  of  entry,  type  of 
poisoning  (accidental  or  self-induced),  hospitali- 
zation status,  and  outcome. 

The  prospective  portion  of  the  study  was 
begun  July  1,  1968,  and  data  were  collected 
through  February  1970.  However,  only  those 
data  obtained  through  June  1969,  which  in- 
cluded the  first  year  of  the  prospective  investi- 
gation, are  included  herein.  Because  of  the 
starting  time  of  the  project,  it  was  convenient 
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I.  Annual  poisoning;  rate, 
Galveston  County, 
1963-1968. 


DON  W.  MICKS,  ScD 


to  tabulate  the  findings  for  a given  12-month 
period  beginning  July  1 of  that  year.  Therefore, 
for  example,  the  results  given  for  1968  cover 
July  1,  1968,  through  June  30,  1969. 

All  physicians  in  the  county  \were  contacted 
in  the  beginning  and  several  times  thereafter 
by  telephone,  in  order  that  every  new  case  of 
poisoning  could  be  identified  and  the  patient 
interviewed  to  obtain  all  information  related  to 
the  poisoning.  In  some  instances,  the  physician 
also  was  interviewed.  Similarly,  all  patients 
seen  at  the  county  hospitals  were  interviewed 
and  pertinent  data  recorded.  Additional  infor- 
mation was  obtained  from  the  medical  charts. 
The  interviewing  was  done  by  teams  of  trained 
medical  students  using  a detailed  question- 
naire in  such  a way  as  to  minimize  interviewer 
bias. 

With  the  cooperation  of  the  Galveston  City 
and  County  Health  Departments,  all  death  cer- 
tificates covering  the  period  1958-1968  were 
examined  for  deaths  due  to  chemical  poisoning. 

A coding  system,  utilizing  the  same  poison- 
ing categories  as  those  of  the  National  Clear- 
inghouse for  Poison  Control  Centers,  was  de- 
vised from  a master  list  of  all  the  poisoning 
agents  involved  in  this  study.  With  this  system, 
each  of  the  major  categories  (ie,  medicines — 
internal)  was  assigned  a variable  number  and 
a column  on  an  IBM  punch  card.  Each  specific 
category  was  assigned  a number  within  the 
appropriate  variable.  Thus  the  specific  catego- 
ries are  collapsible  into  broader,  more  signifi- 
cant categories  for  this  type  of  study.  The  data 
from  the  Mark-Sense  sheets  (retrospective  and 
prospective  questionnaires)  were  then  trans- 
ferred to  IBM  punch  cards  for  processing  with 
an  IBM  1800  computer. 

Results:  Except  for  an  unexplainable  jump  in 
1965,  the  annual  poisoning  rate  for  Galveston 
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2.  Age  distribution  of  poisoning  cases,  1958-1968. 
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3.  Morbidity  rates  for  the  three  major  categories 
of  poisoning  type,  1963-1968. 


4.  Accidental  poisoning  occurring  in  the  home  by 
age  and  se.x,  1958-1968. 


County  showed  a gradual  increase  from  1963 
through  1967  (Fig  1).  This  was  followed  by  a 
sharp  increase  from  160/100,000  in  1967,  to 
180/100,000  in  1968  and  beyond. 

Approximately  three-fourths  of  the  poisoning 
cases  (1,176)  occurred  in  the  Anglo-American 
population,  397  cases  in  Negroes,  and  34  in 
Latin-Americans.  Of  the  categories  of  poison- 
ing employed  in  this  study,  only  one,  self-in- 
duced poisoning,  was  more  frequent  in  the 
Anglo  population  than  the  Negro  segment. 

The  age  distribution  in  1,604  cases  of  poi- 
soning occurring  during  1958-1968  is  shown  in 
Fig  2.  There  are  two  major  peaks,  one  at  the 
age  of  2 years  and  the  other  in  the  20-29-year 
age  group.  The  lowest  level  of  poisoning  oc- 
curred in  the  5-12-year  age  group. 

Accidental  poisoning  in  the  home  was  the 
largest  category  of  poisoning,  accounting  for 
60%  of  the  total  cases  (Fig  3).  After  rising  con- 
tinuously from  1963  to  1966,  when  there  were 
102/100,000,  the  number  of  cases  dropped  to 
approximately  92/100,000  in  1967  and  1968. 
Self-induced  poisoning  comprised  the  next  larg- 
est group  (22%  of  the  total)  fluctuating  be- 
tween 25/100,000  and  41/100,000  from  1963 
to  1967.  The  rate  then  jumped  sharply  to 
70/100,000  in  1968  and  beyond.  Accidental 
occupational  (nonindustrial)  poisoning  cases, 
accounting  for  only  5%  of  the  total,  remained 
at  a rate  of  9/100,000  for  the  first  two  years 
and  dropped  during  the  subsequent  period  to 
a low  of  4/100,000  in  1968. 

Accidental  poisoning  was  primarily  a problem 
of  the  younger  age  groups,  especially  from  1-3 
years,  with  a sharp  peak  in  incidence  at  2 years 
of  age  (Fig  4).  The  largest  number  of  cases  in 
adults  occurred  in  those  over  age  50.  In  gen- 
eral, males  were  more  frequently  involved  than 
females,  the  main  exception  being  in  the  oldest 
age  category. 

Whereas  accidental  poisoning  at  home  oc- 
curred about  ten  times  as  frequently  among 
single  as  in  married  individuals,  self-induced 
poisoning  was  approximately  six  times  as  com- 
mon in  married  women  as  in  married  men  or 
divorced  women,  and  three  times  as  common 
in  married  women  as  in  single  women. 

The  four  leading  categories  of  poisoning 
agents  were  internal  medicines,  cleaning  and 
polishing  agents,  pesticides,  and  gases  and 
vapors,  in  that  order  (Fig  5).  However,  the  in- 
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ternal  medicines  alone  accounted  for  55%  of 
the  total  cases.  Moreover,  drug  poisonings  rose 
sharply  between  1963  and  1968  and  beyond, 
whereas  cases  from  the  other  three  categories 
of  agents  remained  about  the  same  from  year 
to  year.  An  examination  of  the  four  most  fre- 
quently involved  drugs  or  groups  of  drugs  re- 
vealed that  the  tranquilizers  were  the  most 
important  as  poisoning  agents,  followed  by 
aspirin,  barbiturate  sedatives,  and  nonbarbitu- 
rate sedatives  (Fig  6).  What  is  even  more  note- 
worthy is  that  whereas  the  latter  three  have 
remained  at  about  the  same  levels  for  the 
1966-1968  period,  tranquilizers  have  shown 
a precipitous  rise  as  a cause  of  poisoning. 
The  rate  more  than  doubled  during  this  same 
two-year  period,  rising  from  14/100,000  to 
34/100,000. 

The  ten  leading  causes  of  poisoning  in  Gal- 
veston County  are  listed  in  Fig  7;  aspirin  is  in 
first  place  followed  closely  by  Valium.  Chlorox 
is  the  only  nondrug  appearing  in  this  ranking. 

The  principal  route  of  poisoning  or  portal  of 
entry  was  oral  (1,374  cases).  Inhalation  was 
next  with  125  cases,  followed  by  dermal  with 
72.  By  far  the  most  frequent  categories  of 
agents  involved  in  oral,  dermal,  and  inhalation 
poisoning  were  medicinal  agents,  cleaning  and 
polishing  agents,  and  gases  and  vapors,  re- 
spectively. 

Fig  8 shows  that  self-induced  poisoning  us- 
ing drugs  and  other  chemical  agents  is  most 
common  in  the  20-29-year  age  group,  although 
frequent  in  the  30-39-year  and  13-19-year  age 
groups  too.  From  age  40  on,  there  is  a decline 
in  such  cases.  Particularly  striking  is  the  pre- 
dominance of  self-induced  poisoning  in  the 
female.  The  most  frequently  poisoned  occupa- 
tional group,  housewives,  was  twice  as  large  as 
the  next  two,  unskilled  laborers  and  students. 
Self-induced  poisoning  was  the  leading  cause  of 
the  problem  in  all  three  groups.  In  every  age 
group  beginning  at  13  years,  there  were  from 
two  to  four  times  as  many  females  as  males 
involved. 

Thirty-seven  percent  of  the  patients  in  the 
study  were  hospitalized.  Approximately  half  of 
the  patients  in  the  age  groups  20-29,  30-39, 
and  50+  were  hospitalized.  In  the  other 
groups,  the  rate  of  hospitalization  was  from  two 
to  five  times  less.  Approximately  59%  of  the 
hospitalized  patients  were  females.  More  pa- 


5.  Morbidity  rates  for  the  four  leading 
categories  of  poisoning  agents,  1963-1968 . 
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6.  Morbidity  rates  for  the  four  leading  categories  of 
medicinal  agents,  1963-1968. 
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Aspirin 

50 

Valium 

36 

Chlorox 

13 

Darvon 

10 

Phenobarbital 

9 

Digitalis 

8 

Seconal 

7 

Librium 

6 

Thorazine 

4 

Stelazine 

4 

7.  The  ten  leading  poisoning  agents,  Galveston 
County,  July  1,  1968-June  30,  1969. 


8.  Self-induced  poisoning  by  age  and  sex,  1958-1968. 


tients  were  hospitalized  as  a result  ot  self-in- 
duced poisoning  than  of  any  other  category. 

An  evaluation  of  the  outcome  of  the  poison- 
ings showed  that  5.3%  (78)  of  the  total  cases 
were  fatal  (Fig  9).  Except  for  age  2,  where  a 
peak  occurred,  fatalities  remained  rather  low 
prior  to  the  13-19  age  group.  From  this  point 
on,  the  number  increased  dramatically  up  to  a 
level  of  22  in  both  the  40  and  over  age  groups. 
There  was  residual  damage  in  at  least  1.7% 
of  the  survivors,  one-third  of  which  were  in  the 
20-29-year  age  range.  Approximately  twice  as 
many  males  as  females  died  as  a result  of  poi- 
soning. Gases  and  vapors  accounted  for  59% 
of  the  fatalities.  The  next  most  frequent  cause 
of  death  was  medicinal  agents  (17%).  Forty- 
one  percent  of  the  fatalities  occurred  during 
the  period  December  through  February. 
Discussion  and  Conclusions:  It  is  clear  that 
chemical  poisoning,  at  least  in  the  Galveston 
County  population,  is  increasing  and  probably 
will  continue  to  do  so  until  contributing  factors 
can  be  minimized.  In  fact,  the  problem  is  con- 
siderably greater  than  the  present  figures  indi- 
cate since  there  is  a large  industrial  population 
which  was  not  included  in  this  study.  It  is 
known  from  discussions  with  industrial  physi- 
cians that  poisoning  in  industry  is  a signifi- 
cant problem. 

Accidental  poisoning  at  home,  the  largest 
and  probably  most  preventable  category  of 
poisoning  cases,  was  found  to  be  due  primarily 
to  the  availability  of  aspirin  and  other  agents 
to  the  1-4  age  group.  Accidental  poisoning  in 
persons  over  age  50  was  associated  largely 
with  drug  overdose,  due  in  some  cases  to  a 
combination  of  multiple  medications  and  for- 
getfulness. 

There  are  three  significant  and  somewhat 
alarming  findings  which  emerged  from  this 
study.  First,  drugs  were  involved  in  poisonings 
approximately  twice  as  often  in  1968  as  in 
1963.  Such  an  increase  indicates  that  this 
problem  needs  special  attention.  Second,  psy- 
chotropic agents,  specifically  tranquilizers  as  a 
group,  have  passed  aspirin  as  the  leading  drugs 
incriminated.  This  is  in  contradistinction  to 
recent  data  from  the  National  Clearinghouse 
for  Poison  Control  Centers^  which  indicate 
that  aspirin  is  many  times  more  frequently 
associated  with  poisoning  in  all  age  groups 
around  the  nation  than  any  other  medicine. 
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Whether  this  difference  is  due  to  geographic 
and/or  other  factors  such  as  the  lack  of  report- 
ing to  poison  control  centers  is  not  known. 
However,  it  should  be  pointed  out  that  the 
prospective  portion  of  the  present  study  de- 
tected many  cases  which  would  not  likely  be 
called  to  the  attention  of  a poison  control  cen- 
ter. As  a matter  of  fact,  the  center  serving  this 
county  reported  a total  of  only  149  cases  of 
poisoning  during  1968,  which  represents  ap- 
proximately 25%  fewer  cases  than  those  found 
during  the  same  period  of  time  in  our  study. 

The  third  finding,  which  is  associated  with 
the  second,  is  that  the  rate  of  self-induced  poi- 
soning involving  drugs  primarily  is  increasing, 
and  represents  a particular  problem  in  house- 
wives, especially  those  who  have  a history  of 
depression  and  who  have  medication  readily  at 
hand.  Whereas  the  problem  of  accidental  poi- 
soning in  children  represents  a failure  on  the 
part  of  the  adults,  intentional  drug  overdose  or 
poisoning  in  adults  may  in  part  represent  short- 
comings on  the  part  of  some  physicians  who 
may  not  be  sufficiently  discriminating  in  pre- 
scribing medication.  It  has  been  called  to  our 
attention  that  some  prescriptions  are  virtually 
“open-ended”  and  that  tranquilizers  are  pre- 
scribed in  the  place  of  a thorough  work-up  of 
the  patient  to  define  the  problem  and  provide 
specific  treatment.  In  addition,  psychotropic 
and  other  drugs  are  available  in  large  quanti- 
ties without  prescription.  In  any  case,  this  is  a 
serious  problem  which  is  increasing  in  magni- 
tude throughout  Texas  and  the  country,  and 
the  medical  profession  will  have  to  bear  some 
of  the  responsibility  for  minimizing  it. 

The  magnitude  of  the  poisoning  problem,  as 
reflected  in  these  and  other  findings,  points  out 
the  desirability  of  a statewide  reporting  system 
which  would  keep  abreast  of  trends  and  pro- 
vide the  basis  for  poisoning  prevention  through 
health  education. 
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pesticide  poisoning 
in  the  Lower 

Rio  Grande  Valley  in  1969 


The  number  of  cases  of  pesticide  poisoning  in  the 
Lower  Rio  Grande  Valley  dropped  from  118  in 
1968  to  only  15  in  1969.  There  are  several  rea- 
sons for  the  decrease.  Pesticides  were  applied  less 
frequently  in  1969,  and  the  most  widely  used 
product  was  less  toxic  than  that  of  the  previous 
year.  Also,  better  safety  habits  were  followed. 

THE  TEXAS  COMMUNITIES  STUDIES  Project, 
located  in  San  Benito  and  surveying  Cameron 
and  Hidalgo  Counties  in  the  Lower  Rio  Grande 
Valley,  documented  15  cases  of  pesticide  poi- 
soning in  1969  compared  with  118  cases  in 
1968.  The  data  sources  for  both  years  in  the 
two-county  area  included  annual  hospital  inpa- 
tient records  and  summer  emergency  room 
records  of  the  six  major  hospitals,  direct  con- 
tact with  all  pesticide  formulating  and  applica- 
tion companies,  and  personal  communication 
with  several  physicians. 

Since  the  opening  of  the  Poison  Control  Cen- 
ter at  Valley  Baptist  Hospital  in  Harlingen  by 
Dr.  George  L.  Gallaher  in  1960,  tabulations  of 
the  annual  number  of  pesticide  poisonings  oc- 
curring in  the  Valley  have  been  kept  (Fig  1). 
Data  sources  other  than  the  Poison  Control 
Center  were  not  introduced  until  1968.  Many 
reasons  for  the  changes  in  annual  number  of 
pesticide  poisonings  have  been  postulated  in 
previous  articles. For  example,  the  increased 
number  of  poisonings  in  1964  may  have  been 
the  result  of  the  estimated  400%  increase  in 
pesticide  usage  during  the  year,^  or  to  the  rela- 
tively sudden  changeover  from  the  less  acutely 
toxic  organochlorine  compounds,  mainly  DDT 
and  benzene  hexachloride,  to  the  more  acutely 
toxic  organophosphate  compounds,  mainly  par- 
athion.^’^  The  initiation  of  ultra-low-volume 
spraying  of  organophosphates  in  1965  and 
1966  did  not  affect  the  number  of  acute  poi- 
sonings for  those  years  as  compared  with  those 
of  1964.-  The  increase  in  number  of  poisoning 


cases  seen  in  the  Poison  Control  Center  in 
1968  compared  with  1967  was  largely  attribut- 
able to  a mass  poisoning  of  23  field  laborers 
with  a methyl  parathion-parathion  insecticide 
combination  in  liquid  form.®  Even  including 
this  incident,  the  annual  number  of  pesticide 
poisonings  seen  in  the  Poison  Control  Center 
(solid  bars.  Fig  1)  has  been  decreasing  since 
1966.  Reasons  for  this  decrease  may  be  found 
by  examining  the  reasons  for  the  large  decrease 
in  total  pesticide  poisonings  from  1968  to  1969. 

The  great  majority  of  poisonings  in  1969  in 
the  Lower  Rio  Grande  Valley  continue  to  be  oc- 
cupational (87%)  (Fig  2).  The  most  remark- 
able change  from  1968  to  1969  was  the  de- 
crease in  poisonings  among  aerial  applicators 
from  62  to  14%  of  total  poisonings  per  year, 
and  in  absolute  numbers  from  73  to  2 cases. 
There  was  also  a decrease  in  cases  among 
growers  and  farm  workers  from  33  in  1968  to 
3 in  1969.  Of  the  33  cases  for  1968,  23  oc- 
curred in  a mass  poisoning  in  one  field;  there 
was  no  such  mass  poisoning  in  1969.  Formula- 
tors  had  the  greatest  number  of  cases  in  1969, 
with  5 being  mildly  poisoned  while  intensively 
formulating  carbaryl  during  several  weeks. 

Two-thirds  of  the  poisonings  in  1969  oc- 
curred in  June  during  the  peak  formulation 
period  and  during  the  early  aerial  application 
period  (Fig  3).  Although  40%  of  the  1968  poi- 
sonings occurred  in  July  and  August,  there 
were  no  cases  during  the  same  months  in 
1969.  This  change  reflects  the  decrease  in  the 
number  of  aerial  applicator  poisonings  in  1969. 

Because  of  an  increased  dependence  on 
natural  biological  control  of  insects  on  cotton 
during  the  early  growth  period  in  1969,  pesti- 
cide applications  were  decreased  approximately 
45%  from  the  previous  year.  In  addition,  the 
major  agricultural  use  of  ethyl-methyl  parathion 
mix  in  1968  was  not  repeated  in  1969;  the  less 
toxic  methyl  parathion  was  the  most  widely  and 
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heavily  applied  pesticide.  This  decreased  use 
of  ethyl-methyl  parathion  in  1969  is  the  most 
likely  reason  for  the  decline  in  the  number  of 
ethyl-methyl  parathion  poisonings  from  90  in 
1968  to  1 in  1969  (Fig  4).  The  methyl  para- 
thion cases  also  decreased  from  16  to  3 al- 
though the  use  of  methyl  parathion  substan- 
tially increased  in  1969.  Thus,  although  the 
change  from  the  more  toxic  ethyl-methyl  para- 
thion mix  to  the  less  toxic  methyl  parathion 
can  account  for  much  of  the  decrease  in  the 
number  of  poisonings  for  1969,  other  factors 
must  be  found  to  account  for  the  decrease  in 
number  of  poisonings  by  agents  such  as  methyl 
parathion,  \which  were  used  in  equal  or  higher 
quantities  than  in  1968. 

Because  of  the  occupational  setting  of  the 
poisonings,  all  but  one  case  in  1969  occurred 
in  males;  one  3-year-old  girl  was  accidentally 
poisoned  at  home.  All  15  cases  involved  Cau- 
casians, 9 of  whom  had  Spanish  surnames. 

There  was  no  significant  clustering  of  poison- 
ings in  any  age  group  in  1969  (Fig  5).  This 
contrasts  with  1968  in  which  there  was  a high 
frequency  of  poisonings  in  the  15-19  and  20-24 
age  groups.  In  1968  these  age  groups  repre- 
sented young  males  working  during  the  sum- 
mer months  for  aerial  applicators;  their  notori- 
ous disregard  for  the  toxicity  of  the  materials 
with  which  they  worked  resulted  in  the  numer- 
ous poisonings  for  that  year.  The  lack  of  cluster 
in  that  age  group  for  1969,  plus  the  continued 
use  of  young  males  for  summer  work  by  aerial 
applicators,  suggests  that  some  new  safety 
practices  may  have  been  instituted  and  others 
more  stringently  enforced  by  employers.  Chang- 
es in  safety  habits  observed  by  project  person- 
nel in  1969  included  (1)  the  use  of  permanent 
flagging  field  markers  or  the  placement  of  hu- 
man flaggers  within  automobiles  for  protection 
from  sprays;  (2)  an  increased  use  and  under- 
standing of  serum  cholinesterase  determination 
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Oita  from  Or.  GaUaher  i Poison  Control  Center. 
Valley  Baptist  Hospital.  Harlingen.  Texas 

Additional  data  from  all  valley  hospital  records 
““  and  industry  contacts  in  the  area 

1.  Acute  pesticide  poisonings  in  the  Lower 
Rio  Grande  J'alley. 


2.  Occupational  status  of  patients  poisoned  with 
pesticides. 


Category 

1968 

No.  % 

No. 

1969 

°'o 

Aerial  applicators; 

Pilots 

8 

7 

0 

Loaders 

44 

37 

0 

Flaggers 

8 

7 

1 

7 

Mechanical  workers 

13 

11 

1 

7 

Formulators 

6 

5 

5 

33 

Growers,  farm  workers 

33 

28 

3 

20 

Pest  control  operators 

0 

2 

13 

Miscellaneous  (welder  of  drums) 

5 

4 

1 

7 

Children 

1 

1 

2 

13 

Total 

118 

100 

15 

100 

The  Texas  Community  Studies  Pesticides  Project 
is  supported  by  Contract  No.  Ph  86-65-73 
with  the  Division  of  Pesticide  Community  Studies, 
Office  of  Pesticides  and  Product  Safety, 

Bureau  of  Foods,  Pesticides  and  Product  Safety, 
FDA,  PHS,  HEW,  Chamblee,  Ga. 
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as  a measure  of  presymptomatic  organophos- 
phate  exposure;  and  (3)  increased  efforts  to 
keep  loading  facilities  clean  and  free  of  spilled 
or  unused  pesticides. 

In  summary,  the  decline  in  pesticide  poison- 
ings for  the  lower  Rio  Grande  Valley  in  1969 
mainly  occurred  in  two  occupational  groups: 
(1)  aerial  applicators,  and  (2)  growers  and 
farm  workers.  Most  of  the  decline  in  cases  in 
the  farm  worker  group  was  due  to  the  absence 
of  a mass  poisoning  in  1969.  The  reasons  for 
the  decline  in  poisonings  in  the  aerial  applica- 
tor group  were:  (1)  a 45%  decrease  in  pesti- 
cide application  for  1969;  (2)  a switch  from  the 
more  toxic  ethyl-methyl  parathion  mix  to  the 
less  toxic  methyl  parathion  in  1969;  and  (3) 
institution  and  enforcement  of  better  safety 
habits  in  the  aerial  application  industry.  Using 
the  preceding  analysis,  and  assuming  no  major 
change  in  application  techniques,  the  annual 
number  of  pesticide  poisonings  in  the  Valley 
will  depend  upon  changes  in  the  following  fac- 
tors: (1)  quantity  of  pesticides  applied;  (2)  tox- 
icity of  major  pesticides  used;  (3)  safety  habits 
employed  by  the  application  industry;  and  (4) 
occurrence  of  a mass  poisoning. 

The  Texas  Community  Studies  Project  will 
continue  its  efforts  to  encourage  the  use  of  bet- 
ter safety  habits  by  men  employed  in  all  pesti- 
cide-related industries. 

No  deaths  from  pesticide  poisoning  occurred 
in  the  Rio  Grande  Valley  in  1968  or  1969.  This 
is  largely  because  physicians  in  the  area  are 


aware  of  the  signs  and  symptoms  of  organo- 
phosphate  and  carbamate  poisoning  and  of  the 
appropriate  methods  of  treatment. 

Clinical  Data:  Recorded  laboratory  data  and 
vital  signs  were  available  from  emergency  room 
records  on  six  well-documented  cases  of  or- 
ganophosphate  poisoning  occurring  in  1969. 
Three  of  the  patients  had  severely  depressed 
cholinesterase  values;  two  had  slightly  de- 
pressed values;  and  the  one  patient  who  had 
no  cholinesterase  determination  performed  had 
the  classic  history,  signs,  and  symptoms  of 
organophosphate  poisoning.  The  agents  in- 
volved were  methyl  parathion  (3),  ethyl  para- 
thion (1),  Dursban  (1),  and  demeton  (1).  The 
mean  and  range  of  the  vital  signs  and  basic 
laboratory  data  are  given  in  Fig  6.  The  vital 
signs  were  normal  except  for  two  patients  with 
tachycardia  (110,  120  beats/minute),  one  pa- 
tient with  increased  respiratory  rate  (28/min- 
ute), one  patient  with  mild  temperature  eleva- 
tion (100  F),  and  two  patients  with  diastolic 
blood  pressure  of  90  mm  Hg.  The  total  white 
blood  cell  count  was  greater  than  10,000/cu 
mm  in  three  cases  with  a shift  to  the  left  in  the 
polymorphonuclear  leukocytes  in  only  two. 

The  only  urine  abnormalities  were  glucosuria 
(1-f  to  2 + ) in  four  cases,  and  trace  albumin- 
uria in  two  cases.  Although  the  vital  signs  and 
standard  laboratory  tests  are  not  very  helpful 
in  the  diagnosis  of  organophosphate  poisoning, 
the  cholinergic  signs  and  symptoms  usually  are 
quite  striking  and  along  with  a good  history  and 


3.  Monthly  distribution  of  acute  cases  of  pesticide 
poisoning,  1968-1969. 
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a cholinesterase  measurement,  the  diagnosis  of 
organophosphate  poisoning  may  be  confirmed. 
Because  the  possibility  of  a continuing  decline 
in  the  use  of  organochlorine  pesticides  may  in- 
crease the  use  of  organophosphates  and  carba- 
mates in  agricultural  areas,  physicians  in  these 
areas  should  be  aware  of  the  signs  and  symp- 
toms of  poisoning  with  these  compounds  and 
be  able  to  give  rapid  and  effective  therapy. 

For  detailed  information  on  the  diagnosis 
and  treatment  of  these  and  other  pesticide  poi- 
sonings, the  authors  suggest  Clinical  Handbook 
on  Economic  Poisons,  by  Wayland  J.  Hayes,  Jr, 
MD,  PhD,  PHS  publication  no.  476,  which  is 
available  at  $.55  per  copy  from  Superintendent 
of  Documents,  US  Government  Printing  Office, 
Washington,  DC  20402. 
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Pesticide 

1968 

1969 

Sevin 

1 

5 

Methyl  parathion 

16 

3 

Ethyl  parathion 

0 

1 

Ethyl-methyl  parathion  mix 

90 

1 

Demeton  (Systox) 

0 

1 

Dursban 

0 

1 

Ethion 

0 

1 

Trithion 

0 

1 

Unknown 

0 

2 

Other 

11 

0 

Total 

118 

16* 

“■One  subject  was  exposed  to  two  compounds,  Sevin  and  ethion. 

4.  Suspected  pesticides  involved  in  1968  and 

1969  poisonings. 

Test 

Mean 

Range 

No. 

Systolic  BP  (mm  Hg) 

138 

120-154 

5 

Diastolic  BP  (mm  Hg) 

80 

70-90 

5 

Heart  rate  (min) 

91 

70-110 

6 

Respirations  (min) 

21 

18-28 

6 

Temperature  (F) 

97.9° 

96-100°(R) 

6 

Hemoglobin  (gm/100  ml) 

14.9 

13.0-16.5 

6 

White  blood  count  (cu/mm) 

9,280 

6,600-12,400 

6 

Segmented  neutrophilic 
granulocytes  (%) 

72 

54-82 

6 

Band  cells  (%) 

5 

0-14 

6 

Monocytes  (%) 

1 

0-3 

6 

Lymphocytes  (%) 

20 

14-39 

6 

Eosinophils  (%) 

1 

0-5 

6 

Basophils  (%) 

0 

0 

6 

Urine  pH 

6.1 

5-7.5 

6 

Urine  albumin 

trace  in  2 

neg  in  4 

Urine  glucose 

1-2-f-  in  4 

neg  in  2 

RBC/hpf 

0-3  in  1 

neg  in  5 

WBC'hpf 

2-8  in  2 

0-1  in  4 

6.  Vital  sis>ns  and  clinical  laboratory  data 

in  six  cases  of  organophosphate  poisoning,  1969. 


5.  Age  distribution,  acute  pesticide  poisonings, 
1968-1969. 
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The  ph^ician 


and 

his 

role 


This  report  focuses  upon  three  potential  roles  of 
the  physician  in  the  area  of  drug  abuse.  The  first 
is  his  traditional  role  of  providing  care  to  drug- 
using individuals;  the  second  involves  the  physi- 
cian as  a community  resource  person  who  insists 
upon  the  applicability  of  scientific  methods;  and 
the  third  suggests  that  physicians  may  have  a role 
in  stemming  the  drift  toward  a chemical  culture. 
We  have  quite  an  opportunity. 


in  drug  abuse 


60 


TEXAS  MEDICINE 


JERRY  M.  LEWIS,  MD 


THE  USE  AND  ABUSE  of  a wide  variety  of  drugs 
by  middle-  and  upper-class  young  people  has 
led  to  mounting  public  concern.  Although  it 
appears  that  a similar  use  and  abuse  of  a dif- 
ferent group  of  drugs  by  older  age  groups  has 
provoked  less  widespread  anxiety,  there  is  now 
a growing  sentiment  to  “do  something”  about 
the  drug  problem.  Physicians,  other  health  care 
professionals,  and  community  leaders  are  pre- 
sumed to  be  experts  and  frequently  are  asked 
to  provide  leadership  for  community  efforts. 
This  article  examines  some  of  the  roles  a phy- 
sician may  find  himself  cast  in,  or  may  wish  to 
assume. 

Traditionally,  physicians  are  called  upon  in 
situations  involving  drug  abuse.  While  this  in- 
volves many  complex  clinical  decisions,  I will 
elaborate  only  two  types  of  situations:  first,  the 
management  of  “bad  trips”;  and  second,  the 
decision  regarding  whether  or  not  referral  to  a 
mental  health  professional  is  indicated. 

Helping  the  Drug  User:  Each  physician  should 
be  prepared  to  provide  emergency  service  to 
individuals  during  a drug  crisis,  or  “bad  trip.” 
The  rationale  of  management  has  been  the 
subject  of  an  excellent  recent  review. ^ Funda- 
mentally, such  rationale  includes  the  necessity 
of  obtaining  the  best  possible  history  augment- 
ed by  both  physical  and  mental  examinations. 
Treatment  is  based  upon  the  need  to  protect 
the  individual  from  potentially  fatal  behavior, 
taking  into  consideration  both  the  psychologi- 
cal and  physiological  factors.  Establishing  verb- 
al contact  with  the  patient  is  crucial,  and  the 
major  emphasis  should  be  on  assisting  the  pa- 
tient to  define  reality  and  offering  reassurance. 
It  is  important  for  the  physician  not  to  say 
things  that  increase  the  patient’s  fright,  nor  to 
attempt  to  provoke  the  patient’s  guilt.  If  possi- 
ble, “talking”  a patient  off  a “bad  trip”  is 
the  preferred  mode  of  treatment.  Occasionally, 
however,  medication  will  be  necessary.  Al- 
though phenothiazines  are  widely  used,  there 
are  dangers  involved.  Frequently  neither  the 
patient  nor  the  physician  can  be  certain  of  the 
precise  drug  etiology  of  a “bad  trip”  and  there 
are  indications  that  anticholinergic  drug  effects 
are  intensified  by  phenothiazines.  There  is  the 
suggestion,  also,  that  phenothiazines  may  pro- 


long drug  crises  induced  by  STP  (one  of  the 
psychotomimetic  amphetamines). ^ If  the  pa- 
tient presents  either  significant  hypotension  or 
a history  of  allergic  reactions  to  phenothia- 
zines, it  might  be  well  to  consider  the  use  of 
a short-acting  sedative.  If  evidence  of  major 
psychological  disturbance  continues  and,  in 
effect,  the  “bad  trip”  does  not  seem  to  be 
resolving,  consideration  should  be  given  to 
psychiatric  consultation. 

More  frequently,  however,  the  physician  will 
be  sought  out  by  the  family  of  a drug-using 
individual.  Here  the  issue  will  be  the  decision 
as  to  what  to  do  about  the  behavior  of  the  fre- 
quently unwilling  patient,  and  individual  factors 
must  dictate  the  nature  of  the  advice  offered. 
Generally,  the  drug-user  may  be  classified  in 
one  of  three  ways:  (1)  the  presumably  healthy 
“experimenter,”  (2)  the  psychologically  dis- 
turbed young  person  with  coincidental  drug 
use;  or  (3)  the  drug-dependent  individual. 

The  presumably  healthy  drug  experimenter 
is  recognized  by  the  absence  of  overt  psychol- 
ogical syndromes,  coupled  with  evidence  of 
progress  in  achieving  age-related  development- 
al tasks.  The  details  of  this  clinical  judgment 
are  considered  by  Carson^  in  another  report. 
It  is,  however,  well  to  remember  that  healthy, 
integrated  young  people  do  experience  transi- 
ent periods  of  anxiety  or  depression.^  Despite 
such  periods,  however,  the  entire  thrust  of  their 
life  style  is  in  the  direction  of  establishing  a 
firm  sense  of  identity  and  autonomy.  The  evi- 
dence suggests  that  a number  of  such  young 
people  on  certain  high  school  and  college  cam- 
puses experiment  with  marijuana. In  this 
instance,  the  problem  involves  primarily  the 
young  person  and  his  parents,  but  if  the  phy- 
sician is  asked  to  see  the  son  or  daughter  his 
essential  task  is  a friendly  presentation  of  the 
medical  and  legal  facts  regarding  marijuana 
use.  All  too  often  the  physician  either  is  not 
familiar  with  these  facts,  or  presents  as  fact 
that  which  is  still  uncertain.  Either  situation  re- 
duces his  potential  usefulness  to  the  patient. 
While  young  people  are  not  frequently  know- 
ledgeable about  medicine  in  general,  many  are 
well  informed  about  the  physiology  and  psy- 
chology of  drug  use.  Although  there  is  no  evi- 
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dence  that  factual  presentations  to  such  young 
people  are  helpful,  in  the  absence  of  signs  of 
significant  psychological  disturbance,  little  else 
can  be  offered. 

Some  parents  suggest  asking  a law  enforce- 
ment official  to  talk  with  their  youngsters.  Here 
again,  there  is  no  firm  evidence  that  such  talks 
are  helpful,  although  some  law  enforcement 
agents  have  the  impression  that  occasionally 
they  are.  However,  the  physician  should  know 
the  attitudes  and  values  of  the  law  enforcement 
agent;  some  apparently  have  pressured  young 
persons  to  function  as  informers.  Although  this 
is  not  the  place  to  discuss  the  morality  of  in- 
forming, I have  been  impressed  with  the  seri- 
ous psychological  bind  it  presents  to  some 
youngsters. 

A second  group  referred  to  the  physician  be- 
cause of  parental  concern  about  drug  use  in- 
cludes those  who  present  significant  historical 
evidence  of  serious  psychological  dysfunction. 
Frequently  the  dysfunction  is  long  standing, 
and  the  drug  use  can  be  conceptualized  as  the 
latest  chapter  in  a long  narrative.  If  the  evi- 
dence suggests  that  the  drug  dependency  is 
not  severe,  the  optimal  treatment  program 
should  be  based  upon  the  nature  and  degree  of 
the  psychological  disturbance.  In  many  instanc- 
es, referral  to  a psychiatrist  or  other  mental 
health  professional  for  consultation  may  be  in- 
dicated; but,  in  part,  that  decision  will  be  influ- 
enced by  the  interests  and  skills  of  the  primary 
physician. 

The  third  group  of  patients  are  those  who 
may  be  termed  “drug-dependent”;  that  is, 
one  or  more  drugs  have  become  a central  issue 
in  the  life  of  the  individual.  The  subsequent 
change  in  life  style,  however  gradual,  is  strik- 
ing. The  significance  of  the  family,  other  inter- 
personal relationships,  educational  pursuits, 
vocational  aspirations,  and  former  interests 
gradually  have  become  secondary  to  the  drug 
experience.  Any  drug  may  be  involved,  and  for 
many  such  individuals  a multitude  of  chemicals 
are  used.  Drugs  are  used  frequently  and  apathy 
predominates. 

The  syndrome  of  drug  dependency  is  not 
well  understood  etiologically.  The  primary  vari- 
ables may  be  psychological  in  nature,  but  bio- 


logical factors  may  influence  one’s  vulnerability 
to  drug  dependency.  What  is  known  is  that  re- 
habilitation on  any  systematic  basis  has  not 
been  successful.  Occasionally  individual  and/or 
group  psychotherapy  succeeds,  but  failures 
are  frequent.  Nonprofessional  programs  do 
achieve  success,  but  the  results  are  difficult  to 
evaluate  systematically  because  adequate  data 
are  not  collected.  It  may  be  that  particular 
types  of  group-oriented  treatment  programs'^ 
will  evolve  which  will  result  in  consistently 
successful  rehabilitation.  However,  until  then, 
drug-dependent  patients  constitute  a serious 
threat  to  themselves  and,  despite  the  uncer- 
tainty and  pessimism  about  rehabilitation  rates, 
referral  to  a mental  health  professional  is  indi- 
cated. 

Community  Involvement:  The  physician’s  tradi- 
tional role  with  drug-using  patients,  however, 
does  not  exhaust  the  contribution  he  can 
make.  Potentially,  a second  major  area  of  in- 
volvement is  with  the  community.  Here,  by  vir- 
tue of  his  scientific  training,  the  physician  can 
stand  firmly  as  an  advocate  of  getting  the  facts 
and  basing  the  community  programs  on  facts 
rather  than  fears.  If  measuring  instruments  are 
not  available,  then  the  physician  should  be  one 
of  a group  of  professionals  who  know  what  the 
“next  best”  technique  is.  At  all  times  the  phy- 
sician should  be  a resource  to  his  community 
to  clarify  (1)  what  we  really  know  about  drug 
abuse,  (2)  what  we  think  we  know,  and  (3) 
what  we  don’t  know.  This  involves  reading  pub- 
lished clinical  and  research  reports  critically 
and,  what  may  be  more  difficult,  maintaining 
scientific  objectivity  when  one  does  not  feel 
objective  about  drug  abuse.  A reasoned  posi- 
tion on  the  part  of  the  physician  can  counter- 
balance the  tendency  of  communities  to  devel- 
op hysterical  styles  in  response  to  the  concern 
about  youthful  drug  abuse. 

Since  there  is  no  prevention  program  of 
proven  effectiveness,  the  physician  may  be  of 
service  to  his  community  by  insisting  upon 
reasonable,  scientifically  based  approaches  to 
drug-abuse  prevention.  He  should  insist  that 
his  community’s  efforts  include  evaluation  or 
measurement  with  the  collection  of  baseline 
data,  reliable  measuring  indices,  and  control 
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groups.  Without  such  measures  we  will  not 
learn  which  prevention  programs  are  effective 
with  various  groups  of  young  people.  As  de- 
tailed in  another  report,®  it  is  important  that 
the  physician  stand  firmly  for  such  an  ap- 
proach. To  do  so,  however,  does  not  elicit  a 
favorable  response  from  all  segments  of  the 
community.  Invariably  there  are  those  who  dis- 
trust any  attempt  to  apply  reasoned,  scientific 
approaches — ^those  for  whom  any  approach 
not  based  upon  “full  steam  ahead”  (whatever 
“ahead”  is)  is  one  that  is  “soft.”  My  experi- 
ence in  a widely-based  community  effort®  sug- 
gests that  this  segment  is  a minority,  and  that 
when  one  presents  an  approach  based  upon 
scientific  principles  he  finds  gratifying  support. 
Physicians  and  the  “Chemical  Culture”:  There 
is  yet  another  way  in  which  a physician  can 
influence  the  drug  scene.  This  process  is  less 
concrete,  somehow  “fuzzier,”  but  it  may  be 
vital.  It  relates  to  the  need  to  stem  our  drift 
toward  a “chemical”  society.  To  be  sure,  this 
assumes  that  a chemical  society  is  a negative 
phenomenon:  that  a culture’s  potential  for  sur- 
vival— let  alone  continued  grovW:h  in  the  direc- 
tion of  a good  life  for  all — is  fundamentally  im- 
possible if  increasing  numbers  of  its  members 
rely  more  and  more  upon  chemicals.  Essen- 
tially, it  makes  no  difference  which  chemicals 
are  used  or  for  what  purposes — if,  indeed,  they 
replace  human  problem-solving  abilities.  Of 
course,  exceptions  involving  professional  judg- 
ment will  always  have  to  be  made;  some  pa- 
tients are  so  bereft  of  the  resources  with  which 
problems  may  be  approached  that  chemical 
assistance  is  the  only  humane  course.  How- 
ever, this  is  not  the  issue;  we  are  concerned 
with  the  physician’s  participation  in  an  evolv- 
ing chemical  culture  by  prescribing  drugs  which 
affect  the  central  nervous  system  as  his  first 
response  to  the  patient’s  request  for  help  with 
the  problems  of  living.  Unwittingly,  therefore, 
the  physician  may  offer  a chemical  model  of 
problem  solving  to  patients  presenting  every- 
day problems  of  living.^®  There  are  many  pres- 
sures upon  the  physician  to  respond  with  such 
a chemical  model.  The  patient’s  expectation, 
the  urgency  of  time,  the  seductive  nature  of 
much  of  drug  advertising,  and  the  difficulty  of 


obtaining  adequate  consultation  if  needed,  all 
push  the  physician  into  a “drug  approach”  as 
the  initial  helping  effort. 

Our  affluent  technological  culture  has  as  its 
mainspring  the  dictate  of  immediacy.  Postpon- 
ing has  become  old  fashioned;  delay  is  inter- 
preted as  malfunction;  instant  gratification  or 
relief  is  to  be  expected.  In  such  a period,  chem- 
icals become  for  many  the  fantasy  wings  which 
are  presumed  to  lift  them  above  the  necessity 
to  solve  problems  common  to  all.  Youthful  drug 
abuse  may  not  yield  to  a complete  solution  until 
our  adult  culture  relinquishes  the  expectation 
that  somewhere  there  is  a “right”  chemical  to 
alleviate  every  worry,  concern,  marital  conflict, 
grief,  or  anxious  moment.  It  may  be  that  as  long 
as  adults  rely  on  their  drugs,  young  people  will 
rely  on  theirs.  If  there  is  truth  in  such  a sug- 
gestion, physicians  are  in  a position  of  consid- 
erable significance;  by  refusing  to  treat  all 
problems  initially  with  chemicals,  they  can  take 
a stand  which,  collectively,  may  influence  the 
direction  of  our  culture. 
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Expanded 

residential  „ 
treatment  tor 

youth... 


Brown  Hall 


Ninety  Acres 


Brown  Hall  and  Ninety  Acres, 
our  companion  units  for  young 
men  and  women  respectively, 
have  developed  comprehensive 
new  treatment  programs  for 
young  adult  patients  in  need  of 
residential  psychiatric  services. 
This  includes  those  youth  who 
have  not  responded  to  out-patient 
treatment  as  well  as  those  who 
reguire  continuing  treatment  fol- 
lowing intensive  hospital  care. 


Milieu  therapy  and  psychoactive 
drug  therapy  under  medical  super- 
vision are  standard  under  the 
expanded  program,  while  individ- 
ual and  group  psychotherapy  are 
available  for  use  when  indicated. 
Concomitant  with  treatment,  the 
patientenrolls  in  classes  designed 
to  maintain  academic  progress, 
receivesan  introduction  to  various 
vocational  pursuits,  participates 
in  a well-planned  physical  edu- 
cation program,  and  joins  an 
accepting  peer  group  in  coedu- 


cational social  activities  ...  all 
in  beautiful,  modern,  safe  facili- 
ties specifically  equipped  for 
these  purposes. 

With  this  supplement  to  our  ex- 
isting program  at  the  Oaks,  the 
Brown  Schools  are  now  geared 
to  treat  emotional  disturbance, 
whether  schizophrenic  or  not,  in 
children  and  youth  of  any  intel- 
lectual capacity  and  of  any  age. 


FOR  COIMSULTATIOIM  OR  lIMFORMATIOIM 
CALL  TOLL-FREE 

From  Out-of-State:  (800]-531-5305 
From  Texas:  (8001-292-5404 


Write: 

The  Registrar 
Oepartment  IMo.  K-1 
THE  BROWIM  SCHOOLS 
P.O.  Box  4008 
Austin,  Texas  78751 
or  call:  (512)  478-6662 


Paul  L.  White,  M.D. 

Medical  and  Psychiatric  Director 

Jackson  R.  Day,  M.D. 

Director,  The  Oaks 
Residential  T reatment  Center 

T.  C.  McCormick,  Jr.,  M.D. 

Staff  Psychiatrist 


THE  BROWIM 
SCHOOLS 

*Five  Separate  Campuses 
Austin  • San  Marcos,  Texas 
Established  1940 


*Our  fifth  campus,  the  Oaks,  is  solely  for 
the  treatment  of  emotionally  disturbed 
children  and  adolescents. 
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There’s  a soup 

for  almost  every  patient  and  diet 
...for  every  meal  ^ 

and,  it’s  made  by  VCUnpOSU' 


Beef  Broth 
Consomm6 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodie 
Cream  of  Potato 
Chicken  Vegetable 
Vegetable  Beef 


Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 
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133 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


CALORIES  / 7 oz  Serving* 


When  the 
stage  is  set  for 
dianiiea... 

Diarrhea  . , . thwarted  once  again! 

Time  after  time  . . . just  when  plans  seem  sure 
to  be  shattered  . . . the  effective  and  prompt  action  of 
Lomotil  comes  to  the  rescue. 

Here  is  an  antidiarrheal  with  a performance  record 
that  few  can  challenge.  A versatile  actor,  Lomotil 
stars  in  the  treatment  of  diarrhea  associated  with 
gastroenteritis,  irritable  bowel,  functional  hyper- 
motility, regional  enteritis,  malabsorption  syndrome, 
drugs,  acute  infections,  ulcerative  colitis  and  food 
poisoning.  In  addition,  it  plays  a major  role  In  the 
control  of  intestinal  transit  time  in  patients  with 
ileostomies  and  colostomies  and  of  the  diarrhea 
occurring  after  gastric  surgery. 

So  . . . when  Lomotil  is  in  the  cast  (even  in  a 
supporting  role),  it’s  curtains  for  diarrhea! 


Lomotil" 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain  : 
Diphenoxylate  hydrochloride . . . 2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the  Show 


Warnings:  Lomotil  should  be  used 
with  caution  in  patients  taking  barbitu- 
rates and,  if  not  contraindicated,  in  pa- 
tients with  cirrhosis,  advanced  liver 
disease  or  impaired  liver  function. 

Precautions:  Lomotil  is  a federally 
exempt  narcotic  with  theoretically 
possible  addictive  potential  at  high 
dosage;  this  is  not  ordinarily  a clinical 
problem.  Use  Lomotil  with  considerable 
caution  in  patients  receiving  addicting 
drugs.  Recommended  dosages  should  not 
be  exceeded,  and  medication  should  be 
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kept  out  of  teach  of  children.  Signs  of 
accidental  overdosage  may  include  severe 
respiratory  depression,  flushing,  lethargy 
or  coma,  hypotonic  reflexes,  nystagmus, 
pinpoint  pupils,  tachycardia;  continuous 
observation  is  necessary.  The  subthera- 
peutic  amount  of  atropine  sulfate  is  added 
to  discourage  deliberate  overdosage. 

Adverse  Reactions:  Side  effects 
reported  with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting,  pruritus, 
restlessness,  abdominal  discomfort, 
headache,  angioneurotic  edema,  giant 


urticaria,  lethargy,  anorexia,  numbness  of 
the  extremities,  atropine  effects,  swelling 
of  the  gums,  euphoria,  depression  and 
malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 

Dosage:  The  recommended  initial  daily 
dosages,  given  in  divided  doses  until 
diarrhea  is  controlled,  are  as  follows; 


Children: 

3-6  mo.  ...  V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.  . . V2  tsp.  q.i.d.  (4  mg.) 

1- 2  yr V2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.  . . .1  tsp.  5 times  daily  (10  mg.)  • 

Adults: 2 tsp.  5 times  daily  (20  mg.)  . 

or  2 tablets  q.i.d. 

♦Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age.  ' 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


SEARLE 


Research  in  the  Service  of  Medicine 

G.  D.  Searle  & Co.,  Chicago,  Illinois  60680 


052 


Synirin  other  than 
uncoated,  fast  disintegrating 
tabfetisft aspirin  with  pentobarbital 
spbifentiating  the  aspirin  analgesia. 

Synirin, 

ASPIRIN  5 GR.—PENTOBARBITAL  1/B  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

" May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1 000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


HIGHLAND  HOSPITAL 

Ashevillb,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 


Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  progrram  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 


High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  86  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 


Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 


(2)  Samuel  N.  Workman,  M.D. 
Chief  of  Clinical  Services 


(3)  Charles  W.  Neville,  Jr.,  M.D. 

Associate  Professor  of  Psychiatry  and  Medical  Director 


Area  Code  704  - 264-3201 


Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  * (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints. water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


EttMithfi  Over  iO  Yeare  Factory  Direct  Salee 

Please  visit  our  TMA  Booth  No.  73,  Houston,  May  6-8,  1971. 
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Abnormal  Q waves  and 
normal  coronary  arteriograms 

in  primary  myocardial  disease 


A middle-aged  black  man  with  congestive  heart 
failure  of  unknown  etiology  developed  electro- 
cardiographic evidence  of  a myocardial  infarction 
within  a two-year  period.  There  was  no  history  of 
chest  pain.  Results  of  laboratory  studies  gave  no 
evidence  for  coronary  arterial  lesions.  A diagnosis 
of  primary  myocardial  disease  of  uncertain  etiol- 
ogy best  described  the  patient’s  disease.  Since 
both  chest  pain  and  ECG  changes  consistent  with 
myocardial  infarction  may  be  seen  in  primary  my- 
ocardial disease,  the  importance  of  complete  lab- 
oratory studies  for  accurate  diagnosis  is  stressed. 

THE  ACCURATE  DIAGNOSIS  OF  PRIMARY  myo- 
cardial disease  of  uncertain  etiology  usually  re- 
quires the  specific  exclusion  of  other  types  of 
heart  disease.^  When  cardiomegaly  or  overt 
heart  failure,  or  both,  develop  in  a middle-aged 
man  together  with  pathologic  Q waves  in  the 
ECG,  the  diagnosis  of  ischemic  heart  disease 
generally  will  be  correct.  This  article  describes 
such  a patient  in  whom  complete  laboratory 
work-up  showed  no  demonstrable  coronary  ob- 
structive arterial  disease  or  other  specific  etiol- 
ogic  basis  for  his  disease  process. 

Case  Report:  A 52-year-old  black  man,  a me- 
ctianic,  was  first  admitted  to  the  Dallas  Veter- 
ans Administration  Hospital  in  April  1968,  with 
a three-year  history  of  easy  fatigability,  dyspnea 
on  exertion,  paroxysmal  nocturnal  dyspnea,  and 
pedal  edema.  Digitalis  therapy,  administered 
by  his  local  physician,  had  led  to  some  im- 
provement. There  was  no  history  of  chest  pain, 
high  blood  pressure,  rheumatic  fever,  diabetes, 
or  heart  disease.  He  smoked  one  to  two  pack- 
ages of  cigarettes  daily.  Physical  examination 
revealed  cuff  blood  pressure  of  160/90  mm 
Hg  and  a regular  pulse  rate  of  90/min.  Mild 
cardiomegaly  and  premature  ventricular  con- 


This  work  was  supported  by  Social  and  Rehabilitation 
Service  Grant  No.  13-P-55232/6-02. 


tractions  were  present.  There  were  no  murmurs 
or  gallops.  The  lung  fields  were  clear  and 
edema  was  not  present.  An  ECG  showed  sinus 
rhythm,  a semivertical  axis,  left  ventricular  hy- 
pertrophy, and  left  ventricular  strain  and/or 
digitalis  effect  (Fig  1).  A roentgenogram  of  the 
chest  revealed  mild  cardiomegaly  resulting 
principally  from  enlargement  of  the  left  ventricle 
and,  to  a mild  degree,  the  right. 

The  patient  responded  to  conventional  ther- 
apy and  was  discharged  with  a diagnosis  of 
“possible  arteriosclerotic  cardiovascular  dis- 
ease” despite,  upon  review,  an  absence  of  pos- 
itive findings  favoring  this  diagnosis  at  that 
time.  He  was  lost  to  follow-up  until  February 
1970,  when  he  reported  that  he  had  been  tak- 
ing digitalis  and  bronchodilators  regularly.  He 
had  continued  to  smoke  one  to  two  packs  of 
cigarettes  daily. 

In  February  1970  he  was  readmitted  because 
of  progressive  increase  in  symptoms  of  conges- 
tive heart  failure  during  the  preceding  three 
months.  He  still  had  no  chest  pain.  The  patient 
had  imbibed  a maximum  of  8 to  10  oz  of  whis- 
key per  week,  but  was  not  considered  to  be  an 
alcoholic.  Physical  examination  revealed  cuff 
pressure  of  120/70  mm  Hg  and  a regular  pulse 
rate  of  100/min.  The  left  border  of  cardiac 
dullness  was  in  the  anterior  axillary  line  in  the 
sixth  left  intercostal  space;  rhythm  was  regular; 
at  the  apex  the  first  heart  sound  was  dimin- 
ished and  both  third  and  fourth  heart  sound 
gallops  were  audible;  and  no  murmurs  were 
heard.  Pretibial  edema  (1+)  was  present. 

The  ECG  was  generally  similar  to  that  ob- 
tained in  1968,  but  Q waves  of  .04  second’s 
duration  had  appeared  in  leads  I and  aVL,  and 
there  was  no  R wave  progression  in  Vi_3  and 
only  a diminutive  R wave  in  V4  (Fig  2).  Roent- 
genograms with  barium  in  the  esophagus  re- 
vealed cardiomegaly  involving  the  right  and  left 
ventricles  and  slight  enlargement  of  the  left 
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7.  ECG  in  April  1968  was  interpreted  as  showing 
sinus  rhythm,  semivertical  axis,  left 
ventricular  hypertrophy,  and  left  ventricular 
strain  and/or  digitalis  effect. 


JOSEPH  D.  GOLDSTRICH,  MD 
WILLIAM  SHAPIRO,  MD 


atrium.  Minimal  pulmonary  congestion  also  was 
present.  Values  for  fasting  blood  sugar,  blood 
urea  nitrogen,  serum  cholesterol,  triglycerides, 
electrolytes,  and  liver  function  test  were  all  nor- 
mal. The  hemoglobin  level  was  14.6  gm/100 
ml  and  hematocrit  was  44%.  Serum  iron  level 
was  156  ;tig/100  ml  and  total  iron  binding  ca- 
pacity was  322  ;itg/100  ml.  The  serum  uric  acid 
value  was  consistently  elevated  at  8.3  to  9.5 
mg/100  ml  during  diuretic  therapy.  Results  of 
a rectal  biopsy  study  were  negative  for  amyloid. 

The  patient  was  treated  with  bed  rest,  salt 
restriction,  diuretics,  and  digitalis.  The  third 
heart  sound  gallop  became  faint  and  the  fourth 
heart  sound  inaudible.  Cardiac  catheterization 
and  angiographic  studies  were  delayed  six 
weeks  because  of  the  possibility  that  the  inter- 
current development  of  seemingly  significant 
Q waves  and  the  aggravation  of  his  cardiac 
status  were  caused  by  a relatively  recent  trans- 
mural myocardial  infarction.  The  results  of 
these  studies,  which  were  ultimately  carried 
out,  are  shown  in  Fig  3.  The  findings  were  con- 
sistent with  compensated  left  ventricular  dis- 
ease with  a low  cardiac  index.  The  end-systolic 
volumes,  calculated  by  the  single-plane  cine 
method,^  were  abnormally  large  and  the  ejec- 
tion fraction  was  low.  Coronary  arteriograms 
showed  large  patent  coronary  arteries  with 
many  branches  (Figs  4,  5).  The  left  ventricular 
contractility  was  symmetrically  poor.  Discrete 
areas  of  dysfunction  were  not  seen. 

An  exercise  test  was  carried  out  the  day  be- 
fore the  cardiac  catheterization  (Fig  3).  After 
one  minute  and  50  seconds  at  450  kilopond 
meters,  the  patient  had  moderate  dyspnea, 
accentuation  of  the  third  heart  sound  gallop, 
reappearance  of  the  fourth  heart  sound  gallop, 
and  coupled  premature  ventricular  contractions 
which  led  to  cessation  of  this  study.  Results 
of  pulmonary  function  studies  were  consistent 
with  severe  combined  restriction  and  obstruc- 


2.  ECG  in  February  1970.  Q M’ovei  of  .04 
second's  duration  in  leads  1 and  aVL,  and  poor 
R wave  progression,  to  V,^,  suggest  that 
an  anterior-lateral  myocardial  infarction  occurred 
since  April  1968. 
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Cardiac  Catheterization 

Pressures,  mm  Hg: 

Right  atrium 

6* 

Right  ventricle 

35/2-6 

Pulmonary  artery 

22* 

Pulmonary  wedge 

12* 

Left  ventricle 

110/0-18 

Central  aorta 

85* 

Flows: 

Cardiac  index,  liters/min,  M“ 

2.3 

Stroke  index,  ml/ beat/ M^ 

26 

Resistances,  units: 

Total  pulmonary 

6 

Pulmonary  vascular 

3 

Systemic  vascular 

22 

Volume  Determinations; 

Left  ventricular  end-diastolic 

430  ml 

Left  ventricular  end-systolic 

340  ml 

Ejection  fraction 

21% 

*Mean  pressures 

Exercise  Test 


Work  Load: 

Completed  4 min  @ 300  KPM 
Stopped  after  1 min  50  seconds  at  450  KPM 
because  of  coupled  PVCs. 

Maximum  Heart  Rate:  140/ min 
Resting  oxygen  uptake:  299  ml 
Maximum  oxygen  uptake:  877  ml 
Maximum  oxygen  uptake/ kg:  15.8  ml 


Pulmonary  Function  Studies: 


FEVC 

Observed 

Predicted 

% Predicted 

% FE\ 

(liters) 

FEV  0.5  sec 

1.64 

3.83 

43 

(liters) 

FEV  1.0  sec 

0.327 

2.25 

15 

20 

(liters) 

MW 

0.698 

3.01 

23 

43 

(liters/min) 

51 

131 

39 

Arterial  Blood  Gases: 
pH:  7.41 
pCOa:  41  mm  Hg 
pOa:  78  mm  Hg 
O2  Saturation:  94.8% 

FEVC:  forced  expired  vital  capacity. 
FEV:  forced  expired  volume 
MVV:  maximum  voluntary  ventilation 
KPM:  kilopond  meters 


3.  Results  of  cardiac  catheterization,  bicycle 
ergometer  exercise  test,  pulmonary  function  studies, 
and  blood  gases. 


tion.  Arterial  blood  gases  revealed  mild  hypoxia 
at  rest  with  normal  pH  and  carbon  dioxide 
pressure. 

Comment:  Several  authors  have  described  the 
presence  of  pathologic  Q waves,  or  “myocardial 
infarction  pattern,”  in  the  ECGs  of  patients 
with  primary  myocardial  disease. In  many 
instances  the  diagnosis  was  assigned  on  clini- 
cal criteria  alone.  Normal  coronary  arteries  were 
found  at  necropsy  in  several  others,^  !®  and  a 
few  cases  have  been  confirmed  ante  mortem  by 
coronary  angiography.®  Figs  4 and  5 are,  to  our 
knowledge,  the  first  published  illustrations  of 
widely  patent  coronary  arteries  in  a patient  with 
primary  myocardial  disease  observed  to  have 
developed  pathologic  Q waves. 

According  to  Marriott’s  review  of  several 
series,^  pathologic  Q waves  were  present  in  7 
of  196  (3.5%)  patients  with  “idiopathic  cardio- 
megaly,”  18  of  82  (22%)  patients  with  “famil- 
ial cardiomegaly,”  and  36  of  100  (36%)  pa- 
tients with  “obstructive  myocardiopathy.”  Our 
patient  appears  to  fit  best  in  the  idiopathic 
group,  which  had  the  lowest  incidence  of  path- 
ologic Q waves. 

Abnormal  Q waves  in  patients  with  primary 
myocardial  disease  are  probably  the  result  of 
loss  of  normal  myocardium  with  replacement 
by  fibrosis,  rendering  that  portion  of  the  myo- 
cardium electrically  inert.  These  fibrotic  chang- 
es have  been  correlated  with  the  abnormal  Q 
waves  in  two  cases,®  and  have  been  noted  in 
other  series  in  which  pathological  Q waves  also 
are  reported.^®-®  Infiltrative  diseases  of  the 
myocardium  such  as  amyloid  and  sarcoid 
may  result  in  similar  ECG  changes. 

“Coronary  type”  chest  pain  has  been  report- 
ed in  12%  of  patients  with  primary  myocar- 
dial disease  of  unknown  etiology,  and  in  12% 
of  patients  with  diffuse  myocardial  disease  of 
a specific  etiology.®  Significantly,  the  develop- 
ment of  “myocardial  infarction  pattern,”  or 
diagnostic  Q waves,  in  the  ECG  of  patients  with 
ischemic  heart  disease  in  the  absence  of  chest 
pain  is  not  uncommon.  Stokes  and  Dawber“  re- 
ported that  15  of  73  (21%)  myocardial  infarc- 
tions in  the  Framingham  study  between  June 
1950  and  April  1957  were  clinically  unrecog- 
nized; 8 of  the  15  patients  denied  any  precor- 
dial pain  whatsoever.  Kannel  and  coworkers,  in 
their  12-year  follow-up  of  the  Framingham  study 
group,  confirmed  that  one  in  four  documented 
coronary  attacks  went  clinically  undetected. 
Smith  and  Lamb^®  also  noted  in  their  survey 
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a 

4.  The  left  coronary  artery  is  shown  with  the 
patient  in  the  right  anterior  oblique  position. 

(a)  The  left  main  coronary  artery  is  widely 
patent.  Left  to  right,  circumflex,  marginal  branch 
of  the  circumflex,  diagonal  branch  of  the  left  anterior 
descending,  and  the  left  anterior  descending  arteries 
are  free  of  obstructing  lesions. 


b 

(b)  The  distal  portion  of  the  left  anterior 
descending  artery  and  its  diagonal  branch,  and  the 
marginal  branch  of  the  circumflex  are  well 
visualized  and  free  of  obstructing  lesions. 


of  67,375  asymptomatic  subjects  that  25  to 
30%  of  all  infarctions  in  their  series  were  clin- 
ically unrecognized. 

The  present  case  shows  the  necessity  for 
thorough  investigation  of  a patient’s  disease, 
despite  apparently  diagnostic  ECG  changes  of 
myocardial  infarction.  Neither  the  presence  nor 
absence  of  typical  chest  pain  enables  the  phy- 
sician to  assess  adequately,  on  clinical  grounds 
alone,  the  etiology  of  heart  disease  in  a given 
patient.  Coronary  angiography  and  left  ventric- 
ulography perhaps  are  indicated  in  the  major- 
ity of  these  patients.  Reliable  diagnosis  will 
then  allow  proper  choice  of  therapy  and  more 
accurate  prognostication. 
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5.  The  tortuous  right  coronary  artery  is  widely 
patent. 
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Supraventricular 
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Although  electrical  pacing  has  been  used 
for  many  years  to  control  the  heart  rate  in 
patients  with  various  degrees  of  heart  block  and 
bradycardia^-^  and  also  in  the  management 
of  patients  with  ectopic  ventricular  foci,^-'^  only 
recently  have  these  techniques  been 
extended  to  the  prevention  and  termination 
of  atrial  ectopic  tachycardias.^  '^  The 
latter  use  of  electrical  pacing,  especially  rapid 
atrial  stimulation,  is  relatively  new  and 
general  experience  is  limited;  its  use  in  the 
treatment  of  ectopic  supraventricular 
tachycardias  is  reviewed. 


METHODS:  For  temporary  pacing  of  the  right 
atrium  (RA)  or  right  ventricle  (RV),  or  both, 
a bipolar  electrode  catheter,  with  electrodes 
1 cm  apart,  is  passed  to  the  heart  percutan- 
eously  or  following  a cutdown  in  a peripheral 
vein.  The  catheter  is  positioned  under  electro- 
cardiographic or  fluoroscopic  control  or  both. 
Prior  to  electrical  pacing,  if  there  is  any  doubt 
as  to  the  underlying  rhythm,  this  catheter  may 
be  used  to  record  both  unipolar  and  bipolar 
intra-atrial  electrograms  which,  in  conjunction 
with  the  standard  electrocardiograms  (ECG), 
may  help  to  elucidate  the  rhythm  disorder.  The 
unipolar  intra-atrial  electrogram  may  be  record- 
ed by  connecting  one  of  the  intra-atrial  elec- 
trodes to  the  V lead  of  the  electrocardiograph. 
For  bipolar  recordings,  one  intra-atrial  lead  is 
connected  to  the  right  arm  lead  and  the  other 
electrode  to  the  left  arm  lead  of  the  machine 
and  a recording  is  made  on  lead  I.  These  intra- 
atrial  leads  should  lead  to  proper  rhythm  in- 
terpretation as  atrial  electrical  activity  is  clearly 
delineated  and  the  temporal  relationship  of 
atrial  and  ventricular  activation  is  defined. 


For  RA  stimulation,  the  catheter  is  posi- 
tioned in  the  upper  portion  of  this  chamber 
with  the  catheter  tip  pointing  toward  the  right 
lateral  atrial  wall.  This  permits  stimulation  near 
the  sinus  node  and  also  keeps  the  electrodes 
as  far  as  possible  from  the  RV.  This  is  impor- 
tant when  rapid  atrial  stimulation  is  carried  out, 
for  if  the  catheter  should  inadvertently  stimu- 
late the  RV,  ventricular  tachycardia  or  fibrilla- 
tion would  occur.  Therefore,  prior  to  any  atrial 
stimulation,  the  position  of  this  catheter  is 
carefully  checked  fluoroscopically.  For  RV  stim- 
ulation, a catheter  may  be  positioned  either  in 
the  apex  of  the  RV  or  in  the  RV  outflow  tract, 
although  the  former  position  usually  is  the 
more  stable  one. 

The  electrode  catheters  may  be  connected  to 
any  type  of  pacing  unit  which  permits  a wide 
range  of  pacing  values  and  energy  levels.  For 
a complete  range  of  pacing,  the  unit  should 
be  capable  of  introducing  single  stimuli  and 
paired  stimuli  with  varying  intervals  as  well  as 
sustained  pacing.  We  have  found  that  a Med- 
tronic “R”  wave  coupled-pulse  generator  (mod- 
el 5837)  or  a Grass  stimulator  (model  SD5)  are 
reliable  instruments  to  use.  Regardless  of  which 
type  of  system  is  utilized,  careful  attention 
must  be  paid  to  the  proper  grounding  of  all 
equipment.® 

The  pacing  rate  is  determined  individually 
for  each  patient.  As  will  be  discussed,  this  de- 
pends upon  the  arrhythmia  and  the  particular 
pacing  method  that  is  being  used.  In  general, 
with  bradycardias,  the  pacing  rate  is  set  be- 
tween 70-80/min.  When  rapid  atrial  stimulation 
is  applied,  we  generally  start  at  a pacing  rate 
just  above  the  intrinsic  rate.  For  atrial  flutter 
with  an  atrial  rate  of  300,  this  would  be  approx- 
imately 350  impulses/min,  but  this  pacing 
rate  may  be  increased  if  the  initial  rate  has  no 
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tachycardias 


1.  Three  standard  limb  lead  ECGs  in  a patient 
with  paroxysmal  atrial  tachycardia 
alternating  with  a junctional  rhythm.  Top  strip, 
atrial  tachycardia  (rate  188/ min).  Middle 


strip,  junctional  rhythm  (rate  54/ min).  Bottom  strip, 
arrhythmia  controlled  by  drugs  and 
ventricular  pacing  (rate  83 /min). 


significant  effect.  In  some  patients,  an  atrial 
pacing  rate  of  up  to  900/min  is  necessary  to 
produce  the  desired  effect  when  rapid  atrial 
stimulation  is  being  used  to  control  or  termi- 
nate an  atrial  arrhythmia.  The  energy  level  em- 
ployed is  that  which  is  just  above  the  level  nec- 
essary to  consistently  "capture”  the  atria  or 
ventricles  during  pacing.  The  patients  usually 
are  unaware  of  any  significant  sensations  dur- 
ing the  pacing,  although  with  rapid  pacing 
rates  “palpitations”  may  be  felt.  With  a thin 
RV  wall  and  the  catheter  in  close  proximity  to 
the  diaphragm,  uncomfortable  diaphragmatic 
contractions  may  be  noted,  but  a change  in 
catheter  position  usually  eliminates  this. 

During  atrial  and  ventricular  pacing,  the 
ECG  should  be  monitored.  In  many  patients. 


only  a short  period  of  electrical  stimulation  is 
required  for  temporary  arrhythmias.  In  others, 
more  prolonged  or  permanent  cardiac  pacing  is 
required,  as  will  be  discussed  later.  When  an 
atrial  rhythm  is  unstable,  the  atrial  pacing 
catheter  may  be  left  in  the  RA  for  days  or 
weeks  for  repeated  conversions  of  the  arrhyth- 
mia by  rapid  atrial  stimulation  or  for  slower 
sustained  atrial  pacing. 

Prevention  of  Atrial  Tachycardia:  For  the  pre- 
vention of  tachycardia,  atrial  pacing  is  required 
for  a sustained  period  at  a rate  faster  than  the 
spontaneous  atrial  rate,  but  slower  than  the 
rate  of  the  tachycardia  being  suppressed.  Al- 
though the  exact  mechanism  of  this  action  is 
not  known,  it  probably  is  related  to  one  or 
more  of  the  following  effects: 
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Overdrive  Suppression:  The  phenomenon  of 
overdrive  suppression  has  been  observed  re- 
peatedly since  it  was  first  described  by  Gaskell 
in  1884.®’^®  After  driving  the  heart  (by  pac- 
ing), there  is  a temporary  depression  in  spon- 
taneous impulse  formation  which  is  directly  re- 
lated to  the  frequency  and  duration  of  the  elec- 
trical pacing.  In  fact,  when  a patient  is  paced 
for  a long  time,  the  sudden  cessation  of  pacing 
may  result  in  asystole  because  of  this  phenom- 
enon. The  elimination  of  spontaneous  activity 
in  an  ectopic  focus,  however,  will  prevent  the 
emergence  of,  or  suppress,  an  arrhythmia. 

Circus  Movements:  A change  in  heart  rate 
may  alter  the  electrical  properties  of  the  atrial 
myocardium  so  that  circus  movements,  which 
sustain  certain  arrhythmias,  may  be  interrupt- 
ed.This  interruption  may  permit  the  patient’s 
own  sinus  mechanism  to  regain  control  of  the 
heart  and  eliminate  the  arrhythmia. 

Shortening  of  Diastole:  Slow  intrinsic  rates 
predispose  to  ectopic  rhythms  by  prolonging 
diastole  and  thereby  enhancing  automatic  myo- 
cardial activity.  By  increasing  the  heart  rate, 
these  potential  ectopic  areas  are  depolarized  by 
an  impulse  under  control,  preventing  emergence 
of  an  autonomous  ectopic  rhythm. 

Cardiac  pacing  through  one  or  more  of  these 
mechanisms  may  be  useful  under  the  following 
circumstances  for  prevention  of  atrial  tachy- 
arrhythmias. It  must  be  remembered  that  in 
each  case,  the  appropriate  drug  therapy  (atro- 
pine, quinidine,  digitalis,  lidocaine,  etc)  should 
be  used  in  conjunction  with  and  generally  prior 
to  RA  or  RV  pacing. 

1.  Supraventricular  Tachyarrhythmias:  Atrial 
pacing  above  the  spontaneous  rate  may  elimi- 


nate ectopic  atrial  beats  and  tachycardias 
which  decrease  overall  cardiac  function.  This 
method  also  may  be  especially  useful  following 
cardiac  surgery  to  delay  or  prevent  the  onset 
of  atrial  arrhythmias  which  might  impair  car- 
diac performance  in  the  early  postoperative 
period. 

2.  Repetitive  Supraventricular  Tachycardia 
Alternating  with  Severe  Sinus  Bradycardia  (Sick 
Sinus  Syndrome):  Fig  1 represents  three  sepa- 
rate standard  limb  lead  ECGs  from  a patient 
with  this  syndrome.  The  top  strip  shows  atrial 
tachycardia  with  a rate  of  188/min.  This  ar- 
rhythmia spontaneously  alternated  with  a slow 
junctional  rhythm,  as  noted  in  the  middle  strip. 
The  problem  here  is  that  drugs,  such  as  digi- 
talis, which  are  useful  to  control  tachyarryth- 
mia may  aggravate  bradycardia.  Also,  brady- 
cardia, by  prolonging  diastole,  may  predispose 
the  patient  to  tachycardia.  This  problem  may 
be  solved,  however,  through  the  use  of  both 
intracardiac  pacing  and  drugs. 

Although  atrial  pacing  may  be  effective 
here,i®  we  have  generally  used  ventricular  pac- 
ing to  control  these  arrhythmias.^®  Constant 
retrograde  conduction  from  ventricular  pacing, 
which  has  been  well  documented,  may  depolar- 
ize supraventricular  pacemakers  and  prevent 
arrhythmia  (similar  to  the  effect  of  atrial  pac- 
ing).When  this  is  not  effective  alone,  it  per- 
mits the  use  of  drugs  (digitalis,  quinidine,  pro- 
pranolol, etc)  to  combat  arrhythmia  while  the 
ventricular  rate  is  maintained  artificially  to  pre- 
vent serious  bradycardia.  In  chronic  situations 
like  this,  a permanent  pervenous  demand  pace- 
maker is  inserted  into  the  RV  with  the  rate 
usually  set  between  70-80/min  (Fig  1,  bottom). 
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2.  Conversion  of  atrial  flutter  to 
atrial  fibrillation  by  rapid  atrial 
stimulation  with  subsequent 
spontaneous  development  of  normal 
sinus  rhythm.  See  text 
for  discussion. 


3.  Recurrent  Supraventricular  Tachycardias 
Controlled  by  Both  Antiarrhythmia  Drugs  and 
Pacing:^®  Some  arrhythmias  may  be  controlled 
only  after  the  use  of  large  doses  of  antiarrhyth- 
mic  drugs  such  as  propranolol  and  digitalis. 
These  drugs  may  produce  a high  degree  of 
atrioventricular  (AV)  block  with  a slow  ventric- 
ular rate  which  is  drug  induced  and  not  spon- 
taneous as  described  in  section  2.  A permanent 
pervenous  demand  pacemaker  also  may  be 
used  in  the  right  ventricle  to  maintain  the  ven- 
tricular rate,  while  the  atrial  arrhythmia  is  con- 
trolled by  appropriate  drugs. 

4.  Wolff-Parkinson-White  Syndrome;  This 
syndrome  of  a short  PR  interval  and  a widened 
slurred  QRS  complex  often  is  associated  with 
paroxysmal  supraventricular  tachycardias.  It  is 
secondary  to  accelerated  conduction  between 
the  atria  and  ventricles.  Surgical  interruption  of 
these  atrial  to  ventricular  pathways  has  been 
used  to  prevent  intractable  atrial  arrhythmias 
with  rapid  ventricular  responses.^®  This  surgi- 
cally induced  AV  block  necessitates  the  im- 
plantation of  a permanent  ventricular  demand 
pacemaker.  In  addition,  permanent  ventricular 
demand  pacemakers  have  been  used  in  pa- 
tients with  the  Wolff-Parkinson-White  syndrome 
in  whom  the  conducting  system  is  intact. 

A magnet  held  near  the  chest  wall  generator 
converts  the  demand  to  a fixed  rate  pacemaker 
which  produces  competitive  pacing.  Retrograde 
atrial  depolarization  from  the  ventricular  pacing 
interrupts  reciprocal  pathways  and  terminates 
the  atrial  tachyarrhythmia. 

Termination  of  Atrial  Tachycardia:  In  the  term- 
ination of  supraventricular  tachycardia,  atrial 
pacing  may  be  effective  in  one  of  three  ways: 


Delivery  of  a Single  Stimulus  or  Two  Stimuli 
in  Quick  Succession:  Circus  movements  of  elec- 
trical impulses  within  the  atria  and  circus 
movements  dependent  upon  a reentry  mechan- 
ism involving  the  atria,  AV  node,  and  ventricles 
probably  are  important  mechanisms  for  initiat- 
ing and  sustaining  some  supraventricular  tach- 
ycardias. An  atrial  extrasystole  produced  by 
electrical  stimulation  of  the  atrium  may  render 
an  area  refractory  to  subsequent  early  depolar- 
ization and  interrupt  this  circus  movement, 
since  it  could  not  be  transmitted  through  the 
refractory  portion  of  the  atrium.^i-^s  This 
would  interrupt  tachycardia’s  sustaining  me- 
chanism and  allow  the  intrinsic  sinus  mechan- 
ism to  emerge. 

Repetitive  Pacing  at  a Rate  Slower  than  a 
Tachycardia:  This  type  of  pacing  would  achieve 
the  same  result  whenever  the  pacing  impulse 
fortuitously  stimulated  the  atrium  so  as  to  ren- 
der it  refractory  at  a time  to  interrupt  a circus 
movement.® 

Repetitive  Pacing  at  a Rate  Faster  than 
the  Tachycardia  (Rapid  Atrial  Stimulation):’’ 
The  mechanism  of  action  here  probably  is  re- 
lated to  both  overdrive  suppression  and  inter- 
ruption of  a circus  movement.  However,  rapid 
atrial  stimulation  also  increases  the  number  of 
atrial  impulses  reaching  the  AV  junctional  tis- 
sues by  its  very  nature,  and  also  by  the  initia- 
tion of  atrial  fibrillation. 

Rapid  atrial  stimulation  may  therefore  result 
in  three  types  of  responses: 

1.  Induction  of  Atrial  Fibrillation:  Fig  2a 
shows  the  ECG  of  a patient  in  atrial  flutter  with 
an  atrial  rate  of  300/min  and  a ventricular  re- 
sponse of  about  75/min.  During  rapid  atrial 
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stimulation  at  420/min  (Fig  2b),  atrial  fibrilla- 
tion was  induced  at  the  arrow.  After  rapid  atrial 
stimulation  was  discontinued,  (Figs  2b  and  2c), 
atrial  fibrillation  continued  until  five  minutes 
later,  (Fig  2d)  when  it  spontaneously  reverted 
back  to  normal  sinus  rhythm.  Many  patients, 
however,  remain  in  atrial  fibrillation  after  rapid 
atrial  stimulation.  This  may  be  helpful  thera- 
peutically since  the  ventricular  rate  usually  is 
more  easily  controlled  with  digitalis  in  atrial 
fibrillation  than  in  atrial  flutter,  and  the  slower 
rate  usually  will  improve  cardiac  function. 

2.  Decrease  in  Ventricular  Rate  Without  Con- 
version of  the  Tachycardia:  Initially,  an  increase 
in  the  number  of  supraventricular  impulses 
reaching  the  AV  node  will  produce  first-degree 
heart  block,  and  if  the  number  is  further  in- 
creased, result  in  second-  and  third-degree 
heart  block,  thereby  slowing  the  ventricular 
rate. 2^  So,  in  supraventricular  tachycardia 
which  is  otherwise  unresponsive  to  therapy,  the 
ventricular  rate  can  be  reduced  by  actually  in- 
creasing the  atrial  rate  further  and  thereby  en- 
hancing block  at  the  AV  junctional  tissues.  The 
reduction  in  heart  rate  will  tend  to  improve  the 
patient’s  overall  hemodynamic  status.  An  ex- 
ample of  this  effect  is  seen  in  Fig  3a.  During 
rapid  atrial  stimulation,  the  patient’s  heart 
rate  slowed  to  105/min  and  returned  to  a rate 
of  150/min  when  this  was  discontinued. 

3.  Conversion  of  the  Arrhythmia  to  Sinus 
Rhythm:  In  Fig  3b  a patient  with  supraventricu- 
lar tachycardia  received  4.5  seconds  of  rapid 
atrial  stimulation  (between  the  two  arrows). 
This  resulted  in  conversion  to  normal  sinus 
rhythm  by  mechanisms  already  explained. 

As  with  any  method  of  conversion  to  sinus 
rhythm,  the  maintenance  of  this  rhythm  may 


depend  upon  antiarrhythmic  drugs,  the  under- 
lying state  of  the  myocardium,  left  atrial  pres- 
sure and  size,  and  any  systemic  disease.  How- 
ever, with  unstable  atrial  rhythms,  repeated 
atrial  stimulation  may  be  carried  out,  for  days 
to  weeks,  by  keeping  a catheter  temporarily  in 
the  heart  while  drug  therapy  is  adjusted  for 
long-term  arrhythmia  control. 

Clinical  Implications:  Although  most  supraven- 
tricular tachycardias  can  be  controlled  through 
the  use  of  drugs,  cardioversion,  and  other  an- 
cillary measures,  situations  occur  in  which 
these  methods  fail  or  may  be  considered  risky. 
Under  these  circumstances,  cardiac  pacing 
methods  may  prove  to  be  most  efficacious  both 
for  their  immediate  effects  and  also  for  long- 
term maintenance  in  a few  patients. 

In  addition,  cardiac  pacing  has  been  effec- 
tive in  arrhythmias  caused  by  digitalis  toxicity, 
when  direct-current  cardioversion  may  not  only 
be  ineffective  but  actually  dangerous. Rapid 
atrial  pacing  also  may  be  used  with  no  drug 
therapy  at  all,  although  some  antiarrhythmic 
drug  usually  is  given  to  prevent  reversion  to  the 
arrhythmia  after  conversion  has  been  accom- 
plished. 

Since  atrial  pacing  methods  may,  in  certain 
patients,  produce  the  same  end  result  (elimi- 
nation of  the  arrhythmia)  as  direct-current  car- 
dioversion, a comparison  of  these  two  technics 
is  warranted.  The  advantages  of  atrial  pacing 
methods  include: 

1.  No  general  anesthesia  is  required. 

2.  There  is  little  or  no  discomfort  to  the 
patient. 

3.  Postconversion  arrhythmias  are  absent. 

4.  Digitalis  need  not  be  withdrawn  prior  to 
pacing. 
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5.  Pacing  may  be  effected  simply  and  re- 
peatedly by  leaving  the  catheter  in  place.  This 
avoids  repeated  cardioversions  in  sick  patients 
and  provides  an  alternate  method  of  therapy  in 
patients  intolerant  to  drugs. 

6.  ECGs  may  be  recorded  from  the  pacing 
electrodes,  enhancing  diagnostic  ability. 

Certain  disadvantages  of  atrial  stimulation 
are: 

1.  This  technique  should  be  performed  only 
where  proper  cardiac  resuscitative  equipment 
is  available,  and  with  proper  grounding  of  all 
electrical  equipment. 

2.  Fluoroscopy  usually  is  necessary,  but  in 
certain  emergency  situations  an  electrode  cath- 
eter can  be  passed  blindly  to  the  right  atrium 
by  monitoring  the  electrode  position  through 
the  recording  of  intracavitary  ECGs. 

3.  Ventricular  irritability  may  be  precipitated 
by  displacement  of  the  electrode  from  atrium 
to  ventricle. 
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His  w’ifc  has  a lot  of  different 
menopausal  symptoms,  hut  only  a few 
really  irritate  lihii.  Her  hot  flashes,  her 
vertij^o,  her  palpitations — that’s  her 
problem.  What  really  bothers  him  is 
her  nervousness,  her  irritability  and 
her  excessive  anxiety,  often  expressed 
by  endless  “book-shuffling,  chain- 
smoking, reading-lamp”  insomnia! 

Menrium  takes  care  of  hot  flashes, 
vertigo,  palpitations  in  most 
menopausal  women.  Menrium 
provides  the  well-known  antianxiety 
action  of  chlordiazepoxide  (Librium®) 
anci  water-soluble  esterified  estrogens. 
It  therefore  relieves  more  symptoms 
than  either  component  separately. 

It  takes  care  of  tne  vasomotor 
symptoms  as  well  as  the  emotional 
symptoms.  This  means  the  symptoms 
that  bother  his  wife  most.  And  the 
symptoms  that  irritate  him  most. 

So,  to  help  them  both  get  through 
her  menopause,  remember  Menrium. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Management  of  manifestations  generally  associated 
with  the  menopausal  syndrome — anxiety  and  tension,  vasomotor 
complaints  and  hormonal  deficiency  states. 

Contraindications:  Women  with  cancer  of  breast  or  genitalia, 
except  inoperable  cases,  and  those  with  known  hypersensitivity  to 
chlordiarepoxide  and/or  esterified  estrogens. 

VVa  rnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  machinery,  driving).  Exclude  other 
possible  causes  of  menopausal  syndrome  manifestations,  such  as 
pregnancy.  Though  physical  and  psychological  dependence  have  rarely 
been  reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  similar  to  those  seen 
with  barbiturates  have  been  reported  following  discontinuance  of 
chlordiazepoxide  HCl.  Potential  benefits  of  use  in  ptegnancy,  lactation 
or  women  of  childbearing  age  should  be  weighed  against  possible 
hazards  to  mother  and  child.  Clinical  data  inadequate  on  safety 
in  ptegnancy. 

Precautions:  In  elderly  and  debilitated  patients,  limit  dosage  to 
smallest  effective  amount  of  chlordiazepoxide  (initially  10  mg  or  less 
per  day)  to  preclude  ataxia  or  oversedarion;  increase  gradually  as 
needed  and  tolerated.  Though  generally  not  recommended,  if  combina- 
tion therapy  with  other  psychotropics  seems  indicated,  carefully 
consider  individual  pharmacologic  effects — particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  patients  with  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  to  chlordiazepoxide  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in  psychiatric  patients. 
Employ  usual  precautions  in  the  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  suicidal  tendencies  may  he  present 
and  protective  measures  necessary.  Variable  effects  on  blood  coagula- 
tion very  rarely  reported  in  patients  receiving  Librium®  (chlordiaz- 
epoxide) and  oral  anticoagulants. 

Adverse  Reactions:  Untoward  effects  seen  with  either  compound 
alone  may  occur  with  Menrium.  With  chlordiazepoxide,  drowsiness, 
ataxia  and  confusion  reported  in  some  patients,  particularly  in  the 
elderly  and  debilitated;  while  usually  avoided  by  proper  dosage  adjust- 
ment, these  are  occasionally  observed  at  lower  dosage  ranges.  Also 
reported  have  been  a few  instances  of  syncope;  isolated  occurrences  of 
skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and  decreased 
libido,  and  occasional  reports  of  blood  dyscrasias,  including  agranu- 
locytosis, jaundice  and  hepatic  dysfunction.  Periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted  treatment.  Changes  in 
EEC  patterns  (low-voltage  fast  activity)  observed  during  and  after 
chlordiazepoxide  treatment. 

With  estrogens,  headache,  nausea  and  vomiting,  anorexia, 
gastrointestinal  discomfort,  dysuria  and  urinary  frequency,  jitteriness, 
breast  engorgement,  formation  of  breast  cysts,  skin  rashes  and  pruritus 
occasionally  seen.  Administration  may  also  be  associated  with 
uterine  bleeding  and/or  followed  by  withdrawal  bleeding. 

Usual  Dosage:  One  tablet  t.i.d.  for  21  days,  followed  by  one-week 
rest  periods. 
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Relation  of 

anatomic  abnormality 
of  mitral  annulus 

to  functional  mitral 
insufficiency  in  late  systole 

DENNIS  V.  COKKINOS,  MD;  OSCAR  ZAMALLOA.  MD;  ROBERT  D.  LEACHMAN.  MD 


THE  SYNDROME  OF  THE  LATE  systolic  mur- 
mur, midsystolic  nonejection  click  has  acquired 
significant  importance  in  recent  years.  Its  pecu- 
liar clinical  and  electrocardiographic  character- 
istics have  been  studied  quite  extensively.  Its 
natural  history  and  prognosis  are  being  con- 
stantly redefined.  In  many  cases  it  appears  to 
be  of  familial  nature. ^ 

Angiocardiographically,  it  has  been  demon- 
strated that  the  posterior  mitral  valve  leaflet 
bulges  with  variable  degree  into  the  left  atri- 
um.2 When  this  ballooning  apparently  exceeds 
a certain  degree,  mitral  regurgitation  occurs. 

A myxomatous  degenerative  process  of  the 
posterior  leaflet  has  been  proposed  as  the  un- 
derlying abnormality  of  this  syndrome. ^ The 
posterior  leaflet  is  described  as  becoming  re- 
dundant and  thinner  than  usual.  Microscopic- 
ally, myxomatous  degeneration  is  characterized 
by  mucopolysaccharide  deposition.  Metachro- 
matic  and  alcian  blue  stains  effect  a bluish 
staining.  The  “blue  valve  syndrome”  has  been 
used  by  some  authors  to  describe  this  finding.'* 

However,  at  pathologic  examination  the  an- 
terior leaflet  of  the  mitral  valve  has  been  found 
to  be  affected  as  well.®  Moreover,  the  tricuspid 
and  aortic  valves  have  been  described  as  pre- 
senting the  same  degenerative  process.®  Such 
has  also  been  our  experience. 

In  our  angiocardiographic  studies,  we  have 
been  impressed  by  one  feature:  In  the  postero- 
anterior  view,  the  mitral  annulus  appears  to  be 
dilated.®  Thus,  in  angiograms  of  persons  with 


no  hemodynamic  abnormalities,  the  ratio  of  the 
maximal  mitral  valve  ring  diameter  to  the  max- 
imal diameter  of  the  left  ventricle  in  diastole 
was  0:58.  In  patients  with  rheumatic  mitral  re- 
gurgitation this  ratio  was  0:76.  In  patients  with 
the  late  systolic  and  midsystolic,  nonejection 
click  syndrome,  this  ratio  was  1:14.® 

Another  expression  of  this  dilation  of  the 
mitral  annulus  can  be  gained  by  comparison 
of  its  maximal  diameter  to  that  of  the  aortic 
annulus.  In  Fig  1 it  can  be  seen  that  the  mitral 
annulus-aortic  annulus  ratio  is  significantly 
greater  in  the  aforementioned  syndrome,  with 
or  without  rupture  of  the  chordae  tendineae, 
than  in  patients  with  normal  dynamics  or  with 
rheumatic  mitral  regurgitation. 

Many  authors,  including  ourselves,  have  not- 
ed the  appearance  of  a dilated  mitral  annulus 
at  surgery  or  autopsy.  Moreover,  surgical  expe- 
rience strongly  suggests  that  the  mitral  annu- 
lus is  abnormal  in  this  syndrome.  Suture  dis- 
ruption is  quite  common,  characteristic  of  the 
lax  and  friable  tissue."^ 

It  is  known  that  the  annulus  is  an  inhomo- 
geneous entity.  Its  anteromedial  one-third  cor- 
responds to  the  cardiac  fibrous  trigones.  The 
posterior  two-thirds  are  not  well  defined  struc- 
tures anatomically.  Moreover,  the  anterior  mi- 
tral cusp  is  well  anchored  by  the  left  coronary 
and  noncoronary  aortic  leaflets.  No  supporting 
structures  are  available  to  the  posterior  leaflet.® 
Any  lesion  of  the  annular  tissue  and  subse- 
quent annulus  dilation  will  impose  abnormal 
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Competence  of  the  mitral  valve  is  achieved  by  integration  of 
normal  anatomy  of  the  mitral  annulus  and  normal  function  of  the 
leaflet-chordae  tendineae  complex.  Any  lesion  affecting 
the  integrity  of  these  structures  will  produce  mitral  regurgitation. 

Mitral  annulus  dilatation  is  a prime  etiology  of  mitral  regurgitation  in  late 
systole,  through  facilitation  of  leaflet  protrusion. 


tension  to  the  base  of  this  leaflet  and  to  the 
corresponding  tendineae. 

The  posterior  leaflet  is  smaller  than  the  an- 
terior. The  chordae  attached  to  it  are  thinner 
than  those  attached  to  the  anterior.®  Moreover, 
they  are  inserted  obliquely,  while  the  ones  to 
the  anterior  leaflet  are  inserted  at  right  an- 
gles.^® 

From  these  facts,  it  can  be  seen  that  the 
posterior  leaflet  will  be  affected  more  severely 
by  abnormalities  and  weakness  of  the  annulus. 
If  its  substance  and  that  of  the  chordae  are 
defective,  it  will  be  even  easier  to  disrupt  their 
normal  function.  Thus,  the  characteristic  bal- 
looning described  in  this  syndrome  is  the  end- 
result  of  a noxious  process  affecting  the  annu- 
lus primarily  and  the  leaflet-chordae  subse- 
quently. 

We  have  reproduced  the  picture  of  the  leaf- 
let ballooning  in  a pulse  duplicator.  We  tried 
to  create  a good  working  model  of  the  mitral 
valve.  This  valve  is  essentially  a sleeve-like 
structure,  shaped  like  a cone^®  and  forming  a 
continuous  veiF^  attached  circumferentially  to 
the  annulus.  This  configuration  enables  it  to 
open  fully  during  diastole,  permitting  flow  of 
blood  from  left  atrium  to  left  ventricle.  During 
systole,  the  chordae  tendineae  become  taut, 
preventing  eversion  of  the  leaflets. 

We  used  fascia  lata  to  produce  a similar 
sleeve-like  structure.  Two  artificial  chordae  were 
attached  to  its  distal  periphery.  This  valve 
model  would  open  fully  during  diastole,  permit- 


Cases  No. 

Age  (yr) 

Ratio, 

Mitral  Valve  Diameter: 
Aortic  Valve  Diameter 

Normal  10 

16-45 

1.3:1 

Rheumatic  mitral 
regurgitation  14 

12-51 

1.4:1 

"Click"  syndrome  without 
chordal  rupture  10 

9-35 

1.8:1 

"Click"  syndrome  with 
chordal  rupture  16 

35-61 

2.3:1 

7.  Mitral  vj  aortic  annulus  diameter. 
Measurement  of  maximal  diameter  of  mitral 
valve  and  aortic  valve  ring  in  left 
ventricular  angiograms  ( posteroanterior 
projection). 
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2.  Sleeve-like 
mitral  valve  model, 
fully  open 
during  diastole. 

Left:  Atrial 
chamber.  Right: 
Ventricular 
chamber. 


3.  The  valve 
closed  during 
systole.  Ideal 
chordal  length 
prevents  leaflet 
eversion.  No  re- 
gurgitations can  be 
seen  to  the 
atrial  chamber 
(left). 


ting  full  central  forward  flow  (Fig  2).  During 
systole,  the  chordae  were  tautened  to  various 
degrees.  At  an  optimal  degree  of  tautening,  the 
valve  was  completely  competent  and  no  regur- 
gitation was  observed  (Fig  3).  If  the  chordae 
were  held  more  loosely  in  systole,  mild  eversion 
of  the  sleeve-like  valve^  was  produced,  together 
with  moderate  regurgitation  (Fig  4).  If  the  chor- 
dae were  allowed  to  become  even  looser  and 
greater  prolapse  of  the  leaflets  occurred,  the 
regurgitation  was  significant  (Fig  5).  When  this 
sleeve  valve  was  attached  to  a larger  annulus, 
it  was  impossible  to  prevent  regurgitation  and 
prolapse  of  the  leaflets  occurred  readily  (Fig  6). 

We  thus  think  that  the  integrity  of  the  annu- 
lus as  well  as  of  the  leaflet-chordae  complex  is 
necessary  for  the  normal  function  of  the  mitral 
valve.  Any  lesion  of  these  structures  will  pro- 
duce incompetence  of  this  valve. 
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4.  The  leaflets 
are  allowed  to 
evert  slightly 
towards  the  atrial 
chamber  during 
systole.  Mild  re- 
gurgitation 
can  be  seen. 


5.  Protrusion  of 
the  leaflets 
towards  the  atrial 
chamber  (left). 
Severe  re- 
gurgitation results. 


ABC 


6.  Relationship 
of  mitral  valve 
annulus  diameter 
to  leaflet  approxi- 
mation. (a) 
Normal-size 
annulus;  good 
leaflet  apposition, 
(b)  Large  annulus: 
the  leaflets  do  not 
approximate 
well.  Incomplete 
support,  (c) 
Extra-large 
annulus.  The 
leaflets  are  com- 
pletely unsupport- 
ed, being  allowed 
to  prolapse. 
Chordae  ten- 
dineae  elongate. 
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The  major  problems  of 

peripheral  vascular  disease  usually 

can  be  relieved  or  even  avoided,  providing  that 

the  condition  is  recognized  early 

and  treated  properly. 

IN  ALL  COUNTRIES  of  the  Western  World,  dis- 
eases of  blood  vessels  now  constitute  perhaps 
the  most  important  ailments  of  man.  Vascular 
disease  must  now  be  considered  a problem  of 
significant  magnitude  since  it  accounts  for 
more  deaths  than  all  other  diseases  combined. 
In  terms  of  death,  morbidity,  disability,  and 
economic  impact  there  are  few,  if  any,  health 
problems  that  deserve  higher  priority  for  our 
interest. 

Atherosclerosis  is  a generalized  disease  and 
multiple  vascular  lesions  frequently  are  pres- 
ent. It  most  often  produces  symptoms  due  to 
aneurysmal  dilatation  or  occlusion  of  localized 
segments  of  the  arterial  tree.  The  majority  of 
patients  who  require  surgery  for  diseases  of  the 
major  vessels  are  in  the  geriatric  age  group,  in 
which  other  diseases  also  commonly  occur.  For 
this  reason,  many  patients  are  not  seen  at  a 
time  when  optimal  results  can  be  obtained. 
This  article  relates  some  of  the  major  problems 
of  peripheral  arteriosclerosis  that  are  most 
commonly  seen  in  practice.  They  are  also  ones 
that,  if  recognized  and  treated  properly,  can  be 
controlled  in  the  greatest  number  of  patients. 
Atherosclerotic  Occlusive  Disease  of  the  Lower 
Extremities:  Atherosclerotic  occlusive  disease 
of  the  lower  extremities  is  a major  problem  and 
often  quite  complicated.  In  the  geriatric  age 
group  there  is  invariably  some  evidence  of  the 
process.  Up  to  a point,  this  occlusive  process 
is  not  nearly  as  treacherous  as  aneurysmal 
disease. 


When  a patient  becomes  symptomatic  his 
condition  should  be  classified  in  one  of  several 
clinical  categories  (Fig  1).  The  first  group  in- 
cludes patients  with  intermittent  claudication 
as  the  presenting  symptom.  The  severity  of 
claudication  may  vary  from  mild  discomfort 
when  walking  several  blocks  to  severe  incapaci- 
tation just  walking  from  room  to  room.  The  pa- 
tient’s general  health  is  an  important  consider- 
ation. If  he  has  significant  limitations  from  oth- 
er disease  processes  or  a short  life  expectancy, 
then  the  claudication  is  of  little  consequence. 
On  the  other  hand,  if  the  patient  is  otherwise 
active  and  the  claudication  interferes  with  his 
employment  or  usual  daily  activities  then  it  is 
certainly  worthy  of  further  investigation. 

If  a patient  has  severe  claudication  or  rest 
pain,  or  both,  this  implies  that  the  circulation 
is  so  marginal  that  medical  or  conservative 
management  will  rarely  reverse  the  process. 
Thus  the  decision  to  investigate  more  thorough- 
ly is  made  easily.  Hopefully  the  patient  can  be 
treated  and  the  problem  corrected  before  it 
progresses  to  the  third  category. 

Patients  in  the  third  category  may  have  un- 
salvageable  extremities  because  once  gangrene 
ensues,  they  usually  are  certain  to  lose  a por- 
tion of  the  extremity  and  a less  than  optimal 
result  can  be  obtained. 

Once  the  decision  has  been  made  to  under- 
take corrective  surgery,  arteriography  usually  is 
required  to  determine  exactly  what  modality  of 
treatment  is  indicated.  The  arteriographic  clas- 
sification of  occlusive  disease  of  the  lower  ex- 
tremity is  extremely  important  (Fig  2).  The 
categories  are  distinct  with  respect  to  sympto- 
matology, operability,  and  prognosis. 

The  occlusion  or  stenosis  may  be  primarily 
limited  to  the  terminal  aorta  or  common  iliac 
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in  the 

geriatric 
age  group 

arteries,  or  both.  This  type  of  lesion  is  most 
often  seen  in  younger  patients.  It  has  the  most 
favorable  prognosis  and  almost  invariably  can 
be  cured  completely.  Femoral  artery  obstruction 
tends  to  appear  at  a later  age.  This  is  further 
subdivided  into  cases  in  which  there  is  a patent 
popliteal  artery  (good  run-off)  and  those  in 
which  there  is  an  occluded  popliteal  artery. 

Multiple  stenotic  or  occluded  segments  in- 
volving both  femoral  and  aortoiliac  segments 
are  common  in  the  geriatric  population.  This  is 
the  most  challenging  category.  With  combined 
disease  the  initial  treatment  is  directed  toward 
relieving  the  proximal  occlusion,  either  by  end- 
arterectomy or  bypass  graft.  Lumbar  sympath- 
ectomy usually  is  required.  These  procedures 
alone  may  increase  the  blood  flow  to  the  ex- 
tremity to  a satisfactory  degree. 

Once  the  extent  of  the  occlusive  process  has 
been  determined  by  arteriography  the  proper 
mode  of  therapy  can  be  selected.  The  methods 
of  therapy  available  include  resection  and  in- 
sertion of  a graft,  endarterectomy,  bypass 
graft,  sympathectomy,  and  various  combina- 
tions of  these.  It  is  hoped  that  a method  other 
than  amputation  can  be  employed. 

Patients  with  localized  disease  of  the  termin- 
al aorta  and  iliac  arteries  are  best  managed  by 
limited  endarterectomy.  Patients  with  extensive 
occlusion  may  require  an  aorto-femoral  bypass 
graft.  In  patients  with  isolated  femoral  artery 
disease  with  a patent  distal  popliteal  artery,  a 
saphenous  vein  bypass  graft  is  the  treatment 
of  choice.  In  patients  with  significant  plaque 
formation  in  the  popliteal  artery  (questionable 
run-off),  a combination  of  saphenous  vein  by- 
pass graft  and  sympathectomy  usually  is  rec- 
ommended. 

Thus,  occlusive  disease  of  the  lower  extrem- 
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Intermittent  claudication 

Severe  claudication  or  rest  pain,  or  both 

Rest  pain  with  pregangrenous  areas  or  frank  areas  of  gangrene 


1.  Clinical  classification  of  vascular  insufficiency 
of  the  lower  extremity. 


Occlusion  or  stenosis  of  the  terminal  aorta  or  the  common  iliac  ar- 
teries, or  both 
Femoral  artery  obstruction: 

Open  popliteal  artery 

Occluded  popliteal  artery  (poor  run-off) 

Multiple  stenotic  or  occluded  segments  involving  both  femoral  and 
aortoiliac  segments 


2.  Arteriographic  classification  of  vascular 
insufficiency  of  the  lower  extremity. 
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ity  may  be  quite  varied  with  regard  to  its  loca- 
tion and  severity.  Several  methods  of  surgical 
correction  are  available  and  can  spare  many 
patients  severe  incapacitation,  intractable  pain, 
or  amputation  when  employed  at  the  appro- 
priate time  in  the  progression  of  the  disease. 
Aneurysm  Formation:  The  second  major  com- 
plication of  peripheral  arteriosclerosis  is  aneu- 
rysm formation.  The  abdominal  aneurysm  used 
to  be  regarded  as  an  incidental  finding  indica- 
tive of  the  aging  process  and  of  indefinite  but 
poor  prognostic  import.  Considerations  of  ther- 
apy were  often  dismissed  because  of  the  high 
mortality  and  morbidity.  With  present  manage- 
ment the  surgical  mortality  has  been  reduced 
to  an  acceptable  level. 

A major  impetus  to  the  use  of  surgery  in  the 
management  of  aneurysms  of  the  abdominal 
aorta  has  been  supplied  by  several  reports 
dealing  with  the  natural  history  of  untreated 
aneurysms.  Estes^^  reported  more  than  100  un- 
treated aneurysms  of  the  abdominal  aorta.  He 
found  that  only  58%  of  the  patients  survived 
two  years  and  only  19%  survived  five  years; 
71%  died  of  a ruptured  aneurysm.  Wright^  re- 
ported a series  of  untreated  abdominal  aneu- 
rysms, and  less  than  5%  of  these  patients  sur- 
vived five  years.  Crane^  correlated  the  size  of 
the  aneurysm  to  the  incidence  of  rupture.  If 
the  aneurysm  was  7 cm  in  diameter  or  greater, 
82%  of  the  patients  died  of  a ruptured  aneu- 
rysm. 

The  life  expectancy,  even  in  patients  with- 
out symptoms,  is  severely  limited  if  the  aneu- 
rysm is  untreated.  Excision  and  graft  replace- 
ment in  the  treatment  of  this  disease  has  re- 
sulted in  significant  improvement  in  both  imme- 
diate and  long-term  survival. ^ Surgery  has  now 
evolved  as  the  method  of  choice  and  should 


be  considered  in  practically  every  case. 

The  symptoms  of  an  abdominal  aneurysm 
may  be  subtle.  The  condition  may  be  asympto- 
matic, being  evident  only  as  a pulsatile  abdom- 
inal mass  found  on  routine  physical  examina- 
tion. Pain  is  a fairly  common  symptom  and, 
since  it  represents  pathologic  changes  in  the 
aneurysmal  wall  which  leads  to  rupture,  it  is 
considered  an  ominous  manifestation. 

The  most  helpful  laboratory  examination  is 
the  taking  of  x-rays  of  the  abdomen  in  the 
anterior-posterior  and  lateral  projections.  Such 
studies  frequently  reveal  a ring  of  calcification 
outlining  the  aneurysmally  dilated  aorta.  Arteri- 
ograms are  not  performed  routinely  for  aneu- 
rysmal disease  unless  renal  artery  involvement 
or  significant  associated  distal  occlusive  dis- 
ease is  suspected. 

Aneurysm  of  the  abdominal  aorta  is  one  of 
the  most  serious  of  all  diseases,  in  most  cases 
producing  death  from  rupture  and  hemorrhage 
within  a few  years  after  diagnosis  if  left  un- 
treated. Once  an  abdominal  aneurysm  is  al- 
lowed to  progress  to  the  point  of  rupture,  the 
operative  mortality  is  five  to  seven  times  great- 
er than  that  for  elective  resection.  The  opera- 
tive mortality  in  ruptured  aneurysms  ranges 
from  33%sto75%.6 

The  popliteal  artery  aneurysms  also  are  haz- 
ardous, but  they  have  not  been  emphasized 
to  the  same  extent  as  abdominal  aneurysms. 
They  are  the  most  common  peripheral  aneu- 
rysms. The  small  asymptomatic  popliteal  aneu- 
rysm is  commonly  missed  because  many  phy- 
sicians fail  to  examine  the  popliteal  space  dur- 
ing routine  physical  examinations.  Unfortunate- 
ly, popliteal  aneurysms  usually  are  recognized 
only  after  the  appearance  of  significant  compli- 
cations which  often  present  as  serious  threats 
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to  the  survival  of  the  limb  or  the  patient.  The 
amputation  rate  is  five  times  greater  in  untreat- 
ed patients  than  in  those  who  have  surgical 
management.  The  morbidity  is  12  times  greater 
in  untreated  cases  of  popliteal  aneurysm.  In 
Linton’s  series  the  amputation  rate  was  77% 
with  a 26.6%  mortality." 

Popliteal  aneurysms  also  rupture,  but  more 
commonly  they  present  as  acute  thrombosis 
with  distal  clotting  and  vascular  insufficiency 
of  the  extremity.  A popliteal  aneurysm  may  be 
confused  with  a Baker’s  cyst  or  an  abscess. 
Roentgenograms  often  will  show  calcification  in 
the  wall  of  an  aneurysm  and  aid  in  the  differ- 
ential diagnosis.  The  second  most  common 
complication  is  that  of  peripheral  emboli  which 
may  occur  as  multiple  showers  of  microemboli. 
Onset  of  either  complication  may  jeopardize  the 
extremity  rapidly. 

Popliteal  aneurysms  may  present  as  pressure 
phenomena  with  pain  or  paralysis  secondary  to 
impingement  on  adjacent  nerves.  Compression 
of  the  popliteal  vein  may  cause  thrombophle- 
bitis and  pulmonary  emboli.  In  more  than  50% 
of  the  cases  the  popliteal  aneurysms  are  bilat- 
eral. The  size  of  the  aneurysm,  except  when 
the  lesion  is  very  small  with  no  intraluminal 
clot,  probably  is  of  little  prognostic  value.  The 
ideal  treatment  of  popliteal  aneurysms  is  resec- 
tion of  the  diseased  segment  and  restoration 
of  blood  flow  using  a saphenous  vein  graft. 
Lumbar  sympathectomy  is  often  employed  as 
an  adjunct  to  excision  and  grafting. 

Aneurysm  formation  in  the  elderly  patient, 
regardless  of  its  location,  represents  a definite 
threat  to  the  patient’s  life  and  limb.  Except 
under  unusual  circumstances,  the  risk  of  surgi- 
cal correction  is  far  less  than  that  of  the  natur- 
al course  of  the  untreated  disease. 


Cerebrovascular  Insufficiency:  Cerebrovascular 
insufficiency  is  the  third  most  common  cause  of 
death  in  the  United  States.  It  is  now  well  estab- 
lished that  in  at  least  30-40%  of  such  patients 
the  arteriosclerotic  occlusive  lesions  are  in  the 
extracranial  vasculature.  Carotid  endarterecto- 
my has  become  increasingly  important  in  the 
definitive  management  of  such  patients. 

For  surgical  consideration  we  classify  pa- 
tients into  four  groups: 

Frank  Stroke:  This  group  includes  all  pa- 
tients with  a neurologic  deficit  at  the  time 
of  operation  whether  improving,  progressively 
worsening,  or  stable.  The  clinical  status  of 
patients  in  this  category  may  vary  widely  and 
range  from  mild  residual  deficits  to  profound 
strokes. 

Transient  Cerebral  Ischemia:  This  group  in- 
cludes patients  with  focal  attacks  of  neurologic 
dysfunction  and  transient  symptoms  of  general- 
ized cerebral  ischemia  lasting  minutes  or  hours 
without  residual  neurologic  deficit.  Features  of 
generalized  ischemia  include  dizziness,  black- 
out spells,  headache,  and  other  nonlocalizing 
symptoms. 

Chronic  Cerebral  Ischemia:  Patients  in  this 
category  have  loss  of  memory,  impaired  men- 
tation, or  overt  motor  or  mental  deterioration. 

Asymptomatic  Bruit:  In  this  group  are  pa- 
tients without  neurologic  symptoms  who  have 
carotid  bruits  during  routine  auscultation  of  the 
neck  and  who,  upon  subsequent  arteriography, 
show  significant  occlusive  carotid  plaques. 
These  cases  may  be  treated  prophylactically. 
The  natural  history  of  the  untreated  asympto- 
matic bruit  is  to  be  the  subject  of  a subsequent 
report. 

The  classification  is  extremely  important  with 
regard  to  what  can  be  expected  if  such  patients 
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Visual  (blindness,  blurred  vision,  diplopia) 

Dysphasia  or  aphasia 

Occasional  Jacksonian  seizures 

Motor  (weakness,  "tiredness,"  paralysis) 

Sensory  (numbness,  tingling,  hemihypalgesia) 

Lightheadedness  or  syncope 

Headaches 

Mental  confusion  or  deterioration 


3.  Symptoms  of  stenosis  or  occlusion  of  the 
internal  carotid  artery. 


Typically  bilateral  symptoms 

Cerebellar  symptoms  of  ataxia  and  vertigo 

Tinnitis  with  hearing  loss 

Dysphagia,  dysphonia,  vomiting 

Motor  and  sensory  deficits 

Headaches 

Syncope 

Diplopia,  bilateral  visual  field  defects 


4.  Symptoms  of  vertebral  artery  insufficiency  (basilar 
artery  syndrome). 


Carotid  bruits  appear  when  the  degree  of  occlusion  is  50%  or 
greater 

Carotid  bruits  disappear  when  stenosis  is  85%  or  greater  (or  less 
than  1.5-1. 0 mm  in  diameter) 

The  presence  of  a carotid  bruit  is  indicative  of  a significant  carotid 
stenosis  in  more  than  90%  of  the  cases 

Absence  of  a bruit  does  not  rule  out  a significant  carotid  lesion 


5.  Significance  of  a cervical  bruit. 


are  treated  surgically.®  Patients  with  frank 
strokes  rarely  will  obtain  optimal  benefit  from 
surgical  intervention  and  they  will  often  be 
made  worse  if  one  attempts  emergency  surgery. 

The  key  to  salvage  of  the  greatest  number 
of  patients  is  to  seek  them  out  and  treat  them 
properly  before  a frank  stroke  occurs.  Patients 
with  transient  cerebral  ischemia  usually  can  be 
completely  cured  of  symptoms  and  prevented 
from  progressing  to  a frank  stroke  if  treated  by 
carotid  endarterectomy.  More  than  60%  of  the 
patients  who  suffer  from  an  acute  stroke  due 
to  carotid  disease  have  had  prior  symptoms  of 
transient  cerebral  ischemia,  and  the  majority 
have  consulted  a physician  for  these  symptoms. 
Until  recently,  many  times  the  significance  of 
these  symptoms  has  been  overlooked. 

The  signs  and  symptoms  of  cerebrovascular 
insufficiency  will  vary  considerably  with  the 
clinical  classification  and  are  listed  in  Fig  3. 
Closely  related  to  carotid  cerebrovascular  insuf- 
ficiency is  vertebral  artery  insufficiency,  and 
this  may  be  the  presenting  symptomatology 
(Fig  4).  There  is  considerable  overlapping  of 
symptoms,  and  most  often  patients  with  basi- 
lar artery  syndromes  have  associated  carotid 
artery  disease.  Surgical  correction  of  the  caro- 
tid disease  usually  will  produce  sufficient  total 
cerebral  blood  flow  to  obviate  basilar  artery 
symptoms. 

Auscultation  of  the  cervical  region  for  a caro- 
tid bruit  is  the  best  screening  test  for  the  pres- 
ence and  localization  of  extracranial  arterio- 
sclerotic occlusive  lesions.  Unfortunately  there 
are  also  false-negative  and  false-positive  find- 
ings, but  we  believe  it  is  still  very  important 
and  the  most  reliable  of  physical  findings  avail- 
able to  the  clinician. 

To  evaluate  the  significance  of  cervical  bruits 
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we  reviewed  100  consecutive  patients  who  un- 
derwent operation.  These  100  patients  had  151 
significant  cervical  lesions  demonstrated  by 
arteriography.  In  this  group  112  bruits  were 
audible  at  the  carotid  bifurcation.  Of  the  112 
bruits,  101  corresponded  with  stenotic  lesions 
of  the  internal  carotid  artery  demonstrated  by 
roentgenograms.  Ten  bruits  originated  from 
stenosis  of  the  external  carotid  artery.  One  was 
transmitted  from  subclavian  artery  stenosis. 

There  were  39  lesions,  seen  on  arteriograms, 
over  which  no  bruit  was  heard;  22  of  these 
were  totally  occluding  plaques.  Of  the  remain- 
ing 17  lesions,  13  resulted  in  less  than  50% 
reduction  of  the  internal  carotid  diameter,  while 
four  arteries  were  stenosed  so  tightly  that  the 
lumens  were  less  than  1.5  mm  in  diameter.  The 
significance  of  a cervical  bruit  in  this  study  is 
summarized  in  Fig  5.  Although  the  presence 
of  a bruit  is  by  far  the  most  important  clinical 
finding,  it  does  not  always  have  to  be  present, 
and  if  one  insists  on  hearing  a bruit  significant 
lesions  will  be  missed. 

In  the  final  analysis,  arteriography  is  neces- 
sary to  establish  the  presence  of  a lesion  and 
its  significance.  Once  the  carotid  lesion  is  found 
to  be  significant  and  the  decision  to  operate 
has  been  made,  the  management  and  tech- 
niques of  surgery  may  vary  considerably.  Al- 
though several  methods  to  protect  the  brain 
during  surgery  have  been  advocated,  such  as 
hypothermia  and  hypercardia,  we  believe  the 
simplest  and  most  practical  way  to  achieve  this 
protection  is  a temporary  inlying  plastic  cathe- 
ter or  bypass  shunt. 

The  problem  of  cerebrovascular  insufficiency 
is  an  interesting  one  and  much  can  be  done 
toward  its  prevention  and  treatment.  Perhaps 
one  of  the  greatest  services  that  can  be  per- 


formed for  patients  in  the  geriatric  age  group 
is  to  prevent  the  occurrence  of  a frank  stroke. 
This,  in  part,  can  be  accomplished  by  obtaining 
a careful  history  and  examining  for  the  pres- 
ence of  a carotid  bruit.  A bruit  represents  a 
significant  finding  more  than  90%  of  the  time. 

Physicians  can  achieve  significant  salvage  of 
patients  with  carotid  occlusive  disease  by  be- 
ing aware  of  its  common  presence,  diagnosing 
it  early  during  the  transient  or  prodromal  peri- 
od, and  treating  it  in  the  best  way  available 
which  is  presently  by  surgical  management.  By 
this  approach  a tremendous  amount  of  mor- 
bidity can  be  obviated,  and  many  patients  can 
be  saved  from  spending  their  last  months  or 
years  with  some  degree  of  incapacitation  or 
merely  existing  or  vegetating  in,  all  too  often, 
some  neglected  atmosphere. 
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Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
irtipotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salutensin' 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 
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The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for; 
Easy-to-live-wkh  contrel.Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage. Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-Iive  with  eost  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Salutensin' 

hydniflnmethiazide,  50  mg./ reserpine, 
0.125-«g.  protoTeratrine  A,  0.2  mg. 


Volvulus 

of  the 
cecum 

MELVYN  H.  SCHREIBER,  MD 


First  Described: 

...  by  Rokitansky  in  1837;  more  than  500 
cases  reported  to  date 
Incidence: 

1-2%  of  all  intestinal  obstructions 
10%  of  all  colon  obstructions 
About  one-third  of  all  cases  of  colon  volvulus 
Underlying  Defect: 

Mobile  cecum,  with  a fixed  point  around 
which  rotation  can  occur 
Nature  of  the  Abnormality: 

Right  colon  obstruction  due  to  twisted 
ascending  colon 

Small  bowel  obstruction  commonly  is  asso- 
ciated 

Dilated  cecum  usually  is  ectopic 
Predisposing  Conditions: 

1.  Previous  abdominal  surgery 

2.  Chronic  distention  of  colon  (consider 
incompletely  obstructing  organic  lesion  in 
left  colon  as  possible  cause) 

3.  High  roughage  diet 

4.  Pressure  of  enlarged  uterus  in  pregnancy. 
Precipitating  Factors: 

1.  Overeating 

2.  Violent  physical  activity 

3.  Parturition 

4.  Constipation 

5.  Trauma 


6.  Excessive  peristalsis  due  to  diarrhea 
or  purgation 

7.  Colonic  atony  (postoperative,  peritonitis, 
pancreatitis,  cholecystitis,  etc) 

Symptoms: 

1.  Cramping  abdominal  pain 

2.  Obstipation 

3.  Nausea  and  vomiting 

(All  may  be  intermittent  if  condition  is 
intermittent,  chronic  and  recurrent) 

Signs: 

1.  Abdominal  distention 

2.  Tender,  tympanitic  mass,  often  in  left 
upper  quadrant 

3.  Shock  and  fever,  if  vascular  compromise 
Roentgenographic  Features: 

Conventional  films  (recumbent  and  erect 
films  of  abdomen  usually  suffice): 

1.  Great  distention  of  ectopically  located 
cecum 

2.  Distended  loops  of  small  bowel,  com- 
monly to  right  of  cecum 

3.  Occasional  visualization  of  ileocecal 
valve  to  right  of  cecum 

4.  Single  fluid  level  in  cecum  on  erect  film 
Barium  Enema  (seldom  required;  contrain- 
dicated in  critically  ill  patient  when  physical 
findings  suggest  gangrene  or  perforation): 
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1 . The  classical  radiologic  finding  in  cecal 
volvulus  is  displayed  here:  a tremendously  distended 
viscus  in  the  left  upper  abdominal  quadrant. 


2.  The  cecum  and  ascending  colon  are  enormously 
dilated  (located  in  the  epigastrium  and  left 
flank).  The  ileocecal  valve  is  seen  (arrows),  and 
dilated  loops  of  small  intestine  lie  in  an 
orderly  arrangement  in  the  right  lower  quadrant. 


3.  Barium  enema  is  rarely  required  for  the 
diagnosis  and  occasionally  may  be  confusing.  This 
erect  post-evacuation  film  shows  a large 
single  fluid  level.  The  twist  occurred  at  the  asterisk. 


4.  Chronic  recurrent  abdominal  pain  and 
distension  may  be  due  to  repeated  episodes  of 
cecal  volvulus  which  remit  spontaneously. 

Barium  enema  in  such  a patient  may  show  a 
redundant  cecum  and  ascending  colon  on  a loose 
mesentery  (arrows),  and  elective  fixation  or 
resection  during  a remi.ssion  may  prevent  recurrences. 
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1.  Obstruction  to  retrograde  flow  of 
barium  in  ascending  colon 

2.  Spiral  folds  sometimes  seen  at  point 
of  twist 

Treatment: 

1.  If  no  vascular  impairment; 

a.  Detorsion 

b.  Decompression 

c.  Fixation 

2.  If  vascular  impairment: 

Resection,  usually  right  hemicolectomy 

3.  During  (if  possible)  and  after  operation: 

Look  for  organic  lesion  in  left  colon 
(sigmoidoscopy,  barium  enema) 

Mortality: 

10-70% 

Importance: 

The  high  mortality  rates  in  this  curable 
disease  result  from: 

1.  Delay  in  diagnosis 

2.  Ill-advised  attempts  at  conservative 
therapy,  and 

3.  Inadequate  surgical  therapy,  all  of 
which  can  be  improved. 
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Dode  Mae  Hanke.  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen.  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King.  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Kathleen  Wood,  M.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  B.B.A. 


381-7181 


LAWN 

PSYCHIATRIC  HOSPITAL 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


KELSEY-SEYBOLD  CLINIC 

6624  FANNIN  STREET  HOUSTON,  TEXAS  77025 

AC  (713)  526-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D., 
F.A.C.P. 

Joy  Mackay  M.D. 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 


Heart  Disease  and  Cardiac 
Catheterization 
Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia  M.D., 
F.A.C.P. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

♦Military  Service 


General  Medicine  and  Oncology 
Carlos  F.  Taboada,  M.D. 
Nephrology 

Francis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 

Jerome  B.  Bart,  M.D. 
Infectious  Diseases 
Stuart  Riggs  M.D., 

F.A.C.P. 

Occupational  Health  Services 
Paul  E.  Wright  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
F.A.C.Pr.M. 

Richard  M.  Fenno  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  J.  Karstens,  M.D.. 
F.A.C.Pr.M. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D. 
OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody.  M.D., 
F.A.C.O.G.,  F.A.C.S. 
William  A.  Johnson,  III, 
M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
♦Ricardo  Daichman,  M.D. 
William  H.  Boylston,  M.D. 
Manuel  C.  Ramirez,  M.D. 


PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson.  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D. 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberrv,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  Ph.D., 
M.D.,  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 


PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 
Carolyn  C.  Garcia,  M.S. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Psychiatry 

Albert  Owers,  M.D. 
Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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HAVE 

ADEQUATE 

PROTECTION'? 


TEXAS  PHYSICIANS  NEED  NOT  WORRY  ABOUT  INSUR- 
ANCE PROTECTION  WHEN  THEY  PARTICIPATE  IN  THE 
TEXAS  MEDICAL  ASSOCIATION’S  GROUP  PLAN 

WITH  ITS 

1.  BROAD,  COMPREHENSIVE  COVERAGE  ON  LIFE, 
DISABILITY,  OFFICE  OVERHEAD,  PERSONAL  AC- 
CIDENT AND  MAJOR  MEDICAL. 

2.  HIGH  AMOUNTS  OF  COVERAGE 

3.  EXCEPTIONAL  SERVICE  AND  TIGHT  CONTROL  OF 

THE  PROGRAM  BY  YOUR  OWN  STATE  ASSOCIA- 
TION.   


For  Details  And  Enrollment  Material,  Contact 

TEXAS  MEDICAL  ASSOCIATION 

INSURANCE  SERVICE  OFFICE 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 


Underwritten  By 


Pmdeiriial 
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Guest  speakers  peer 
into  the  ^^crystal  ball” 

"Future"  could  well  be  the  key  word  of 
the  Texas  Medical  Association’s  Janu- 
ary Conference  on  Legislation. 

Five  speakers  and  the  participants 
of  the  two  panels  of  the  session  delved 
into  problems  that  will  face  physicians 
and  legislators. 

Leading  off  the  conference  program 
was  Dr.  Walter  Walthall,  President  of 
the  Association,  with  his  talk,  “1971 — 
New  Vistas  and  Challenges  for  Texas 
Medicine.” 

Other  speakers  were  Walter  H.  John- 
son, Jr.,  of  New  York  City,  chairman 
of  the  board  of  Myers-Infoplan  Inter- 
national, Inc.;  Dr.  Ernest  B.  Howard  of 
Chicago,  executive  vice-president  of 
the  American  Medical  Association;  and 
Dr.  Malcolm  C.  Todd  of  Long  Beach, 
Calif.,  a member  of  the  AMA’s  Council 
on  Health  Manpower. 

Mr.  Johnson,  speaking  on  the  chal- 
lenge for  businessmen  and  profession- 
als to  understand  and  manage  change 
in  the  future,  said  that  World  War  II 
was  the  trigger  mechanism  of  many  of 
the  changes  that  have  come  to  the 
world.  He  planned  his  speech  around 
11  words  that  he  felt  represent  the 
things  that  are  going  to  exert  the 
greatest  influence  on  society  in  the 
next  10  years:  government,  popula- 
tion, youth,  humanism,  education,  in- 
novation, information,  communication, 
competition,  environment,  and  social 
progress.  Through  his  analysis  of  these 
concepts,  Mr.  Johnson  emphasized  that 
physicians,  businessmen,  and  other 
professionals  must  be  “leaders  of  the 
revolution  and  not  the  resisters  of  it.” 

In  conclusion,  he  stated,  “So,  in 
this  world  of  change,  in  this  anatomy 
of  tomorrow,  we  can’t  return  to  the 
habits  and  customs  of  yesterday,  but 
we  can  anticipate,  we  can  mold,  and 
we  can  use  the  things  that  are  build- 
ing change,  to  build  change  in  the  di- 
rection in  which  our  experience,  our 
judgement,  and  our  influence  can  play 
a role.” 

Dr.  Howard  also  looked  into  the 
future,  but  with  special  emphasis  on 
the  role  of  medicine  and  government. 


Above  left:  Dr.  Ernest  B.  Howard 
of  Chicago,  executive  vice- 
president  of  the  AMA, 
delineated  the  current  proposals 
and  prospects  for  national 
health  insurance. 

Above  right:  Issues  facing 
the  62nd  Texas  Legislature 
were  the  topic  of  Texas  House  of 
Representatives  Speaker 
Gus  Mutscher. 


Lower:  Two  Californians — guest 
speaker  Dr.  Malcolm  C.  Todd  of 
Long  Beach  (left),  member  of  the 
AMA  Council  on  Health 
Manpower,  and  panel  member  Dr. 
Samuel  R.  Sherman  of 
San  Francisco  (right),  member  of  the 
AMA  Council  on  Legislation — 
exchange  views  during  program 
break. 
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. . in  this  world  of  change, 
in  this  anatomy  of  tomorrow, 
we  can’t  return  to  the 
habits  and  customs  of  yesterday  . . 


TMA  President  Dr. 
Walter  Walthall  of  San 
Antonio  (left)  greets 
guest  speaker  Walter  C. 
Johnson,  Jr.,  of 
New  York  City  (right), 
chairman  of  the  board 
of  Myers-Infoplan 
International,  Inc. 


AMA  Council  on 
Legislation  members 
presented  a panel  en- 
titled “What’s 
Happening  in 
Congress?  Medical  and 
Health  Bills  Passed  in 
1970;  Proposals 
for  the  92nd  Congress.” 
Panel  members  (left 
to  right)  included 
Dr.  Edgar  T.  Bedding- 
field,  Jr.,  of  Wilson, 
N.C.,  Dr.  James  M. 
Blake  of  Schenectady, 
N.Y.,  Dr.  William  O. 
LaMotte,  Jr.,  of 
Wilmington,  Del.  (panel 
moderator),  and  Dr. 
Arthur  A.  Lamport  of 
Rapid  City,  S.D.  (at 
podium). 


Speaking  on  "National  Health  Insur- 
ance, 1971-1972,”  he  summarized  the 
various  proposals  now  before  Congress 
for  national  health  insurance  and 
spoke  on  the  methods  of  delivery  of 
health  care  that  would  be  feasible 
under  such  a program. 

Projecting  the  manpower  needs  and 
developments  in  the  field  of  medicine. 
Dr.  Todd  told  conference  participants 
that  in  the  face  of  increasing  de- 
mand for  better  health  care,  "we  must 
attempt  to  train  and  develop  better 
allied  health  workers  to  perform  lesser 
important  duties  and  tasks  which  the 
physician  may  delegate.” 

In  regard  to  physician  manpower. 
Dr.  Todd  noted  that  the  increase  in 
medical  school  enrollment  and  the 
shortening  of  the  curriculum  would 
help  to  provide  more  physicians,  but 
would  not  solve  the  problem  of  mal- 
distribution. He  also  pointed  out  that 
young  men  are  often  deterred  from 
entering  the  medical  profession  be- 
cause of  such  drawbacks  as  the  long 
and  expensive  process  of  obtaining  a 
medical  education,  federal  control  and 
regulation  of  practice,  and  the  huge 
premiums  on  professional  liability. 

Dr.  Todd  discussed  extensively  the 
role  and  status  of  the  physician’s  as- 
sistant. He  closed  his  address  with 
remarks  on  the  inevitability  of  some 
form  of  national  health  insurance  be- 
ing established,  and  he  told  physicians 
what  role  they  can — and  should — play 
in  formulating  the  NHI  program. 

Members  of  the  AMA’s  Council  on 
Legislation  formed  a panel  to  discuss 
several  of  the  medical  and  health  bills 
passed  by  Congress  in  1970.  They  also 
previewed  the  legislation  proposed  to 
the  92nd  Congress  and  commented 
on  each  proposal.  Members  of  the 
audience  were  invited  to  question 
panel  members  following  the  presen- 
tation. 

In  another  panel  session,  Texas 
physicians  provided  information  and 
opinions  on  the  medical  and  health 
issues  facing  the  new  Texas  Legisla- 
ture. Moderator  was  Dr.  Joseph  T. 
Ainsworth  of  Houston,  a member 
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of  the  TMA  Council  on  Medical  Juris- 
prudence. Other  panel  members  were 
Dr.  Joe  T.  Nelson  of  Weatherford,  chair- 
man of  the  Council  on  Medical  Juris- 
prudence, who  spoke  on  "Abortion; 
Licensure  for  Paramedical  Groups;  Chi- 
ropractic”; Dr.  Sam  A.  Nixon  of  Flores- 
ville,  member  of  the  Council  on  Public 
Relations  and  Public  Service,  who  ad- 
vised the  audience  of  TMA’s  support 
for  mandatory  immunizations  for  pre- 
school-age children;  Philip  R.  Over- 
ton,  TMA  general  counsel,  whose  ad- 
dress was  entitled  “Amendments  to 
the  Medical  Practice  Act;  Emergency 
Room  Care;  the  Texas  Professional 
Association  Act”;  and  Sam  V.  Stone, 
Jr.,  TMA  assistant  general  counsel, 
who  spoke  on  "Drug  Legislation;  Pro- 
posals for  Controlling  Drug  Abuse.” 

Preceding  the  second  panel  session. 
Rep.  Gus  F.  Mutscher,  Speaker  of  the 
Texas  House  of  Representatives,  gave 
the  audience  an  overview  of  the  issues 
facing  the  62nd  Texas  Legislature.  In- 
cluded among  these  issues  were  tax- 
ation, redistricting,  judicial  reform. 
Penal  Code  revision,  welfare,  health 
care,  and  others. 

The  House  Speaker  said  that  he  was 
confident  that  these  issues  would  be 
discussed  fully  and  fairly  by  Texas  rep- 
resentatives and  that  a solution  to 
each  problem  would  be  found. 

In  addition  to  the  speakers,  a high- 
light of  the  conference  was  the  presen- 
tation of  the  TMA  Distinguished  Ser- 
vice Award  to  Dr.  Truman  G.  Blocker, 
Jr.,  president  of  The  University  of 
Texas  Medical  Branch  in  Galveston. 

Physicians  were  also  treated  to  a 
free  luncheon,  compliments  of  the  As- 
sociation, and  in  the  evening,  a Hospi- 
tality Hour  was  sponsored  by  The 
Medical  Protective  Company  at  the 
Sheraton  Crest  Inn. 

The  orientation  program,  which  was 
held  at  the  same  time  as  the  second 
panel  presentation,  introduced  68  new 
and  transfer  physicians  to  the  services 
provided  by  the  Association. 

Total  registration  for  the  Conference 
on  Legislation  was  597. 


Trustee  Dr.  John  M. 
Smith,  Jr.  (right), 
awards  Dr.  R.  C. 
Stephenson,  Jr.  (left), 
the  TEXPAC 
Meritorious  Service 
Award  "in  recognition 
of  his  leadership 
as  chairman  of  the 
board  of  directors, 
1969-1970.” 


Dr.  Joseph  T.  Ainsworth 
of  Houston, 
moderator  of  the  panel 
"Medical  and  Health 
Issues  Facing  the 
62nd  Texas  Legisla- 
ture,” speaks  to 
conference  participants. 
Other  panelists  are 
Dr.  Sam  A.  Nixon 
(center)  of  Floresville, 
member  of  the  TMA 
Council  on  Public 
Relations  and  Public 
Service,  and  Philip  R. 
Overton  (right),  TMA 
general  counsel. 


For  his  outstanding 
contributions  to 
medicine  and  to  the 
state.  Dr.  Truman  G. 
Blocker,  Jr.  (left), 
president  of 
The  University  of 
Texas  Medical  Branch, 
Galveston,  is  presented 
the  TMA  Distinguished 
Service  Award  by 
Dr.  Charles  B.  Dryden 
(right)  of  Wichita  Falls, 
chairman  of  the  Board 
of  Councilors. 
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Winners  announced  in 
annual  media  contest 

Eight  of  the  50  entries  in  the  Anson 
Jones  Award  competition  sponsored 
by  the  Texas  Medical  Association  were 
named  contest  winners  Feb.  1,  1971. 

The  award,  given  for  excellence  in 
communicating  health  information  to 
the  public,  drew  24  entries  in  the 
newspaper  categories,  13  in  the  mag- 
azine category,  five  in  radio,  and  eight 
in  television. 

Entries  were  judged  on  the  basis  of 
accuracy,  significance,  quality,  public 
interest,  and  impact. 

Preliminary  evaluation  of  the  printed 
entries  was  made  by  Garth  Jones, 
Austin  bureau  chief  of  the  Associated 
Press;  Mrs.  Marilyn  Baker,  managing 
editor  of  Texas  Medicine;  and  Dr.  C. 
Richard  King  (Ph.D.),  professor  of  jour- 
nalism at  The  University  of  Texas  at 
Austin. 

A special  committee  of  the  Texas 
Association  of  Broadcasters  was  re- 
sponsible for  judging  the  radio  and 
television  entries.  Final  winners  in  all 
categories  were  selected  by  a panel  of 
Texas  physicians. 

Winner  in  the  1-A  category,  for  gen- 
eral coverage  of  medicine  or  health  in 
a Texas  daily  newspaper  in  a city  of 
400,000  population  or  more,  was  the 
Fort  Worth  Star-Telegram.  The  judges 
awarded  the  honor  to  the  staffs  of 
both  the  morning  and  evening  editions 
of  the  paper.  Jon  McConal,  contribut- 
ing editor  on  the  morning  paper,  and 
Phil  J.  Record,  city  editor  representing 
the  evening  paper,  will  receive  the 
award  for  the  Star-Telegram. 

For  general  coverage  in  a Texas 
daily  newspaper  in  a city  of  less  than 
400,000  population,  the  winner  was 
H.  M.  Kemp,  editor  of  The  Athens 
Daily  Review. 

The  award  for  medical  coverage  in 
a Texas  weekly,  bi-weekly,  or  semi- 
weekly newspaper  went  to  Medina  Val- 
ley and  County  News  Bulletiti.  pub- 
lished in  Castroville.  Mrs.  Bobbi  Schott, 
editor,  submitted  the  entry. 

Judged  the  best  single  article,  fea- 
ture, or  series  in  a Texas  daily  news- 
paper was  the  Texarkana  Gazette’s 
seven-part  series  on  cancer  by  staff 
writer  James  Presley. 

Dallas  Magazine,  published  by  the 
Dallas  Chamber  of  Commerce,  won 
the  award  in  the  magazine  category  of 
competition.  Editor  Lucille  Enix  sub- 
mitted two  articles:  ‘‘The  New  Doc- 
tors” by  Betty  Linn  McCarty  and  ‘‘A 
Matter  of  Life  and  Death”  by  Junetta 
Davis. 


Houston  radio  station  KILT  took 
the  honors  in  the  radio  category  for 
their  series  ‘‘Call  the  Doctor,”  a one- 
minute  question-and-answer  program 
that  is  produced  in  cooperation  with 
the  Harris  County  Medical  Society. 
Frank  H.  Haley,  the  station’s  public 
affairs  director,  will  receive  the  award. 

Two  television  stations  won  recog- 
nition for  a single  program  on  medi- 
cine or  health.  Winner  in  the  category 
was  WFAA-TV  of  Dallas  for  their  entry 
on  marijuana.  Rosser  McDonald  was 
senior  reporter  for  the  program  entitled 
‘‘What  About  Mary  Jane?” 

Also  receiving  special  recognition 
in  the  single  program  category  was 
KTRK-TV  of  Houston.  Their  entry,  sub- 
mitted by  news  director  John  T.  Gehb- 
auer,  was  ‘‘A  Legacy  of  Life:  The  Air 
We  Breathe.” 

Winners  will  receive  $100  and  an 
award  plaque  at  the  1971  Annual  Ses- 
sion in  Houston. 

Presented  annually  since  1956,  the 
award  is  named  in  honor  of  Dr.  Anson 
Jones,  early  Texas  physician,  states- 
man, and  journalist. 

Community  health  center 
termed  highly  successful 

A successful  method  of  delivering 
health  care  to  a Boston  community 
has  been  documented  in  an  article  in 
a recent  issue  of  the  Journal  of  the 
American  Medical  Association. 

Authors  Seymour  S.  Beilin  (Ph.D.) 
and  Dr.  H.  Jack  Geiger  of  the  depart- 
ment of  community  health  and  social 
medicine.  Tufts  University  School  of 
Medicine,  Boston,  report  that  a neigh- 
borhood health  center  in  Boston  has 
proved  to  be  extremely  popular  and  is 
used  extensively  by  the  people  in  the 
surrounding  community. 

The  report  states  that  the  majority 
of  area  residents  rate  their  experiences 
at  Tufts-Columbia  Point  Health  Center 
superior  to  their  experiences  with  oth- 
er methods  of  health-care  delivery 
in  quality  and  comprehensiveness  of 
care,  the  personal  manner  in  which  it 
is  given,  and  waiting  time. 

Most  patients  praise  the  center's 
convenience  the  most,  but  praise  is 
not  the  only  thing  community  resi- 
dents have  given  the  center — in  addi- 
tion to  the  accolades,  the  center  has 
been  widely  accepted  and  intensively 
used. 

The  article  notes  that  the  center  has 
led  to  continuous,  coordinated  health 
care  for  a population  that  previously 
received  episodic,  discontinuous,  or 
fragmented  care. 


The  authors  feel  that  they  have 
achieved  their  objective  of  encourag- 
ing people  to  seek  prompt  medical 
attention  by  removing  the  barriers  of 
distance,  inaccessibility,  and  cost.  (No 
fees  are  charged,  since  the  majority 
of  the  population  have  incomes  below 
the  poverty  guidelines.) 

‘‘These  findings,”  they  conclude, 
‘‘constitute  a documented  answer  to 
the  critics  and  skeptics  of  the  neigh- 
borhood health  center  concept.” 

Insurance  statistics  show 
1970  was  a year  of  life 

Insurance  statisticians  claim  last  year 
was  one  of  the  better  years  for  life. 

Reporting  a 1970  mortality  rate  that 
is  slightly  lower  than  the  1969  rate, 
statisticians  of  Metropolitan  Life  Insur- 
ance Company  observed  that  last  year 
was  the  23rd  consecutive  year  in 
which  the  death  rate  was  below  10 
per  1,000  population.  Estimates  indi- 
cate that  the  1970  national  mortality 
rates  will  be  approximately  9.4  per 
1,000,  compared  with  the  1969  rate 
of  9.5  per  1,000. 

The  statisticians  also  predicted  a 
decline  in  the  1970  infant  mortality 
rate.  They  project  that  the  rate  may 
be  less  than  20  per  1,000  live  births 
and  would  thus  show  a 25%  decline 
from  1960  to  1970.  The  Metropolitan 
Life  statisticians  note  that  the  decline 
in  infant  mortality  from  1950  to  1960 
was  only  11%. 

Heart  disease,  currently  responsible 
for  nearly  two-fifths  of  all  deaths  in 
the  United  States,  also  posted  a lower 
mortality  rate  for  1970,  according  to 
the  statisticians.  Deaths  from  ischemic 
heart  disease  decreased  by  approxi- 
mately 1.5%,  while  no  significant 
change  in  the  mortality  rate  from 
cerebral  vascular  disease  was  noted. 

The  second  leading  cause  of  death 
— cancer — continued  a gradual  in- 
crease, showing  a rise  of  approximate- 
ly 2%  over  the  1969  rate.  Diabetes 
mortality  also  showed  a slight  increase 
in  1970. 

Expecting  a sizable  decline  in  the 
mortality  rate  from  influenza  and 
pneumonia,  the  statisticians  estimate 
a death  rate  of  30  per  100,000  for 
1970  (15%  lower  than  the  1969  rate). 

Provisional  data  indicate  that  the 
number  of  motor  vehicle  accident 
fatalities  in  1970  declined  by  almost 
2%  from  1969.  The  death  toll  from 
all  types  of  accidents  combined  is  also 
likely  to  be  lower  than  in  1969,  accord- 
ing to  the  statisticians. 
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Harris  poll  lists  good,  bad 
about  medical  services 

A copyrighted  story  in  the  Chicago 
Tribune,  reporting  the  results  of  a sur- 
vey conducted  by  pollster  Louis  Harris, 
revealed  that  while  78%  of  the  US 
population  have  a high  regard  for  phy- 
sicians, many  Americans  also  have 
quite  a few  complaints  about  medical 
services  in  this  country. 

The  poll,  conducted  nationwide 
among  1,520  households,  indicated 
six  major  criticisms  of  doctors: 

1.  Of  the  1,520  households  sur- 
veyed, 63%  felt  that  the  statement 
“doctors  try  to  jam  so  many  patients 
into  office  hours  they  don’t  give 
enough  time  or  attention  to  anyone” 
is  justified. 

2.  By  a 62%  margin,  those  polled 
agreed  that  since  the  inception  of 
Medicare  and  Medicaid,  physicians 
have  increased  their  fees  to  take  ad- 
vantage of  the  programs. 

3.  Reflecting  on  the  fewer  number 
of  doctors  who  will  make  house  calls, 
a 56%  majority  said  the  statement 
that  "no  doctor  who  refuses  house 
calls  can  be  called  conscientious”  was 
justified. 

4.  By  a 55%  to  32%  vote,  the 
people  participating  in  the  poll  indi- 
cated that  they  approved  of  the  state- 
ment, “Modern  medicine  is  so  special- 
ized the  general  practitioner  is  just  a 
referral  service.” 

5.  Some  53%  agreed  that  “if  doc- 
tors paid  more  attention  to  preventive 
medicine,  their  patients  could  avoid  a 
lot  of  illness.” 

6.  Those  surveyed  narrowly  en- 
dorsed the  charge  that  “the  patient 
who  gets  sick  on  Wednesday  afternoon 
or  Sunday  could  die  before  getting  a 
doctor  off  a golf  course.”  The  overall 
tally  revealed  that  49%  agreed  with 
this  statement,  while  42%  did  not  and 
9%  were  listed  as  “not  sure.”  Results 
on  this  query  indicated  that  Americans 
with  incomes  of  $5,000  to  $9,999 
agreed  with  this  statement  more 
strongly  (55%)  than  did  the  overall 
population. 

Not  all  comments  about  physicians 
were  unfavorable,  however.  A total  of 
78%  indicated  that  they  hold  their 
physician  in  higher  esteem  than  “near- 
ly anyone  else  I deal  with.”  And  in 
spite  of  criticisms  of  the  increasingly 
high  cost  of  medical  bills,  most  Amer- 
icans sympathize  with  the  financial 
difficulties  that  medical  student  and 
interns  must  face.  In  response  to  the 
statement,  “It's  all  wrong  that  doctors 


are  paid  so  little  all  those  years  they 
are  being  trained,”  77%  felt  the  state- 
ment was  justified,  13%  said  it  was 
unjustified,  and  10%  were  unsure. 

Also  in  regard  to  financial  status, 
49%  considered  unjustified  the  state- 
ment that  “doctors  have  the  highest 
incomes  in  the  country  and  that  shows 
how  little  they  care  about  the  Hippo- 
cratic Oath.” 

Two  other  areas  were  also  covered 
by  the  poll.  A total  of  47%  agreed 
with  the  statement,  “When  the  press 
and  TV  criticize  the  medical  profes- 
sion, they  usually  don’t  know  what 
they  are  talking  about.”  Thirty-one 
percent  said  the  statement  was  unjust- 
ified, and  22%  answered  with  "not 
sure.” 

A majority  of  55%  disagreed  that 
many  operations  performed  by  physi- 
cians are  unnecessary  and  are  done 
simply  so  the  MD  can  collect  the  fee. 

Cytotechnolo^  student 
given  foundation  support 

Mrs.  Barbara  DeWinne  has  been 
named  the  recipient  of  the  second  an- 
nual scholarship  for  cytotechnology 
training  presented  by  the  Jackson- 
Todd  Memorial  Cancer  Foundation. 

A student  at  The  University  of  Texas 
Medical  School  at  San  Antonio,  Mrs. 
DeWinne  received  notification  of  her 
selection  from  Dr.  Elbert  DeCoursey, 
president  and  board  chairman  of  the 
foundation.  The  scholarship  for  $2,400 
is  to  be  given  annually  to  a student 
enrolled  in  the  new  School  of  Cyto- 
technology at  the  medical  school  in 
San  Antonio.  Last  year’s  award  was 
presented  to  Patricia  Jones. 

In  addition  to  support  of  the  School 
of  Cytotechnology,  the  foundation  also 
has  established  the  Jackson-Todd  Me- 
morial Cancer  Detection  Center  in  the 
Robert  B.  Green  Memorial  Hospital  in 
San  Antonio.  “This  clinic  examines  in- 
digent women  for  uterine  cancer  and 
investigates  methods  of  instigating 
greater  attendance  at  such  clinics,” 
states  Dr.  DeCoursey.  Some  156  asso- 
ciated, similar  clinics  are  in  operation 
throughout  South  Texas. 

The  foundation  has  also  presented 
a 2-million  volt  x-ray  generator  for 
cancer  therapy  to  the  Bexar  County 
hospitals.  Financial  support  for  the 
foundation  comes  from  private  gifts 
and  memorials  and  from  government- 
al grants. 

The  foundation  is  named  in  honor 
of  two  San  Antonio  physicians  who  did 


extensive  research  in  cancer,  Dudley 
Jackson,  Sr.,  and  David  A.  Todd.  Dr. 
Jackson  was  originator  of  the  idea  of 
a National  Cancer  Institute  which  was 
introduced  into  law  by  the  late  Texas 
Congressman  Maury  Maverick,  Sr.,  and 
Dr.  Todd  was  an  active  worker  in  the 
American  Cancer  Society,  serving  as 
president  of  the  Texas  Division,  Inc. 

Blood-pressure  screening 
wins  praise  for  groups 

High  praise  from  a local  newspaper 
was  the  result  of  a joint  project  of  the 
Pasadena  unit  of  the  American  Heart 
Association,  San  Jacinto  College  in 
Pasadena,  and  the  Harris  County  Med- 
ical Society. 

On  Dec.  12,  1970,  these  groups 
joined  together  to  offer  a day-long, 
free  blood-pressure  screening  in  a 
local  shopping  center.  The  program 
was  primarily  sponsored  by  the  Pasa- 
dena Heart  Association,  and  nursing 
students  from  San  Jacinto  College, 
under  the  direction  of  their  graduate 
nurse  instructors  and  teachers,  actual- 
ly performed  much  of  the  screening. 

If  abnormal  blood  pressure  was  ob- 
served, notices  were  sent  to  the  phy- 
sician of  the  individual  screened.  If, 
however,  the  individual  with  abnormal 
blood  pressure  did  not  have  his  own 
physician,  Harris  County  Medical  So- 
ciety took  the  responsibility  of  re- 
ceiving the  notice  and  contacting  the 
person,  urging  him  to  make  an  ap- 
pointment with  a physician  for  a more 
complete  checkup. 

In  an  editorial  a few  days  after  the 
screening  effort,  the  Houston  Post 
commended  the  groups  for  their  prac- 
tical step  to  aid  the  health  of  the 
community. 

The  editorial  stated,  “The  Pasadena 
Heart  Association,  a subsidiary  of  the 
Houston  Heart  Association,  should 
take  pride  in  the  contribution  to  com- 
munity health.  So  should  San  Jacinto 
College.  So,  too,  should  the  Harris 
County  Medical  Society,  which  ap- 
proved the  screening  effort.” 

Noting  that  in  a similar  program  in 
1969,  the  group  found  43  of  205  indi- 
viduals screened  to  have  abnormal 
blood  pressure,  the  editorial  continues, 
“It  is  unlikely  that  all  of  these  people 
had  a serious  medical  problem.  But 
others  probably  did,  or  at  least  had 
problems  that  could  become  serious  if 
they  were  not  treated  in  time. 

“Any  effort  that  can  detect  abnor- 
malities in  one  of  every  four  or  five 
people  tested  is  of  great  value.” 
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Administrative 

Secretary: 

Aide  to  the 
Auxiliary 


A telephone  call  brings  a smile 
to  the  face  of  Mrs. 

Martha  James,  Auxiliary 
administrative  secretary.  Numerous 
telephone  messages  and  piles 
of  correspondence  make  the  days 
busy  for  Mrs.  James. 

She  also  coordinates  arrangements 
of  all  Auxiliary  meetings  and 
aids  Auxiliary  officers 
with  their  responsibilities. 


The  Auxiliary  administrative  secretary, 
Mrs.  Martha  D.  (Jay)  James,  serves  as 
the  right  hand  for  the  6,700  members 
of  the  Woman’s  Auxiliary  to  the  Texas 
Medical  Association.  She  is  primarily  re- 
sponsible for  coordinating  and  dissem- 
inating information  for  and  to  the  12 
state  officers,  the  15  council  women, 
the  state  chairmen  of  the  25  standing 
committees  and  12  to  15  special  com- 
mittees, and  all  county  auxiliary  offi- 
cers and  members  across  Texas. 

She  also  helps  provide  continuity 
from  year  to  year  by  aiding  officers  in 
planning  for  major  meetings,  maintain- 
ing files  and  permanent  records,  and 
handling  all  correspondence  and  tele- 
phone calls  to  the  Auxiliary  Office  in 
the  TMA  Headquarters  Building  in 
Austin. 

Mrs.  James  has  been  working  with 
the  Auxiliary  since  she  joined  the  As- 
sociation staff  in  1963.  Assisting  her 
with  membership  files  and  other  duties 
is  part-time  staff  member  Mrs.  Barbara 
Duke. 

Publication  chores 

One  of  Mrs.  James’  major  duties  is 
the  preparation  of  the  Transactions  of 
the  Auxiliary  after  the  annual  conven- 
tion, which  is  generally  held  in  con- 
junction with  the  Association’s  Annual 
Session. 

“All  reports  from  officers,  state  com- 
mittee chairmen,  and  organized  county 
auxiliaries  are  included  in  the  Transac- 
tions," reports  Mrs.  James.  “We  also 
have  a financial  section  on  the  expend- 
iture of  funds  from  the  Auxiliary  bud- 
get and  a section  with  the  member- 
ship lists  of  all  the  county  auxiliaries.” 

Other  publication  duties  include  the 
preparation  of  a workbook  designed 
for  incoming  county  committee  chair- 
men. Basic  information,  important 
dates,  and  instructions  from  each  state 
committee  chairman  for  program  plan- 
ning and  suggestions  for  program  ideas 
are  included  in  the  workbook. 

Copy  for  the  publication  is  prepared 
by  the  state  President-elect  and  her 
Program  Workbook  Committee.  Then, 
the  copy  is  typed  in  the  Auxiliary  Of- 
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fice,  published  by  the  TMA  Printing  and 
Mailing  Division,  and  350  copies  are 
distributed  at  the  post-convention  Ex- 
ecutive Board  meeting.  State  officers, 
council  women,  state  committee  chair- 
men, county  auxiliary  presidents,  and 
county  committee  chairmen  all  receive 
a copy  for  use  during  the  Auxiliary 
year,  which  runs  from  convention  to 
convention  (or  approximately  May  31 
to  the  next  May  31). 

Mrs.  James  also  compiles,  edits, 
types,  assembles,  and  distributes  vari- 
ous “guides”  prepared  by  the  Auxiliary. 
Examples  include  Guide  for  Sponsors  of 
High  School  Health  Careers  Cliihs,  Guide 
for  Texas  Association  of  Careers  for 
Health  Convention  Committee,  Guides 
for  Regional  Health  Careers  Workshop 
Chairmen,  and  the  Auxiliary’s  Conven- 
tion Guide.  Each  publication  is  pre- 
pared or  updated  annually,  as  neces- 
sary. Project  guidelines  are  also  in- 
cluded in  this  phase  of  responsibility. 

Mrs.  James  also  assists  the  editor 
of  the  Auxiliary’s  News  Letter,  the  quar- 
terly that  is  sent  to  the  general  mem- 
bership. As  a member  of  the  News 
Letter  staff  and  committee,  the  admin- 
istrative secretary  provides  some  of 
the  copy  and  helps  the  editor  obtain 
needed  information.  She  also  assists 
with  editing,  proof-reading,  and  layout, 
as  requested. 

Other  duties 

Meetings  and  membership  comprise 
two  other  major  phases  of  the  admin- 
istrative secretary’s  work. 

Mrs.  James  coordinates  arrange- 
ments for  all  state-level  committee 
meetings  of  the  Auxiliary,  the  fall  Ex- 
ecutive Board  meeting,  the  fall  School 
of  Instruction  held  for  state  and  coun- 
ty leaders,  the  fall  Texas  Association  of 
Careers  for  Health  Executive  Board 
meeting,  the  fall  meeting  of  the  spon- 
soring organizations  of  Texas  Associa- 
tion of  Careers  for  Health,  the  Auxiliary 
President-elect’s  planning  meeting,  and 
last,  but  certainly  not  least,  the  Auxil- 
iary’s annual  convention. 

Mrs.  James,  the  daughter  of  a den- 
tist, recalls  with  a smile,  “It  seems  like 


Part-time  staff  member 
Mrs.  Barbara  Duke  assists 
Mrs.  James  primarily 
with  membership  duties. 
However,  she  also  works  with 
the  administrative  secretary 
during  Auxiliary  meetings 
and  helps  with  publication 
chores. 


I’ve  always  been  associated  with  con- 
ventions. The  first  one  I ever  attended 
was  with  my  parents  when  I was  five. 

“As  a matter  of  fact,  before  I ac- 
cepted this  position,  I had  worked  with 
convention  arrangements  at  an  Austin 
hotel.  So,  I did  have  some  experience 
with  setting  up  conventions.  I really 
believe  my  previous  experience  has 
helped  me  a great  deal.” 

In  the  field  of  membership,  the  Aux- 
iliary administrative  secretary  works 
closely  with  the  Organization-Member- 
ship Committee,  coordinating  the  ef- 
forts of  the  first  vice-president,  the 
four  regional  vice-presidents,  and  the 
15  district  council  women  in  increas- 
ing membership  and  encouraging  or- 
ganization of  unorganized  areas.  In 
addition,  Mrs.  James  provides  any  re- 
source or  background  information 
needed  by  the  committee  and  distrib- 
utes the  instructions  they  prepare. 

Maintenance  of  the  Auxiliary  mem- 
bership files  is  handled  primarily  by 
Mrs.  Duke.  She  assists  the  state  treas- 
urer, currently  Mrs.  Jack  D.  Gerdes  of 
Houston,  by  collecting  and  processing 
all  state  and  national  dues.  Mrs.  Duke 
also  prepares  membership/dues  re- 
ports for  the  treasurer  to  present  at 
the  state  convention  and  for  the  nation- 
al convention.  All  membership  lists  and 
mailing  plates,  including  lists  of  state 
and  county  officers  and  committee 
chairmen,  are  maintained  in  the  mem- 
bership office. 

In  addition  to  these  responsibilities, 
Mrs.  Duke  aids  in  the  preparation  of 
Auxiliary  guides  and  takes  care  of  book- 
ings of  the  Auxiliary’s  filmstrips. 

Aid  to  TMA  also  required 

As  a member  of  the  Association 
staff,  Mrs.  James  also  has  specified 
duties  that  she  must  perform  for  TMA. 

Generally,  she  serves  as  a member 
of  the  inspection  committee  for  future 
Annual  Session  and  Auxiliary  conven- 
tion sites  and  for  headquarters  hotels, 
coordinates  the  Association’s  role  with 
that  of  the  Auxiliary  when  the  occasion 
arises,  and  handles  certain  arrange- 
ments for  the  fall  and  winter  confer- 
ences of  TMA. 


Specifically,  she  plans  the  refresh- 
ments to  be  served,  selects  and  orders 
the  flowers,  provides  hostesses  at  the 
refreshment  table,  and  supervises  the 
activities  of  the  members  of  the  Austin 
Health  Careers  and  Future  Nurses 
Clubs,  who  assist  throughout  the  con- 
ferences in  various  ways.  At  the  winter 
meetings,  she  is  also  responsible  for 
planning — with  the  sponsor  of  the 
event — the  hospitality  hour  for  TMA 
physicians  and  their  wives. 

Mrs.  James  reports  that  working  with 
the  Auxiliary  is  quite  a challenging  job, 
especially  since  the  Texas  Auxiliary  has 
had  such  a proud  and  impressive  back- 
ground and  strives  each  year  to  distin- 
guish itself  even  more. 

This  proud  history  is  reflected  in  a 
book  written  by  Mrs.  Haskell  D.  Hat- 
field in  commemoration  of  the  group’s 
50th  anniversary.  Mrs.  Hatfield  re- 
counts some  of  the  growing  pains  ex- 
perienced by  the  organization  and 
some  of  the  triumphs  it  has  achieved 
since  1918. 

For  example,  the  authoress  notes 
that  the  TMA  Auxiliary,  although  not 
the  first  state-level  group  organized,  is 
composed  of  the  only  county  medical 
society  auxiliaries  with  unbroken  rec- 
ords of  organization,  programs,  and 
projects. 

Texas  women  were  also  responsible 
for  organizing  the  national  auxiliary.  Dr. 
E.  H.  Cary  presented  the  idea  to  the 
House  of  Delegates  of  the  American 
Medical  Association,  and  the  AMA  vot- 
ed “yes”  to  the  Texas  women’s  reso- 
lution to  establish  a national  auxiliary. 

Mrs.  Samuel  Clark  Red  of  Houston 
was  elected  president  of  that  first  AMA 
group,  and  she  presided  over  the  pre- 
liminary organizational  meeting  held  on 
May  26,  1922,  in  the  Statler  Hotel  in 
St.  Louis,  Mo. 

Since  that  time,  four  other  Texas 
women  have  been  elected  to  the  hon- 
or of  AMA  Auxiliary  President:  Mrs. 
John  0.  McReynolds  of  Dallas,  1927- 
1928;  Mrs.  Frank  N.  Haggard  of  San 
Antonio,  1942-1943;  Mrs.  George  Tur- 
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ner  of  El  Paso,  1954-1955;  and  Mrs. 
R.  C.  L Robertson  of  Houston,  1970- 
1971. 

Changing  with  the  times 

But  the  Auxiliary  does  not  rest  on 
its  past  achievements,  notes  Mrs. 
James.  “We  are  now  in  the  process  of 
revising  the  Auxiliary  Bylaws  to  allow 
even  more  participation  by  the  women 
in  Texas  associated  with  physicians.” 

An  addition  to  the  associate  mem- 
bership category  of  the  Auxiliary  will 
allow  wives  of  physicians  who  were  in 
good  standing  in  any  other  state  medi- 
cal association  to  participate  in  the  or- 
ganization’s activities. 

“Before,”  explains  Mrs.  James, 
“women  who  were  married  to  physi- 
cians in  other  states  who  retired  and 
then  moved  to  Texas  were  not  eligible 
for  membership.” 

Of  course,  this  addition  and  the  oth- 
er important  revisions  made  by  the  Ad 
Hoc  Committee  for  Study  of  the  Bylaws 
remain  to  be  voted  upon.  This  com- 
mittee, chaired  by  Mrs.  Frank  M.  Posey 
of  San  Antonio,  has  been  hard  at  work 
for  almost  two  years  to  thoroughly  re- 
view each  section  of  the  document  and 
to  suggest  changes  that  will  make  the 
governing  laws  of  the  organization  in 
tune  with  the  times,  according  to  Mrs. 
James. 

Auxiliary  programs 

Other  Auxiliary  committees  plan  the 
programs  and  projects  of  the  group. 
Health  education  is  a major  concern, 
but  the  ladies  also  support  the  Physi- 
cians’ Benevolent  Fund  of  TMA  and  the 
Woman’s  Auxiliary,  the  TMA  Memorial 
Library,  and  the  AMA  Education  and 
Research  Foundation.  They  also  award 
loans  to  deserving  medical  students, 
interns,  and  residents. 

But  all  of  the  good  done  by  the  Aux- 
iliary is  not  on  the  state  level.  County 
auxiliaries  presented  57  scholarships 
totaling  more  than  $13,000  last  year  to 
young  men  and  women  entering  a va- 
riety of  health  careers.  They  also  held 
workshops  to  promote  interest  among 
high  school  students  in  careers  in  var- 
ious aspects  of  medicine.  Many  spon- 
sored MD  “appreciation  days,”  too,  to 
honor  their  hard-working  spouses. 

The  TMA  Auxiliary  is  not  without 
help  from  their  husbands  either.  A por- 
tion of  TMA  members’  dues,  as  well  as 
those  collected  from  the  Auxiliary  mem- 
bers, goes  to  support  the  group’s  ac- 


tivities. Aid  in  decision-making  is  also 
provided  by  a three-man  panel  of  phy- 
sicians who  advise  the  Auxiliary  on  pol- 
icy matters  in  order  to  keep  the  poli- 
cies of  the  Association  and  those  of  the 
Auxiliary  consistent,  thus  avoiding  em- 
barrassing situations.  At  present.  Dr. 
Albert  F.  Vickers  of  Austin  is  chairman 
of  this  advisory  committee. 

Presidency  is  challenge 

“The  President  of  the  Auxiliary  has 
a big  responsibility,”  says  Mrs.  James, 
"and  we  try  to  help  her  in  any  way  she 
might  wish.” 

The  President  must  travel  many 
miles  each  year,  visiting  as  many  or- 
ganized county  medical  society  auxili- 
aries as  possible.  She  must  have  ex- 
perience in  Auxiliary  affairs,  and  she 
must  be  at  a point  in  her  life  where 
she  can  be  away  from  her  home  and 
family  for  awhile  without  causing  seri- 
ous problems. 

“It’s  really  somewhat  rare  to  find  a 
husband  and  wife  team  that  are  very 
actively  involved  in  TMA  and  the  Aux- 
iliary, respectively,”  notes  Mrs.  James. 
Some  exceptions  have  been  Dr.  and 
Mrs.  George  V.  Brindley,  Sr.,  Dr.  and 
Mrs.  Hamilton  Ford,  Dr.  and  Mrs.  W.  D. 
Nicholson,  Dr.  and  Mrs.  James  A.  Hall- 
mark, Dr.  and  Mrs.  Russell  L.  Deter, 
and  Dr.  and  Mrs.  Travis  Smith.  Mrs. 
Brindley  and  Mrs.  H.  R.  Dudgeon,  both 
past  Presidents  of  the  Auxiliary,  have 
had  the  distinction  of  being  the  moth- 
ers of  sons  who  were  elected  to  the 
presidency  of  TMA. 

Mrs.  James  is  working  this  year 
with  Mrs.  Eugene  P.  Schoch,  Jr., 
wife  of  an  Austin  dermatologist,  who 
was  elected  president  for  1970-1971. 

Other  state  officers  this  year  include 
Mrs.  Richard  B.  Johns  of  Abilene,  first 
vice-president;  Mrs.  T.  June  Melton  of 
Midland,  western  regional  vice-presi- 
dent; Mrs.  Clinton  E.  Woodson  of 
Wharton,  southern  regional  vice-presi- 
dent; Mrs.  Philip  T.  Weisbach  of  Beau- 
mont, eastern  regional  vice-president; 
Mrs.  B.  L.  Aronoff  of  Dallas,  northern 
regional  vice-president;  Mrs.  C.  W.  Cas- 
tle of  Liberty,  recording  secretary;  Mrs. 
Jack  D.  Gerdes  of  Houston,  treasurer; 
Mrs.  Albert  F.  Vickers  of  Austin,  cor- 
responding secretary;  Mrs.  Frank  M. 
Posey  of  San  Antonio,  parliamentarian; 
and  Mrs.  James  H.  Kreimeyer,  publicity 
secretary.  Mrs.  Marvin  Knight  of  Dallas, 
immediate  past  president,  is  serving  as 


chairman  of  the  Auxiliary  Advisory 
Committee. 

At  the  Auxiliary  convention.  May  6-9 
in  Houston,  the  gavel  of  the  Auxiliary 
will  be  passed  on  to  Mrs.  Andrew  G. 
GoesI,  wife  of  a Texarkana  specialist  in 
cardiovascular  diseases,  and  the  new 
slate  of  officers  and  the  Auxiliary  will 
begin  1971-1972,  with  Mrs.  James 
standing  by  to  aid  in  her  usual  cheer- 
ful, efficient  manner. 

Degrees  other  than  MD 
granted  by  Southwestern 

Each  year,  the  Graduate  School  of  the 
University  of  Texas  (Southwestern) 
Medical  School  grants  Ph.D.  and  MA 
degrees  in  a large  variety  of  basic 
medical  sciences. 

The  school  has  thus  far  awarded 
five  Ph.D’s  and  four  MA’s  in  anatomy, 
seven  Ph.D’s  and  one  MA  in  biophy- 
sics, six  Ph.D’s  and  seven  MA’s  in  bio- 
chemistry, 14  Ph.D’s  and  22  MA’s  in 
microbiology,  four  Ph.D’s  and  two 
MA’s  in  pharmacology,  and  four  Ph.D’s 
and  three  MA’s  in  radiobiology. 

Many  who  receive  degrees  from  the 
Graduate  School  go  into  research  or 
teaching.  In  fact,  several  Ph.D’s,  in 
addition  to  MD’s,  are  responsible  for 
teaching  the  “basic  sciences”  to  medi- 
cal students  in  the  first  two  years  of 
their  medical  education. 

Predictions  are  that  numbers  of 
such  experts  in  an  even  larger  variety 
of  sciences  will  be  needed  at  South- 
western and  other  medical  schools  as 
these  institutions  attempt  to  cope  with 
the  increased  demands  for  physicians, 
health-care  workers,  and  health-orient- 
ed programs. 

The  Journal  of  the  American  Medi- 
cal Association  reported  that  the  num- 
ber of  unfilled  positions  in  basic  sci- 
ences in  the  nation’s  medical  schools 
rose  to  579  in  1969. 

In  an  attempt  to  meet  the  need  for 
additional  basic  sciences  teachers. 
Southwestern  is  planning  to  increase 
graduate  enrollment  to  125  by  1975, 
the  same  year  the  school  plans  to 
double  the  size  of  its  entering  classes 
of  medical  students. 

At  present,  there  are  73  graduate 
students  pursuing  work  at  Southwest- 
ern, in  comparison  to  438  medical 
students. 
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TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 

*71  Annual  Session 

MAY  6-9  HOUSTON 


FEATURING 


41  GUEST  SPEAKERS 

plus  250  special  and  TMA-member  speakers 

13  SECTION  PROGRAMS 

Digestive  Diseases,  General  Practice,  Internal 
Medicine,  Nervous  and  Mental  Diseases,  Ob- 
stetrics and  Gynecology,  Ophthalmology,  Oto- 
laryngology, Pathology,  Pediatrics,  Physical 
Medicine  and  Rehabilitation,  Public  Health, 
Radiology,  and  Surgery 


YOU  CAN  REGISTER  IN  ADVANCE! 


Save  time  and  effort  by  registering  in  advance. 
Fill  out  the  card  below,  mail  it  to  TMA,  and  your 
registration  packet  will  be  waiting  for  you.  There 
is  no  registration  fee  for  TMA  members. 

A handy  form  for  ordering  tickets  to  the  lunch- 
eons, the  "Saturday  Night  at  the  Astroworld,” 
and  other  events  is  located  on  the  back  of  this 
Advance  Registration  card.  Save  even  more  time 
by  ordering  your  tickets  now. 


20  CURBSTONE  CONSULTATIONS 

Person-to-person  conversational  discussions 
of  cases  and  problems  of  general  medical 
interest 


13  CONTINENTAL  BREAKFAST  ROUND  TABLES 

Have  breakfast  with  a guest  speaker  on  Friday 
and  Saturday  mornings.  Enjoy  juice,  coffee, 
rolls  while  the  speaker  makes  a 25-minute 
presentation.  Then  participate  in  the  informal 
45-minute  open  forum  that  will  follow. 

28  SPECIALTY  SOCIETY  PROGRAMS 

10  SPECIAL  SYMPOSIUMS 

175  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 

FORUM  OF  ORIGINAL  RESEARCH 

FILM  PROGRAM 

PHYSICIANS'  AND  WIVES’  ART  EXHIBITION 

SPORTS/ENTERTAINMENT 

Golf,  Tennis,  Skeet  and  Trap,  Fraternity  and 
Alumni  Parties,  Class  Reunions,  and  the  fabu- 
lous "Saturday  Night  at  the  Astroworld"  cock- 
tail party/dinner/dance 


ADVANCE  REGISTRATION  FORM  .v 
FILL  OUT  BOTH  SIDES  AND  MAIL  TODAY 
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MAKE  YOUR  HOTEL 
RESERVATION  TODAY! 


Select  your  choice  of  hotel  from  the  list 
below,  complete  the  reserv.ation  card,  ad- 
dress it  to  the  hotel  of  your  choice  and 
mail  it  today.  Preference  will  be  honored 
as  far  as  possible,  and  confirmation  will 
be  sent  directly  to  you  from  the  hotel. 

RATES  SINGLES  DOUBLES  TWINS  SUITES 


Scientific  Sessions  Headquarters 

SHAMROCK  HILTON  HOTEL  $15-$30  $21-$36 

Attn.  Reservations  Dept. 

P.  0.  Box  2848 
Houston,  Texas  77001 

Business  Sessions  Headquarters 

ASTROWORLD  HOTEL  $14-$24  $16-$28 

Attn.  Convention  Reservations  Dept. 

P.  0.  Box  1555 
Houston,  Texas  77001 

Woman’s  Auxiliary  Headquarters 

MARRIOTT  MOTOR  HOTEL  $15-$20  $20-$25 

2100  S.  Braeswood 
Houston,  Texas  77025 

THE  TOWERS  $12-$16  $16-$22 

2130  Holcombe  Blvd. 

Houston,  Texas  77025 


$21-$36  $50  & up 

$16-$28  $40  & up 

$20-$25 

$18-$24 


Rooms  at  all  hotels  will  not  be  held  after  6 p.m.  unless  requested. 


HAVE  YOUR  TICKETS  READY  FOR  YOU 
WHEN  YOU  GET  TO  HOUSTON 


PLAN  NOW  TO  ATTEND! 


TEXAS  MEDICAL 
ASSOCIATION 


1971  ANNUAL 
SESSION 
MAY  6-9 


AVOID  the  lines,  the  last  minute  rush,  and  the  possi- 
bility of  missing  out  on  the  TMA  functions  listed  below. 
Fill  out  this  form,  mail  it  to  TMA  with  your  check,  and 
your  tickets  will  be  waiting  for  you. 

GENERAL  MEETING  LUNCHEON— Friday,  May  7, 
12:30  p.m..  Shamrock  Hilton  Hotel.  Featured  speaker 
will  be  Cmdr.  Joseph  P.  Kerwin,  MC  USN,  NASA 
Astronaut,  Houston. 

GENERAL  MEETING  LUNCHEON— Saturday,  May  8, 
12:30  p.m..  Shamrock  Hilton  Hotel.  Featured  speaker 
will  be  The  Honorable  Lloyd  M.  Bentsen,  Jr.,  United 
States  Senator  from  Texas,  Washington,  D.  C. 
“SATURDAY  NIGHT  AT  THE  ASTROWORLD’’— A fabu- 
lous cocktail  party,  dinner,  dance  Saturday,  May  8, 
7:30  p.m..  Main  Ballroom  of  the  Astroworld  Hotel. 
Dress  is  semi-formal.  Price  includes  cocktail  reception, 
dinner,  entertainment. 

CONTINENTAL  BREAKFAST  ROUND  TABLES— Friday, 
May  7,  and  Saturday  May  8,  8:15-9:30  a.m..  Shamrock 
Hilton  Hotel.  There  is  no  charge,  but  attendance  is 
limited  and  tickets  necessary.  Have  juice,  coffee,  and 
rolls  with  a guest  speaker,  then  participate  in  an  in- 
formal discussion  period. 


USE  THESE  HANDY 
FORMS  TO 
REGISTER  IN 
ADVANCE,  BUY 
TICKETS  AND 
MAKE  HOTEL 
RESERVATIONS 


41  Guest  Speakers 


plus  250  special  and  TMA-member  speakers 


Frank  J.  Ayd,  Jr.,  M.D. 

Baltimore,  psychiatry 
Walter  C.  Bornemeier,  M.D. 
Chicago,  President 
American  Medical  Association 
Philip  S.  Brachman,  M.D. 

Atlanta,  public  health 
Alston  Callahan,  M.D. 
Birmingham,  ophthalmology 
Ronald  J.  Catanzaro,  M.D. 

West  Palm  Beach,  Fla.,  psychiatry 
Donald  L.  Cooper,  M.D. 

Stillwater,  Okla.,  sports  medicine 
William  H.  Crosby,  Jr.,  M.D. 
Boston,  internal  medicine 
Eric  Denhoff,  M.D. 

Providence,  R.  I.,  pediatrics 
Stanley  Deutsch,  M.D. 

Chicago,  anesthesiology 
Bruce  H.  Drukker,  M.D. 

Detroit,  obstetrics  and  gynecology 

Donald  B.  Effler,  M.D. 

Cleveland,  thoracic  surgery 
Z.  Z.  Godlowski,  M.D. 

Chicago,  endocrinology 


Robert  W.  Goltz,  M.D. 

Denver,  dermatology 
James  F.  Holland,  M.D. 
Buffalo,  internal  medicine 
(oncology) 

William  F.  House,  M.D. 

Los  Angeles,  otology 
Robert  H.  Jebsen,  M.D. 
Cincinnati,  physical  medicine 
and  rehabilitation 

Edward  J.  Kowalewski,  M.D. 
Akron,  Pa.,  President 
American  Academy  of  General 
Practice 

Philip  Kramer,  M.D. 

Boston,  internal  medicine 
(gastroenterology) 

Chang  Ling  Lee,  M.D. 

Chicago,  pathology 
A.  Edward  Maumenee,  M.D. 
Baltimore,  ophthalmology 
Lloyd  M.  Nyhus,  M.D. 

Chicago,  surgery 
Joseph  H.  Ogura,  M.D. 

St.  Louis,  otolaryngology 
A.  Edward  O’Hara,  M.D. 
Philadelphia,  radiology 


Chester  M.  Pierce,  M.D. 

Boston,  psychiatry  and  neurology 
Peter  Randall,  M.D. 

Philadelphia,  plastic  surgery 
Sylvia  0.  Richardson,  M.D. 
Cincinnati,  pediatrics 
Leon  Saizman,  M.D. 

New  York,  psychiatry 
Wendell  G.  Scott,  M.D. 

St.  Louis,  radiology 
William  S.  Smith,  M.D. 

Ann  Arbor,  orthopaedic  surgery 
Colonel  John  P.  Stapp,  USAF  MC 
(Retired) 

Washington,  D.  C.,  Science 
Advisor, 

National  Highway  Safety  Bureau, 

U.  S.  Department  of 

Transportation 

Maus  W.  Stearns,  Jr.,  M.D. 

New  York,  proctology 
Heni7  N.  Wagner,  Jr.,  M.D. 
Baltimore,  internal  medicine, 
radiology  and  radiological  science 
Morton  M.  Ziskind,  M.D. 

New  Orleans,  internal  medicine 
(pulmonary  diseases) 


GENERAL  MEETING 
LUNCHEON  SPEAKERS: 


THE  HONORABLE  LLOYD  M.  BENTSEN,  JR.  CMDR.  JOSEPH  P.  KERWIN,  MC  USN 
United  States  Senate  NASA  Astronaut 

Washington,  D.  C.  Manned  Spacecraft  Center 


ADVANCE  TICKET  ORDERS 


Houston 


CONTINENTAL  BREAKFAST 
ROUND  TABLE  PRESENTATIONS 
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Friday,  May  7,  8:15-9:30  a.m. 

1.  TREATMENT  OF  LEUKEMIA 
—YEA  OR  NAY 

Joint  Presentation:  William 
H.  Crosby,  M.D.,  Boston, 
and  James  F.  Holland, 

M.D.,  Buffalo 

2.  INGUINAL  HERNIA- 
SURGICAL  THERAPY 
Lloyd  M.  Nyhus,  M.D., 
Chicago 

3.  FEMALE  SEXUALITY 
Leon  Saizman,  M.D., 

New  York 

4.  INJURIES  ASSOCIATED 
WITH  SEAT  BELTS 
William  S.  Smith,  M.D., 

Ann  Arbor 

5.  AESTHETIC  SURGERY  OF 
FACE  AND  EARS 

Peter  Randall,  M.D., 
Philadelphia 

6.  DIAGNOSIS  AND  TREAT- 
MENT OF  BACTERIAL 
PNEUMONIA 

Morton  M.  Ziskind,  M.D., 
New  Orleans 


Saturday,  May  8,  8:15-9:30  a.m. 

7.  INCOMPETENT  URETHRA 
Bruce  H.  Drukker,  M.D., 
Detroit 

8.  HIATUS  HERNIA:  FACTS 
AND  FANCIES 

Philip  Kramer,  M.D., 

Boston 

9.  TESTING  FOR  HEPATITIS 
Chang  Ling  Lee,  M.D., 
Chicago 

10.  SPEECH  AND  LANGUAGE 
DISORDERS  OF  YOUNG 
CHILDREN 

Sylvia  O.  Richardson,  M.D., 
Cincinnati 

11.  CRASH  PROTECTION  OF 
MOTOR  VEHICLE 
OCCUPANTS 

Colonel  John  P.  Stapp, 
Washington,  D.  C. 

12.  PULMONARY  THROMBO- 
EMBOLISM 

Henry  N.  Wagner,  Jr.,  M.D., 
Baltimore 

13.  CLINICAL  ENTITIES  IN 
UVEITIS 

A.  Edward  Maumenee,  M.D., 
Baltimore 


Create  a 
^time 

W Vmachine 


What  to  do 

untn . 
suppositories 

work: 


Fleet 


enema  I 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  workJ-3  Some- 
times two.'*  Sometimes  more.3  Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients,^  and 
not  infrequently  produce  smarting,  burning  and  tenesmus.® 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable-like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO  . INC. 
Lynchburg,  Va.  24505 


plHrinaceyticals 


Wariiing:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan,,  1963.  2.  Sweeney,  W,  J , IIP  Amer  J Obstet 
Gynec  85^908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964  4 Baydoun  A B 

'■  ^ ^ Amer^  Gastroent 

33.366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June.  1964 


lOA?! 


Efudex^ 


(fluorouracil) 

cream /solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/ actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J.  07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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An  Annual  Session  participant  enjoys  the  handiwork  of  his  colleagues.  The  first 
art  exhibit  was  held  in  1968  at  the  Association’s  Annual  Session  in  Houston; 
since  then,  more  than  300  art  pieces  have  been  displayed  by  physicians  and 
physicians’  wives. 


Art  contest  offers 
chance  for  creativity 

The  Texas  Medical  Association’s  An- 
nual Session  is  not  all  educational  ex- 
periences, policy-making  periods,  and 
social  gatherings.  The  Physicians’  and 
Wives’  Art  Exhibit  at  the  1971  Annual 
Session,  May  6-9,  in  Houston  will  offer 
an  opportunity  for  doctors  and  their 
wives  to  show  their  colleagues  how 
creative  they  can  be! 

For  the  fourth  year,  TMA  members 
and  their  spouses  may  enter  their 
objets  d’art  in  the  competition,  in 
hope  of  winning  first,  second,  third, 
or  honorable  mention  awards. 

Entrants  must  fill  out  both  stubs  of 
the  entry  blank,  attaching  one  to  the 
back  side  of  their  painting  or  photo- 
graph or  to  the  under  side  of  their 
sculpture  and  mailing  the  other  stub 
to  Texas  Medical  Association,  1801  N. 
Lamar  Blvd.,  Austin  78701,  for  cata- 
loging purposes.  A $5  hanging  fee  for 
each  item  submitted  must  accompany 
the  stub  sent  to  TMA.  Entry  blanks 
must  be  received  at  TMA  no  later  than 
April  1,  1971. 

Prospective  exhibitors  may  use  the 
entry  blank  below,  or  they  may  re- 
quest the  form  from  Dale  Werner, 
exhibits  manager,  at  the  TMA  Head- 
quarters Building. 

On  the  entry  blank,  the  artist  must 
declare  the  media  category  to  which 
his  art  piece  should  be  assigned.  There 
are  nine  categories  for  the  artist  to 
choose  from:  oil  painting — classical,  oil 
painting — modern,  water  color — classi- 


cal, water  color — modern,  sculpture — 
classical,  sculpture — modern,  drawings 
and  prints,  arts  and  crafts,  and  photog- 
raphy. Nonspecified  pieces  will  be  cate- 
gorized by  the  Art  Exhibit  Committee. 

Those  entering  the  competition  may 
submit  a total  of  five  pieces  for  the 
exhibit,  with  a limit  of  two  pieces  in 
any  one  media. 

Other  rules  include  the  following: 

1.  All  paintings  must  be  framed. 

2.  All  photographs  must  be  matted. 

3.  Framed  pieces  must  be  equipped 


with  two  properly  placed  screw-eyes 
and  picture  wire. 

4.  Size  is  limited  to  40  inches  (long- 
est measurement)  after  framing. 

To  ship  pieces,  exhibitors  must  use 
wooden  boxes  to  crate  heavy,  fragile, 
or  framed  entries.  Screws  must  be 
used  on  all  surfaces  marked  “Open 
here.’’  All  crates  should  be  addressed 
to  TMA  Physicians’  and  Wives’  Art  Ex- 
hibit, Sullivan  Transfer  Co.,  1107  South 
Loop  West,  Houston  77021,  and  must 
be  shipped  in  time  to  arrive  in  Hous- 
ton not  later  than  April  24,  1971. 


Detach  this  stub  and  attach  to  back  of  art  piece. 

Texas  Medical  Association 

Physicians’  and  Wives’  Art  Exhibition 

May  6-8,  1971,  Shamrock  Hilton  Hotel,  Houston. 

Artist 

1 

1 

1 

1 

1 

1 

1 

1 

Duplicate  entry  blank  (for  catalog).  Enclose  this  stub 
with  entry  fee  and  mail  to  the  Texas  Medical  Associa- 
tion, 1801  N.  Lamar  Blvd.,  Austin,  Texas  78701,  prior 
to  April  1,  1971. 

Hanging  fee: 

$5.00  per  article 

Artist 

Address 

1 

j 

Address 

City 

1 

1 

City 

Title 

1 

1 

Title 

Merliiim 

1 

1 

Medium 

(Please  print) 

1 

1 

(Please  print) 

ATTACH  THIS  STUB  TO  ART 

1 

1 

MAIL  THIS  STUB  TO  TEXAS  MEDICAL  ASSOCIATION 
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The  Sullivan  Transfer  Co.  will  store 
the  entries  from  the  time  of  delivery 
to  the  time  of  display. 

If  preferred,  pieces  to  be  exhibited 
may  be  hand-delivered.  They  should 
be  brought  to  the  Regency  Room  of 
the  Shamrock  Hilton  Hotel  on  Wednes- 
day, May  5.  A committee  of  local  phy- 
sicians and  wives  will  staff  an  art  ex- 
hibit information  booth  and  will  re- 
ceive all  hand-delivered  art. 

Entries  may  not  be  removed  before 
the  close  of  the  exhibit  at  4 p.m.  on 
Saturday,  May  8.  Hand-delivered  art 
should  be  picked  up  promptly  after 
4 p.m.  Saturday.  Any  entries  with 
proper  facilities  for  shipping  will  be 
shipped  back  to  exhibitors  as  soon  as 
possible  after  the  close  of  the  contest. 

Care  will  be  exercised  in  handling 
art  objects.  However,  all  entries  are 
accepted  with  the  understanding  that 
neither  TMA,  National  Decorators,  Inc., 
Sullivan  Transfer  Co.,  nor  the  Shamrock 
Hilton  Hotel  will  not  be  liable  for  loss 
or  damage.  It  is  recommended  that 
each  exhibitor  make  arrangements  to 
insure  his  work  while  enroute,  in  stor- 
age, and  during  the  exhibition.  The  art 
exhibit  will  be  displayed  in  the  Regency 
Room  along  with  technical  exhibits. 


“Old  Scar-Face”  won  his  maker  a first 
place  in  the  sculpture  category.  Dr. 
William  L.  DeGinder  of  Austin,  creator 
of  this  piece,  was  presented  his  award 
at  the  1969  Annual  Session. 


Art  in  two  dimensions  was  an  entry  in 
the  competition  at  last  year's  Physi- 
cians’ and  Wives’  Art  Exhibit. 


This  area  will  be  locked  after  regular 
exhibit  hours,  and  only  authorized  per- 
sonnel will  be  permitted  in  the  area. 

A prominent  Houston  artist  will 
judge  the  competition,  and  ribbons 
will  be  placed  on  the  winning  entries 
on  Friday.  In  addition  to  the  winners 
in  each  category,  a best-of-show  award 
will  be  given  Friday  at  the  general 
meeting  luncheon. 


Grim  family  conditions 
noted  for  female  felons 

Two  physician  researchers  have  found 
that  much  like  the  stereotyped  origins 
of  the  male  convict,  the  female  felon 
is  likely  to  come  from  a poor  family 
and  social  background — only  the  like- 
lihood is  even  greater  than  that  for  a 
male. 

The  report  of  the  two  physicians, 
Drs.  C.  Robert  Cloninger  and  Samuel 
B.  Guze  of  the  department  of  psychia- 
try at  Washington  University  School  of 
Medicine  in  St.  Louis,  Mo.,  was  pub- 
lished recently  in  the  Archives  of  Gen- 
eral Psychiatry. 

According  to  the  article  in  the  jour- 
nal, the  physicians  conducted  a study, 
with  the  cooperation  of  the  Missouri 
State  Board  of  Probation  and  Parole, 
of  66  women  convicted  of  serious 
crimes. 

"While  similarly  disturbed  social  and 
family  settings  characterize  male  fel- 
ons, our  impression  is  that  the  situa- 
tion is  worse  for  women,”  noted  the 
researchers.  "From  the  home  environ- 


ment in  which  they  were  raised  to  the 
home  environment  they  are  providing 
for  their  own  children,  the  findings  in- 
dicate a dishearteningly  grim  picture.” 

Sixty-five  percent  of  the  women  re- 
ported at  least  one  parent  missing 
from  the  home  by  the  time  they  were 
18.  Most  often  (30%)  the  father  was 
listed  as  missing,  but  almost  as  often 
(27%)  both  parents  were  absent  from 
the  home.  The  head  of  the  household, 
it  was  reported,  was  most  likely  to  be 
an  unskilled  laborer  and  in  a few  cases 
was  a semiskilled  or  clerical  worker. 

Heavy  drinking  was  indicated  as  a 
problem  for  53%  of  the  fathers  (or 
father-substitutes),  while  21%  of  the 
mothers  (or  mother-substitutes)  were 
noted  as  facing  a drinking  problem. 
Neglect,  physical  abuse,  and  jail  rec- 
ords were  conditions  reported  fre- 
quently for  both  mothers  and  fathers. 

Of  the  convicted  women  involved  in 
the  study,  48  had  not  finished  high 
school,  and  19  had  not  gone  beyond 
grammar  school.  A corollary  to  the  ed- 
ucation statistics  was  a majority  of 
women  with  a spotty  work  history. 
Less  than  30%  of  the  women  earned 
more  than  $3,000  a year,  and  only 
two  of  the  66  had  annual  incomes  of 
more  than  $5,000.  Most  of  the  women 
reported  that  the  positions  they  held 
were  in  the  unskilled-worker  category, 
although  41%  of  the  total  group  had 
taken  technical  training  courses,  often 
in  prison. 

Marital  and  sexual  histories  of  the 
female  felons  also  indicated  instabil- 
ity. Although  76%  reported  their  first 
sexual  experience  was  before  they 
were  18  and  80%  reported  premarital 
sexual  relations,  more  than  half  told 
the  researchers  they  had  frigidity  prob- 
lems, and  nearly  four-fifths  admitted 
they  had  some  type  of  sexual  inade- 
quacy. 

As  for  marriage,  53  of  the  total  num- 
ber had  been  married,  and  of  this  mar- 
ried group,  23  had  been  divorced  at 
least  once,  and  21  had  been  separat- 
ed. Twenty-two  of  the  women  had  wed 
before  they  were  18. 

Women  in  the  group  who  had  be- 
come mothers  seemed  to  be  offering 
their  own  children  no  better  environ- 
ment than  had  been  given  them. 
Of  144  children  born  to  51  women, 
40%  had  been  conceived  illegitimate- 
ly. Nineteen  of  the  children  died  before 
the  age  of  three,  a mortality  rate  of 
13%,  and  of  the  children  surviving, 
37%  for  various  reasons  did  not  live 
with  their  mothers. 
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Texas  Tech 
University 
School  of 
Medicine: 


With  a view 
toward 
the  future 


By  John  A.  Buesseler,  M.D. 


Dr.  William  W.  Frye, 
special  consultant  to  the 
Texas  Tech  University  School 
of  Medicine  and  formerly 
dean,  vice-president, 
and  chancellor  of 
Louisiana  State  University 
School  of  Medicine, 
addresses  an  assembly  of 
medical  educator- 
consultants  who  are  assisting 
in  the  master  planning 
of  the  new  medical  school. 


Editors  note:  Dr.  Buesseler  is  vice- 
president  for  health  affairs,  dean  of 
Texas  Tech  University  School  of  Med- 
icine, and  chief  executive  officer  of  the 
medical  center.  Awarded  a bachelor  of 
philosophy  degree  with  honors  in  zool- 
ogy by  the  University  of  Wisconsin, 
Madison,  in  1941,  his  MD  degree 
is  from  the  University  of  Wisconsin 
School  of  Medicine.  Dr.  Buesseler  also 
received  an  MS  degree  in  business 
administration  from  the  University  of 
Missouri  Graduate  School,  Columbia,  in 
1965.  He  is  now  a candidate  for  a 
Ph.D.  degree  in  business  and  public 
administration  from  Cornell  University 
Graduate  School,  Ithaca,  New  York. 

A diplomate  of  the  American  Board 
of  Ophthalmology,  Dr.  Buesseler  was 
professor  and  founding  chief  of  oph- 
thalmology at  the  University  of  Mis- 
souri since  1959  and  since  1967  has 
served  at  Missouri  as  coordinator  of 
affiliated  programs,  acting  executive 
director  of  Kansas  City  General  Hospi- 
tal and  Medical  Center,  and  executive 
officer  of  the  Missouri  Crippled  Chil- 
dren’s Service. 


With  the  dawn  of  the  1970  state  fis- 
cal year  came  the  official  creation  of 
the  Texas  Tech  University  Schooi  of 
Medicine  at  Lubbock. 

Recognized  as  a needed — and  wel- 
come— addition  to  the  medical  educa- 
tional facilities  of  the  state,  the  new 
institution  is  a medical  school  in  devel- 
opment in  the  true  meaning  of  the 
phrase. 

Current  development 

The  enabling  legislation  for  the 
school  was  approved  by  the  61st  Leg- 
islature in  1969  and  authorizes  the 
planning,  organizing,  and  establish- 
ment of  a state-owned  and  operated 
school  of  medicine  in  the  vast  West 
Texas  region. 

Immediately  following  legislative  au- 
thorization for  establishment  of  the 
school,  the  Board  of  Regents  of  the 
Texas  Tech  University  School  of  Medi- 
cine appointed  Dr.  Grover  E.  Murray, 
president  of  Texas  Tech  University,  as 
chief  executive  officer. 

On  Jan.  19,  1970,  Dr.  John  A.  Bues- 
seler was  selected  vice-president  and 
dean  of  the  medical  school.  He  be- 
came a full-time  employe  of  the  new 
institution  on  June  3,  1970. 

On  Dec.  4,  1970,  an  affiliation 

agreement  between  the  medical  school 
and  the  Lubbock  County  Hospital  Dis- 
trict was  signed.  The  agreement  pro- 
vides that  the  hospital  district  will  con- 
struct and  maintain  a primary  teach- 
ing hospital  for  the  medical  school. 

Preliminary  discussions  and  negotia- 
tions have  been  opened  with  existing 
hospitals  in  Lubbock,  with  a view 
toward  developing  other  affiliation 
agreements  also.  Plans  are  also  under 
development  for  effecting  affiliation 
agreements  between  the  medical 
school  and  the  many  community  hos- 
pitals in  the  West  Texas  region  that 
possess  the  desire  and  the  capabilities 
to  function  as  affiliated  teaching  hos- 
pitals. Currently,  discussions  are  under 
way  with  several  hospitals  in  Amarillo, 
El  Paso,  Midland,  Abilene,  and  San 
Angelo. 

During  the  spring  of  1970,  the 
Building  Committee  of  the  Board  of 
Regents,  Dr.  Murray,  and  Dr.  Buesseler 
conducted  interviews  with  16  architec- 
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James  Falick  (left), 
partner  in  the  architectural 
firm  of  Candid, 

Rowlett,  and  Scott  of 
Houston;  Dr.  Buesseler 
(center);  and  Dr.  Richard 
K.  Noback  (right),  dean  of 
the  University  of 
Missouri  at  Kansas  City 
School  of  Medicine  and 
medical  educator- 
consultant  for  Texas  Tech 
University  School  of 
Medicine,  discuss  plans 
for  the  Lubbock  campus. 


tural  firms  having  home  offices  in  Tex- 
as. After  visits  to  the  offices  and  pro- 
duction facilities  of  a selected  number 
of  interviewed  firms,  the  Board  of  Re- 
gents selected  a Houston  company  for 
the  master  planning  of  the  Texas  Tech 
University  School  of  Medicine  campus 
site.  A 30-man  team  of  medical  educa- 
tor-consultants from  throughout  the 
nation  is  actively  assisting  in  the  de- 
velopmental planning  and  organizing 
of  the  medical  school  and  the  teaching 
hospital. 

Institutional  goals 

The  intention  of  the  medical  school 
leadership  is  that  the  goal  of  the 
school  and  its  affiliated  institutions  be 
the  fulfillment  of  the  needs  of  the  peo- 
ple. As  a tax-supported,  state  univer- 
sity medical  school,  the  education, 
patient-care,  research,  and  affiliated 
programs  of  the  new  institution  are 
being  designed  specifically  to  support 
and  be  compatible  with  the  resolution 
of  the  needs  of  the  public  it  serves. 

In  keeping  with  this  principle, 
the  school's  mission  is  to  educate 
health  professionals  and  other  allied 
health  personnel  to  contribute  to  the 
advancement  of  knowledge  through 
health-oriented  research  and  to  pro- 
vide health  services  of  exemplary  qual- 
ity. 

To  accomplish  this  mission  with 
maximum  effectiveness  and  economy, 
the  Texas  Tech  University  School  of 
Medicine  is  committed  to  the  develop- 
ment of  a highly  innovative — yet  prac- 
tical— administrative,  curriculum,  and 
facility  structure.  The  administrative 
staff,  faculty,  medical  students,  allied 
health  students,  interns,  resident  phy- 
sicians in  training,  and  practicing  phy- 
sicians will  be  involved  in  the  educa- 
tion, patient-care,  and  research  pro- 
grams to  be  established  not  only  on 
the  campus  but  also  in  the  communi- 
ties of  West  Texas.  Economies  are  to 
be  effected  through  the  use  of  exist- 
ing facilities  and  personnel,  wherever 
appropriate. 

Innovative  curriculum 

Central  to  accomplishment  of  the 
medical  school’s  goal  is  the  production 
of  highly  skilled  and  professionally 


competent  doctors  of  medicine.  To 
this  end,  a curriculum  of  training 
based  on  a 12-month  school  year  is 
being  designed.  The  curriculum  incor- 
porates the  flexibility  necessary  to 
support  the  unique  capabilities  and 
educational  needs  of  the  individual 
student,  while  stimulating  his  intellec- 
tual curiosity  and  his  motivation  to 
serve  humanity. 

The  purpose  of  this  innovative  cur- 
riculum is  to  facilitate  the  medical  ed- 
ucational integration  of  students  with 
a wide  variety  of  prebaccalaureate 
courses  of  education.  For  example,  a 
student  with  an  undergraduate  major 
in  history  will  be  able  to  enter  medical 
school  and,  through  appropriate  elec- 
tive and  required  course  work,  may  be 
graduated  as  a physician  with  the 
same  competence  and  skills  required 
of  other  graduates.  This  departure 
from  a rigid  premedical  undergraduate 
course  requirement  will  provide  the 
opportunity  for  the  medical  profession 
to  attract  a larger  body  of  intellectu- 
ally capable  students.  In  addition,  the 
flexibility  of  the  curriculum  will  allow 
students  to  proceed  from  high  school 
graduation  to  medical  school  gradua- 
tion in  six  years  without  a reduction 
of  educational  quality. 

The  curriculum  also  is  being  de- 
signed to  permit  students  to  acquire 
(through  appropriate  elective  course 
work)  an  additional  baccalaureate  or 
graduate-level  degree  within  the  usual 
medical  education  time  frame.  Faculty 
members  will  teach  courses  through 
both  interdisciplinary  and  intradepart- 
mental  programs  of  instruction.  Em- 
phasis will  be  placed  on  the  produc- 
tion of  MD’s  who  will  have  the  skills 
required  to  be  competent  family  phy- 
sicians. 

The  use  of  “challenge”  examina- 
tions will  be  basic  to  the  operational 
effectiveness  of  the  curriculum  flexi- 
bility being  designed  for  Texas  Tech 
University  School  of  Medicine.  Such 
examinations  are  being  designed  to 
allow  the  student  who  has  accumulat- 
ed knowledge  and  skill  in  a given 
course,  regardless  of  the  time  he  has 
devoted  to  the  course,  to  request  an 
examination  for  competence  in  the 
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subject.  Successfully  passing  the  ex- 
amination will  constitute  completion  of 
the  course.  The  challenge  examina- 
tions will  allow  students  to  proceed 
through  the  learning  process  at  their 
own  rate,  rather  than  being  bound  to 
the  traditionally  fixed  number  of  se- 
mester hours  of  work. 

To  facilitate  accelerated  acquisition 
of  required  knowledge  and  skills,  the 
latest  in  educational  methodology  and 
learning  techniques  such  as  closed- 
circuit  television,  simulation  models, 
educational  games,  didactors,  comput- 
erized fact  banks,  audiovisual  materi- 
als, and  individualized  tutoring  will  be 
used.  Since  many  of  these  methods 
will  be  used  by  physicians  for  continu- 
ing education,  it  is  appropriate  to  in- 
troduce students  to  these  learning 
techniques  as  early  in  their  profession- 
al education  as  possible. 

Tutorial  team  system 

An  integral  part  of  the  flexible  curri- 
culum program  is  the  incorporation  of 
tutorial  teams  into  the  educational 
milieu  of  the  medical  school.  Each 
tutorial  team  is  to  be  made  up  of  three 
or  four  faculty  physicians  and  12  to 
16  medical  students.  Such  a "family” 
of  students  and  mentors  facilitates  the 
establishment  of  desirable  small-group 
dynamics,  even  though  the  total  medi- 
cal student  enrollment  in  the  school  is 
expected  to  be  approximately  800. 

The  small-group  tutorial  teams  will 
allow  each  student  to  identify  with  his 
team  throughout  medical  school  and 
will  enable  him  to  receive  continuing 
personal  attention  and  guidance  in 
shaping  the  educational  process  to  his 
individual  needs  and  capabilities. 

The  development  of  the  student’s 
scientific  and  humanitarian  system  of 
values,  of  his  ability  to  make  clinical 
judgments,  and  of  his  professional 
ethics  is  critical  to  his  education.  This 
can  be  accomplished  by  the  tutorial 
team  by  providing  early  and  continu- 
ing contact  between  the  student,  his 
colleagues,  and  his  mentors.  By  words 


and  deeds,  the  tutor  is  for  the  stud- 
ent a model  of  the  integration  of  per- 
sonal commitment  and  competence 
into  a professional  career  of  serving 
the  sick.  In  essence,  the  mentor  serves 
as  an  ombudsman  and  guide,  escort- 
ing the  medical  student  through  the 
complicated  maturation  and  profes- 
sionalization experience  that  results 
in  the  blend  of  knowledge,  judgment, 
self-motivation,  compassion,  and  eth- 
ics which  society  expects  the  physi- 
cian to  possess. 

Allied  health  and  postdoctoral 
programs 

It  must  be  pointed  out  that  medical 
students  are  the  minority  in  any  medi- 
cal school-medical  center  complex. 
They  are  far  outnumbered  by  the 
many  nonbaccalaureate,  prebaccalau- 
reate, predoctoral,  postdoctoral,  and 
continuing-education  students  who  ob- 
tain some  or  all  of  their  education  in 
the  same  facilities  and  from  many  of 
the  same  faculty  members.  Frequent- 
ly, there  are  three  to  four  times  as 
many  allied  health  students  on  a med- 
ical school  campus  as  there  are  medi- 
cal students. 

Many  students  on  a medical  school 
campus  are  training  for  careers  in  the 
allied  health  fields,  some  are  interns, 
others  are  postdoctoral  personnel  ac- 
quiring training  and  experience  in  spe- 
cialty work,  and  still  others  are  prac- 
ticing physicians  and  allied  health  per- 
sonnel taking  refresher  training  to 
keep  up  with  the  new  developments  in 
their  fields.  Economically,  it  is  waste- 
ful if  medical  school-medical  center 
facilities  are  not  used  to  train  these 
essential  health  personnel.  Therefore, 
it  is  the  intention  of  Texas  Tech  Uni- 
versity School  of  Medicine  to  prepare 
for  fulfilling  this  important  educational 
function. 

Patient-care  services 

Because  medical  education  consists 
largely  of  training  medical  students, 
allied  health  students,  interns,  resi- 
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dent  physicians,  and  returning  practic- 
ing physicians  in  the  art  and  science 
of  diagnosing  and  treating  the  sick, 
active  participation  in  the  rendering  of 
patient  care  is  an  essential  require- 
ment of  the  medical  school.  The  med- 
ical school  itself  is  to  be  an  integral, 
coordinated,  and  supportive  part  of 
the  total  health  delivery  system  of  the 
state.  Students  will  receive  their  edu- 
cation, and  patients  their  care,  in  an 
environment  that  of  necessity  must  be 
a prototype  of  the  highest  quality  am- 
bulatory and  non-ambulatory  health 
service. 

An  important  facet  of  the  innova- 
tive educational  programs  of  this  in- 
stitution is  the  creation  of  an  ambula- 
tory patient-care  facility.  In  order  to 
provide  the  real-world  environment  in 
which  to  educate  students  on  the 
medical  school  campus,  it  is  necessary 
that  the  medical  school  serve  as  a 
clinical  center  for  the  provision  of  am- 
bulatory patient  care  on  an  interdisci- 
plinary basis  comparable  to  that  ren- 
dered in  the  finest  medical  clinics  in 
the  country.  In  keeping  with  the  inno- 
vative program  to  teach  students  in 
a real-world  clinical  environment,  the 
teaching  hospital  to  be  constructed  by 
the  Lubbock  County  Hospital  District 
is  to  provide  facilities  only  for  patients 
requiring  hospital-bed  care. 

Affiliated  hospital  programs 

Since  a program  of  regional  out- 
reach is  a central  feature  of  the  edu- 
cational ideology  of  the  Texas  Tech 
University  School  of  Medicine,  the 
school  will  be  organized  in  a manner 
that  will  encourage  and  actively  sup- 
port the  free  flow  of  faculty,  students, 
and  ideas  between  the  Lubbock  cam- 
pus and  the  many  hospitals  and 
health-care  facilities  in  the  West  Texas 
area. 

To  accomplish  this,  the  medical 
school  intends  to  establish  education- 
al affiliation  agreements  with  as  many 
facilities  as  possess  the  capabilities 
and  the  desire  to  participate  in  the 


educational  efforts  of  the  school.  It  is 
envisioned  that  the  medical  school  can 
in  turn  support  the  affiliated  hospitals 
in  developing  substantial  medical  stud- 
ent, allied  health,  internship,  resident 
physician,  and  continuing-education 
training  programs;  thereby,  helping  to 
elevate  the  quality  of  health  services 
rendered  and  to  make  the  West  Texas 
region  an  attractive  place  in  which  to 
practice  medicine. 

Through  the  affiliation  mechanism, 
the  medical  school  will  also  be  able  to 
coordinate  its  educational  programs 
with  those  of  junior  and  senior  colleges 
throughout  West  Texas;  thus,  enabling 
more  students  of  these  institutions  to 
train  for  health  careers.  By  using  the 
capabilities  of  the  personnel  and  the 
facilities  in  Lubbock  and  in  West  Tex- 
as, the  educational  effort  can  be  great- 
ly increased  at  a substantial  economic 
saving  through  the  affiliation  agree- 
ment system. 

Research 

Since  both  medical  education  and 
care  stagnate  and  deteriorate  in  the 
absence  of  medical  and  health-related 
research,  another  major  goal  is  the 
incorporation  of  research  into  the  ac- 
tivities of  the  medical  school.  Texas 
Tech  University  School  of  Medicine  is 
planning  its  programs  around  a com- 
mitment to  a balanced  research  effort. 

Such  an  effort  is  to  consist  of  an 
appropriate  proportion  of  fundamental 
or  basic  research,  balanced  with  ap- 
plied or  developmental  research.  In 
order  to  attack  medical  or  health-re- 
lated research  targets  on  an  institution- 
wide basis,  a portion  of  the  total  re- 
search effort  will  be  directed  or  pro- 
grammed research. 

Immediate  operational  objectives 

Texas  Tech  University  School  of 
Medicine  is  the  only  medical  school  in 
the  state  located  on  a major  university 
campus.  Through  joint  efforts,  working 
with  established  departments  of  basic 
sciences  and  other  teaching  and  ser- 
vice departments  of  the  university. 


These  medical  educator- 
consultants  are  actively  assisting 
in  the  program  and 
organizational  planning  for  the 
Texas  Tech  University 
School  of  Medicine. 

Innovative  ideas  and  methods 
are  to  be  the  new  school’s 
key  to  the  future. 


duplication  of  services  and  personnel 
will  be  avoided,  thus  providing  a sub- 
stantial saving  to  the  State  of  Texas. 
Joint,  cooperative  efforts  will  also  as- 
sist in  more  rapid  development  of  cer- 
tain programs.  Through  such  joint 
efforts  of  the  university  and  the  medi- 
cal school,  all  areas  will  be  strength- 
ened. Being  on  the  same  campus  with 
the  university  offers  many  opportuni- 
ties for  planning  innovative  teaching 
methods  consistent  with  modern  sci- 
entific developments  relating  to  health 
and  medical  care  services. 

Plans  have  been  developed  to  admit 
the  first-  and  third-year  classes  with  a 
total  of  36  students  in  the  fall  of  1972, 
using  temporary  and  affiliated  quar- 
ters. In  the  fall  of  1973,  additional 
first-  and  third-year  classes  comprising 
48  students  will  be  admitted,  making 
a total  of  84  medical  students  enrolled 
in  the  state’s  newest  medical  school. 
Thus,  Texas  Tech  University  School 
of  Medicine  is  being  programmed  to 
graduate  its  first  class  of  physicians 
in  the  spring  of  1974.  This  is  an  accel- 
erated rate  of  development,  far  ex- 
ceeding that  of  most  new  medical 
schools.  An  enrollment  of  200  stu- 
dents in  the  first-year  class  is  sched- 
uled for  the  fall  of  1975  when  the 
completion  of  the  first  phase  of  medi- 
cal school  construction  is  anticipated 
to  be  realized. 

Ten  million  dollars  for  initial  plan- 
ning, operations,  architect’s  fees,  and 
construction  was  appropriated  by  the 
61st  Legislature.  Additional  funds  in 
the  amount  of  $10,000,000  are  re- 
quired to  finance  the  state’s  portion 
of  the  estimated  construction  costs. 

With  continued  understanding,  en- 
couragement, and  financial  support 
from  the  Legislature  and  the  people 
of  the  state,  Texas  Tech  University 
School  of  Medicine  can  quickly  attain 
excellence  in  the  field  of  medical  and 
health  sciences  education  and  can  be 
of  great  benefit  to  Texas  and  to  the 
nation. 
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The  February,  1921,  issue  of  the 
Texas  State  Journal  of  Medicine  con- 
tained similar  information  to  that  found 
in  this  month’s  Texas  Medicine — sto- 
ries focusing  on  the  upcoming  Annual 
Session  of  the  Association,  the  work 
of  the  Legislature  with  special  empha- 
sis on  medical-  and  health-oriented 
legislation,  and  so  forth. 
sft^The  story  on  Annual  Session  re- 
ported that  the  Board  of  Trustees  of 
the  Association  had  decided  upon 
May  10-12  as  the  date  for  the,  annual 
meeting,  because  ‘‘the  House  of  Dele- 
gates at  the  Houston  meeting  selected 
Dallas  for  the  place  of  annual  meeting 
but  failed  to  set  the  date.” 

The  journal  article  continued  on  this 
somewhat  unhappy  note:  ‘‘It  appears 
to  be  rather  unlikely  that  we  will  se- 
cure reduced  rates  for  the  meeting, 
and  it  is  also  apparent  that  hotel  rates 
and  other  expenses  incident  to  a jour- 
ney of  any  sort  will  not  be  materially 
reduced  . . .” 

Physician  readers  were  told  these 
unpleasant  facts,  according  to  the 
author  of  the  article,  so  that  they 
would  start  thinking  immediately  of 
ways  to  pay  for  their  trip  to  Dallas 
and  the  Annual  Session. 

The  journal  did  offer  one  solution  to 
the  financial  dilemma:  ‘‘We  believe 
that  the  patrons  of  any  physician  in 
the  State  will  be  willing  to  defray  all 
of  these  expenses,  either  by  paying 
him  justly  and  without  discount,  or  by 
taking  care  of  a past  due  account  or 
two.  At  any  rate,  it  is  worth  while  (sic) 
entertaining  the  idea.  We  expect  a 
large  attendance  at  this  meeting  and 
a bully  good  time.” 

Jk^kNews  of  the  actions  and  attitudes 
of  the  37th  Legislature  occupied  sev- 
eral pages  of  the  journal. 

5k  Fulfilling  a dream  ‘‘of  the  time 
when  a legislature  favorably  inclined 
would  take  under  consideration  the 
many  public  health  issues  the  medical 
profession  has  been  urging  upon  our 
lawmakers,”  one  news  story  reported 
that  the  ‘‘Legislature  has  been  in  ses- 
sion a sufficient  length  of  time  for  us 
to  see  that  it  bids  fair  to  be  a public 
health  legislature  in  truth  and  in  fact.” 

5k Other  legislative  items  the  journal 
took  the  opportunity  to  comment  upon 
included  the  veto  of  the  bill  to  estab- 
lish a tuberculosis  sanatorium  for 
blacks:  "corrective”  amendments  to 
the  Medical  Practice  Act;  regulation  of 
chiropody;  establishment  of  a second 


Child  Welfare  Bureau;  regulation  of  the 
sanitary  conditions  in  barber  shops, 
beauty  parlors,  hotels,  restaurants,  and 
public  buildings;  prohibition  of  medi- 
cine shows;  requiring  physical  exami- 
nations before  marriage:  regulating  the 
manufacture  and  sale  of  ice  cream; 
and  providing  eye  prophylactics  for 
newborns. 

5k The  journal  also  carried  an  article 
on  the  appointment  of  Dr.  Manton  M. 
Garrick  as  state  health  officer:  “The 
appointment  of  Dr.  Carrick  meets  with 
our  enthusiastic  approval.” 

5k=k Under  the  Miscellaneous  section, 
an  article  was  reprinted  from  the  West 
Virginia  Medical  Journal.  The  article, 
written  by  Dr.  F.  F.  Farnsworth  of 
Charleston,  W.  Va.,  told  of  his  experi- 
ences while  listening  to  B.  J.  Palmer, 
discoverer,  inventor,  and  founder  of 
the  chiropractic  method  of  spinal  ad- 
justments. 

The  journal  editor  allowed  many  of 
the  abusive  statements  to  be  carried 
verbatim,  but  noted  that  “we  have 
been  forced  to  omit  the  last  para- 
graph, because  of  the  Texas  libel 
laws.” 

A portion  of  the  article  reads  as  fol- 
lows: “ ‘Laboratories  are  fakes.  No  dis- 
ease was  ever  diagnosed  in  a labora- 
tory. They  make  the  man  fit  the  thing 
they  want  to  call  disease.  There  is  no 
such  thing  as  bacteriology.  Microscopes 
are  instruments  of  duplicity.  How  can 
they  see  germs  when  they  do  not 
exist?  Pathology  is  only  physiology  gone 
wrong  and  they,  the  doctors,  can’t 
help  it.’  He  went  on  to  say:  ‘There  has 
never  been  a single  germ  discovered 
that  has  ever  caused  a single  disease. 
Chemistry  is  not  worth  a damn,  it  is 
of  no  value.  I would  not  give  a cent 
for  all  the  chemistry  in  the  world.  I 
don’t  know  a solitary  thing  about 
chemistry  and  if  I did,  1 would  forget 
it  and  wash  it  out.’ 

“All  of  the  above  statements  are 
very  remarkable,  at  least,  when  com- 
ing from  a man  who  vehemently  de- 
clared that  he  knew  nothing  about  any 
of  them.” 

5k5kln  the  News  section  was  a piece 
on  the  “Numerical  Strength  of  the 
Army  Medical  Corps.”  “While  pending 
legislation  in  Congress  aims  to  fix  the 
size  of  the  Army  at  175,000  men,  it  is 
virtually  assured  that  there  will  be  no 
reduction  in  the  commissioned  person- 
nel of  the  Medical  Corps.”  The  article 
reported  that  the  medical  corps  barely 


had  50%  of  their  quota  of  men  "in 
the  ratio  of  6%  to  every  thousand 
men.” 

5k5k County  medical  societies  also  con- 
tributed to  the  journal. 

5k  At  a meeting  of  the  Grayson 
County  Medical  Society,  “Dr.  (L.  C.) 
Ellis  reported  a case  of  strangulated 
hernia  relieved  by  operation.  The  pa- 
tient had  been  using  a corn  cob  for  a 
truss,  and  recovering  from  the  anes- 
thetic expressed  more  interest  in  the 
preservation  of  his  truss  than  he  did 
in  the  results  of  the  operation.” 

=kA  physician  at  the  Hidalgo  County 
Medical  Society  meeting  was  concerned 
with  abortion  legislation,  just  as  many 
doctors  today;  “Dr.  Hunter  said  that 
the  society  had  adopted  resolutions 
. . . calling  for  the  passage  of  more 
effective  laws  on  the  subject  of  com- 
mitting abortion,  and  that  these  reso- 
lutions had  been  passed  on  to  the 
legislature.  ...  He  said  that  the  medi- 
cal profession  was  entirely  too  indif- 
ferent on  the  subject  and  that  in  this 
day  when  modesty  is  at  a discount 
and  so  many  women  prefer  the  mud 
of  the  social  gutter  to  cares  of  a fam- 
ily, violation  of  this  law  of  God  and 
man  is  entirely  too  common.” 

Texas  MD  demonstrates 
the  'power  of  the  press’ 

San  Antonio  physician  Dr.  William  M. 
Center,  past  president  of  the  Bexar 
County  Unit  of  the  American  Cancer 
Society,  deserves  another  title — public 
relations  man! 

According  to  a report  in  the  Dec.  5, 
1970,  issue  of  Editor  and  Publisher,  Dr. 
Center  was  moved  to  write  syndicated 
advice  columnist  Ann  Landers  after 
reading  a saddening  letter  in  her 
column  from  “Heartbroken  Friend,” 
who  told  about  the  death  of  a friend 
from  breast  cancer. 

The  physician  suggested  to  Miss 
Landers  that  she  “could  do  more  to 
help  conquer  ‘this  beastly  disease  than 
any  other  person  in  the  United  States’ 
by  offering  a free  Cancer  Society  book- 
let which  tells  women  how  to  detect 
any  change  in  breast  tissue.” 

Miss  Landers  took  the  physician’s 
advice  and  offered  the  booklet  en- 
titled “Personal  Memo  for  Today,  BSE 
(Breast  Self-Examination)”  free  of 
charge  to  readers,  with  instructions  to 
address  requests  to  a special  Cancer 
Society  post  office  box.  Before  the 
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offer  was  made,  however,  the  colum- 
nist warned  the  society  “to  batten 
down  the  hatches  and  be  prepared,” 
the  article  reports. 

The  offer  appeared  on  Oct.  19, 
1970,  in  731  newspapers  across  the 
nation,  and  within  five  days,  requests 
totaled  more  than  150,000.  Letters 
arrived  from  all  parts  of  the  country, 
and  one  library  system  in  Westchester, 
N.Y.,  offered  to  distribute  the  booklet 
through  its  branch  libraries. 

As  of  Dec.  5,  letters  asking  for  the 
booklet  passed  the  230,000  mark,  and 
others  are  still  pouring  in,  according  to 
Joseph  Clark,  director  of  press  for  the 
society.  The  response  has  already  set 
a new  record,  Clark  reported. 

■■The  lesson  for  us  is  that  the  pop- 
ular print  features  are  a most  powerful 
medium  for  life-saving  public  educa- 
tion,” said  the  press  director. 

The  society  has  often  used  a num- 
ber of  media  over  a long  time  period 
to  evoke  large  responses,  but  the  or- 
ganization has  never  had  a similar  ex- 
perience using  only  one  medium  to 
publicize  a single  message. 

Marker  unveiled  to  honor 
late  physician-soldier 

In  recognition  of  an  outstanding  ca- 
reer as  a soldier-physician,  a Texas 
Historical  Grave  Marker  was  unveiled 
Dec.  7,  1970,  at  the  grave  of  Dr. 
George  Perry  Rains. 

Approximately  50  friends  and  rela- 
tives of  the  late  Dr.  Rains  attended 
the  dedication  ceremonies  in  Green- 
wood Cemetery  in  Marshall.  Maj.  Gen. 
Ross  Ayers  of  Austin,  adjutant  gener- 
al of  the  Texas  National  Guard,  ad- 
dressed the  gathering,  and  Mrs.  Mary 
Rains  Hackney  of  Marshall,  niece  of 
the  physician,  unveiled  the  marker. 

Dr.  Rains  died  Sept.  19,  1955,  after 
a long  career  as  a physician  and  an 
officer  in  the  National  Guard  and  the 
US  Army.  The  83-year-old  doctor,  the 
son  of  a Harrison  County  pioneer  fami- 
ly, was  born  in  Marshall  and  earned 
a BA  degree  from  The  University  of 
Texas  at  Austin  in  1893.  In  1896,  he 
was  graduated  with  highest  honors 
from  The  University  of  Texas  Medical 
Branch  in  Galveston  with  an  MD  de- 
gree. Prior  to  his  graduation  from 
medical  school,  he  interned  at  John 
Sealy  Hospital  in  Galveston.  In  1897, 
Dr.  Rains  was  awarded  another  MD  de- 
gree, in  advanced  medicine,  from  the 


University  of  Pennsylvania.  Throughout 
his  medical  career,  he  kept  up  with 
medical  developments  by  attending  lec- 
tures at  New  York  University  Post- 
Graduate  Medical  School  in  New  York 
City. 

After  serving  for  a short  time  as 
house  surgeon  for  Texas  and  Pacific 
Railway  Employees  Hospital  in  Mar- 
shall, Dr.  Rains  established  a private 
practice  there  and  was  actively  en- 
gaged in  medical  practice  for  some 
45  years. 

Dr.  Rains'  military  career  extended 
over  49  years,  during  which  he  ad- 
vanced from  the  rank  of  private  to 
that  of  brevet  lieutenant  general.  He 
served  on  the  Mexican  border,  and 
during  World  War  I,  he  was  colonel  of 
the  3rd  Texas  Infantry  and  command- 
ing officer  of  the  36th  Military  Police 
and  Trains.  During  the  first  world  war, 
he  was  also  commanding  officer  of 
both  the  61st  Pioneer  Infantry  and 
Camp  Sheridan  in  Alabama. 

After  World  War  I,  he  served  as  com- 
mander of  the  144th  Infantry,  the 
72nd  Infantry  Brigade,  and  the  36th 
Division.  The  outstanding  soldier-phy- 
sician was  named  an  honorary  life 
president  of  the  36th  Division  Associ- 
ation. 

The  last  living  charter  member  of 
the  Harrison  County  Medical  Society, 
Dr.  Rains  was  honored  in  1951  by  a 
special  award  presented  by  The  Uni- 
versity of  Texas  Medical  Branch  at  the 
Tri-State  Medical  Assembly  banquet. 

Dr.  Rains,  an  honorary  member  of 
Texas  Medical  Association,  was  also  a 
member  of  the  Military  Surgeons  As- 
sociation and  was  a member  of  the 
board  of  directors  of  Kahn  Memorial 
Hospital  and  the  Harrison  County  Red 
Cross.  He  had  served  as  president  of 
Harrison  County  Medical  Society  in 
1937. 

Sudanese  MD  in  Texas 
wins  achievement  award 

A Sudanese  physician  in  the  Orthope- 
dic Clinic,  Brooke  General  Hospital, 
Brooke  Army  Medical  Center  in  San 
Antonio,  Maj.  Shalom  Y.  Abboudi  was 
named  a winner  of  the  second  annual 
Alvin  Johnson  Award  for  Achievement. 

The  award  is  presented  annually  by 
the  American  Council  for  Emigres  in 
the  Professions,  Inc.,  to  two  refugees 
who  the  council  believes  are  contribut- 


ing significantly  to  their  new  home- 
land. 

Dr.  Abboudi  came  to  the  United 
States  in  1967  with  a medical  degree 
from  the  Faculty  of  Medicine,  Univer- 
sity of  Khartoum,  Sudan. 

Hepatitis  registry  set  up 
in  Michigan  by  Red  Cross 

In  a joint  effort,  the  American  Nation- 
al Red  Cross  Blood  Program  and 
the  Southeastern  Michigan  Red  Cross 
Blood  Center  in  Detroit  have  estab- 
lished a hepatitis  suspect  registry. 

Believed  to  be  the  first  system  of 
its  kind  in  the  United  States,  the  regis- 
try uses  automatic  data  processing 
methods  to  identify  blood  donors  who 
are  suspected  to  be  carriers  of  hepa- 
titis. 

Currently,  a master  file  at  the  Red 
Cross  data  processing  center  in  Alex- 
andria, Va.,  contains  coded  identifica- 
tion of  all  Detroit-area  blood  donors 
on  the  hepatitis  suspect  list.  This  con- 
fidential list  was  compiled  through 
names  submitted  to  the  Detroit  Red 
Cross  medical  director  by  hospitals 
and  through  names  of  suspected  hep- 
atitis blood  donors  known  to  the  Red 
Cross.  The  persons  on  this  list  have 
already  been  notified. 

National  medical  director  of  the 
Red  Cross  Blood  Program,  Dr.  Tibor 
Greenwalt  said  that  the  registry  will 
ultimately  contain  the  identities  of  all 
blood  donors  known  to  the  Red  Cross 
who  are  suspected  to  be  hepatitis  car- 
riers, and  this  information  will  be  made 
available  to  other  blood  collection 
facilities  on  request. 

Also,  since  a person  may  offer  blood 
donations  to  more  than  one  blood  col- 
lection agency.  Dr.  Greenwalt  contin- 
ued, the  registry  will  be  expanded  in 
the  interest  of  public  health  to  include 
the  identity  of  other  hepatitis  suspects 
voluntarily  submitted  by  other  agen- 
cies, such  as  community  blood  banks 
and  hospitals. 

“Research  is  under  way  to  find  a 
method  to  detect  hepatitis  in  blood,” 
said  Dr.  Greenwalt,  “but  until  such  a 
test  is  perfected,  this  registry  will  help 
in  controlling  blood  which  might  other- 
wise be  suspect.” 

In  the  first  week  of  its  operation, 
the  registry  proved  its  effectiveness 
by  discovering  that  a recent  blood 
donation  came  from  a suspected 
hepatitis  carrier. 
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Dr.  Elbert  DeCoursey,  member  of  the 
Texas  Society  of  Pathologists  and  clin- 
ical professor  in  the  department  of  sur- 
gery, division  of  ophthalmology  at  The 
University  of  Texas  Medical  School  at 
San  Antonio,  is  listed  in  the  first  edi- 
tion of  Marquis’  Who’s  Who  in  the  World. 
Publication  date  of  the  volume  is  1971- 
1972. 

Recently  appointed  to  the  State  Board 
of  Medical  Examiners  w/as  Dr.  D.  Clif- 
ford Burross  of  Wichita  Falls.  A former 
alderman  on  the  Wichita  Falls  city 
council,  Dr.  Burross  was  appointed  by 
Gov.  Preston  Smith  to  fill  the  unex- 
pired term  of  the  late  Dr.  Robert  L. 
Daily  of  Wichita  Falls.  He  will  serve  on 
the  board  until  April  13,  1973. 

Named  to  the  Board  of 
Regents  of  The  Univer- 
sity of  Texas  System 
was  Dr.  Joe  T.  Nelson 
of  Weatherford.  Dr. 

Nelson  is  currently 
serving  as  chairman  of 
TMA's  Council  on  Med- 
ical Jurisprudence. 

Gov.  Preston  Smith  also  appointed 
Mrs.  Lyndon  B.  Johnson  and  A.  G. 
McNeese,  Jr.,  to  the  board. 

Dr.  Elgin  W.  Ware,  Jr.,  a Dallas  urolo- 
gist, is  the  new  president  of  The  Uni- 
versity of  Texas  (Southwestern)  Medi- 
cal School  Alumni  Association.  Dr. 
Ware,  a 1946  graduate  of  Southwest- 
ern, succeeds  Dr.  Dewey  W.  Johnston, 
Fort  Worth  specialist  in  internal  medi- 
cine. 

Other  alumni  officers  for  the  1970- 
1971  academic  year  are  Dr.  George  M. 
Boswell,  Jr.,  president-elect,  and  Dr. 
W.  L.  Jack  Edwards,  secretary-trea- 
surer. Dr.  Stephen  Eppstein  and  Dr. 
Charles  B.  Mullins  will  serve  on  the 
association’s  board  of  trustees.  All  of 
the  new  alumni  officers  are  from  the 
Dallas-Fort  Worth  area. 

Dr.  Norman  L.  West  of  Hillsboro  was 
sworn  in  as  president  of  the  Private 
Clinics  and  Hospitals  Association  of 
Texas  at  the  organization’s  annual  con- 
vention in  Houston. 

Dr.  Sam  A.  Nixon  of  Floresville  has 
been  named  a member  of  the  newly 


established  National  Commission  on 
Venereal  Disease.  Dr.  Nixon  will  serve 
on  the  commission  as  a representative 
of  the  American  Academy  of  General 
Practice. 

Wichita  Falls  urologist  Dr.  Charles  B. 
Dryden  has  been  named  an  advisor  to 
the  board  of  directors  of  Senior  Citi- 
zens’ Services  of  North  Texas,  Inc.  Dr. 
Dryden  is  also  a member  of  the  Citi- 
zen’s Advisory  Council  of  the  Gover- 
nor’s Committee  on  Aging. 

PAMPHLETS 


Eleven  new  ideas  for  bringing  medical 
care  to  the  rural  patient  are  presented 
in  the  second  printing  of  the  pamph- 
let, Health  Care  Delivery  in  Rural 
Areas:  Selected  Models. 

Citing  the  fact  that  some  54  million 
Americans  who  live  in  the  countryside 
have  only  half  the  access  to  physi- 
cians and  other  health  resources  as 
the  rest  of  the  nation,  the  pamphlet 
points  out,  "The  health  problems  of 
rural  areas  are  further  compounded  by 
environmental  hazards,  the  aging  pop- 
ulation, and  a high  degree  of  poverty.” 

To  brighten  this  grim  picture  of 
rural  medical  care,  various  parts  of 
the  country  are  trying  out  different 
solutions  to  ease  the  problem.  For 
example,  in  Estancia,  N.  M.,  a special- 
ly trained  nurse  practitioner,  under  the 
supervision  of  doctors  at  the  Univer- 
sity of  New  Mexico  School  of  Medicine, 
gives  desperately  needed  medical  at- 
tention to  residents  at  a community 
center.  The  nurse  observes  and  relays 
signs  and  symptoms  to  a supervising 
physician,  but  does  not  make  a medi- 
cal diagnosis.  Then,  two  physicians 
spend  one-half  day  each  week  in  the 
center  to  see  patients  who  need  par- 
ticular attention. 

Three  or  four  medical  students,  su- 
pervised by  a resident  physician,  staff 
a clinic  in  Mayo,  Fla.  The  clinic  not 
only  brings  health  care  to  the  town’s 
residents,  but  also  provides  a valuable 
learning  experience  for  the  students. 

Even  a space-age  solution  is  being 
considered  in  southeast  New  Mexico. 
Remote  health-care  centers  equipped 
with  NASA  sensors  and  other  devices 
could  provide  an  answer  to  the  prob- 
lem. These  remote  stations  would  be 
in  direct  contact  with  physicians  at 
control  centers.  A patient  would  go  to 
the  center,  and  health  center  person- 


nel would  attach  sensors  to  allow 
transmission  of  life  signs  to  the  con- 
trol center  doctor,  who  would  then  ad- 
vise on  treatment  via  radio  or  tele- 
vision. 

Just  as  these  three  examples  all  rep- 
resent possible  solutions  to  the  rural 
health  delivery  problem,  the  pamphlet 
stresses  that  "there  is  no  single  blue- 
print for  study  and  solution  of  health 
problems  that  is  applicable  to  all  com- 
munities in  all  situations.” 

Copies  of  Health  Care  Delivery  in 
Rural  Areas:  Selected  Models  are  avail- 
able from  the  American  Medical  Asso- 
ciation’s Council  on  Rural  Health,  535 
N.  Dearborn  St.,  Chicago,  III.  60610. 

Posters  to  aid  in  discouraging  smoking 
because  of  the  health  hazard  it  pre- 
sents are  now  available  from  the  Texas 
Interagency  Council  on  Smoking  and 
Health,  1100  West  49th  St.,  Austin 
78756. 

Printed  on  a bright  blue  background 
is  the  new,  improved  warning  to  smok- 
ers that  is  to  be  placed  on  all  cigarette 
packages  manufactured  for  sale  in  the 
United  States  on  or  after  Nov.  1,  1970. 
The  new  warning  reads:  "Warning:  The 
Surgeon  General  Has  Determined  That 
Cigarette  Smoking  is  Dangerous  to 
Your  Health.” 

Posters  (like  the  one  shown  below) 
are  available  upon  request  to  interested 
physicians  and  others. 

In  addition  to  the  poster,  physicians 
may  also  obtain  copies  of  a chart  com- 
piled by  the  Federal  Trade  Commission 
in  November,  1970,  listing  the  tar  and 
nicotine  content  of  several  different 
brands  of  cigarettes. 

The  tar  content  in  the  chart  ranges 
from  a high  of  13  mg  per  cigarette  to 
a low  of  2 mg  per  cigarette.  The  range 
of  nicotine  content  is  from  a high  of 
2.2  mg  per  cigarette  to  0.1  mg  per  cig- 
arette. 

The  chart,  a project  of  the  US  De- 
partment of  Health,  Education,  and 
Welfare,  Public  Health  Service,  Health 
Services  and  Mental  Health  Administra- 
tion, may  also  be  purchased  from  the 
Superintendent  of  Documents,  US  Gov- 
ernment Printing  Office,  Washington, 
D.C.  20402.  The  cost  is  5 cents  each  or 
$1.50  for  100. 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 

^ The  concept  of  chemotherapy  plus  the 

physician's  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


/ 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.Sm(. 
Thyroid  Eli.  (1/6  cr.)  ..10  me. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  I tablet  3 times  daily. 
Available: 

Bottles  of  100.  SOO,  1000. 


HIGH  POTENCY 

Each  red  (ablet  contains: 
Methyl  Testosterone  ..SO  mg. 
Thyroid  Eit.  (Va  gr.)  ...30  mg. 

Glutamic  Acid SO  mg. 

Thiamine  HCL 1...10mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  SOO,  1000. 


EKTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .tS.Smg. 

Thyroid  Eit.  (1  gr.)  64  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  SOO. 
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WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.Sfflg. 
Thyroid  Ext. (V4  gr.)  ...tSfflg. 
Ascorbic  Acid  (Vit.C)  .2S0mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoiine  HCL 5 mg. 

Niacinamide  7S  mg. 

Calcium  Pantothenate  .10  mg 

Vitamin  B-12  2.Smcg. 

Riboflavin  S mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  SOO. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings;  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysurla,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reference!:  1.  Monlesano,  P..  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12  69.  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound  West  Med  5;67,  1964  3.  Titeff.  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  2S:6,  1962  4.  Heilman,  L.,  Bradlow,  H.  1.,  Zumoff,  B , Fuhushima,  D.  K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholestercmic  effect  of  androsterone.  i CIm  Endocr  19:936, 
1959.  S.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
S Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar.  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia, 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin^ 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


i 


POOR 


FAIR 


GOOD 


i CEREBRO-NICIN®  New  double-blind  study*  shows  how 
! effectively  senility  can  be  forestalled.  Four  times  as  many 
I aging  patients  showed  striking  improvement. 

; *A  Double.Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
j the  Amer.  Ger,  Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole. 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid. 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamic  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg, 

Pyrldoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  oi  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  RtF^JO 
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PROFESSIONAL  LIABILITY  INSURANCE 
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Professional  Prof  action  Exclusively  since  1899 


AUSTIN  OFFICE:  Robert  F.  Reiman,  Representative 

3201  Clearview,  Austin  78703  Telephone:  512-472-9603 

DALLAS  OFFICE:  Gayle  Nelson  and  Arthur  F.  Ennis,  Jr.,  Representatives 
816  Medical  Arts  Building,  Dallas  75201  Telephone:  214-742-4980 

HOUSTON  OFFICE:  Richard  B.  Ross  and  William  A.  Orsburn,  Representatives 
1525  Hermann  Professional  Bldg.,  Houston  77025  Telephone:  713-523-1 127 


I Turner’s  Clinical  & 
X-Ray  Laboratories 

I Medical  Center 

S El  Paso,  Texas 

I Telephone  532-4689 

I ☆ 

I SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 

i ☆ 

GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D. 
DAVID  LIBMAN,  M.D. 


^/te  Ma^UiHv  ^-R,G4f>  and 
(ladinm  Clinic 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 


126 


TEXAS  MEDICINE 


MEDICINE  IN  LITERATURE 


Physician  reviewers  find  new  medical  books  on  a variety  of  subjects  valuable 


Cells  of  the  Blood:  Structure  and  Func- 
tion, Stanley  P.  Balzerzak  and  Earl 
Metz,  vol.  1,  unit  1 of  Scientific 
Clinician,  51  pp.,  8 illus..  Pitman, 
N.  J.,  Charles  B.  Slack,  Inc.,  1970. 

THE  FASCINATING  Study  of  the  cells 
of  the  blood  has  resulted  in  the  accu- 
mulation of  a tremendous,  yet  still  in- 
complete, body  of  knowledge,  accord- 
ing to  the  authors  of  this  small  book. 
Therefore,  to  help  the  clinician  keep 
up  to  date  on  the  growing  volume  of 
information  on  blood  cells,  authors 
Balzerzak  and  Metz  attempt  to  de- 
scribe a few  of  the  most  recent  devel- 
opments in  understanding  of  the  red 
cells,  platelets,  and  white  cells,  in  the 
belief  that  an  understanding  of  the 
most  recently  recognized  functions 
and  characteristics  of  these  compon- 
ents of  blood  will  be  of  invaluable 
assistance  in  the  study  of  blood  itself, 
as  well  as  that  of  blood-related  dis- 
orders and  diseases. 

The  authors  comment  that  the  chal- 
lenge of  learning  more  about  how  red 
cells,  platelets,  and  white  cells  “do 
their  thing”  has  intrigued  “hema- 
tologists, immunologists,  biochemists, 
physiologists,  anatomists,  and  many 
others  who  have  developed  an  enor- 
mous dossier  of  the  workings  of  these 
vital  and  complex  cells.” 

Diseases  of  Bone  and  Joints,  Louis 
Lichtenstein,  228  pp.,  287  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970, 
$17.50. 

AS  STATED  by  the  author,  the  purpose 
of  this  book  is  to  provide  a concise, 
informative,  comprehensive  survey  for 
basic  orientation  to  bone  and  joint  dis- 
eases. With  this  intent,  the  text  is 
only  212  pages  long  and  has  a high 
ratio  of  illustrations  to  written  ma- 
terial. 

The  first  chapter  on  fractures  and 
their  sequelae  is  quite  brief  and  pre- 
sents only  very  basic  information.  The 
second  chapter  is  on  systematized 
anomalies  of  skeletal  development:  a 
nice  summary  of  many  of  these  con- 
ditions is  presented  in  the  chapter. 
The  next  several  chapters  of  the  book 
end  with  very  interesting  reference 
lists. 

Infections  are  described  pathologi- 
cally, with  a concise  summary  of  less 
common  infections.  The  sections  on 
skeletal  changes  resulting  from  vita- 
min, endocrine,  and  metabolic  disturb- 


ances are  well  outlined,  but  the  osteo- 
porosis chapter  is  too  brief  to  be  of 
any  value.  Paget's  disease  is  well  cov- 
ered, however. 

The  chapter  on  the  pathology  of 
some  common  and  unusual  orthopedic 
conditions  only  briefly  describes  path- 
ological lesions  such  as  menisci,  bur- 
sitis, Dupuytren’s,  bone  infarcts,  et 
cetera,  but  there  is  not  a great  deal 
that  can  be  written  about  many  of 
these  conditions.  The  chapter  on  syn- 
ovial joints  is  presented  in  more  detail 
and  gives  information  including  mani- 
festations of  systemic  connective-tissue 
disorders. 

This  book  is  a short,  readable  sur- 
vey of  nonmalignant  lesions  of  bone 
and  joints.  The  text  emphasizes  path- 
ologic anatomy  and  is  not  intended  to 
be  used  in  clinical  management.  There 
are  many  interesting  and  varied  refer- 
ences following  several  chapters  of  the 
text. 

DONALD  E.  PISAR,  M.D. 

Temple. 

Essentials  of  Clinical  Endocrinology, 

Norman  G.  Schneeberg,  449  pp., 

210  illus.,  2 color  plates,  St.  Louis, 

The  C.  V.  Mosby  Co.,  1970,  $22.50. 

A FIRST-EDITION  book  in  the  field  of 
clinical  endocrinology.  Essentials  of 
Clinical  Endocrinology,  will  be  particu- 
larly helpful  to  the  student,  the  resi- 
dent, and  the  practicing  physician  who 
seeks  a didactic  introduction  or  brief 
review  of  the  subject. 

The  book  is  divided  into  concise, 
yet  broad,  sections  dealing  with  the 
clinical  problems  of  the  endocrine  sys- 
tem, stressing  the  important  clinical 
features  and,  wherever  possible,  the 
practical  aspects  of  therapy.  Basic 
mechanisms  of  hormone  action  are 
detailed  sufficiently  in  each  section, 
yet  the  complexities  of  premature  and 
conflicting  opinions  in  many  areas  are 
avoided.  The  subject  matter  of  each 
section  is  related  clearly,  and  the  au- 
thor’s interesting  style  allows  easy 
reading  of  each  chapter. 

Schematic  diagrams  and  tabulated 
information  among  the  volume’s  210 
illustrations  permit  understanding  of  a 
great  amount  of  endocrinological  in- 
formation. Photographs  are  used  to 
illustrate  a number  of  endocrine  dis- 
orders, and  selected  photomicrographs 
show  special  histologic  characteristics 
quite  effectively. 

The  chapters  relating  to  the  thyroid 


gland  are  particularly  well  organized 
and  merit  special  attention.  The  anat- 
omy and  structure  of  the  gland,  bio- 
synthesis and  mechanism  of  thyroid 
hormone  secretion  and  action,  and  the 
effects  of  numerous  endocrine  and 
non-endocrine  factors  on  the  actions 
of  the  thyroid  are  discussed  with  clari- 
ty. Likewise,  clinical  thyroid  states  are 
discussed  and  illustrated  in  an  unus- 
ually clear  manner. 

This  book  will  be  a useful  addition 
to  the  medical  library  of  both  the  cli- 
nician and  the  student. 

ARVEL  E.  HALEY,  M.  D. 

Dallas. 

Corneal  Contact  Lenses,  ed.  2,  Louis 
J.  Girard,  ed.;  Joseph  W.  Soper  and 
Whitney  G.  Sampson,  asso.  eds.; 
and  Carleen  Gunn,  asst,  ed.,  348 
pp.,  373  illus.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1970,  $23. 

THIS  IS  probably  the  best  single  book 
available  for  the  contact  lens  fitter — 
either  the  ophthalmologist  doing  his 
own  fitting  or  the  contact  lens  tech- 
nician receiving  a prescription. 

Using  nomenclature  in  the  text  that 
is  well  accepted  throughout  the  world, 
the  book  is  also  well  illustrated.  Opti- 
cal principles  are  especially  well  illus- 
trated with  diagrams. 

In  designing  the  diameter  of  a con- 
tact lens,  the  authors’  method  of  us- 
ing the  Soper  Topogometer  is  stressed. 
The  sound  principles  of  this  method 
are  documented  by  many  cases,  but 
the  majority  of  fitters  probably  do  not 
follow  the  authors’  exact  formula  when 
using  this  method.  The  section  on  the 
Camp  fused  bifocal  should  be  more 
detailed,  and  older,  obsolete  bifocals 
should  be  mentioned  only  for  their  his- 
torical interest.  The  section  on  techni- 
cal production  and  modification  of 
contact  lenses  is  especially  good. 

Readers  already  familiar  with  the 
first  edition  will  notice  very  few  chang- 
es in  most  of  the  book,  but  this  sec- 
ond edition  has  valuable  additions  in 
the  areas  of  advances  in  corneal  phy- 
siology, plastics  and  ocular  prosthesis, 
flush-fitting  scleral  lenses,  and  revision 
of  lens  designing. 

We  are  indeed  indebted  to  the  Bay- 
lor group  for  their  superb  book.  Either 
the  first  edition  or  this  second  edition 
is  a must  for  all  contact  lens  fitters  or 
prescribers. 

ROBERT  L.  ROCK,  M.D. 

Austin. 
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NEW  BOOKS 
IN  TMA  LIBRARY 

Brock,  M.,  Fieschi,  C.,  Ingvar,  D.  H., 
et  al.,  eds.:  Cerebral  Blood  Flow, 
Clinical  and  Experimental  Results, 
Berlin,  Springer-Verlag,  1969. 

Boyes,  J.  H.:  Bunnell’s  Surgery  of  the 
Hand,  ed.  5,  J.  B.  Lippincott  Co., 
Philadelphia,  1970. 

Burdette,  W.  J.,  comp,  and  ed.:  Car- 
cinoma of  the  Colon  and  Ante- 
cedent Epithelium,  Springfield,  III., 
Charles  C Thomas,  1970. 

Dewing,  S.  B.:  Radiotherapy  of  Benign 
Disease,  Springfield,  III.,  Charles  C 
Thomas,  1965. 

Edelson,  E.:  Healers  in  Uniform,  Gar- 
den City,  N.Y.,  Doubleday  & Co., 
Inc.,  1971. 

Egan,  R.  L.:  Mammography  and  Breast 
Diseases,  section  19  of  Golden’s 
Diagnostic  Radiology,  edited  by 
Laurence  L.  Robbins,  Baltimore,  The 
Williams  & Wilkins  Co.,  1970. 

Freidson,  E.:  Profession  of  Medicine, 
A Study  of  the  Sociology  of  Applied 
Knowledge,  New  York,  Dodd,  Mead 
&Co.,  Inc.,  1970. 

Hall,  R.  E.,  ed.:  Abortion  in  a Chang- 
ing World,  vols.  1 and  2,  New  York, 
Columbia  University  Press,  1970. 

Hoferichter,  J.,  ed.:  Progress  in  Proc- 
tology, Proceedings  of  the  3rd  In- 
ternational Congress  of  Hedrologi- 
cum  Conlegium,  October  1968,  Er- 
langen-Nuremberg,  Germany,  Ber- 
lin, Springer-Verlag,  1969. 

Keys,  A.,  and  Keys,  M.:  Eat  Well  & 
Stay  Well,  rev.  ed..  Garden  City, 
N.  Y.,  Doubleday  & Co.,  Inc.,  1963. 

MacBryde,  C.  M.,  and  Blacklow,  R.  S.: 
Signs  and  Symptoms:  Applied  Path- 
ologic Physiology  and  Clinical  Inter- 
pretation, ed.  5,  Philadelphia,  J.  B. 
Lippincott  Co.,  1970. 

Meyler,  L.,  and  Peck,  H.  M.,  eds.: 
Drug-Induced  Diseases,  vol.  3,  Am- 
sterdam, Excerpta  Medica  Founda- 
tion, 1968. 

Nelson,  R.  S.:  Gastroscopic  Photogra- 
phy, Chicago,  Year  Book  Medical 
Publishers,  Inc.,  1966. 

Peacock,  E.  E.,  Jr.,  and  Van  Winkle, 
W.,  Jr.:  Surgery  and  Biology  of 
Wound  Repair,  Philadelphia,  W.  B. 
Saunders  Co.,  1970. 

Porter,  R.,  ed.:  Breathing:  Hering- 
Breuer  Centenary  Symposium,  A 
Ciba  Foundation  Symposium,  Lon- 
don, J.  & A.  Churchill  Ltd.,  1970. 

Porter,  R.,  ed.:  Gas  Chromatography 
in  Biology  and  Medicine,  A Ciba 


Foundation  Symposium,  London,  J. 
& A.  Churchill  Ltd.,  1969. 
Raffensperger,  J.  G.,  Seeler,  R.  A.,  and 
Moncada,  R.,  eds.:  The  Acute  Abdo- 
men in  Infancy  and  Childhood,  Phil- 
adelphia, J.  B.  Lippincott  Co.,  1970. 
Sutherland,  V.  C.:  A Synopsis  of  Phar- 
macology, ed.  2,  Philadelphia,  W.  B. 
Saunders  Co.,  1970. 

Wolstenholme,  G.  E.  W.,  and  O’Connor, 
M.,  eds.:  The  Frozen  Cell,  A Ciba 
Foundation  Symposium,  London,  J. 
& A.  Churchill  Ltd.,  1970. 

Many  of  the  books  listed  are  available 
for  review.  If  you  would  like  to  prepare 
a review  on  one  of  the  new  books 
listed,  or  if  you  would  like  to  review 
other  new  books  on  a specific  topic, 
write  to  the  TMA  Library,  1801  N. 
Lamar  Blvd.,  Austin  78701.  Guide- 
lines tor  book  reviewers  are  available 
from  the  Library. 


Dr.  B.  N.  Wilson 

Dr.  Benjamin  Norman  Wilson,  a Tyler 
specialist  in  internal  medicine,  died  at 
Tyler  Medical  and  Surgical  Clinic  on 
Nov.  19,  1970,  following  a lengthy  ill- 
ness. 

Dr.  Wilson,  a native  of  Terrell,  re- 
ceived his  undergraduate  training  at 
Baylor  University,  receiving  an  AB  de- 
gree in  1937.  In  1942,  he  was  gradu- 
ated from  Baylor  College  of  Medicine, 
then  located  in  Dallas,  with  his  MD  de- 
gree. 

He  held  a one-year  internship  at  Bay- 
lor Hospital  in  Dallas,  and  then  served 
as  associate  professor  of  anatomy  at 
Baylor  University  College  of  Dentistry, 
Dallas.  In  1943-1944,  he  held  a nine- 
month  preceptorship  with  Rouse,  Pat- 
terson, and  Bagwell  in  Dallas,  and  from 
1944  to  1946,  he  was  a fellow  in  in- 
ternal medicine  at  Mayo  Clinic  at  Ro- 
chester, Minn.  In  1946,  he  joined  the 
Medical  and  Surgical  Clinic  in  Tyler. 

The  54-year-old  physician  was  a 
member  of  American  Medical  Associa- 
tion, Texas  Medical  Association,  and 
Smith  County  Medical  Society.  He  also 
held  membership  in  the  Texas  Acad- 
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emy  of  Internal  Medicine,  Texas  Heart 
Association,  Inc.,  and  Texas  Tubercu- 
losis Association.  He  was  certified  by 
the  American  Board  of  Internal  Medi- 
cine and  was  a fellow  of  the  American 
College  of  Physicians. 

Survivors  include  his  wife,  Dorothy 
McElroy  Wilson;  a son,  Robert  Benja- 
min Wilson  of  Tyler;  two  daughters, 
Mrs.  Nancy  Moore  of  Bay  City  and  Mrs. 
Margaret  Kenderdine  of  Palestine;  his 
mother,  Mrs.  Norman  Wilson  of  Dallas; 
and  10  grandchildren. 


Dr.  W.  W.  Wood,  Jr. 

Paris,  Tex.,  urologist  Dr.  William  Walter 
Wood,  Jr.,  died  Nov.  8,  1970.  He  was 
58. 

Dr.  Wood  was  born  in  Jamestown, 
N.D.,  and  attended  the  University  of 
Minnesota  in  Minneapolis.  He  received 
a BS  degree  from  that  university  in 
1934  and  an  MD  degree  in  1937.  In 

1938,  he  was  awarded  an  MD  degree 
from  the  University  of  Minnesota  Col- 
lege of  Medical  Sciences.  From  1937  to 

1939,  Dr.  Wood  served  as  an  intern 
at  Germantown  Dispensary  and  Hos- 
pital in  Philadelphia,  Pa.  He  then  was 
an  intern  and  assistant  resident  at 
Burlington  County  Memorial  Hospital, 
Mount  Holly,  N.J.,  from  1939  to  1940. 
Following  this  service,  he  was  a fellow 
in  urology  of  the  Mayo  Foundation 
(1940-1942). 

At  the  conclusion  of  his  fellowship. 
Dr.  Wood  served  in  the  US  Navy  for 
two  years;  he  left  active  duty  on  May 
2,  1946,  as  a lieutenant  commander. 

The  urologist  was  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  Lamar-Delta 
County  Medical  Society.  He  was  also 
active  in  the  Texas  Urological  Society 
and  the  South  Central  Section  of  the 
American  Urological  Association. 

A diplomate  of  the  National  Board 
of  Medical  Examiners,  he  is  survived 
by  his  wife,  Nancy  McConnell  Wood; 
two  sons,  John  and  James  Wood,  both 
of  Paris;  a brother,  Robert  A.  Wood, 
M.D.,  of  Sheboygan,  Wise.;  and  his 
mother,  Mrs.  W.  W.  Wood,  Sr.,  also  of 
Sheboygan,  Wise. 
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Dr.  T.  J.  W.  Shoemaker 

A Fort  Worth  physician  for  57  years, 
Dr.  Thomas  Joseph  Worthy  Shoemaker 
died  Nov.  15,  1970,  in  Presbyterian 
Hospital  of  Dallas.  He  was  80. 

Dr.  Shoemaker,  who  was  a native  of 
Frankville,  Ala.,  received  his  medical 
education  from  the  now-closed  Fort 
Worth  School  of  Medicine,  Medical  De- 
partment of  Texas  Christian  Univer- 
sity, graduating  in  1913  with  an  MD 
degree.  The  physician  served  a one- 
year  internship  from  1913  to  1914  at 
St.  Joseph  Hospital  in  Fort  Worth  and 
later  did  postgraduate  work  at  Baylor 
College  of  Medicine. 

An  honorary  member  of  Texas  Med- 
ical Association,  Dr.  Shoemaker  was 
also  a member  of  Tarrant  County  Med- 
ical Society,  Thirteenth  District  Medi- 
cal Society,  and  American  Medical  As- 
sociation. He  was  also  a member  of 
Phi  Chi  medical  fraternity.  In  civic 
affairs,  he  was  a 50-year  member  of 
Tarrant  County  Masonic  Lodge  No. 
942  and  was  a charter  member  and 
elder  of  Central  Christian  Church  in 
Fort  Worth. 

Surviving  the  physician  are  his  wife, 
Anna  Blanche  Papanek  Shoemaker;  two 
daughters,  Mrs.  Betty  Jean  Glasscock 
and  Mrs.  Vionne  Gayle  Patterson,  both 
of  Dallas;  a sister,  Mrs.  Salome  Ma- 
lone of  Fort  Worth;  four  grandchildren; 
and  two  great-grandchildren. 


Dr.  H.  H.  Latson 

Longtime  Amarillo  physician  Dr.  Har- 
vey Harrelson  Latson  died  Dec.  9, 
1970,  in  St.  Anthony’s  Hospital  in 
Amarillo.  He  was  81. 

Dr.  Latson,  who  first  established 
general  practice  in  Amarillo  in  1921 
and  later  specialized  in  internal  medi- 
cine and  cardiovascular  diseases,  was 
born  in  Pittsburg,  Tex.,  in  1889.  He 
attended  Texas  Christian  University, 
Southern  Methodist  University,  and 
Fort  Worth  Polytechnic  College  (now 
Texas  Wesleyan  College),  receiving  an 
AB  degree  from  TCU.  In  1919,  he  was 
graduated  from  Baylor  College  of  Medi- 
cine, then  located  in  Dallas.  After  his 
graduation,  he  served  a preceptorship 
with  a medical  group  in  Amarillo.  He 
then  established  practice  in  Canyon 
and  later  moved  to  Amarillo. 

The  physician  served  in  the  US 
Army  Medical  Corps  during  World  War 
II,  receiving  a special  commendation 
from  Gen.  Alexander  M.  Patch,  Jr.,  for 
establishing  the  first  fixed  hospital  on 
Guadalcanal.  He  had  the  hospital  in 
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operation  within  eight  days  after  the 
initial  landing  on  that  island.  His  mili- 
tary career  ended  on  Aug.  25,  1946, 
after  he  had  attained  the  rank  of 
colonel. 

Dr.  Latson  was  a member  of  Ameri- 
can Medical  Association,  Texas  Medi- 
cal Association,  and  Potter-Randall 
Counties  Medical  Society.  He  had  also 
served  as  city  health  officer  and  direc- 
tor of  emergency  medical  service  of 
civil  defense  for  Amarillo.  He  was  a 
past  president  of  the  Panhandle  Dis- 
trict Medical  Society  and  was  a past 
president  of  both  St.  Anthony’s  Hospi- 
tal and  Northwest  Texas  Hospital. 

His  survivors  include  his  wife,  Vir- 
gean  England  Estis  Latson;  a daugh- 
ter, Mrs.  Agnes  Rose  Porter  of  Ama- 
rillo; two  sons.  Col.  Harvey  H.  Latson 
of  Denver,  Colo.,  and  W.  B.  Latson  of 
Atlanta,  Ga.;  five  sisters,  Mrs.  Cora 
Crow  of  Amarillo,  Mrs.  Myrtle  Compton 
and  Mrs.  Lennie  Austin,  both  of  Chil- 
dress, Mrs.  Donna  Downey  of  Albu- 
querque, N.M.,  and  Mrs.  Opal  Dars- 
ney  of  Pine  Valley,  Calif.;  and  three 
brothers,  Oliver  W.  Latson  of  Lubbock, 
Will  W.  Latson  of  Fort  Worth,  and  Vol 
W.  Latson  of  Escondido,  Calif. 


Dr.  J.  P.  Dearing 

General  practitioner  Dr.  Jimmy  Pearce 
Dearing  died  Nov.  28,  1970,  in  Arling- 
ton. The  44-year-old  physician  had 
been  in  practice  in  Arlington  for  three 
years. 

A native  of  Holly  Grove,  Ark.,  Dr. 
Dearing  was  graduated  from  the  US 
Naval  Academy  at  Annapolis,  Md.,  in 
1949  with  a BS  degree.  In  1967,  he 
received  his  MD  degree  from  the  Uni- 
versity of  Arkansas  School  of  Medicine 
in  Little  Rock,  after  which  he  held 
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a one-year  internship  at  John  Peter 
Smith  Hospital  in  Fort  Worth.  He 
served  as  a lieutenant  in  the  Navy 
from  1945  to  1952. 

Dr.  Dearing’s  medical  activities  in- 
cluded membership  in  Tarrant  County 
Medical  Society,  American  Medical 
Association,  American  Academy  of 
General  Practice,  and  Texas  Medical 
Association.  He  was  also  a staff  mem- 
ber of  Medical  and  Surgical  Clinic, 
Arlington  Memorial  Hospital,  and  Arl- 
ington Community  Hospital.  He  served 
on  the  staff  of  The  University  of  Texas 
at  Arlington  Health  Center  and  was 
also  team  physician  for  the  school’s 
athletic  department. 

Survivors  include  his  wife,  Ruth 
Thomas  Dearing;  two  daughters,  Nan- 
cy and  Lisa  Dearing,  both  of  Arlington; 
a brother,  Donald  Ray  Dearing  of 
Holly  Grove,  Ark.;  and  his  mother,  Mrs. 
Faye  Dearing,  also  of  Holly  Grove,  Ark. 

Dr.  J.  A.  Heymann 

Dr.  Julius  August  Heymann,  a founder 
of  the  Wichita  Falls  Medical  and  Surgi- 
cal Clinic,  died  at  his  home  in  Wichita 
Falls  on  Dec.  15,  1970. 

A native  of  Junction,  Tex.,  the  75- 
year-old  surgeon  took  his  premedical 
training  at  The  University  of  Texas  at 
Austin.  In  1920,  he  received  an  MD 
degree  from  The  University  of  Texas 
Medical  Branch  in  Galveston.  For  the 
year  following  his  graduation.  Dr.  Hey- 
mann interned  at  The  University  of 
Texas  Medical  Branch  Hospitals  in  Gal- 
veston. From  1921  to  1922,  he  served 
as  anatomy  instructor  at  his  alma 
mater,  and  the  following  year,  he  ac- 
cepted an  internship  at  St.  Vincent 
Charity  Hospital  in  Cleveland,  Ohio. 
Then  in  1923,  Dr.  Heymann  came  to 
Wichita  Falls  to  establish  practice. 

Dr.  Heymann  helped  organize  and 
served  as  president  of  the  Wichita 
County  Educational  Foundation,  a di- 
vision of  the  Wichita  County  Medical 
Society  formed  to  aid  medical  stu- 
dents. He  had  also  served  as  president 
of  the  county  medical  society. 

A fellow  of  the  International  College 
of  Surgeons  and  the  American  College 
of  Surgeons,  he  was  also  a member  of 
The  Southwestern  Surgical  Congress, 
American  Medical  Association,  and 
Texas  Medical  Association. 

Surviving  the  physician  are  two  sis- 
ters, Mrs.  Charlotte  H.  Johnson  of  Kerr- 
ville  and  Mrs.  Alice  King  of  Algertia, 
Tex.;  and  a brother,  R.  M.  Heymann 
of  Menard,  Tex.  His  wife,  the  former 
Alzada  Knickerbocker,  died  in  1962. 
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When  you  need  that  specific  something — -NOW — 
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SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 
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(713)  526-2011 


San  Antonio  • 138  West  Rhapsody  • 78216 

(713)  344-8303 


SCHERER  COMPANY 

Medical  and  Scientific  Supplies 

V 


A Bergen  Brunswig  Company 


130 


TEXAS  MEDICINE 


DR.  HALAMICEK 


Dr.  J.  F.  Halamicek 

El  Campo  general  practitioner  Dr.  John 
Florian  Halamicek  died  at  his  home  in 
El  Campo  on  Dec.  27,  1970. 

The  58-year-old  physician  was  born 
in  Nada,  Tex.,  and  attended  The  Uni- 
versity of  Texas  at  Austin.  In  1936, 
he  was  graduated  from  the  university 
with  a BA  degree,  and  in  1938,  he  was 
awarded  a BS  degree  in  pharmacy.  Dr. 
Halamicek  then  attended  The  Univer- 
sity of  Texas  Medical  Branch  in  Gal- 
veston, graduating  with  an  MD  degree 
in  1942. 

From  1942  to  1943,  he  served  as 
an  intern  at  Jefferson  Davis  Hospital 
in  Houston.  Following  his  internship. 
Dr.  Halamicek  served  in  the  US  Army 
Medical  Corps  for  three  years.  As  a 
captain,  he  fought  in  World  War  II  in 
the  Pacific  theater  and  received  the 
Bronze  Star. 

After  his  discharge  from  the  armed 
forces.  Dr.  Halamicek  returned  to  El 
Campo  to  a medical  partnership  with 
his  father,  the  late  Dr.  J.  A.  Halamicek. 
He  and  his  father  established  Halami- 
cek Clinic  in  1950,  operating  the  facil- 
ity until  the  present  time. 

Dr.  Halamicek  was  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  Wharton- 
Jackson-Matagorda-Fort  Bend  Counties 
Medical  Society. 

He  is  survived  by  his  wife,  Kathleen 
Gayne  Halamicek;  a daughter,  Mrs. 
Carol  Pendergrass  of  Del  Rio;  a son, 
John  Thomas  Halamicek  of  El  Campo; 
a sister,  Mrs.  Evelyn  Sublett  of  El 
Campo;  a brother,  Frank  Halamicek  of 
El  Campo;  his  stepmother,  Mrs.  J.  A. 
Valasta  Halamicek  of  El  Campo;  and 
three  grandchildren. 

Dr.  R.  R.  Lovelady 

Retired  general  practitioner  Dr.  Roy  Ray 
Lovelady  died  of  arteriosclerosis  on 
Nov.  29,  1970,  in  Overall-Morris  Me- 
morial Hospital  in  his  hometown  of 
Coleman. 

The  78-year-old  physician,  a native 
of  Lockhart,  attended  Howard  Payne 
College  in  Brownwood  and  was  grad- 
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uated  with  an  MD  degree  in  1919  from 
Baylor  College  of  Medicine,  then  locat- 
ed in  Dallas.  From  1919  to  1920,  he 
served  an  internship  at  Texas  Baptist 
Memorial  Sanatorium  (now  Baylor  Uni- 
versity Medical  Center)  in  Dallas,  and 
he  later  served  a residency  at  Sealy 
Hospital  in  Santa  Anna,  Tex. 

Before  establishing  practice  in  Cole- 
man in  1950,  Dr.  Lovelady  had  treated 
patients  in  Santa  Anna  and  Roby.  In 
1964,  he  retired  from  active  practice. 
Dr.  Lovelady  served  in  both  world  wars, 
receiving  his  discharge  as  a lieutenant 
colonel  in  1946. 

A past  president  of  Coleman  County 
Medical  Society,  he  was  also  a member 
of  American  Medical  Association  and 
was  elected  to  honorary  membership 
in  Texas  Medical  Association  in  1965. 

Survivors  include  his  wife,  Winnie 
Todd  Doster  Lovelady;  two  daughters, 
Mrs.  Alice  Jane  Mayfield  of  Abilene 
and  Mrs.  Virginia  Ruth  Dodson  of  Cole- 
man; a son,  Capt.  Roy  Ray  Lovelady, 
Jr.,  of  Austin;  a stepson,  Thomas  Dos- 
ter of  Brownwood;  a sister,  Mrs.  Myrtle 
Robertson  of  Los  Angeles,  Calif.;  two 
brothers,  Jim  and  Oscar  Lovelady, 
both  of  Santa  Anna;  nine  grandchil- 
dren; and  three  great-grandchildren. 

Dr.  W.  A.  Potter 

Dr.  Wilkes  Armstrong  Potter  died  Nov. 
25,  1970,  in  St.  Anthony’s  Hospital  in 
Amarillo  of  cardiogenic  shock.  He  was 
60. 

Born  in  Lepanto,  Ark.,  Dr.  Potter  re- 
ceived a BS  degree  from  Arkansas 
State  Teachers  College  and  was  grad- 
uated from  the  University  of  Tennessee 
College  of  Medicine  in  1942  with  an 
MD  degree.  From  1943  to  1944,  he 
held  an  internship  at  John  Gaston  Hos- 
pital in  Memphis,  Tenn.,  and  stayed 
with  the  hospital  for  a residency  in 
obstetrics-gynecology  from  1944  to 
1945.  He  also  practiced  at  Lucy  Lee 
Hospital  in  Poplar  Bluff,  Mo.,  for  sev- 
eral months  in  1943. 

Dr.  Potter  began  practicing  in  Ama- 
rillo in  1945  and  was  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  Panhandle 
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District  Medical  Society.  A fellow  of 
the  International  College  of  Surgeons, 
he  was  also  a member  of  American 
Society  of  Abdominal  Surgeons  and 
the  American  College  of  Obstetricians 
and  Gynecologists.  He  had  served  as 
an  officer  in  Potter- Randal  I Counties 
Medical  Society  and  with  the  Potter 
County  Health  Department. 

His  wife.  Myrtle  Ann  Savage  Potter; 
two  daughters,  Mary  Ann  Potter  of 
Amarillo  and  Mrs.  Joan  Elizabeth  Weise 
of  Lubbock;  and  two  grandsons  sur- 
vive him. 

Dr.  C.  G.  Morgan 

Retired  Corpus  Christi  physician  Dr. 
Charles  Grover  Morgan  died  in  Spohn 
Hospital  in  Corpus  Christi  on  Nov.  29, 
1970,  after  a lengthy  illness. 

The  87-year-old  physician  practiced 
in  West  Virginia  for  some  30  years 
before  coming  to  Texas  to  establish 
practice  in  Corpus  Christi  in  1942.  He 
was  born  in  Sandyville,  W.  Va.,  and 
attended  West  Liberty  State  College, 
West  Liberty,  W.  Va.  In  1908,  he  re- 
ceived his  MD  degree  from  the  Uni- 
versity of  Maryland  School  of  Medi- 
cine. He  then  served  an  internship  at 
Haskins  Hospital  in  Wheeling,  W.  Va. 
He  later  took  postgraduate  training  at 
New  York  University  Post-Graduate 
Medical  School  in  New  York  City  in 
1912,  at  Polyclinic  Hospital  in  New 
York  City  in  1914,  and  at  Tulane  Uni- 
versity School  of  Medicine  in  New 
Orleans  in  1938  and  1939. 

A World  War  I US  Army  veteran. 
Dr.  Morgan  twice  served  as  president 
of  the  Marshall  County  (W.  Va.)  Medi- 
cal Society  and  once  (1936)  as  presi- 
dent of  the  West  Virginia  State  Medi- 
cal Association.  For  13  years,  he  was 
also  a councilor  of  the  state  organiza- 
tion. He  was  also  a member  of  Amer- 
ican Medical  Association,  Texas  Medi- 
cal Association,  Southern  Medical  As- 
sociation, Nueces  County  Medical  So- 
ciety, and  American  Heart  Association. 

Surviving  the  doctor  are  his  wife. 
Garnet  German  Morgan;  two  daugh- 
ters, Mrs.  Jean  Allender  and  Mrs. 
Evelyn  Byard,  both  of  Moundsville, 
W.  Va. 
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Dr.  J.  M.  Dunlop 

Retired  pathologist  Dr.  Josephine 
Nachtrieb  Dunlop  died  Sept.  15,  1970, 
in  Austin  of  arteriosclerosis. 

Dr.  Dunlop  was  born  in  Chalk  Creek, 
Colo.,  on  Dec.  3,  1875.  In  1898,  she 
was  graduated  from  the  University  of 
Michigan  Medical  School  with  an  MD 
degree. 

Dr.  Dunlop  practiced  in  Pueblo, 
Colo.,  from  1899  to  1905  and  was  a 
pathologist  at  St.  Mary-Corwin  Hospi- 
tal in  Pueblo.  She  retired  in  1945  and 
moved  to  Austin  in  1946. 

Elected  to  inactive  membership  in 
Texas  Medical  Association,  she  was  a 
member  of  American  Medical  Associ- 
ation, American  Society  of  Clinical 
Pathologists,  and  Travis  County  Medi- 
cal Society.  While  in  practice  in  Pueb- 
lo, she  was  a member  of  Colorado 
Medical  Society,  Pueblo  County  Medi- 
cal Society,  and  the  Colorado  State 
Society  of  Pathologists. 

Dr.  J.  D.  Becton 

Longtime  Greenville  surgeon  Dr.  Jo- 
seph Daniel  Becton,  Jr.,  died  Nov.  17, 
1970,  in  Greenville  General  Medical 
Hospital.  He  was  74. 

Although  born  in  McKinney,  Dr. 
Becton  moved  to  Greenville  with  his 
family  at  an  early  age  and  made 
Greenville  his  home  for  approximately 
70  years.  A 1926  graduate  of  the  Uni- 
versity of  Tennessee  College  of  Medi- 
cine, Dr.  Becton  received  his  premedi- 
cal training  at  The  University  of  Texas 
at  Austin  and  the  University  of  South- 
ern California  in  Los  Angeles.  He  served 
an  internship  at  Presbyterian-University 
Hospital  in  Pittsburg,  Penn.,  and  had 
taken  postgraduate  work  at  New  York 
University  Post-Graduate  Medical  School 
in  New  York  City  and  at  Mayo  Clinic  in 
Rochester,  Minn. 

In  1928,  he  entered  practice  in 
Greenville  with  his  father  and  contin- 
ued operation  of  his  father’s  hospital 
after  the  death  of  Dr.  Becton,  Sr.,  in 
1931.  In  1939,  he  opened  a clinic  in 
association  with  the  hospital,  and  in 
1947,  he  built  Becton  Clinic  and  Hos- 
pital (now  Greenville  General  Medical 
Hospital).  Dr.  Becton  retired  from  ac- 
tive practice  in  March,  1970. 

A private  in  the  US  Army  Medical 
Corps  during  World  War  I,  Dr.  Becton 
served  twice  as  president  and  once 
as  secretary  of  Hunt-Rockwall-Rains 
Counties  Medical  Society.  He  was  also 
a member  of  American  Medical  Asso- 
ciation and  Texas  Medical  Association, 
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serving  as  secretary  of  TMA’s  Section 
on  Surgery  in  1932. 

Survivors  include  his  wife,  Edith 
Rachel  Becton;  a daughter,  Mrs.  Bever- 
ly Gish  of  Greenville;  a son,  Joseph 
Daniel  Becton,  III,  of  Greenville;  a sis- 
ter, Mrs.  Anna  Boykin  of  Greenville;  and 
four  grandchildren. 

Dr.  N.  H.  Price 

General  surgeon  and  physician  Dr. 
Noble  Harold  Price,  66,  died  of  an  ap- 
parent heart  attack  on  Nov.  24,  1970, 
in  Methodist  Hospital  in  Lubbock. 

Dr.  Price,  born  in  Big  Spring,  attend- 
ed Harvard  University  in  Cambridge, 
Mass.,  receiving  a BS  degree  in  1924. 
From  1927  to  1928,  he  was  a surgical 
intern  at  Boston  City  Hospital,  and  in 
1928,  he  was  awarded  an  MD  degree 
from  Tufts  University  School  of  Medi- 
cine in  Boston,  Mass. 

Following  his  graduation.  Dr.  Price 
served  a regular  internship  at  Hartford 
Hospital  in  Hartford,  Conn.  A residency 
in  surgery  at  the  hospital  followed  his 
internship.  Postgraduate  work  was  also 
taken  at  Hartford  Hospital  and  at 
Mayo  Clinic,  Rochester,  Minn.  Since 
1933,  Dr.  Price  had  been  in  practice 
in  Lamesa. 

A past  president  of  Dawson-Lynn- 
Terry-Gaines-Yoakum  Counties  Medical 
Society,  Dr.  Price  was  appointed  to 
the  Texas  State  Board  of  Health  in 
1965  and  helped  organize  the  Daw- 
son County  Mental  Health  Clinic.  Also 
a member  of  Texas  Medical  Associ- 
ation and  American  Medical  Associa- 
tion, he  was  active  in  the  American 
Cancer  Society  and  American  Heart 
Association.  He  was  a diplomate  of  the 
National  Board  of  Medical  Examiners 
and  a fellow  of  the  American  College 
of  Surgeons.  He  also  held  membership 
in  the  American  Society  of  Abdominal 
Surgeons. 

The  physician  is  survived  by  his 
wife,  Asalie  Key  Price;  a daughter, 
Pamela  Price  McMinn  of  Austin;  a son, 
John  V.  Price,  Ph.D.,  of  Edinburgh, 
Scotland;  two  brothers,  John  Evan 
Price  of  San  Angelo  and  Roy  V.  Price 
of  Dallas;  and  four  grandchildren. 
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Dr.  C.  F.  Lehmann 

San  Antonio  dermatologist  Dr.  Cor- 
nelius Ferd  Lehmann,  75,  died  Dec. 
23,  1970,  at  Methodist  Hospital  in 
Houston. 

The  native  of  Hallettsville  had  been 
in  practice  in  San  Antonio  for  more 
than  40  years,  retiring  in  1964.  Dr. 
Lehmann  attended  The  University  of 
Texas  at  Austin  and  was  graduated 
from  The  University  of  Texas  Medical 
Branch  in  Galveston  in  1918  with  an 
MD  degree.  An  internship  and  a resi- 
dency in  dermatology  at  Scott  and 
White  Hospital  in  Temple  followed  his 
graduation  from  medical  school.  He 
also  took  postgraduate  work  at  Colum- 
bia University’s  Vanderbilt  Skin  Clinic 
in  New  York  City. 

The  author  of  numerous  scientific 
papers  and  essays  on  dermatological 
subjects.  Dr.  Lehmann  was  certified  by 
the  American  Board  of  Dermatology  in 
1933.  In  1949,  he  was  president  of 
the  International  Post-Graduate  Medi- 
cal Assembly  of  Southwest  Texas.  He 
also  served  as  chairman  and  secretary 
of  the  dermatological  sections  of  both 
the  American  Medical  Association  and 
the  Southern  Medical  Association.  He 
was  vice-president  of  the  American 
Dermatological  Association  in  1957 
and  of  the  American  Academy  of  Der- 
matology, Inc,  in  1960.  He  had  also 
served  as  a member  of  the  board  of 
directors  of  the  American  Academy  of 
Dermatology.  An  honorary  member  of 
Texas  Medical  Association  and  Texas 
Dermatological  Society,  he  served  as 
president  of  Bexar  County  Medical 
Society  in  1938.  Only  a few  weeks 
before  his  death,  Dr.  Lehmann  was 
named  an  honorary  life  member  of  the 
American  Academy  of  Dermatology. 

Dr.  Lehmann  also  was  on  active 
duty  with  the  US  Army  Medical  Corps 
for  six  years.  He  served  as  an  active 
reserve  officer  from  1920  to  1946, 
attaining  the  rank  of  colonel. 

Surviving  the  dermatologist  are  his 
wife,  Lottie  Jean  Steele  Lehmann;  and 
two  sisters,  Mrs.  Mary  Houchins  of 
Wichita  Falls  and  Mrs.  Eddie  Ragland 
of  Kerrville. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 


INPATIENT  - OUTPATIENT 


Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 
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fr^cisT 

HOSPiTELS 

NCORPORATED 


FRANCIsf^ 
CONVALESCENT 
CENTERS 

DIVISION  or  riuNCis  hospiteis,  inc  . 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  “Hospi- 
telble”  Francis  way. 


FT  WORTH 


FRANCIS  HOSPITELS,  INC.,  7129  Highway  290  East,  Austin.  512  454-2725 


FRANCIS  CONVALESCENT  CENTERS— WACO:  Francis  Hospital,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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Ann’’ 


ive  therapy 


DOUBLE  STRENGTH 


Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trypstn.  100.000  N.F.  Units,  Chymolrypsin;  8,000  N,F.  Units- 
stlu.Mlenl  ,n  tryptic  activity  to  40  mg.  pt  N.F.  trypsin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  Inflammation  and  edema,  good  results  have 
been  obtair^  in: 

□ Accidental  Trauma  o Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  Indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patientswith  a known  sensitlvi tyto  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregr^ancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  irrfrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestir^al  upset 
and  ir>creased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  Isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  It 
has  been  seen  with  equal  incidence  In  placebo-treated 
groups.  (See  Precautions.)  It  Is  recommended  that  If  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NAnONAL  DRUG  COMFANV 

DIVISION  OF  RICMAROSCN  MERRELL  INC. 

I PHILADELPHIA.  PENNSYLVANIA  19144 

TtAOEMAKK:  SITABS  US.  fATENT  NO.  3.004.893  9170  0-009A  161 


Orenzyme^  Bitabs 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


Or»e  fold/ef  c|.i.cl. 


A 

BUILDING  BLOCK 
TO  RECOVERY 


The  caus^  of  vaginitis 
are  multiple 


Trichomonads . . . moniiia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vc 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


lindications;  Known  sensitivity  to  sulfonomides. 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonomides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  manifestations  of  sulfonamide  toxicity  ore 
reasons  to  discontinue  treatment. 

Dosage:  One  opplicotorful  or  one  suppository  introvogi- 
nolly  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK;  AVC  AV-t04  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


The  treatment  is  shgular 


The  concert  was  just  underway 


r 

L ' 

vr 

mm 

When  to  the  conductor's  dismay 


Cramps  and  diarrhea, 


Did  so  quickly  appear, 


The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 
■ combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
B GI  hypermotility  and  help  relieve  the  distressing  discomforts 
H which  so  often  accompany  diarrhea.  Certainly  it's  less 

expensive  and  more  convenient  than  taking  two  medications. 
|H^  And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol,  3.8“/t. 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 


clear  the  ttact 
with  the 


Robitussin  line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  “flu” 

Robitussilf 

Each  5 cc.  contains; 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C® 

Each  5 cc.  contains: 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg 

Dextromethorphan 

hydrobromide  15.0  mg 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg 

Phenylephrine  hydrochloride  10.0  mg 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go” 

Cough  Calmers™ 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Glyceryl  guaiacolate 50.0  mg 

Dextromethorphan 

hydrobromide  7.5  mg 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs; 

Robitussin" 

extra 

benefit 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

chart 

Cough 

Suppressant  Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 
Decongestant 

Non-Narcotic 

ROBITUSSIN® 

m 

ROBITUSSIN  A-C@ 

m m 

ROBITUSSIN-DM® 

m 

m 

ROBITUSSIN-PE® 

m 

COUGH  CALMERS™ 

Q 

Q 

Q 

A.  H.  Robins  Company,  Richmond,  Va.  23220 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $8.00  per  column  inch  and  listings  must  run  for  a minimum 
of  six  months.  New  listings  are  limited  to  those  specialties  rec- 
ognized  by  the  American  Medical  Association.  A discount  of  5% 

Is  allowed  for  six  months’  advance  payment.  Mail  copy  to  Ad-  _ ■ ■ ■ _ 

vertlsing  Assistant,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 

Austin,  Texas  78701.  Deadline  is  20th  of  the  month  preceding  ^ ® 

publication  month. 

Aerospace  Medicine 

PHYLLIS  HUFFMAN,  M.D. 

Fellow  American  Academy  of  Pediatrics 

Certified  by  Sub-Board  of  Pc»diatric  Allergy 

Pediatric  Allergy  and  Immunology 

606  North  Kent  Street,  Midland,  Texas  79701 

Telephone  915  682-9479 

D.  OWEN  COONS,  M.D.,  F.A.M. 

Diplomate  American  Board  of  Preventive  Medicine 

AEROSPACE  MEDICINE 

Comprehensive  aircrew  examinations  and  FAA  certification 

Executive  physical  examinations 

Probiem  medical  case  evaluation  for  FAA  re-certification 

6011  Harry  Hines  Blvd.,  Dallas.  Texas  75235,  214  638-4594 

Cardiovascular  Disease 

Allergy 

EVERETT  C.  PRICE,  M.D. 

Diplomate  American  Boards  of  Internal  Medicine  and 

Cardiovascular  Disease 

Consultation,  Cardiac  Catheterization, 
and  Angiography  in  Children  and  Adults 

EKG  interpretation  by  return  mail 

Towers  Bldg.,  Houston,  Texas  77025 

523-4388  523-6949 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamin,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

Clinics 

HpUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmoiogy 

W.  H.  Brauns,  M.D.,  Internal  Medicine  O.  Sterling  Gillis,  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Internai  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Patholom — 

R.  A.  Morse,  M.D.,  Internal  Medicine  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics  RadjoloSOf— 

1-  B John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen.  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  Wiiiiam  T.  Gordon,  M.D. 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

Theodore  J.  Haywood,  M.D. 

® „ Joseph  T.  Queng,  M.D. 

Charles  D.  Haunschil^  M.D.  James  A.  Murray,  M.D. 

Hermann  Gregory,  M.D.  (Military  Leave  of  Absence) 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street.  Houston,  Texas  77025,  528-5591 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  L.  Seweil,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  C.  K.  Hoisappie,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 
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THOMAS-SPANN  CLINIC  AND  HOSPITAL 


1546  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  884-3861 

SURGERY 


THELORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 


R.  Gayle  Spann,  M.O.,  F.A.C.S. 
(Deceased) 

S.  T.  Coleman,  M.O.,  F.A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S, 
(Consultant) 
OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

Carlos  M.  Yanez,  M.D.,  F.A.C.S. 


GYNECOLOGY 
J.  H.  Thomas,  M.D. 
INTERNAL  MEDICINE 
William  E.  Morris,  M.D 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
RADIOLOGY 
Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  • Mrs.  Joyce  Petit 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S. 
R.  J.  Turner,  III,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D.,  F.A.C.P. 
D.  W.  Johnston,  M.D.,  F.A.C.P. 
Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  376-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.O.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 
Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 
Doyle  L.  Sharp,  M.D.,  General  Surgery 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Nevrman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  ChakmakJIan,  M.O.,  D.A.B.P.,  Pediatric  Cardiology 

D.  Owen  Coons,  M.D.,  Aero^ace  Medicine  & General  Practice 
Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Baytree  Drive,  Dallas,  Texas;  Telephone  224-1181 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
Herbert  M.  Hinckley,  M.D.,  General  Practice 
David  L.  Webb,  M.D.,  General  Practice 
DUNCANVILLE  OFFICE 

621  Hustead  St.,  Duncanville,  Texas;  Telephone  298-3378 
Terry  S.  Vincent,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Marurl,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 


P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W,  Tipton,  M.D. 

GENERAL  SURGERY 
J.  ^ Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griflin,  M.D. 

R.  T.  Torp,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.AJ1.P. 

RADIOLOGY 

W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

BUSINESS  MANAGER 
R.  U Heith 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street.  Wharton.  Texas 


Telephone  713  532-1700 

ADMINISTRATION 

C.  H.  “Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D, 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY — 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatheree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivler,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

NEUROLOGY 
Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 

Peter  Sullivan,  M.D. 

Consultation  By  Appointment 


PATHOLOGY 
Jack  P.  Abbott,  M.D. 

Paul  B.  Radelat,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

RHEUMATOLOGY 
John  E.  Norris,  M.D. 

ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 


PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hlllcroft,  Houston,  Texas  77036 

Telephone  774-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin,  M.D.  Harvey  B.  Koch,  M.D. 

Arthur  B.  Conde,  M.D. 

UROLOGY 

OBSTETRICS  & GYNECOLOGY  Glen  E.  Lewis,  M.D. 

Joy  L.  Deere,  M.D.  nFNTl<5TRY 

Loren  B.  Goss,  M.D.  Buhli^J.^ngram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr..  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGHC.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

Dermatology  and  Syphilology 

703  Hermann  Professional  Bldg.,  Houston,  Texas;  Phone  526-3733 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the  Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.,  Fort  Worth,  Texas 

C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE,  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.,  Dallas,  Texas 

JOHN  B.  McMASTER,  JR.,  M.D. 

Dermatology 

Dermabrasion  & Chemosurgery 

416  M & S Tower,  San  Antonio,  Texas  78205;  Phone  222-2147 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 
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Eye,  Ear,  Nose,  Throat 

General  Surgery 

DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

1321  Hickory  SL,  Abilene,  Texas,  Phone  673-3751 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Buildings,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

DRS.  BAILEY,  DOUGLAS  AND  FISHER 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

John  W.  Fisher,  M.D. 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Internal  Medicine 

HTMA 

H ANNUAL 

H SESSION 

H MAY  6-9 

H HOUSTON 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

TEXAS  MEDICINE  is  the  only  major  source  of  medical 
meeting  information  in  the  state.  Be  a regular  reader 
of  the  "HIGHLIGHTS  OF  COMING  MEETINGS”  section. 
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TEXAS  MEDICINE 


Neurology  & Psychiatry 


MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 


205  Swiss  Avenue  Medical  Building 
3434  Swiss 

Dallas,  Texas  75204,  827-3610 


1637  Medical  Arts  Bldg.,  Dallas.  Texas,  747-5183 


Sheff  D.  Olinger,  M.D. 
Joseph  S.  Jenike,  M.D. 
Charles  W.  Barrier,  M.D. 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

* Robert  I.  Hauser,  M.D. 

* Barry  M.  Brown,  M.D. 

^Harris  M.  Hauser,  M.D. 

Section  of  Neurology 
*Harris  M.  Hauser,  M.D. 

*Gerald  Ratinov,  M.D. 

Robert  M.  Gordon,  M.D. 

*Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

*Dlplomate,  American  Board  of  Psychiatry  and  Neurology 


Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 

practice  limited  to 

PSYCHIATRY 


Hours  By  Appointment  Only 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 

T.  E.  Morosko,  Ph.D.,  Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


W.  ROBERT  STOBBE,  M.D. 

Diptomate  American  Board  of  Psychiatry  and  Neurology 

GENERAL  PSYCHIATRY 

706  Medical  Towers,  Houston,  Texas  77025;  Telephone  713  524>1306 


WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

GENERAL  PSYCHIATRY 

140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Neurological  Surgery 


JAMES  GREENWOOD,  JR.,  M.D. 
Neurosurgery 

718  Hermann  Professional  Bldg.,  Houston,  Texas  77025 
Office;  528-5373;  Residence:  528-4038 


Morris  Sanders,  M.D. 
Jack  I.  Woolf,  M.D. 


4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


CHAPMAN  ISHAM,  M.D. 

DIplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 
Hypnotherapy  for  Smoking  and  Obesity 


DRS.  WOOLF  AND  SANDERS 

Oiplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 


JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 
CLARK  WATTS,  M.D. 
Neurological  Surgery 


3701  21st  street,  Lubbock,  Texas  79410,  795-4023 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

^Bernard  J.  Dolenz,  M.D. 

*Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
*Dlplomates  American  Board  of  Psychiatry  and  Neurology 

Make  plans  now  to  attend  the 

1971  TMA  ANNUAL  SESSION 

Houston  May  6-9 


8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 


Casey  E.  Patterson,  M.D. 

Charles  W.  Simpson,  M.D. 

Tom  M.  Nash,  M.D. 

James  E.  Bland,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 
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RONALD  SMITH,  M.D. 

Ophthalmology 

iN6uroiogiCai  ourgcry 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charies  E.  Russo,  M.O. 

Maicoim  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wiikins,  M.D. 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  826-7060 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

□ EVEN  J.  VAN  RIET,  M.D. 

Ophthalmology 

CHARLES  A.  BORNE,  JR.,  M.D. 

Neurological  Surgery 

Suite  834,  Sealy-Smith  Professional  Building 

200  University  Blvd.,  Galveston,  Texas  77550,  713  763-1688 

Medical — Surgical 

Saint  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  224-0654 

W.  REX  HAWKINS,  M.D. 

Diseases  of  the  Retina 

608  Medical  Center  Professional  Building 

Houston,  Texas  77025,  713  528-6341 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

DAVID  R.  STAGER,  M.D. 

Pediatric  Ophthalmology 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

The  advertising  in 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

TEXAS  MEDICINE 

keeps  you  informed  and 

pays  for  publishing  costs! 

When  the  local  representative  calls, 

tell  him  you  saw  his  company’s  ad 

in  your  journal. 

BRYSON  AND  STRUVE  ASSOCIATES 

General  Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

Disease  and  Surgery  of  the  Retina 

John  A.  Bryant,  M.D. 

3166  Reid  Drive,  P.  O.  Box  6374,  Corpus  Christi,  Texas  78411 

Teiephone  512  853-7319 

Do  your  patients 
understand  your  fees? 

Displaying  an  AMA  Fee  Plaque  serves  as  an  invitation  for 
patients  to  discuss  medical  costs  with  you.  It  shows  you 
care  and  helps  prevent  doctor-patient  misunderstanding. 
Send  $1.25  to:  Order  Department,  American  Medical  Asso- 
ciation, 535  North  Dearborn  Street,  Chicago,  Illinois 
60610. 

ADDRESS  CHANGE?  Avoid  missing  or  delayed  mail. 
Send  old  and  new  address  to  Texas  Medical  Association, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Orthopedic  Surgery 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

H.  H.  Beckerlng,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynn  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

Otolaryngology 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

DIplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

Donald  A.  Shearer,  Administrator 

*Special  Attention  to  Surgery  of  the  Hand 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  533-7465 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

B.C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

Pathology 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P.,  Walter  Krohn,  M.D.,  F.C.A.P. 

Harold  M.  Block,  Jr.,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

Dlplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

GEORGE  J.  RACE,  M.D.  AND  ASSOCIATES 

Pathologists 

421  Medical  Tower  Building, 

712  North  Washington,  Dallas,  Texas  75246,  214  824-1258 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Dlplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

J S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

Physical  Medicine  & Rehabilitation 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occimational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  0.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Dlplomates  American  Board  of  Plastic  Surgery 

JAMES  H.  PENOFF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

SEAT  BELTS  SAVE  LIVES—  "" 

BUT  ONLY  IF  YOU  USE  THEM 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 
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JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Olplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Olplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904Vi  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

Radiology 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Olplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Hfth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 

CARL  R.  COERS,  III,  MD.,  F.A.C.S. 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Hfth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KiLLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Olplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.O.,  O.A.B.R. 

Agnes  M.  Guthrie,  M.O.,  D.A.B.R. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 

6011  Harry  Hines  Blvd.,  631-7070 

3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  3364)446 

FRANCIS  A.  MORRIS,  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

plastic.  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont,  Texas 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Olplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

UoHioal 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office; 

9320  Westview,  Houston,  Texas  77055,  528-2481 

JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy,  X-Ray  and 

Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

■ III  MEMORIAL  LIBRARY 

1 1 1 I TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Olplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

DRS.  PAULSON  AND  URSCHEL 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

CHARLES  T.  MEADOWS,  M.D. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODO,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D. 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  MCDONALD,  M.D. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALLAN  L GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Docotrs  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

ERWIN  C.  WINKEL,  M.D. 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Mrs.  Marilyn  Baker 

Present  your  ideas 
in  Texas  Medicine 

lifting  manuscripts, 

"Information  for  Authors.” 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

Diplomates  American  Board  of  Urology 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

Remember  your  less  fortunate  colleagues. 

Give  to  the  TMA  Physicians  Benevolent  Fund. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  vronp. 
100-bed  folly  accredited  hoapital.  Salary  open.  Full  partnerahlp  In  one 
year.  For  additional  details,  write  John  B.  Cheater,  M.D.,  8880  South 
Lancaster  Road,  Dallas,  Texas  76216. 


GENERAL  PRACTTTIONEIR  NEEDED  to  assume  well-estahllshed 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eiitht  room  small  clinic  owned  hy  the 
City  is  available  rent  free.  Income  limited  only  by  Interest  and  ability. 
Good  school  and  churches.  'Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  546,  Milford,  Texas  76670,  area  code  214,  493-2511. 

UROLOGIST,  board  certified  or  elisible,  to  associate  with  a progres 
sive  and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  86,000.  Contact  Ad-236,  Texas  Medt- 
otne,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  mnltispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  86,000.  Contact  Ad-286.  Texas 
Medieine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctoi^gronp.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hoepitaL 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  8880  Sooth 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 

GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  In  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  In  area — 106-hed 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  opera- 
tions. Excellent  schools,  churches,  and  recreational  facilities  available.  For 
additional  information  contact  Houston  County  Development  Foundation. 
P.O.  Box  807,  Crockett,  Texas  76886,  area  code  718,  644-2869. 


GENERAL  PRACTTnONER  WANTED  to  join  five  man  clinic  in 
growing  town  of  Clifton,  30  miles  northwest  of  Waco  near  Lake  Whitney. 
41-bed  fully  accredited  hospital  with  plans  to  expand  by  30  beds.  Salary 
to  start,  commensurate  with  present  requirements : partnership  later. 
Good  schools,  churches  and  hunting  and  fishing  facilities.  Contact  V.  D. 
Goodall,  M.D.,  Goodall  & Witcher  Clinic,  Clifton,  Texas  76634. 


G^ERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modem  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


OPPORTUNITIES  IN  YOAKUM  COUNTY,  TEXAS.  DENVER  CITY, 
TEXAS.  Actual  need  for  four  general  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  16,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modem  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  60  beds,  well  equipped, 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Yoakum 
County.  16  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipped  modem  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  has  excellent  schools,  good  churches,  Yoakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland- Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital,  Denver  City,  Texas,  area  code  806, 
692-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806. 
466-8606. ' 

GENERAL  PRACTTnONER  WANTED  to  associate  with  five-doctor 
clinic,  including  one  general  surgeon.  Community  of  6,000  with  fully 
accredited  68-bed  hospital ; country  club  and  lakes  close  by.  General  sur- 
gery and  Ob/Gyn  interest  especially  wanted.  Contact  Bowie  Clinic,  P.  O. 
Box  681,  Bowie,  Texas  76230. 


$30,000.00  GUARANTEED  FIRST  YEAR  with  little  or  no  practice 
expense.  Private  solo  and  group  practices  available.  Maximum  leisure 
time  with  family.  Both  small  town  and  city  locations.  Not  an  employ- 
ment agency.  No  cost  to  the  doctor.  Sanford  Smith,  Director,  Physician 
and  Personnel  Planning,  P.  O.  Box  9836,  Houston,  Texas  77016.  713- 
463-6324. 


WANTED;  PHYSICIANS  WITH  INTEREST  IN  SURGERY  AND/OR 
OBSTETRICS  to  locate  in  progressive  East  Texas  area  with  complete 
support  of  local  medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur, 
Gladewater,  Texas,  or  phone  AC  214,  846-2281. 

PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $18,000,  $14,000  and  $16,000  per  year.  NIMH  ^ants 
available.  For  full  information  write  Anthony  P.  Rousos,  M.D.,  Director 
of  Training  and  Research,  Austin  State  Hospital,  4110  Guadalupe,  Austin, 
Texas  78761. 

internist,  board  certified  or  eligible  to  join  four  internists  in  16- 
doetor,  multi-specialty  clinic  in  West  'Texas  city  of  86,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Modem 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $26,000. 
Contact  Jack  H.  Burnett,  Jr.,  M.D.,  Malone  and  Hogan  Clinic,  901  Main 
Street,  Big  Spring,  Texas  79720. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  Lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
working  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8166,  379-8166,  Newton. 
Texas. 

ATTENTION:  GENERAL  PRACnTIONERS-SURGEONS.  If  you 
would  like  the  advantages  of  small  city  living  together  with  a wide 
open  field  for  practicing  your  profession,  contact  the  Board  of  Directors, 
Taft  Hospital  District,  1220  Gregory  Street.  Taft,  Texas  78390.  A modem 
hospital  and  convalescent  home  is  at  your  disposal.  Added  attraction: 
only  16  minutes  by  car  from  the  Sparkling  City  by  the  Sea,  Corpus 
Christi,  Texas.  Ideal  climate,  plus  swimming,  fishing,  sailing,  golfing, 
hunting,  and  social  activities  available.  Write  us  for  more  details,  or 
better  still,  come  and  see  for  yourself.  You  will  be  pleasantly  surprised. 

EMERGENCY  ROOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-service  basis.  Excellent  eco- 
nomic opportunity.  Hospital  privileges  available.  Call  AC  612  732-3641 
collect  or  write  Texas  Hospital  Consultants,  114  West  Glenview,  San 
Antonio.  Texas  78228. 

WANTED  YOUNG  GENERAL  PRACTITIONER  to  practice  in  group, 
reasonable  guarantee.  Share  profits  after  expenses  in  proportion  to  work 
done  by  each  associate.  Location  Gulf  Coast,  Texas.  Reply  to  Ad-297, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

WANTED  GENERAL  SURGEON  to  join  two  GPs  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas.  Beginning  salary 
$3,000  per  month  or  may  be  on  own.  Call  or  write  M.  A.  Childress. 
M.D.,  P.  O,  Box  289,  Goldthwaite,  Texas  76844,  AC  916,  648-2212. 

INTERNIST — Sixth  member  needed  by  13-member  multi-specialty  group 
in  North  Texas  university  city  of  over  100,000  population.  Board  cer- 
tified or  eligible.  Fully  equipped  lab  and  x-ray.  Starting  salary  $26,000 
plus  percentage  with  liberal  fringe  benefits.  Please  reply  to  Ad-273, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED : MEDICAL  DOCTOR,  solo,  or  to  share  clinic  with  estab- 
lished general  practitioner  in  West  Texas  town  of  3000.  Excellent 
schools,  good  climate,  fine  hospital  and  nursing  home.  Address  corres- 
pondence to  Charles  F.  Browne.  M.D.,  807  South  Concho  Avenue,  Sonora, 
Texas  76950. 

INTERNIST— HOUSTON,  TEXAS.  All  internist  group  (10).  Clinic 
located  in  expanding  downtown  area.  Fully  equipped,  automated  labora- 
tory, x-ray  department  with  full  time  radiologist  and  nuclear  medicine 
department.  125-bed.  fully  equipped  hospital  in  building  with  other  large 
hospitals  in  proximity-all  open  staff  hospitals.  Teaching  appointments 
open  at  two  medical  schools  in  the  city  to  qualified  men.  Subspecialty 
trained  internist  desired.  For  more  information  address  Mr.  Robert 
Stettler,  Jr.,  Ledbetter  Clinic,  1603  Medical  Arts  Building,  Houston, 
Texas  77002. 


NEWLY  CONSTRUCTED  AND  EXPANDED  multi-specialty  clinic 
and  120-bed  general  hospital  has  openings  for  physicians  in  fields  of 
general  practice,  radiology,  urology,  pathology,  anesthesiology,  and 
orthopedic  surgery.  Construction  to  be  completed  in  March,  1971.  Lo- 
cated in  growing  West  Texas  city  of  180,000.  Remuneration  open  de- 
pending on  board  certification  and  experience.  Partnership  in  two  years. 
Interested  applicants  send  medical  curriculum  vitae  to  Ad-287,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ADMITTING  PHYSICIAN — Vacancy  in  staff  of  seven  full-time  physi- 
cians. Certification  not  required.  1300-bed  teaching  hospital,  excellent 
facilities,  regularly  scheduled  hours.  Nondiscrimination  in  employment. 
Write  Chief  of  Staff,  VA  Hospital,  Houston,  Texas  77031. 


GENERAL  PRACTITIONER,  Spanish  speaking  preferred.  Due  to 
retirement  of  doctor  after  25  years.  Excellent  location  in  long  estab- 
lished pharmacy.  Waiting  room,  office  and  treatment  rooms  partially 
furnished,  with  all  utilities  available.  Reasonable  lease.  Write  or  call 
Mr.  Loya,  1610  Quitman,  Houston  ; telephone  1-713-227-4645. 


WEST  TEXAS  OB-GYN,  FOUR  MAN  GROUP  desires  associate.  Sal- 
ary $24,000  per  year,  leading  to  partnership.  Military  service  completed 
and  age  under  38  years.  Midland  Women’s  Clinic,  2009  West  Wall, 
Midland,  Texas  79701. 


WANTED  FULL  TIME  STAFF  PHYSICIAN  at  SMU  Health  Center 
and  Hospital  about  May  16.  Excellent  facilities  and  working  conditions. 
Regular  hours,  on  call  one  night  per  week,  weekend  duty  every  fourth 
week.  Excellent  retirement,  fringe  benefits,  group  hospitalization,  paid 
vacation.  Extra  time  off  for  Thanksgiving,  Christmas  and  Easter.  Salary 
competitive.  Under  age  60  preferred.  Write  or  call  J.  E.  Wiedeman, 
M.D.,  Director,  Dallas  75222;  telephone  363-5611. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  Issue  for  50  words  or  less,  payable 
In  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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PUBLIC  HEALTH  DIRECTOR:  Opportunity  for  Director  of  Public 
Health  Unit  in  Marshall.  Offers  salary  of  $16,600  with  limited  working 
hours  and  plenty  of  time  for  recreation.  Hunting,  fishing,  etc.  available 
locally.  Contact  Dr.  Waller  Ethridge,  East  Texas  Baptist  College,  Mar- 
shall,  Texas  75670. 

WANTED : PSYCHIATRIST  at  Kerrville  State  Hospital.  40  hour  work 
week,  sick  leave,  paid  vacation,  and  holidays.  Best  climate  in  Texas. 
Salary  up  to  $22,600  per  year.  Contact  Luther  W.  Ross,  M.D.,  Superin- 
tendent. Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78028. 


RADIOLOGIST  TO  ASSOCIATE  with  board  man  in  coastal  bend  South 
Texas  city  of  60,000.  Practice  of  17  year  tenure,  diagnosis  and  therapy. 
Minimum  pre-partner  starting  salary  $25,000.  Should  be  board  certified 
or  qualified.  Prompt  increase  to  full  partnership.  Annual  hospital  and 
office  diagnostic  visits  16,000,  increasing.  Write  Ad-299,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER  WANTED  to  join  three  man  clinic  with 
adjoining  44  bed  hospital.  Salary  to  start  with  option  for  partnership. 
Centrally  located  near  Dallas,  Fort  Worth  and  Waco.  Good  schools, 
churches,  five  miles  from  Lake  Whitney.  Contact  James  G.  Barton.  M.D., 
or  Morris  R.  Hill,  M.D.,  Whitney,  Texas.  Phone  AC  817,  694-2222. 

WELL  ESTABLISHED  32-man  multi-specialty  group  in  Dallas,  Texas, 
needs  an  internist,  obstetrician,  and  otolaryngologist.  Early  partnership, 
liberal  vacation  and  meeting  time,  life  insurance,  group  hospitalization, 
retirement  benefits,  teaching  opportunities,  new  facilities,  interview  and 
expenses  paid.  Please  reply  to  Cecil  Rosamond,  Administrator,  The  Dallas 
Medical  & Surgical  Clinic,  4105  Live  Oak,  Dallas,  Texas  75221. 

WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  35.  military  com- 
pleted to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-45,  60  miles  from  Dallas.  Beginning 
salary.  $26,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER  to  associate  with  two  GP’s  doing  surgery, 
obstetrics,  orthopedics.  Salary  open  with  full  partnership  in  one  year.  No 
investment  needed.  Town  with  4.000  population.  Golf  course,  lake,  hunt- 
ing and  fishing.  21  bed  hospital  fully  staffed,  licensed  and  approved  for 
Medicare.  Joins  three  doctor  clinic.  On  call  every  third  weekend.  A.  D. 
Major.  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona,  Texas  76255. 

TWO  GPS  WANTED  — Entirely  private  practice.  One  or  both  practices 
can  be  in  association  with  a clinic  adjacent  to  a 60-bed  hospital  under- 
going complete  remodeling.  Buildings  are  available  for  independent 
practice  and  will  be  remodeled  to  suit  wishes  of  physician.  Friendiv. 
young  and  progressive  community  with  area  metropolis  cities  within 
thirty-minutes  drive.  Excellent  school  systems,  the  best  in  the  state. 
Richest  oil-producing  county  in  Texas.  Guarantee  plus  expenses  are 
available.  Ideal  situation  for  young  physician  to  become  established  with 
no  capital  outlay.  Location  in  Andrews,  Texas,  affords  a fast  progress 
in  building  as  large  a practice  as  desired.  Excellent  working  association 
for  time-off,  consultation  and  patient  coverage.  Contact  the  Adminis- 
trator of  Andrews  Hospital.  215  Northwest  First.  Andrews,  Texas  79714. 
Phone  AC  915,  623-4911. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10.000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 50-bed.  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  fii-st  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

PHYSICIANS,  PSYCHIATRISTS  — Must  have  Texas  license.  2100-bed 
modern  and  progressive  mental  hospital.  JCAH  accreditation.  Offers 
community  oriented  therapeutic  programs  including  milieu  and  family 
therapy.  Complete  medical  and  neurology  service.  $20,000  to  $22,600, 
yearly,  dependent  on  experience  and  training.  12  to  14  holidays  per  year, 
vacation  and  sick  leave,  retirement,  social  security  and  grovip  insurance. 
Located  resort  climate,  lakes,  golfing,  hunting,  fishing,  126  miles  from 
Dallas,  160  miles  from  Houston.  Lex  T.  Neill.  M.D.,  Superintendent. 
James  A.  Hunter,  M.D.,  or  John  H.  Tate,  M.D.,  Rusk  State  Hospital, 
Box  318,  Rusk,  Texas. 

FAMILY  PRACTICE  RESIDENCY  PROGRAM  : Openings  now  for  ap- 
proved program  operating  in  community  clinic  now  staffed  by  residents. 
Stipend  $8,000  intern.  $10,000  first  year,  $12,000  second  year.  Apply  to 
Director  of  Medical  Education,  McLennan  County  Medical  Society,  1726 
Colcord,  Waco.  Texas  76703  or  call  collect  AC  817.  754-2471. 

ANESTHESIOLOGIST:  New  160-bed  general  hospital  in  Houston,  Texas, 
opening  about  March  1,  1971,  seeking  board  certified  or  board  eligible 
anethesiologist.  Private  practice  with  guaranteed  income.  Please  reply  to 
Ad-302,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


PSYCHIATRIST,  board  eligible,  36,  Caucasian,  male.  American  bom 
and  trained,  married,  children,  military  completed.  Currently  private 
solo,  wish  to  relocate  in  Texas,  southwest  or  elsewhere.  Consider  associa- 
Uon,  group,  MHC,  clinic,  hospital  or  other  offers.  Please  reply  to  Ad-303, 
Texas  Medicine.  1801  North  Lamar  Blvd,.  Austin.  Texas  78701. 

BOARD  CERTIFIED  DIAGNOSTIC  RADIOLOGIST.  University 
trained,  all  special  procedures.  Age  36,  married,  two  children.  Seeks 
m a productive  location.  Reply  to  Ad-306,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  

UROLOGIST.  Age  36.  University  trained,  American  board  eligible, 
Canadian  board  certified.  First  class  background,  excellent  references. 
Available  immediately.  Group  or  solo  with  incom  guarantee.  Large  city 
preferred  but  will  consider  smaller  town  if  really  attractive.  Some  teach- 
ing association  preferred,  but  not  mandatory.  Wife  M.D.  in  clinical 
endocrinology  and  metabolism.  Please  reply  to  Ad-305,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

EMERGENCY  ROOM,  STUDENT  HEALTH,  or  other  position  leading 
to  full  or  part-time  teaching  appointment  in  medical  school  Department 
of  Family  Practice.  GP,  versed  in  medical  economics  and  communicable 
diseases.  Six  years  college  teaching  experience.  Curriculum  vitae  upon 
request.  Please  reply  to  Ad-307,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

ARMY  MEDIC,  young,  vigorous  medical  NCO  retiring  in  July,  wishes 
to  assist  overwork^  GP  in  rural  Texas.  Twenty  years  of  ever  increas- 
ing responsibility,  often  as  solo  medic  with  isolated  unit,  has  prepared 
me  for  anything.  Would  also  work  for  small  clinic  or  group  practice. 
Married,  male,  Caucasian.  Available  in  August.  Please  reply  to  Ad-304, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ORTHOPEDIC  SURGEON,  31,  board  eligible,  married,  military  service 
completed.  Presently  in  private  practice.  Desires  to  relocate  in  Dallas- 
Fort  Worth  or  Houston  area.  Please  reply  to  Ad-309,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


ESTABLISHED  GENERAL  PRACTICE  in  northeast  Fort  Worth.  Ex- 
cellent location,  3-man  clinic  (2500  sq.  ft.).  Will  sell  or  lease  either  fully 
furnished  and  equipped  or  vacant.  Available  immediately.  Call  BU  2-7688, 
Fort  Worth. 


PEDIATRICIAN : Needed  in  southeast  Houston.  Unlimited  opportunity 
for  the  right  man  in  this  growing  area.  New  four  story  ultra-modern 
building  only  one  block  from  fully  equipped  Southeast  Memorial  Baptist 
Hospital,  provides  flexible  office  layout  with  generous  improvement  al- 
lowances. Contact  Dwight  Caldwell,  2737  Buffalo  Speedway,  Houston, 
Texas  77006.  AC  713,  622-2200. 


FOR  RENT:  Two  doctor’s  offices  for  rent.  2,600  square  feet.  X-ray 
and  laboratory.  Contact  Mrs.  W.  A.  Potter,  103  North  Rosemont,  Ama- 
rillo, Texas  79106.  Telephone  376-6763. 


GENERAL  PRACTITIONER:  Desired  to  fill  the  void  in  southeast 
Houston.  Opportunity  unlimited  in  this  growing  Houston  suburb.  Office 
in  the  all  new  four  story  professional  building  located  only  one  block 
from  fully  equipped  Southeast  Memorial  Baptist  Hospital  and  just  min- 
utes from  famed  Texas  Medical  Center.  Flexible  office  layouts  with 
generous  improvement  allowances.  Contact  Dwight  Caldwell,  2737  Buffalo 
Speedway,  Houston,  Texas  77006.  Phone  AC  713,  622-2200. 


SETTLING  ESTATE.  One-man  clinic  and  office  in  West  Texas  town. 
Ideal  for  doctor  in  general  practice.  Equipment  is  new  and  up-to-date, 
including  autoclave,  cautery  unit,  electrocardiogram,  Moorhead  suction 
and  pressure  treatment  unit,  centrifuge,  binocular  microscope,  and  NCR 
office  machine.  The  practice  is  large  and  established.  Offered  on  very 
favorable  terms  : would  consider  selling  equipment  separately.  Library  of 
medical  books  and  journals  also  available.  Write  Mrs.  Noble  H.  Price. 
P.  O.  Box  1142,  Lamesa,  Texas  79331. 


FOR  SALE  BEFORE  SEPTEMBER  1971.  Beautiful  residence  and 
office  near  a large  city  and  very  large  inland  lake.  Also  a complete 
country  club  and  golf  facility.  For  a physician  up  to  65  years  of  age. 
There  is  an  emergency  ambulance  service  to  feed  your  practice  if  you 
desire  it.  Please  reply  to  Ad-308.  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


FOR  SALE:  One  man  medical  corporation  with  IRS  approved  pen- 
sion plan.  All  stock,  excluding  two  shares,  will  be  sold  at  book  value. 
For  further  information  write  to : Lester  E.  McGary,  P.A.,  7 E State 
National  Bank  Building,  Corsicana,  Texas  75110. 


ONCOLOGY 

ASSOCIATES 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Marcus  J.  Secdlnneir, 

M.D.,  D.A.B.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Chemotherapy 

Radiation  Therapy 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Tom  B.  Bond,  M.D., 

F.A.C.R. 

Consultant-Physicist 

Consultant 

1550  West  Rosedale,  Suite  620 

Fort  Worth 

336-2028 
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Librium  10  mg 

(chlordiazepoxide  HCl) 

1 or  2 capsules 

t.i.d./q.i.d. 


The  hypochondriac 

fugitive  from  anxiety 


For  many  patients  with 
hypochondriacal  tendencies,  physical 
complaints  represent  a device  by 
which  they  can  avoid  facing 
emotionally  charged  personal 
problems.  When  anxiety  is 
pronounced,  the  calming  action 
of  Librium  (chlordiazepoxide  HCl), 
by  relieving  anxiety,  may  foster 
communication,  favor  productive 
counseling  and  accelerate  relief  of 
anxiety-linked  symptoms. 

Librium  is  used  alone  or 
concomitantly  with  certain  primary 
drugs  for  some  medical  conditions 
associated  with  undue  anxiety.  It 
has  demonstrated  a dependable 
antianxiety  action  in  many  clinical 
areas.  For  oral  administration. 

Librium  is  supplied  in  three  dosage 
strengths  to  control  mild,  moderate 
and  severe  anxiety. 

whenever  moderate  to  severe 
anxiety  is  a contributory  factor 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows; 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  pos- 
sible combined  effects  with  alcohol  and 
other  CNS  depressants.  As  with  all  CNS- 
acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical 
and  psychological  dependence  have 
rarely  been  reported  on  recommended 
doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who 
might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  fol- 
lowing discontinuation  of  the  drug  and 
similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in 
pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  poten- 
tial benefits  be  weighed  against  its  pos- 


sible hazards. 

Precautions:  In  the  elderly  and  debili- 
tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  1 0 mg 
or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  ther- 
apy with  other  psychotropics  seems  indi- 
cated, carefully  consider  individual  phar- 
macologic effects,  particularly  in  use  of 
potentiating  drugs  such  as  MAO  inhibi- 
tors and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical 
reactions  (e.g.,  excitement,  stimulation 
and  acute  rage)  have  been  reported  in 
psychiatric  patients  and  hyperactive  ag- 
gressive children.  Employ  usual  precau- 
tions in  treatment  of  anxiety  states  with 
evidence  of  impending  depression;  sui- 
cidal tendencies  may  be  present  and  pro- 
tective measures  necessary.  Variable 
effects  on  blood  coagulation  have  been 
reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal 


relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in 
the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage 
ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are 
isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyrami- 
dal  symptoms,  increased  and  decreased 
libido— all  infrequent  and  generally  con- 
trolled with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment; 
blood  dyscrasias  (including  agranulocy- 
tosis), jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making 
periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


IF  MORE  MDI  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men/ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
“especially  vulnerable  to 
threats  to  their  manly 
assertive  independence,”^ 

Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”^ 

By  chance?  A lean,  hungry  lot.  Was  the 

link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”® 


Big  boys  don’t  cry.  If  more  men  cried, 
maybe  fewer  would  wind  up  with  duodenal 
ulcers.  But  men  will  be  men— the  sum  total  of 

their  genes  and  what  they 
are  taught.  Schottstaedt 
observes  that  when  a 
mother  admonishes  her 
son  who  has  hurt  himself 
that  big  boys  don’t  cry,  she 
is  teaching  him 
stoicism.^  Crying  is  the 
negation  of  everything 
society  thinks  of  as  manly. 
A boy  starts  defending  his 
manhood  at  an  early  age. 

Take  away  stress, 
you  can  take  away  symptoms. 

There  is  no  question  that  stress  plays  a 
role  in  the  etiology  of  duodenal  ulcer. 
Alvarez®  observes  that  many  a man  with  an 
ulcer  loses  his  symptoms  the  day  he  shuts  up 
the  office  and  starts  out  on  a vacation.  The 
problem  is,  the  type  of  man  likely  to  have  an 
ulcer  is  the  type  least  likely  to  take  long 
vacations  or  take  it  easy  at  work. 

The  rest  cure  vs.  the  two-way  action  of 
Librax.®  For  most  patients,  the  rest  cure  is 
as  unrealistic  as  it  is  desirable.  Still,  the 
stress  factor  must  be  dealt  with.  And  here 
is  where  the  dual  action  of  adjunctive  Librax 
can  help.  Librax  is  the  only  drug  that  com- 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  M., 
et  al.  (eds.) : Harrison's  Principles  of  Internal  Medicine,  ed. 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1444. 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff’s 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles  C 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaedt, 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practice, 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  163. 
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bines  the  tranqnilizing 
action  of  Librium® 
(chlordiazepoxide 
HCl)  with  the  potent 
anticholinergic 
action  of  Quarzan 
(clidinium  Br), 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
hypersecretion. 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotionai  and  somatic  factors  in  gastrointestinai 
disorders. 

Contraindications:  Patients  with  giaucoma; 
prostatic  hypertrophy  and  benign  biadder 
neck  obstruction;  known  hypersensitivity  to 
chiordiazepoxide  hydrochioride  and/or 
ciidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  aicohoi  and  other  CNS 
depressants.  As  with  aii  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEC  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 

adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 
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Packets  of  resource  material  compiled  by  TMA  given  to  Texas  legislators, 
press  corps  for  review  before  decisions  are  made  on  chiropractic  legislation 


To  provide  Texas  legislators  with  the 
facts  about  chiropractic,  the  Texas 
Medical  Association  compiled  a kit 
of  resource  materials  and  distributed 
some  200  of  the  informational  packets 
on  Feb.  16. 

All  members  of  the  Texas  Senate 
and  the  House  of  Representatives, 
Gov.  Preston  Smith,  Lt.  Gov.  Ben 
Barnes,  and  members  of  the  capital 
press  corps  received  the  folder  entitled 
‘‘The  Case  Against  Chiropractic.” 

Backing  up  the  Association’s  policy 
of  opposition  to  chiropractic,  the  ma- 
terials in  the  kit  included  the  book 
At  Your  Own  Risk:  The  Case  Against 
Chiropractic  by  Ralph  Lee  Smith;  the 
AMA  pamphlet  ‘‘Chiropractic:  The  Un- 
scientific Cult”;  3 booklet  containing 
pertinent  sections  of  the  report  to 
Congress,  ‘‘Independent  Practitioners 
Under  Medicare,”  compiled  by  the  US 
Department  of  Health,  Education,  and 
Welfare;  a reprint  from  the  Senior  Citi- 
zens News,  the  publication  of  the  Na- 
tional Council  of  Senior  Citizens,  Inc., 
portions  of  text  from  the  ‘‘Report  of 
the  National  Advisory  Commission  on 
Health  Manpower”;  the  report  of  the 
director  of  health  insurance  to  the 
National  Association  of  Letter  Carriers 
concerning  that  association  s experi- 
ence with  chiropractic  insurance  cov- 
erage; an  AMA  data  sheet  on  chiro- 
practic, including  a statement  of  policy 
on  chiropractic  adopted  by  the  AMA 
House  of  Delegates  in  November, 
1966;  a reprint  of  an  article  in  the 
Law  and  Medicine  section  of  the  Nov. 
25,  1968,  issue  of  the  Journal  of  the 
American  Medical  Association;  a spe- 
cial report  on  admission  to  schools  of 
chiropractic  carried  in  the  Nov.  23, 
1964,  issue  of  JAMA;  a list  of  recom- 
mendations of  the  Task  Force  on  Med- 
icaid and  Related  Programs  prepared 
by  the  US  Department  of  Health,  Ed- 
ucation, and  Welfare  in  June,  1970; 
a resolution  adopted  by  delegates 
attending  the  annual  meeting  of  the 
Consumer  Federation  of  America;  a 
fact  sheet  submitted  in  connection 
with  the  testimony  of  Andrew  J.  Bie- 
miller,  director  of  the  AFL-CIO  Legisla- 
tive Department,  before  the  US  Senate 
Finance  Committee  on  Sept.  15,  1970; 
and  a brief  on  chiropractic. 

In  addition  to  these  resource  ma- 


terials, the  legislators  and  reporters 
found  a letter  from  TMA  President  Dr. 
Walter  Walthall  enclosed  in  the  kit.  The 
letter  urged  the  legislators  to  carefully 
study  the  material  on  chiropractic  so 
that  they  will  be  fully  informed  before 
voting  on  the  many  bills  concerning 
chiropractic  that  will  confront  them 
during  the  current  legislative  session. 

In  part,  the  letter  reads:  ‘‘Much  of 
this  material  vividly  points  out  that 
the  chiropractor  does  not  provide 
sound  health  treatment  and  that  his 
almost  total  lack  of  scientific  training 
makes  it  impossible  for  him  to  do 
so.  Many  times  chiropractic  treatment 
only  offers  false  hope  while  often  de- 
priving the  patient  of  good  medical 
care. 

‘‘The  questions  which  you  must  re- 
solve during  the  Session  concerning 
the  practice  of  chiropractic  and  its 
ability  to  render  any  real  benefit  to  the 
public  should  be  decided  not  on  the 
basis  of  what  is  good  for  the  chiro- 
practor or  what  is  good  for  the  physi- 
cian, but  what  is  in  the  best  interest 
of  the  public.” 

To  further  convince  legislators  that 
opposition  to  chiropractic  bills  will  be 
in  the  best  interest  of  Texans,  a mass 
mailing  from  the  TMA  Council  on  Med- 
ical Jurisprudence  to  all  TMA  members 
urged  physicians  and  their  wives  to 
contact  their  local  Senators  and  Repre- 
sentatives and  request  them  to  oppose 
six  bills  now  before  the  session. 

Two  of  the  bills — S.B.  142  by  Chet 
Brooks  (Houston),  Oscar  Mauzy  (Dal- 
las), and  Roy  Harrington  (Port  Arthur), 
and  H.B.  427  by  Dean  Neugent  (Texas 
City),  Fred  Orr  (Dallas),  Charlie  Jung- 
michel  (LaGrange),  and  Steve  Burgess 
(Nacogdoches) — call  for  every  policy 
of  accident  and  sickness  insurance  to 
be  required  to  pay  for  optometric  ser- 
vices, podiatry  services,  and  chiroprac- 
tic services,  in  addition  to  medical 
care  provided  by  a licensed  MD.  The 
letter  to  TMA  physicians  states  that 
leaders  in  the  insurance  industry  have 
warned  that  if  these  identical  bills 
pass,  the  cost  of  health  and  accident 
insurance  will  undoubtedly  rise. 

In  addition,  the  letter  notes,  requir- 
ing every  policy  to  include  these  ser- 
vices would  limit  employee  groups 
from  negotiating  the  type  of  insurance 
policy  that  the  entire  group  wishes  and 


thereby  providing  an  insurance  pro- 
gram tailored  to  the  needs  of  that 
specific  group. 

S.  B.  142  and  H.B.  427  would  also 
serve  to  equalize  chiropractic  with  all 
other  practitioners  in  the  healing  arts, 
by  giving  it  a legislative  ‘‘stamp  of 
approval,”  council  members  wrote. 

The  letter  notes  that  under  the 
guise  of  strengthening  the  regulatory 
powers  of  the  Board  of  Chiropractic 
Examiners,  S.  B.  327  by  Ronald  Bridg- 
es (Corpus  Christi)  and  H.B.  131  by 
Carl  Parker  (Beaumont)  would  allow 
chiropractors  to  advertise  as  a ‘‘chi- 
ropractic specialist  in  x-ray  spinal 
analysis.”  Currently,  the  Chiropractic 
Act  defines  chiropractic  as  ‘‘employ- 
ing objective  or  subjective  means 
without  the  use  of  drugs,  surgery,  x- 
ray  therapy,  or  radium  therapy”  to 
ascertain  the  alignment  of  the  human 
spine  and  to  adjust  vertebrae  to  cor- 
rect subluxation. 

According  to  the  letter  to  TMA  and 
Auxiliary  members,  S.  B.  69  and  H.B. 
198  are  actually  amendments  to  the 
Workmen’s  Compensation  Law.  These 
bills  provide  that  an  injured  workman 
shall  have  the  right  to  choose  any  phy- 
sician or  chiropractor  for  treatment.  If 
enacted,  these  bills  would  require  in- 
surance carriers  to  pay  for  the  ser- 
vices of  a chiropractor,  which  they  are 
not  now  required  to  do.  Members  of 
the  Council  on  Medical  Jurisprudence 
note  that  the  cost  of  medical  care  and 
the  cost  of  insurance  will  unquestion- 
ably rise  if  this  legislation  passes. 

Dr.  Walthall  replies  to 
proposed  Medicare  ruling 

In  a letter  sent  to  Social  Security  Ad- 
ministration commissioner  Robert  M. 
Ball,  Texas  Medical  Association  Presi- 
dent Dr.  Walter  Walthall  of  San 
Antonio  expressed  disappointment  in 
learning  that  the  Social  Security  Ad- 
ministration has  issued  a proposed 
regulation  stipulating  that  the  75th 
percentile  of  physicians’  charges  will 
be  used  as  a basis  for  reimbursement 
under  the  Medicare  program. 

Dr.  Walthall  called  the  proposed 
regulation  ‘‘biased  and  discrimina- 
tory,” and  he  appealed  to  the  commis- 
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sioner  to  reconsider  the  change. 

"The  proposed  regulation,  as  we 
understand  it,”  Dr.  Walthall  stated, 
"stipulates  that  the  customary  charg- 
es of  physicians  during  1969  will  be 
used  to  determine  the  reasonable 
charge  basis  for  Medicare  payments 
and  that  the  75th  percentile  of  physi- 
cians' charges  in  a locality  will  be  used 
as  a general  limit.” 

"These  limitations  and  reductions  on 
physicians'  fees  have  been  invoked 
during  a period  of  inflation,”  Dr.  Wal- 
thall noted.  The  cost  of  living  in- 
creased by  6%  in  1969  and  by  an- 
other 6%  in  1970.  "Like  others,”  the 
TMA  President  said,  "the  physicians’ 
costs  of  maintaining  an  office  and 
doing  business  have  increased  appre- 
ciably.” 

"The  physicians  of  Texas  are  very 
much  concerned  about  continued  ac- 
tions by  the  Social  Security  Adminis- 
tration to  reduce  the  fees  of  physi- 
cians,” said  Dr.  Walthall.  Medicare 
fees  in  Texas  have  been  frozen  since 
December,  1968.  Medicare  payments 
have  been  based  on  a limit  in  the 
amount  of  the  83rd  percentile  of  phy- 
cians’  charges  in  a locality. 

Referring  to  the  present  proposed 
change.  Dr.  Walthall  stated,  "No  other 
workers  involved  in  providing  services 
paid  by  tax  dollars  are  being  similarly 
restricted,  in  or  out  of  the  health 
field.” 

"There  is  no  justification  in  the  law 
for  discriminatory  action  that  creates 
price  controls,”  he  concluded. 

The  TMA  President  informed  com- 
missioner Ball  in  his  letter  that  the 
arbitrary  action  of  the  Social  Security 
Administration  is  most  unfair  to  physi- 
cians and  that  it  is  not  in  the  best 
interest  of  patients  or  the  Medicare 
program. 

Copies  of  Dr.  Walthall’s  letter  were 
also  sent  to  all  Texas  Congressmen. 

AMA  concerned  about 
uncertified  foreign  MDs 

The  American  Medical  Association’s 
Council  on  Medical  Education  has  ex- 
pressed concern  about  the  entrance  of 
uncertified  foreign  medical  graduates 
into  approved  graduate  training  pro- 
grams of  American  hospitals. 

In  a memorandum  to  all  hospitals 
with  approved  graduate  training  pro- 
grams, state  medical  societies,  and 
state  boards  of  medical  licensure, 
council  secretary  Dr.  C.  H.  William 


Ruhe  notes  that  there  have  been  "re- 
peated episodes  of  foreign  medical 
graduates  entering  approved  graduate 
training  programs  without  having  been 
certified  by  the  Educational  Council 
for  Foreign  Medical  Graduates,”  in 
spite  of  the  clear  policy  statements 
of  the  ECFMG  and  the  AMA  on  the 
matter. 

Candidates  for  the  approved  resi- 
dent and  intern  programs  of  hospitals 
are  given  explicit  instructions  by  the 
ECFMG: 

"Candidates  may  not  sign  a con- 
tract of  employment  or  accept  ap- 
pointment as  interns  or  residents  in 
any  approved  United  States  hospital 
until  they  have  received  either  an  in- 
terim ECFMG  certificate  or  a standard 
ECFMG  certificate.  In  applying  for 
appointment  to  an  approved  intern- 
ship or  residency  in  the  United  States, 
candidates  must  send  the  hospital  a 
photocopy  of  the  letter  or  certificate 
they  have  received  from  the  ECFMG. 
A photocopy  of  the  letter  showing  that 
a candidate  has  passed  the  ECFMG 
examination  but  has  not  completed 
the  documentation  of  his  medical  cre- 
dentials may  be  used  in  preliminary 
negotiations  with  a hospital,  but  ac- 
tual appointment  requires  submission 
of  a photocopy  of  the  ECFMG  certifi- 
cate.” 

Specific  guidelines  of  the  AMA’s 
policy  on  the  matter  continue  to  be 
spelled  out  as  follows: 

"Graduates  of  all  medical  schools 
outside  the  United  States  and  Canada 
should  establish  their  eligibility  for  ap- 
pointment to  an  approved  internship 
or  residency  program  through: 

1.  Certification  by  ECFMG  on  a 
basis  of  satisfying  the  ECFMG  educa- 
tional requirements,  as  well  as  passing 
the  ECFMG  examination,  or 

2.  Obtaining  a full  and  unrestricted 
license  to  practice  medicine,  issued  by 
a state  or  other  United  States  Jurisdic- 
tion authorized  to  license  physicians, 
or 

3.  In  the  case  of  US  citizens,  suc- 
cessfully passing  the  complete  licen- 
sure examination  in  any  state  or  other 
licensing  Jurisdiction  in  which  the  law 
or  regulations  provide  that  a full  and 
unrestricted  license  to  practice  medi- 
cine in  that  state  or  Jurisdiction  will  be 
issued  to  the  physician  after  satisfac- 
tory completion  of  his  internship  or 
residency  in  that  state,  without  further 
examination.” 


The  Council  on  Medical  Education 
notes  that  in  order  to  be  eligible  under 
the  terms  of  item  3,  the  US  graduate 
of  a foreign  medical  school  must  also 
have  completed  "all  requirements  that 
would  make  him  eligible  for  ECFMG 
certification,”  if  he  chooses  to  apply 
for  certification. 

The  memorandum  points  out  that 
despite  the  clear  indications  that  for- 
eign medical  school  graduates  must 
be  certified  by  ECFMG  before  they  are 
accepted  as  residents  or  interns  in 
approved  training  programs  of  hospi- 
tals, some  US  hospitals  “continue  to 
permit  foreign  medical  graduates  with- 
out proper  credentials”  to  enter  their 
programs.  The  Council  on  Medical 
Education  warns  that  continuation  of 
this  practice  may  result  in  withdraw- 
ing approval  of  the  training  programs 
in  the  hospitals  that  allow  this  situa- 
tion to  persist. 

Conference  dates  set 
at  state  medical  schools 

For  the  19th  year,  the  Texas  Medical 
Association  will  sponsor  a Conference 
on  Medical  Practice  for  senior  medical 
students. 

These  meetings,  formerly  called 
Medical  Students  Day,  are  designed  to 
introduce  the  soon-to-be  physicians  to 
some  of  the  practice  situations  and 
obligations  they  will  face  upon  their 
graduation  from  medical  school. 

Dates  for  the  conferences  at  each 
of  the  four  medical  schools  in  the 
state  are  scheduled  as  follows:  March 
19,  The  University  of  Texas  Medical 
School  at  San  Antonio;  March  26,  The 
University  of  Texas  (Southwestern) 
Medical  School,  Dallas;  April  2,  Bay- 
lor College  of  Medicine,  Houston;  and 
April  3,  The  University  of  Texas  Medi- 
cal Branch,  Galveston. 

Scheduled  speakers  for  the  various 
conference  programs  include  C.  Lin- 
coln Williston,  executive  secretary  of 
the  Association;  Donald  M.  Anderson, 
TMA  assistant  executive  secretary; 
Sam  V.  Stone,  Jr.,  assistant  general 
counsel  for  TMA;  Dr.  Charles  Max  Cole, 
immediate  past  President  of  TMA;  Dr. 
Robert  Mayo  Tenery,  a past  President 
of  the  Association  and  currently  chair- 
man of  the  Council  on  Constitution 
and  By-Laws;  Dr.  James  H.  Sammons, 
TMA  President-elect;  Dr.  Jack  B.  Lee, 
vice-speaker  of  the  TMA  House  of  Dele- 
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gates;  Dr.  C.  B.  Jackson,  member  of 
the  Board  of  Councilors;  and  Dr.  G.  V. 
Brindley,  Jr.,  past  TMA  President. 

Topics  will  cover  a wide  range  of 
subjects,  such  as  medical  aspects  of 
practice,  professional  and  community 
responsibilities  of  the  physician,  na- 
tional health  insurance,  medical  ethics, 
and  the  role  and  services  of  TMA. 

In  addition  to  the  formal  presenta- 
tions, time  will  be  allotted  for  two 
group  discussions,  involving  medical 
students  and  speakers,  during  the  day. 

A highlight  of  the  gathering  is  a din- 
ner following  the  conference  program. 
TMA  President  Dr.  Walter  Walthall  of 
San  Antonio  is  scheduled  to  address 
the  students  at  the  dinner,  speaking 
on  “The  1970’s — New  Vistas  and 
Challenges  for  Texas  Medicine.” 

All  arrangements  for  the  Confer- 
ences on  Medical  Practice  are  being 
handled  by  the  TMA  Office  on  Medical 
and  Health  Manpower. 

MDs  will  see  and  hear 
new  medical  knowledge 

Films  and  special  programs  planned 
for  this  year's  Annual  Session  of  the 
Texas  Medical  Association  will  offer  a 
variety  of  educational  experiences  to 
physicians  who  attend  the  1971  meet- 
ing, May  6-9,  in  Houston. 

The  traditional  film  program,  which 
dates  back  to  the  late  1920’s  as  an 
Annual  Session  feature,  is  scheduled 
from  9 a.m.  to  4 p.m.  Thursday,  May 
6,  in  the  Walnut  Room  of  the  Sham- 
rock Hilton  Hotel. 

Both  black-and-white  and  color  mov- 
ies will  fill  the  bill,  and  such  subjects 
as  smoking,  anticoagulation,  venereal 
disease,  depression,  air  pollution,  and 
clinical  applications  of  lasers  will  be 
treated  by  the  film-makers. 

Several  of  the  films  are  suitable  for 
lay  audiences,  while  others  are  more 
technical  in  nature.  Among  those  de- 
signed primarily  for  physician  audienc- 
es are  “Total  Upper  Eyelid  Recon- 
struction by  Median  Forehead  Flap,” 
“Transcallosal  Removal  of  Brain  Tu- 
mors,” “Control  Programs  for  Cross 
Infection  in  a Modern  Hospital,”  “Pri- 
mary Colon  Resection  for  Hirsch- 
sprung’s Obstruction  in  Infants,”  and 
“Surgical  Separation  of  Conjoined 
Thoracopagus  Twins.” 

If  a physician  feels  his  eyes  just 
cannot  take  a full  day  of  films,  he 
might  want  to  plan  a break  and  attend 
one  of  the  special  programs  scheduled 
on  Thursday. 

For  example,  he  could  listen  to  an 
address  by  Dr.  Ronald  J.  Catanzaro, 
medical  director  of  the  Palm  Beach  In- 
stitute on  Problem  Habits  and  Person- 
ality Development,  West  Palm  Beach, 


Fla.,  on  “Early  Diagnosis  and  Treat- 
ment of  the  Alcoholic.”  Dr.  Catanzaro 
will  be  the  keynote  speaker  at  the 
Symposium  on  Alcoholism  to  be  spon- 
sored by  TMA,  the  Texas  Commission 
on  Alcoholism,  and  The  University  of 
Texas  Division  of  Extension  at  8 p.m. 
Thursday  in  the  Castilian  Rooms  of 
the  Shamrock  Hilton  Hotel. 

In  addition,  a seminar  on  general 
practice  is  planned  by  the  Texas  Acad- 
emy of  General  Practice.  Their  session 
is  set  from  12:30  p.m.  to  5:30  p.m. 
in  the  Azalea  and  Bluebonnet  Rooms, 
Shamrock  Hilton  Hotel. 

From  9 a.m.  to  5 p.m.  in  the  Sham- 
rock Hilton's  Camelia  Room,  a Sympo- 
sium on  Cardiovascular  Diseases,  co- 
sponsored by  the  TMA  Committee 
on  Cardiovascular  Diseases  and  the 
American  Heart  Association,  Texas 
Affiliate,  will  be  in  session.  The  sympo- 
sium will  be  devoted  to  topics  regard- 
ing medical  and  surgical  management 
of  coronary  disease  and  vascular 
emergencies. 

Another  Thursday  program  dealing 
with  the  heart  will  be  a presentation 
entitled  “Two  Thousand  Years  of  Heart 
Surgery”  by  Dr.  Denton  A.  Cooley  of 
Houston  at  the  dinner  meeting  of  the 
TMA  Committee  on  Medical  History. 
The  event  is  to  begin  at  7 p.m.  at  the 
Doctor’s  Club  of  Houston. 

The  TMA  Committee  on  School 
Health  will  host  a conference  on  stu- 
dent unrest  from  8:30  a.m.  to  4:15 
p.m.  on  Thursday.  Speaker  for  the 
gathering  in  the  Embassy  Room  of 
the  Shamrock  Hilton  will  be  Glenn  P. 
Smith,  vice-president  for  administra- 
tive and  business  affairs  of  San  Fran- 
cisco State  College. 

Dr.  John  P.  Stapp,  chief  scientist  of 
the  National  Highway  Safety  Bureau, 
will  be  guest  speaker  at  the  three-hour 
Symposium  on  Transportation  Safety. 
Sponsored  by  the  TMA  Committee  on 
Transportation  Safety,  this  program  will 
last  from  2 p.m.  to  5 p.m.  on  Thurs- 
day in  the  Nile  Rooms,  Shamrock  Hil- 
ton Hotel. 

For  the  second  year,  the  Forum  of 
Original  Research  will  be  sponsored  by 
the  Council  on  Annual  Session.  Dr. 
Thomas  M.  Runge  of  Austin,  who  initi- 
ated the  idea  of  the  forum,  will  serve 
as  coordinator  of  the  two-day  program. 
Papers  will  be  presented  in  the  Vene- 
tian Room  of  the  Shamrock  Hilton 
Hotel  from  9 a.m.  to  5 p.m.  on  Thurs- 
day and  from  9 a.m.  to  noon  on  Fri- 
day. 

Another  day-long  session  to  take 
place  on  Thursday  is  the  Seminar  on 
Occupational  Health.  Set  for  9 a.m.  to 
5 p.m.  in  the  Tower  Room  of  the 
Towers  Hotel,  the  seminar  will  deal 
with  the  impact  of  pending  Congres- 


sional legislation  in  the  realm  of  occu- 
pational safety  and  health  and  will 
concentrate  on  the  increasingly  impor- 
tant problem  of  heavy  metals  in  the 
environment.  The  program  is  spon- 
sored by  The  University  of  Texas 
School  of  Public  Health,  with  13  or- 
ganizations in  the  Houston  and  Gulf 
Coast  area  as  cosponsors. 

A Conference  on  the  Rehabilitation 
Potential  of  the  Cardiac  Patient  is 
scheduled  for  Saturday,  May  8,  in 
Astro  VI  and  VII  of  the  Astroworld 
Hotel.  The  program — sponsored  by 
the  TMA  Committee  on  Rehabilitation; 
the  TMA  Committee  on  Workmen’s 
Compensation  and  Industrial  Health; 
the  Texas  Physical  Medicine  and  Re- 
habilitation Society:  and  the  American 
Heart  Association,  Texas  Affiliate — 
will  begin  at  9 a.m.  and  will  end  at 
approximately  4 p.m. 

Three  special  programs  have  also 
been  set  for  the  final  day  of  Annual 
Session. 

From  8 a.m.  to  5 p.m.,  the  United 
Cerebral  Palsy  Association  of  Texas, 
Inc.,  will  conduct  a symposium  on 
“The  Under-Achieving  Child.”  Site  of 
the  session  will  be  the  Castilian  Rooms 
of  the  Shamrock  Hilton  Hotel. 

The  Astroworld  Hotel  will  be  the 
scene  of  the  other  two  programs 
scheduled  for  Sunday.  A Seminar  on 
Drug  Abuse,  developed  by  Dr.  Grant 
Taylor  of  The  University  of  Texas 
Graduate  School  of  Biomedical  Scienc- 
es at  Houston,  will  be  presented  in 
Astro  I and  II  from  9 a.m.  to  5 p.m., 
and  the  Southwestern  (Texas)  Chapter 
of  the  American  Medical  Writers’  Asso- 
ciation will  sponsor  a seminar  on  med- 
ical writing  from  10  a.m.  to  2 p.m. 
in  Parlor  B. 

With  a total  of  11  film  offerings  and 
some  12  special  programs.  Annual 
Session  participants  are  not  likely  to 
come  away  from  the  meeting  without 
a wealth  of  new  ideas. 

GPs  largest  group  in 
AMA  House  of  Delegates 

General  practitioners  may  be  in  the 
minority  In  many  areas  of  the  coun- 
try, but  they  top  the  membership  list- 
ing of  the  House  of  Delegates  of  the 
American  Medical  Association,  accord- 
ing to  a report  in  American  Medical 
News. 

Of  the  244  physicians  in  the  House, 
60  were  found  to  be  GPs  in  an  AMA 
analysis  of  the  medical  specialty  of 
the  body’s  members. 

General  surgeons  make  up  the  next 
largest  group  with  49.  They  are  fol- 
lowed by  42  internists  and  17  special- 
ists in  obstetrics  and  gynecology. 
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francisY 

HOSPiTELS 

INCORPORATED 


FRANCI^ 
CONVALESCENT 
CENTERS 

^■VISION  Of  FRANCIS  HOSPiTELS.  INC 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  "Hospi- 
telble”  Francis  way. 


FT.  WORTH  • 


FRANCIS  HOSPITELS,  INC., 


7129  Highway  290  East,  Austin,  512  454-2725 


FRANCIS  CONVALESCENT  CENTERS— WACO:  Francis  Hospital,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygrotori  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitarit  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  „y. 
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TEXAS  CONFERENCE  OF  PHYSICIANS  AND  NURSES 

Sponsored  by  Texas  Medical  Association  and  Texas  Nurses 
Association,  the  Fifth  Annual  Texas  Conference  of  Physicians 
and  Nurses  will  be  held  aj;  the  Inn  of  the  Six  Flags  in  Arling- 
ton, April  17-18.  The  Conference  will  be  concerned  with  Objective 
IV  of  the  American  Medical  Association's  Position  Statement 
on  “Medicine  and  Nursing  in  the  1970’s,”  which  states  that  “the 
AMA  will  promote  and  influence  the  development  of  a hospital 
nursing  service  aimed  at  increased  involvement  in  direct  medical 
care  of  the  patient.”  Welcoming  address  will  be  made  by  TMA 
President  Dr.  Walter  Walthall,  and  keynote  speaker  will  be  Dr. 
Robert  W.  Grace,  past  chairman  of  the  TMA  Committee  on 
Nursing.  Dr.  James  W.  Walker,  a member  of  the  AMA  Com- 
mittee on  Nursing,  will  be  the  highlight  speaker  at  the  Con- 
ference. Drs.  Grace  and  Walker  will  ibe  joined  by  representatives 
of  TNA  in  a symposium  presentation  on  Objective  IV.  Those 
attending  the  Conference  are  invited  to  participate  in  a panel 
session,  “Where  Do  We  Go  From  Here?”,  which  is  planned 
for  Sunday,  April  18. 

Contact:  Dr.  Ted  H.  Forsythe,  Chairman,  Texas  Medical  Asso- 
ciation Committee  on  Nursing,  1801  N.  Lamar  Blvd.,  Austin 
78701. 


HIGHIIGHTS 

Of 

GOMIMG 

MEEfINGS 


SAMA-UTMB  NATIONAL  STUDENT  RESEARCH  FORUM 

Students  from  all  over  the  US  and  Canada  will  assemble  at 
Holiday  Inn  in  Galveston,  April  22-24,  for  the  annual  Student 
American  Medical  Association-University  of  Texas  Medical 
Branch  National  Student  Research  Forum.  The  opening  major 
address  will  be  delivered  by  Dr.  Hal  B.  Jennings,  surgeon  gen- 
eral, department  of  the  Army,  Washington,  DC.  Joseph  Fletcher, 
professor  of  medical  ethics  at  the  University  of  Virginia  Medical 
School,  will  deliver  the  ke3mote  lecture  on  April  23.  Students 
will  be  eligible  to  submit  papers  for  the  Mead  Johnson  Awards, 
the  Gip  A.  Hudson  Memorial  Award,  the  Houston  Multiple 
Sclerosis  Society  Award,  and  the  Bay  Area  Heart  Association 
Award.  Also,  the  SAMA-Squibb  Scientific  Exhibit  Awards  Pro- 
gram will  honor  10  semi-finalists,  as  many  as  10  finalists,  and 
two  grand  winners. 

Contact:  The  University  of  Texas  Medical  Branch,  Galveston 
77560. 


TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DISEASE 
ASSOCIATION 

Houston’s  Royal  Coach  Inn  will  host  the  annual  meeting  of 
Texas  Tuberculosis  and  Respiratory  Disease  Association,  April 
23-24.  Dr.  R.  L.  Riley,  Johns  Hopkins  School  of  Hygiene  and 
Public  Health,  Baltimore,  will  lecture  on  “Infectiousness  of  TB 
Before  and  After  Initiation  of  Chemotherapy.”  Panel  sessions 
and  moderators  will  be  “New  Ways  to  Get  Health  Care  Services 
to  the  People,”  Dr.  Robert  J.  Anderson,  managing  director. 
National  Tuberculosis  and  Respiratory  Disease  Association;  and 
“Deficiencies  in  the  Delivery  of  Health  Services,”  Mr.  Jerry 
Lewis,  special  consultant,  health  problems  of  the  inner  city. 
National  Tuberculosis  and  Respiratory  Disease  Association. 
Presentations  will  include  “Control  of  Airbom  Infection  in  the 
Hospital,”  “Central  Nervous  System  Control  of  Respiration,” 
and  “Pathologic  Anatomy  of  Cerebral  Changes  in  Respiratory 
Failure.” 

Contact:  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd.,  Austin  78722, 
executive  director. 


CURRENT  MEETINGS  IN  TEXAS 


EIGHTH  DISTRICT  MEDICAL  SOCIETY’S 
annual  meeting  will  be  held  at  the  Jack 
Tar  Hotel  in  Galveston,  April  3.  Partici- 
pants in  the  scientific  program  will  be  Drs. 
Leroy  Lockhart,  La  Marque ; Jim  Guckian, 
Galveston ; Charles  Fougerousse,  Galveston  ; 
and  John  Goodman,  Galveston.  Contact: 
Dr.  Paul  J.  Cunningham,  200  University 
Blvd.,  Suite  907,  Galveston  77660,  secre- 
tary-treasurer. 


AEROSPACE  MEDICAL  ASSOCIATTON 
will  meet  at  the  Shamrock  Hilton  Hotel, 
Houston,  April  26-29.  The  42nd  annual 
meeting  will  feature  presentations  on  me- 
tabolism, cardiovascular  fitness,  pharma- 
cology and  therapeutics,  bioinstrumenta- 
tion, oxygen  toxicity,  fatigue  and  circadian 
rhythms,  hypoxia  and  hypoglycemia,  and 
radiobiology.  A panel  session  on  clinical 
aerospace  medicine  will  also  be  presented. 
Contact:  Dr.  Merrill  H.  Goodwin,  Wash- 
ington Nat’l.  Airport,  Washington,  DC 
20001,  executive  secretary. 


TEXAS  ACADEMY  OF  GENERAL  PRAC- 
TICE, VALLEY  CHAPTER,  will  hold  its 
fourth  annual  medical-surgical  conference 
March  26-28  in  McAllen.  Speakers  will  be 
Drs.  Denton  A.  Cooley,  Houston ; Kenneth 
Cooper,  Dallas ; Joseph  Godfrey,  Buffalo : 
James  Hughes,  Memphis ; Malcolm  A.  Mo- 
Cannel,  Minneapolis ; William  J.  McGanity, 
Galveston : Beverly  T.  Mead,  Omaha ; 
Thomas  E.  Shaffer,  Columbus ; Maynard 
Shapiro,  Chicago ; and  Robert  Yoes,  Ro- 
chester. Contact:  Dr.  J.  F.  Fitch,  817 
Quince,  McAllen  78601. 
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CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  PEDIATRICS’ 
annual  springr  session  will  take  place  April 
19-21,  in  St.  Louis.  Subjects  to  be  covered 
are  deviant  voice  as  a symptom  of  physical 
and  emotional  disorder  in  children,  the 
pediatrician’s  role  in  ecology,  intensive 
care  units  for  high  risk  infants,  and  pedi- 
atric evaluation  and  management  of  learn- 
ing and  behavioral  disorders.  The  meeting 
will  feature  approximately  90  scientific  and 
technical  exhibits,  as  well  as  informative 
round  table  discussions  on  practical  evalua- 
tion of  learning  disorders,  allergy,  neo- 
natology, radiology,  hematology,  and  neu- 
rology. Other  round  table  tc^ics  are  im- 
munology, psychosocial  problems  of  ado- 
lescence, gastroenterology,  fluid  and  elec- 
trolytes, and  pediatric  ophthalmology.  An 
allied  health  manpower  conference  entitled, 
"Who  Will  Take  Care  of  Tomorrow’s 
Children?’’,  will  emphasize  the  health  care 
delivery  approach  in  regard  to  child  health 
care.  Contact:  Dr,  Robert  G.  Frazier,  1801 
Hinman  Are.,  Evanston,  111,  60204,  execu- 
tive director. 


AMERICAN  COLLEGE  OF  ALLERGISTS 
has  planned  its  27th  annual  congress  for 
March  27-April  1,  at  the  Fairmont  Hotel 
in  San  Francisco.  The  congress  will  re- 
convene in  Honolulu,  April  8-S.  Fresenta- 
tions  will  include  "Newer  Therapeutic 
Agenta  for  the  Treatment  of  Asthma,’’ 
"The  Effect  of  Anaphylaxis  on  the  Heart 
in  Man,’’  "Psychotherapy  in  Allergy," 
“Practical  Methods  of  ESvalnating  Pulmon- 
ary Function,"  "Allergy  and  Infertility," 
"Anesthesia  in  the  Asthmatic  Patient," 
"Environmental  Problems  and  the  Aller- 
gist,” “A  Standardized  Technique  for  In- 
tradermal  Skin  Testing  in  Allergy,”  and 
"The  Clinical  Application  of  Mineral  Oil 
for  Allergie  Patients."  Contact:  Dr.  John 
D.  GiUaspie,  2141  14tb  St.,  Boulder,  Colo. 
80802,  cccecntive  secretary. 

AMERICAN  COLLEGE  OF  PHYSICIANS 
will  gather  at  the  Denver  Hilton  in  Denver, 
March  29-April  2.  The  62nd  annual  session 
will  feature  scientific  presentations  on 
cardiology,  endocrinology  and  metabolism, 
gastroenterology,  genetics,  hematology,  in- 
fections diseases,  neoplasia,  nephrology. 


neurology,  pharmacology,  psychiatry,  pul- 
monary diseases,  radiology,  and  rheumatol- 
ogy. Several  panel  sessions  are  planned 
and  wUl  include  "Hazards  of  Oral  Contra- 
ceptives," "Oxygen  Therapy:  Advantages 
and  Dangers,"  ‘Drugs  in  the  Treatment  of 
Anedna:  Active  Drug  or  Placebo,"  "In- 
fections in  the  Immunosuppressed  Host," 
"The  Prophylactic  Treatment  for  Status 
Astbmaticus,"  "Clinical  Application  of 
Genetics,"  and  "The  Stirgical  Treatment  of 
Coronary  Disease."  Another  feature  of  the 
meeting,  television  hospital  clinics,  will 
cover  renal  transplantation,  management 
of  aortic  valve  disease,  cytogenetics,  and 
clinical  problems  in  neurology.  Contact: 
Dr.  Edward  C.  Rosenow,  Jr.,  4300  Pine 
St.,  Philadelphia  19104,  executive  director. 


AMERICAN  COLLEGE  OF  RADIOLOGY 
will  offer  a teachers  conference  during  its 
48th  annual  meeting,  March  80- April  2,  at 
Chase-Park  Plaza  Hotel  in  St.  Louis.  Gen- 
eral sessions  will  be  held  March  80-April  1. 
and  the  teachers  conference  is  scheduled  for 
April  1-2.  The  conference  will  feature  panel 
discussions  on  influence  of  undergraduate 
medical  education  in  residency  training, 
changing  patterns  of  radiologic  practice- 
separation  of  diagnosis  and  therapy,  trends 
toward  subspeeialty  certification,  changes 
in  content  of  residency  training  programs, 
and  teaching  techniques.  Contact:  William 
C.  Stronach,  20  North  Wacker  Dr.,  Chi- 
cago 60606,  executive  director. 


AMERICAN  GERIATRICS  SOCIETY  has 
planned  its  28th  annual  meeting  in  Chi- 
cago, April  23-24.  Topics  to  be  discussed 
are  gastric  irradiation  in  the  management 
of  the  geriatric  patient  with  chrome 
peptic  ulcer  disease,  physical  diagnosis  of 
coronary  artery  disease  and  its  sequelae, 
an  immunological  approach  to  the  detection 
of  cancer,  the  aging  skin — evaluation  of 
external  lotions  and  hormones,  and  aortic 
resections  in  retrospect.  Contact:  Dr.  Ed- 
ward Henderson,  10  Columbus  Circle,  New 
York  10019,  executive  director. 


AMERICAN  MEDICAL  ASSOCIATION’S 
Council  on  Rural  Health  will  simnsor  the 
24th  National  Conference  on  Rural  Health, 
March  26-26,  in  Atlanta,  Ga.  "Community 
Health  Frograius  fbr  Tomorrow"  is  the 


thmns  of  the  conference,  which  will  be 
ataged  at  the  Atlanta  Marriott  Motor  Ho- 
td.  Discussions  will  center  on  promoting 
community  health  action,  medical  echoed 
involvement  in  community  medicine,  bridg- 
ing the  gap  between  youth  and  adults, 
meeting  health  needs  at  the  crossroads, 
organization  of  emergency  medical  services 
in  rural  areas,  and  ecology  and  rural 
America.  Contact:  Dr.  Bond  L.  Bible 
(PhD),  Council  on  Rural  Health,  Ameri- 
ean  Medical  Association,  686  North  Dear- 
born St.,  Chicago  60610. 


AMERICAN  SOCIETY  FOR  CLINICAL 
PHARMACOLOGY  AND  THERAPEUTICS 
will  hold  its  72nd  annual  meeting  in 
Atlantic  City,  April  29-May  1.  Presenta- 
tions will  include  “Dose  Regulated  Auto- 
mated Anesthesia,”  "Cholinergic  and  Dopa- 
minergic Interaction  in  Parkinson’s  Dis- 
ease,” "A  Hemodynamic  Comparison  of 
Agents  Useful  in  Hypertensive  Emergen- 
cies," “Effect  of  Glucagon  on  the  Trans- 
membrane  Potential  and  Contraction  of 
Human  Heart  In-Vitro,"  ‘Direct  Measure- 
ment of  Receptor  Binding — ^A  Screening 
Procedure  for  Angriotensin  Inhibitors," 
"Comparative  Results  of  Diet  vs.  Drug 
'Treatment  of  Hyperlipidemie  Patients," 
"Prolongation  of  Antacid  Action  of  Cal- 
cium Carbonate,"  and  "Therapeutic  Amen- 
orrhea in  Hematologic  Disorders.”  Drs. 
Philip  C.  Johnson,  Houston,  and  E.  Clinton 
Texter,  Temple,  will  participate  in  the 
meeting.  Ck>ntart:  Dr.  Richard  T.  Smith, 
1718  Gallagher  Rd.,  Norristown,  Pa.  19401, 
secretary-treasurer. 


INDUSTRIAL  MEDICAL  ASSOCIATION 
and  AMERICAN  ASSOCIATION  OF  IN- 
DUSTRIAL NURSES  will  present  the  1971 
American  Industrial  Health  Conference  in 
Atlanta,  Ga.,  April  19-22.  Among  topics 
are  drug  abuse,  infectious  diseases  and  im- 
munization practices,  exercise  in  industry 
in  terms  of  health  promotion  and  dis- 
ability prevention,  psychiatry  and  industrial 
medicine,  latest  developments  in  electro- 
myography, new  observations  on  back  prob- 
lems in  industry,  and  the  pre-employment 
examination.  Contact:  Howard  N.  Schulz, 
160  N.  Wacker  Dr.,  Chicago  60606,  execu- 
tive director. 


12 


TEXAS  MEDICINE 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  MARCH 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE,  an- 
nual, Denver,  March  26-28,  1971.  W.  R.  Ramsey,  B25 
The  Hearst  Bldg.,  San  Francisco  94103,  Exec.  Officer. 

US-MEXICO  BORDER  PUBLIC  HEALTH  ASSOCIA- 
TION, annual,  Tucson,  March  29-April  2,  1971.  Dr.  Jorge 
Jimenez-Gandica,  BOl  US  Court  House,  El  Paso  79901, 
Sec, 


ALSO  IN  APRIL 

AMERICAN  ACADEMY  OF  NEUROLOGY,  annual.  New 
York  City,  April  26-MBy  1,  1971.  Stanley  A.  Nelson,  4006 
W.  66th  St.,  Minneapolis  66436,  Exec.  See. 

AMERICAN  ASSOCIATION  OF  ANATOMISTS,  annual, 
Philadelphia,  April  18-23,  1971.  Dr.  Russell  T.  Wood- 
bume.  Dept,  of  Anatomy,  The  University  of  Michigan, 
4643  Medical  Science  Bldg.,  Ann  Arbor,  Mich.  48104, 
Sec-Treas. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Atlanta,  April  26-28,  1971.  Ada  Hanvey,  7710 
Carondelet  Ave.,  St.  Louis  63106,  Admin.  Asst. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  an- 
nual, San  Francisco,  April  27-30,  1971.  James  W.  Dilley, 
2807  Central  St.,  Evanston,  III.  60201,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  Montreal,  Que- 
bec, Canada,  April  6-7,  1971.  Dr.  C.  Rollins  Hanlon,  66 
E.  Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  PEDIATRIC  SOCIETY,  annual,  Atlantic 
City,  April  28-May  1.  1971.  Dr.  C.  D.  Cook,  833  Cedar 
St.,  New  Haven,  Conn.  06614,  Exec.  Sec. 

ASSOCIATION  OP  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Chicago,  April  16-17,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  seventh  annual 
orthopaedic  symposium,  Houston,  April  22-24,  1971.  Dr. 
W.  Malcolm  Cranberry,  6624  Fannin  St.,  Houston  77026, 
Chrmn. 

SOUTHWESTERN  SURGICAL  CONGRESS,  annual,  Lae 
Vegas,  April  19-22,  1971.  Dr.  Jack  A.  Barney,  801  Pas- 
teur Medical  Bldg..  Oklahoma  City  78103,  Sec.-Treas. 

■ ST.  LUKE’S  EPISCOPAL  HOSPITAL,  annual  ortho- 
paedic symposium,  Houston,  April  22-24,  1971.  Dr.  W. 
Malcolm  Cranberry,  6624  Fannin,  Houston  77025,  Chrmn. 


■ TEXAS  MEDICAL  ASSISTANTS  ASSOCIA’nON,  an- 
nual, Dallas.  April  28-May  3.  1971.  Mrs.  Jo  Alice  Thomp- 
son, 2321  Hillsboro,  Dallas  76228,  See. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  TTIE 
BASIC  SCIENCES,  Dallas,  Galveston,  Houston,  San  An- 
tonio, April  16-17,  1971.  Mrs.  Betty  J.  Anderson.  1012 
Sam  Houston  State  Office  Bldg.,  Austin  78701,  Exec. 
Sec. 

■ TEXAS  SURGICAL  SOCIETY,  Fort  Worth.  April  4-6, 
1971.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  Suite  400, 
Dallas  75204,  Sec. 

■ THIRTEENTH  DISTRICT  MEDICAL  SOCIETY,  an- 
nual, Abilene,  April  17,  1971.  Dr.  W.  H.  Neil,  104  Doc- 
tors Bldg.,  800  Fifth  Ave.,  Fort  Worth  76104.  Sec. 


MAY 

AMERICAN  ACADEMY  OP  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  annual,  San  Francisco, 
May  26-27,  1971.  Dr.  Carl  N.  Patterson,  1110  W.  Main, 
Durham,  NC  27701,  Sec. 

■ AMERICAN  ACADEMY  OF  PEDIATRICS,  Texas 
Chapter,  Houston,  May  8,  1971.  Dr.  William  Conkling, 
600  E.  Washington,  Navasota  77868,  Sec. 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS,  Wash- 
ington, DC,  May  8-10,  1971.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

AMERICAN  ASSOCIA’nON  OF  PLASTIC  SURGEONS, 
annual,  Williamsburg,  Va.,  May  23-27,  1971.  Dallas  F. 
Whaley,  29  E.  Madison  St.,  Suite  812,  Chicago  60602, 
Exec.  Dir. 

AMERICAN  CANCER  SOCIETY,  INC.,  second  national 
conference  on  breast  cancer,  Los  Angeles,  May  17-19, 
1971.  Esther  Kelley,  Professional  Education,  American 
Cancer  Society,  Inc.,  219  E.  42nd  St.,  New  York  10017, 

■ AMERICAN  COLLEGE  OP  CHEST  PHYSICIANS, 
Texas  Chapter,  annual,  Houston,  May  9,  1971.  Dr.  George 
P.  Noon,  1200  Moursund  Ave.,  Houston  77026,  Sec.-Treas. 

AMERICAN  COLLEGE  OP  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual,  San  Francisco,  May  8-6, 
1971.  Dr.  Michael  Newton,  79  W,  Monroe  St.,  Chicago 
60603,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  North  Texas 
Chapter,  annual,  Dallas.  May  16,  1971.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  7B235,  Sec.- 
’Treas. 
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AMERICAN  DERMATOLOGICAL  ASSOCIATION,  an- 
noal,  Skytop,  Pa.,  May  16-20,  1971.  Dr.  Barrett  Ken- 
nedy, 1642  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ AMERICAN  HEART  ASSOCIATION,  Texas  Affiliate, 
Inc.,  Houston,  May  8,  1971.  Dale  R.  Strinsrfellow,  PO 
Box  9928,  Austin  78767,  Prog.  Dir. 

■ AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
TEXAS  CHAPTER,  annual,  San  Antonio,  May,  1971. 
Hilda  McEethan,  4162  Monaco  Dr.,  Corpus  Cbristi  78411, 
See. 

AMERICAN  PROCTOLOGIC  SOCIETY,  annual.  Las 
Vegas.  May  9-13,  1971.  Harrietts  Gibson,  320  W.  Lafay- 
ette, Detroit  48226,  Exec.  Officer. 

AMERICAN  PSYCHIATRIC  ASSOCIATION,  annual, 
Washington,  DO,  May  3-7,  1971.  Dr.  Walter  E.  Barton, 
1700  18th  St.,  NW,  Washington.  DC  20009.  Med.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  South- 
ern Branch,  annual,  Memphis,  May  19-21,  1971.  Fred- 
erick W.  Hering,  1026  South  18th  St.,  Birmingham 
36206,  Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  annual,  Boston,  May  16-19,  1971.  Dr.  Simon 
Fh'edricks.  1103  Medical  Towers,  Houston  77026,  Sec. 

AMERICAN  THORACIC  SOCIETY,  annual,  Los  Angeles, 
May  17-19,  1971.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  INC.,  an- 
nual, Chicago,  May  17-20,  1971.  Richard  J.  Hannigan, 
1120  N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

H FLYING  PHYSICIANS  ASSOCIATION,  Texas  Chap- 
ter, Houston,  May  6,  1971.  Dr.  Richard  L.  Gilkey,  1410 
W.  Jefferson,  Waxahachie  75166,  Acting  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  Texas 
Chapter,  Houston,  May,  1971.  Dr.  Sergio  V.  Figueroa, 
608-A  Terrell  St.,  Terrell  76160,  Sec. 

MEDICAL  LIBRARY  ASSOCIATION,  annual.  New  York 
City,  May  30-June  3,  1971.  Helen  Brown  Schmidt,  919  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 

■ NATIONAL  LEAGUE  FOR  NURSING,  Dallas,  May 
10-14,  1971.  Margaret  E.  Walsh,  10  Columbus  Circle,  New 
York  10019,  Sec. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  annual,  Los  Angeles.  May  16- 
19,  1971.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New 
York  10019,  Mng.  Dir. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
annual.  Little  Rock,  May,  1971.  Elsie  Howard,  2109  Com- 
merce St.,  Dallas  76201,  Exec.  Officer. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  an- 
nual, St.  Louis,  May  4-8,  1971,  Charles  C.  Hewitt,  JD, 
2636  Flossmoor  Rd.,  Flossmoor,  111.  60422,  Exec.  Officer. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  Houston,  May 
6,  1971.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703,  Sec.- 
Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Houston,  May,  1971.  Dr.  Joe  Stoeltje,  1170 
Simmons  St..  Beaumont  77703,  Sec.-Treas. 

■ TEXAS  DENTAL  ASSOCIATION,  annual.  Houston, 
May  16-19,  1971.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
76246,  Exec.  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  Houston,  May 
8-9,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  DIABETES  ASSOCIATION.  Houston,  May  9, 
1971.  Dr.  David  E.  Streitmatter,  302  Preston  Royal,  Dal- 
las 75230,  Sec.-Treas. 


■ TEXAS  HOSPITAL  ASSOCIATION,  annual,  San  An- 
tonio, May  16-19.  1971.  O.  Ray  Hurst.  PO  Box  4663, 
Austin  78761,  Exec.  Vice-Pres. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
Houston,  May  7,  1971.  Dr.  Francis  W.  Wilson,  PO  Box 
62332,  Houston  77052,  Prog.  Chrmn. 

■ TEXAS  MEDICAL  ASSOCIATION,  104th  annual  ses- 
sion, Houston,  May  6-9,  1971.  C.  Lincoln  Williston,  1801 
N.  Lamar  Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  Hous- 
ton, May,  1971.  Dr.  Joe  L.  Bussey,  1201  W.  Presidio, 
Fort  Worth  76102.  Prog.  Chrmn. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION,  Houston, 
May,  1971.  Dr.  L.  Ray  Lawson,  2828  Lemmon  Ave., 
Dallas  75204,  Sec. 

B TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION, 
Houston,  May,  1971.  Dr.  James  L.  Baldwin,  712  N. 
Washington,  Dallas  75246,  Sec. 

B TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  Houston,  May,  1971.  Dr.  Ariel  Bar-Sela, 
1717  Medical  Towers,  Houston  77026,  Sec.-Treas. 

B TEXAS  PROCTOLOGIC  SOCIETY,  Houston.  May  6. 
1971.  Dr.  Lewis  E.  Tucker,  804  M&S  Tower,  730  N. 
Main,  San  Antonio  78205,  Sec.-Treas. 

B TEXAS  RHEUMATISM  ASSOCIATION,  Houston,  May 
8,  1971.  Dr.  J.  E.  Norris,  6448  Fannin,  Houston  77026, 
Sec. 

B TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Hous- 
ton, May  8-9,  1971.  Dr.  Jerry  Strong,  3614  Montrose 
Blvd.,  Houston  77006,  Prog.  Chrmn. 

B TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, Houston,  May  7,  1971.  Dr.  John  B.  Gunn,  2618 
Welborn  St.,  Dallas  75219,  Sec. 

B TEXAS  SOCIETY  OF  PLASTIC  SURGEONS,  Hous- 
ton, May  7-8,  1971.  Dr.  Melvin  Spira,  1200  Moursund 
Ave.,  Houston  77025,  Sec.-Treas. 

B UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  Houston,  May  9,  1971.  Glen  Duncan,  2104 
Benwick  Circle,  Austin  78723,  Sec. 


JUNE 

AMERICAN  DIABETES  ASSOCIATION,  annual,  San 
Francisco,  June  17-23,  1971.  J.  Richard  Connelly,  18  E. 
48th  St.,  New  York  10017,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  annual  session, 
Atlantic  City,  June  20-24,  1971.  AMA,  635  N.  Dearborn 
St.,  Chicago  60610. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  annual, 
Washington,  DC,  June  14-16,  1971.  Dr.  Samuel  A.  Tru- 
fant.  Cincinnati  General  Hospital,  Cincinnati  46229, 
Exec.  Sec. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  an- 
nual, Boston,  June  27-July  2,  1971.  Royce  P.  Noland, 
1166  16th  St.,  NW,  Washington,  DC  20006,  Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  New  York 
City,  June  14-16,  1971.  Lynn  Bonfiglio,  1212  Avenue  of 
the  Americas,  New  York  10036,  Exec.  Sec. 

SOCIETY  OF  NUCLEAR  MEDICINE,  annual,  Los  An- 
geles, June  28-July  2,  1971.  Margaret  Glos,  211  E.  43rd 
St.,  New  York  10017,  Exec.  Officer. 

B TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 


14 


TEXAS  MEDICINE 


Fort  Worth,  Juno  14-16,  1971.  Dr.  M.  H.  Crabb,  1612 
Summit  Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  Mexico  Chapter,  Ruidoso,  NM,  July  19-22,  1971. 
Bob  Reid,  PO  Box  456,  Sunland  Park.  NM  88063,  Exec. 
Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  annual, 
Denver,  July  16-17,  1971.  F.  C.  Schmidt,  1764  Gilpin  St.. 
Denver  80218,  Exec.  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION.  Galves- 
ton, July  25-28,  1971.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY.  Las  Vegas,  Sept.  20-24,  1971.  Dr. 
C.  M.  Kos,  15  Second  St.,  SW,  Rochester  55901,  Exec. 
Sec.-Treas. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS.  Chi- 
cago, Sept.  12-16,  1971.  Lois  J.  James,  30  N.  Michigan 
Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS. 
Cleveland,  Sept.  16-18,  1971.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Hot  Springs,  Va.,  Sept.  9-11, 
1971.  Dr.  Charles  A.  Hunter,  1100  W.  Michigan,  Indian- 
apolis 46202,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Las  Vegas,  Sept.  19-20,  1971.  Lawrence  A.  Zupan,  1100 
17th  St.,  NW,  Washington,  DO  20036,  Exec.  Sec. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Minneapolis,  Sept.  15-18,  1971.  Mrs.  Margaret  H. 
Henry,  36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio 
44094,  Exec.  Sec. 

■ AMERICAN  HEART  ASSOCIATION,  Texas  Affiliate, 
Inc.,  San  Antonio,  Sept.  21-26,  1971.  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78767,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  13th  National 
Conference  on  Physicians  and  Schools,  Chicago,  Sept.  30- 
Oct.  2,  1971.  AMA,  Department  of  Health  Education. 
636  N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Boston,  Sept. 
28-Oct.  1,  1971.  Dr.  Ted  F.  Leigh,  Emory  University 
Clinic.  Atlanta  30322,  Exec.  Sec. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  annual, 
Mackinac  Island,  Michigan,  Sept.  26-Oct.  1,  1971.  Har- 
riett C.  Carriere,  801  Green  Bay  Rd.,  Lake  Bluff,  111. 
60044,  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Sept.  18,  1971.  Mrs.  Carlie  Umphres,  PO  Box 
3276,  Amarillo  79106,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY.  Houston,  Sept.  28-26, 
1971.  Dr.  Pat  A.  Cato,  1016  E.  32nd  St..  Austin  78706, 
Sec. 

WORLD  MEDICAL  ASSOCIATION,  annual,  Ottawa, 
Canada,  Sept.  12-18,  1971.  Miss  M.  L.  Natwick,  10  Co- 
lumbus Circle,  New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
Miami  Beach,  Oct.  4-7,  1971.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 


AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  New  York  City,  Oct.  11-16,  1971.  Joseph 
J.  Garvey,  PO  Box  10,  Joliet,  111.  60434,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  an- 
nual, Philadeli>hia.  Oct.  24-28,  1971.  Dr.  Alfred  Soffer, 
112  E.  Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  annual,  AtUn- 
tic  City,  Oct.  18-22,  1971.  Dr.  C.  Rollins  Hanlon,  66  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  Atlantic  City, 
Oct.  10-14,  1971.  Dr.  C.  Gordon  Watson  (DDS),  211  E. 
Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Philadelphia, 
Oct.  4-8,  1971.  Ruth  M.  Yakel,  620  N.  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  Guadalajara, 
Mexico,  Oct.  9-16,  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington,  111.  61701,  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  annual,  Roches- 
ter, NY,  Oct.  17-21,  1971.  Rutherford  T.  Phillips,  PO 
Box  1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual, 
Minneapolis,  Oct.  11-16,  1971.  Dr.  James  R.  Kimmey, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS.  At- 
lanta, Oct.  16-20,  1971.  John  W.  Andes,  515  Busse  High- 
way, Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  HYPNOSIS,  Chi- 
cago, Oct.  12-15,  1971.  F.  D.  Nowlin,  800  Washington 
Ave.,  SE.  Minneapolis  55414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual,  Boston,  Oct.  22-30,  1971.  Albert  G.  Boeck,  Jr., 
710  S.  Wolcott  Ave.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  INC.,  annual,  Montreal,  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison 
St.,  Suite  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Oct.  28-31,  1971.  Dr.  John  A.D.  Cooper, 
1 Dupont  Circle,  Washington,  DC  20036,  Pres. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS.  INC.,  St.  Louis,  Oct.  7-9,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL 
DIRECTORS  OF  AMERICA,  Chicago,  Oct.  6-8,  1971. 
Dr.  Arthur  E.  Brown,  501  Boylston  St.,  Boston  02117, 
Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS.  Houston,  Oct.  14-15, 
1971.  William  E.  Russell,  4429  N.  Central  Expressway. 
Dallas  76205,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO. 
Scottsdale,  Ariz.,  Oct.  13-16,  1971.  Mrs.  Virginia  E. 
Bryant,  333  W.  Thomas  Rd.,  #207,  Phoenix  86013,  Exec. 
Sec. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  11-13,  1971.  Mrs.  Alma  O’Donnell,  601  NW 
Expressway,  Oklahoma  City  73118,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION.  Charleston, 
SC,  Oct.  3-5,  1971.  Mrs.  Annette  S.  Boutwell,  PO  Box 
10387,  Raleigh.  NC  27605,  Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Mexico  City, 
Oct.  14-16,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston 
Ave.,  Dallas  75246,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  1-3, 
1971.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 
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When 


the  patient  is... 


or 

hypertensii 


the  syrup  is 


Tolu-Sed 

a cough  sedative/expectorant 


Sugar-free  • Quiets  the  Cough  • Free  of  Vasoconstrictors 

Rely  on  Tolu-Sed  to  be  safe  and  effective  for  virtually 
all  patients.  Ideal  for  the  overweight  or  diabetic  be- 
cause it's  sugar-free.  And  safe  for  hypertensives  and 
diabetics  because  it’s  free  of  vasoconstrictors.  Pleas- 
ant-tasting  and  suitable  for  children,  too.  When  a 
cough  syrup  is  indicated,  remember  Tolu-Sed.  It 
brings  relief  and  comfort  . . . without  bringing  prob- 
lems. 

also  available  as  Tolu-Sed  DM  (without  Codeine) 


Each  5 cc.  teaspoonful  contains 

ALCOHOL  10% 


Codeine  Phosphate  . . . .10.83  mg.  ; 

(WARNING:  may  be  habit  forming)  ’ 

Chlorpheniramine 

Maleate  1 mg. 

Glyceryl  Guaiacolate  . . . .100  mg. 
Chloroform  0.34  min. 


First  Texas  Pharmaceuticals,  Inc.  oaiias,  Texas  75222 

the  Concern  for  Care 


COMTINUING  EDUCAflOM  COURSES 


Anesthesiology:  A course  in  anesthesi- 
ology, sponsored  by  UT  Medical  School 
at  San  Antonio  and  Texas  Society  of 
Anesthesiologists,  will  be  held  March 
29-April  2 at  the  school.  Designed  for 
both  the  general  practitioner  and  the 
anesthesiologist,  the  course  is  accepta- 
ble for  35  hours  credit  by  the  AAGP. 
Enrollment  fee  for  the  course  is  $75. 
For  more  information,  contact  Dr. 
Howard  L.  Zauder,  Professor  and  Chair- 
man, Department  of  Anesthesiology, 
UT  Medical  School  at  San  Antonio, 
7703  Floyd  Curl  Dr.,  San  Antonio 
78229. 

Microbiology:  Designed  for  the  benefit 
of  public  health,  hospital,  clinical,  and 
other  medical  laboratories,  the  follow- 
ing workshops  will  be  presented  in 
Austin  by  the  Texas  State  Department 
of  Health: 

Public  Health  and  Medical  Para- 
sitology, April  7-9. 

Public  Health  and  Medical  Bacteri- 
ology, May  10-14. 

There  is  no  registration  fee  for  the 
workshops.  Inquiries  should  be  directed 
to  Dr.  J.  V.  Irons  (ScD),  Director  of 
Laboratories,  Texas  State  Department 
of  Health,  1100  W.  49th  St.,  Austin 
78756. 

Air  Mobility:  The  Second  National 
Symposium  on  "Air  Mobility  in  Com- 
munity Services,”  sponsored  by  the 
Air  Mobility  Council  of  America,  Inc., 
will  take  place  at  The  University  of  Tex- 
as Medical  School  at  San  Antonio, 
April  2-3.  The  latest  developments  in 
air  mobility  for  hospital  and  medical 
purposes,  and  for  other  community 
services,  will  be  reviewed.  Operational 
programs,  facilities  development,  flight 
demonstration  (air  ambulances),  re- 
search projects,  and  technological  ad- 
vances are  subjects  of  presentations. 

Registration  fee  for  the  symposium 
is  $35.  For  additional  information  and 
registration  details,  write  to  Dr.  James 
C.  Baker,  Air  Mobility  Council,  Inc.,  50 
Warren  St.,  Brighton,  Mass.  02135. 


cer  G.  Thompson,  associate  dean,  UT 
ical  Branch  at  Galveston  pediatric 
alumni  foundation  and  department  of 
pediatrics  will  present  "The  Twentieth 
Year — ^A  Program  for  Lifelong  Educa- 
tion in  Pediatrics,”  April  15-16,  at  Hol- 
iday Inn  in  Galveston.  Topics  to  be 
covered  are  clinical  allergy,  the  new- 
born, hematology,  and  nutrition.  The 
program  is  designed  to  provide  both 
the  generalist  and  the  specialist  with 
pertinent  information  on  recent  ad- 
vances in  pediatrics.  Registration  fee 
is  $75  and  the  course  is  accredited 
by  the  AAGP  for  12  prescribed  hours. 

For  more  information  write  Dr.  Spen- 
cer G.  Thompson,  Associate  Dean,  UT 
Medical  Branch,  Galveston  77550. 

Respiratory  Insufficiency:  University  of 
Colorado  School  of  Medicine  will  pre- 
sent "Management  and  Care  of  Res- 
piratory Insufficiency,”  April  21-23,  in 
Denver.  Specific  topics  include  respira- 
tory care  problems  of  the  70’s,  old 
and  new  respirators  and  their  appli- 
cations, rational  use  of  oxygen  in 
acute  respiratory  failure,  acid-base 
problems  in  acute  respiratory  failure, 
surgical  problems,  pediatric  problems, 
adult  respiratory  distress  syndrome, 
neurologic  emergencies,  and  pulmo- 
nary rehabilitation  and  related  topics. 

Tuition  for  the  three-day  course  is 
$80.  The  course  is  limited  to  300  and 
all  who  attend  are  required  to  register 
in  advance.  For  registration  informa- 
tion contact  The  University  of  Colorado 
School  of  Medicine,  4200  E.  Ninth 
Ave.,  Denver  80220. 

Orthopedics:  The  department  of  ortho- 
pedic surgery,  St.  Luke’s  Episcopal 
Hospital,  and  Baylor  College  of  Medi- 
cine will  present  an  orthopedic  sym- 
posium, April  22-24,  at  the  Warwick 
Hotel  in  Houston.  The  seventh  annual 
orthopedic  symposium  will  feature  spe- 
cial guest  lecturer  Dr.  Paul  R.  Harring- 
ton, associate  professor  of  rehabilita- 
tion, Baylor  College  of  Medicine.  Re- 


search relevant  to  the  congenital  dis- 
locating hip,  facts  and  fallacies  in 
early  diagnosis  and  treatment  of  con- 
genital dislocation  of  the  hip,  manage- 
ment of  congenital  dysplasia  and  dis- 
location in  the  walking  child,  surgical 
management  of  paralytic  dislocation  of 
the  hip,  and  lesions  of  the  spine  in 
children  are  some  of  the  topics  to  be 
presented. 

Dr.  W.  Malcolm  Cranberry,  6624 
Fannin  St.,  Houston  77025,  is  chair- 
man and  may  be  contacted  for  more 
information. 

Emergency  Care:  "Emergency  Care  and 
Transportation  of  the  Sick  and  Injured” 
will  be  sponsored  by  the  American 
Academy  of  Orthopaedic  Surgeons’ 
Committee  on  Injuries,  April  28-30,  in 
New  Orleans.  Lectures,  demonstra- 
tions, and  discussions  will  cover  anat- 
omy and  physiology,  surveying  the 
injured,  life-threatening  emergencies, 
care  and  complications  of  Injuries,  en- 
vironmental hazards,  medical  emer- 
gencies, the  disturbed  and  unruly  pa- 
tient, emergency  childbirth,  rescue  and 
extrication,  and  transportation  and 
communication. 

Tuition  fee  for  the  course  is  $50. 
Contact:  Dr.  Raoul  P.  Rodriguez,  Jr., 
1430  Tulane  Ave.,  New  Orleans  70112. 

Aerospace  Medicine:  The  Air  National 
Guard  and  Air  Force  Reserve  will  spon- 
sor the  Eighth  Annual  Reserve  Forces 
Medical  Symposium  In  Houston,  April 
26-29.  Held  in  conjunction  with  the 
42nd  annual  meeting  of  Aerospace 
Medical  Association,  the  symposium 
will  feature  a general  session,  major 
air  command  surgeons’  conferences, 
and  Air  National  Guard  and  Air  Force 
Reserve  general  conferences. 

Reservists  and  Guardsmen  In  units 
can  get  more  information  from  their 
unit  commanders.  Mobilization  Aug- 
mentees  should  address  inquiries  to 
the  major  air  command  to  which  they 
are  assigned. 
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In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 


American 


Cancer  Society^  > 


Drive 

Defensively. 


Published  to  save  lives  in  cooperation  with 
The  Advertising  Council  and  The  National  Safety  Council. 


Brief  Summary  of  Prescribing  Information— 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  contairung  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy;  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Saliiten^if 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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TEXAS  MEDICINE 


The  antihypertensiye  therapy 
that  is  ea^to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-wkh  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 
*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

^Casy-to-live  with  cQst  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salutensin' 

hydroftunefhiazide,50  mg./reserpine, 
.O.llfSS-ing.  protoTeratrine  A,  0.2  mg. 
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NoludarSOd 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
L significantly  increase  hypnotic  benefits. 

I ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
r been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 


lated to  the  drug. 


/^ociifS  Roche 

\ LABORATORIES 

Divisiorl  of  Hoffmann-La  Roche  Inc. 
■'  Nutley,  New  Jersey  07110 


THE  DILEMMA 


PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 


To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 


PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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Choose 

4he  smooth  road 

to  thyroid 

replacement  therapy 


/ 

PH 

>.  y, 


The  automatic 


transition* 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTHROID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.’ 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4  to  Tsat  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50^^  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK.  March  1970-71 


Synthroid 


(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID, IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pinlc). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroiiJism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0. 1 mg.  daily,  and  may  be  increased  by  0. 1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  FBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1 mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES  INC 

Morton  Grove,  Illinois  60053 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
road*  let  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  FILM  AND 
BOOR  ON  HYPO- 
THYROIDISM: In 

a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Elint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Giddeposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  EREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


# SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES; 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further  . 
information. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS! 

0.05  mg.  (white)  ;0. 1 mg.  (yellow) ; 
0.15  mg.  (violet);  0.2  mg.  (pink). 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053 


TEXAS  MEDICAL  ASSOCIATION 

MUBHT  AWfENTIIRB 

Two  fun-filled  weeks  in  exotic  and 
colorful  Japan  and  Hong  Kong. 
Our  complete  Orient  Adventure 
costs  much  less  than  round  trip 
tourist  air  fare,  yet  includes 
direct  707  private  jet  flights, 
deluxe  hotels,  gourmet  meals, 
all  the  freedom  of  individual  travel, 
plus  many  other  exclusive  features. 
The  Orient  Adventure  is  departing 
from  Houston  and  Dallas 
on  June  25,  1971,  and  July  25,  1971. 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Fnclosed  is  my  check  for  $ 

($100  per  person)  as  deposit. 

Klamo 

AHHrocc 

r.ity,  7 ip 

“jKMr 

Plus  $35  Tax  and  Service 
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When  irritable  colon  feels  like  this 


The  blowfish,  a small  specie 
of  fish,  reacts  to  stress  or 
fright  by  puffing  itself  up  wi 
air.  After  about  a dozen 
noisy  gulps  the  belly  is  ballot 
shaped  and  hard.  When 
replaced  in  the  water  the  ai 
quickly  expelled,  and 
the  fish  sinks  to  the  bottoat- 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 


□ belladonna  alkaloids— for  the  hyper- 
active bowel  □ simethicone  — for  ac- 
companying distension  and  pain  due  to 
gas  nphenobarbital- for  associated 
anxiety  and  tension 

Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 


belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena.  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients'  precise  needs — 
without  regard  to  package  size. 

Ilo^neXiquid  250 

E.rythrx’mycin  Estolate 

(equivalent  to  250  mg,  of  base  per  5-ml.  teaspoonful) 

Additional  inlormalion  available 
to  the  prolession  on  request 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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Editorials 


GOVERNMENT  WON,  PHYSICIANS 

The  Province  of  Quebec  is  the 
largest  province  in  Canada,  being 
roughly  twice  the  size  of 
Texas.  The  population  is  approxi- 
mately 6 million  with  more 
than  2 million  living  in  the  city 
of  Montreal.  There  are  about 
6,000  physicians:  4,000  are 
specialists  and  2,000  are 
general  practitioners. 

In  October  1970  the  medical 
specialists  in  the  Province  of 
Quebec  had  a major  confrontation 
with  the  government  on  Medicare, 
and  the  profession  lost.  Medi- 
care in  Canada  means  universal 
health  coverage  for  the  total 
population  regardless  of  the 
patients’  financial  status. 

The  profession  was  not  against 
the  principles  of  Medicare 
and  would  have  endorsed  any 
of  the  plans  in  vogue  in  any 
of  the  six  provinces  where  a plan 
was  already  in  operation. 

The  specialists  objected  to  the 
Quebec  plan  which  is  restrictive 
and  is  a form  of  state  medicine 
rather  than  a health 
insurance  plan. 

Space  precludes  setting  forth 
the  details  of  the  long  struggle 
which  terminated  in  a with- 
drawal of  services  by  the  special- 
ists on  the  one  hand,  and 
the  legislation  enacted  by  the 
government  which  has  completely 
conscripted,  muzzled,  and 


LOST  IN  “FREE"  QUEBEC 

threatened  the  physicians 
on  the  other.  A large  segment 
of  the  specialists’  group  who 
had  left  the  province  were 
prepared  to  defy  the  government 
even  with  a threat  of  large 
fines  and  imprisonment,  but  a 
national  crisis  developed  in 
Quebec  and  there  were  grave 
fears  of  massive  casualties. 

It  was  for  this  reason  that  this 
belligerent  group  agreed  to 
return  to  their  homes  and  families, 
many  of  whom  had  been 
threatened,  and  to  their  practices. 

The  result  is  that  in  the 
province  now,  all  physicians  are 
forced  by  law  to  participate 
in  the  plan.  Bill  41  specifies  and 
I quote,  “Every  physician  who 
at  any  time  between  the  17th  of 
July,  and  the  date  of  sanction 
of  Bill  8 entitled  Health  Insurance 
Act  and  the  date  of  the  coming 
into  force  of  this  Act  who  was 
regularly  practicing  his  profession 
at  any  place  in  the  Province 
of  Quebec  and  was  a member 
of  the  Federation  of  Medical 
Specialists  of  Quebec,  must 
practice  his  profession  as  usual 
at  the  same  place,  therefrom 
the  16th  of  October  1970  to 
the  15th  of  November  1970.” 

The  Bill  also  states,  "Every 
medical  specialist  contemplated 
in  Section  1 who  infringes 
the  provisions  of  such  section 
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is  guilty  of  an  offense  and  is  liable  to  a fine 
of  $200  to  $500  each  day  or  part  of  a 
day  during  which  the  offense  continues 
with  or  without  imprisonment  for  a period 
not  exceeding  one  month.”  The  Act 
effectively  precludes  any  adverse  comment 
from  the  medical  profession  of  Quebec 
by  stipulating  fines  of  from  $5,000  to 
$50,000  per  day  and  jail  terms  up  to 
one  year  for  any  syndicate  or  association 
officer,  official,  or  employee  who  comments 
in  a fashion  that  might  deter  doctors 
from  returning  to  work.  This  law.  Bill  41, 
is  effective  for  30  days  and  may  be 
extended  by  a government-appointed 
one-man  commission  until  July  1972.* 

The  Quebec  Medical  Insurance  Act 
(Bill  8)  and  the  associated  bills  invoked  the 
medical  insurance  program  as  of  Nov  1 
without  signed  agreement  with  the 
profession.  The  Bill  permits  the  individual 
physician  to  opt  out  of  the  plan  and 
then  he  may  charge  what  he  likes;  but 
the  patient  who  must,  by  law,  contribute 
to  the  plan  would  receive  no  money  from  the 
plan  and  is  forbidden  to  insure  himself 
against  such  costs.  Thus  it  is  virtually 
impossible  for  the  majority  of  physicians 
to  operate  outside  of  the  plan.  In  all 
other  provinces  in  Canada  the  physician 
may  opt  out  and,  in  such  cases,  the  plan 
will  reimburse  the  patient  according 
to  the  agreed  fee  schedule  and  the 
physician  collects  from  the  patient. 

Medicare  came  into  force  on  Nov  1,  1970. 
During  the  week  prior  to  this  we  received, 
for  the  first  time,  an  interim  fee  schedule 
drawn  up  by  the  government  without 
reference  to  the  profession.  The  government 
refused  to  consider  the  moderate  fee 
schedule  submitted  by  the  Federation 
of  Medical  Specialists  of  Quebec.  An 
example  of  some  of  the  fees  from  this 
new  scale  are:  office  visit,  $5;  hospital 
visit,  $3.50;  home  visit  from  8 am  to  9 pm, 

*ln  December  1970  the  government  rescinded  Bill  41 
and  commencing  Jan  15  the  government  agreed  to  pay 
85%  of  the  specialists'  fees,  but  there  shall  be  no  over- 
billing nor  has  there  been  any  change  in  the  opting-out 
formula.  At  present  the  government  is  eight  weeks  be- 
hind in  its  payments. 


$7;  night  visit,  $7;  appendectomy,  $70; 
confinement,  $40;  and  removal  of 
plantar  wart,  $7  (total  care).  These  represent 
the  total  fee  for  each  service,  and  the 
physician  is  forbidden  to  charge  or 
receive  any  other  monies  for  the  acts 
performed. 

It  is  easy  to  see  what  effect  this  will  have 
on  the  practice  of  medicine  in  our  province. 
Many  of  the  specialists  will  escape  as 
soon  as  they  can  liquidate  their  assets. 

The  effect  upon  the  state  of  medicine  and 
on  the  medical  schools  is  impossible  to 
assess  at  this  time.  If  the  plan  succeeds 
others  will  copy  it  to  stem  the  rising 
costs  of  health  care. 

Why  did  this  happen  in  Quebec?  How 
could  it  have  been  prevented? 

I present  the  facts  of  our  present 
situation  not  to  seek  your  aid  or  your 
sympathy,  but  to  warn  you  that  this  did 
happen  in  a free  society.  I have  no  doubt 
that  there  are  lessons  to  be  learned 
from  all  this,  and  you  must  learn  them 
while  you  still  have  time  to  avoid  a 
similar  fate. 

R.  Roy  Forsey,  MD,  Montreal. 


COMMON  DRUGS  CAN  CAUSE 
PSYCHIATRIC  ILLNESS 

Even  when  used  in  appropriate  doses, 
many  commonly  used  drugs  can  produce 
psychiatric  disturbances  or  make  existing 
ones  worse;  therefore,  we  need  to  maintain 
a healthy  respect  for  the  devilment 
that  our  old  standby  drugs  can  cause. 

Here  are  some  examples: 

Antibiotics  and  Anti-Infectious  Agents: 
Long-acting  sulfonamides:  Kynex: 
Depression;  sulfathiazole,  Sulla,  and 
Elkosin:  depression,  hallucinations. 
Griseofulvin:  Confusion,  insomnia. 
Isoniazid:  Euphoria.  (By  serendipity, 
this  led  to  development  of  the  early 
antidepressants  because  patients  in 
tuberculosis  hospitals  became  unexpectedly 
elated  and  euphoric.) 
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Symmetrel:  Psychosis,  especially  in 
the  elderly. 

Chloramphenicol:  Depression,  confusion, 
delirium. 

NeGram:  Excitement,  confusion, 
depression,  hallucinations. 

Antinialarials  and  Antiarthritics: 

Indocin:  Depersonalization,  depression, 
confusion,  coma,  psychosis. 

Chloroquine  and  hydroxychloroquine 
(Aralen  and  Plaquenil):  Stimulation  of 
central  nervous  system  and  psychotic 
states. 

Butazolidin  and  Tandearil:  Agitation, 
confusion. 

ACTH,  Corticosteroids:  Nervousness, 
depression,  mania,  schizophreniform 
psychosis.  (Although  usually  confined  to 
oral  and  parenteral  use,  these  also  are 
in  some  topical  preparations  and  aerosol 
nasal  sprays.) 

Antineoplastic  Agents:  One  would  expect 
a certain  degree  of  depression  just  from 
the  illness  itself,  but  the  periwinkle 
derivatives,  Oncovin  and  Velban,  have 
been  associated  with  depression, 
irritability,  and  coma. 

Skeletal  Muscle  Relaxants:  Rela: 

Irritability,  confusion,  stupor. 

Antinauseants:  Vontrol:  Confusion, 
hallucinations. 

Analgesics:  1bW\u\  Confusion,  dis- 
orientation, hallucinations  (characteris- 
tically visual). 

Norgesic:  Excitation,  hallucinations. 
(Norflex  and  Norgesic  might  be  thera- 
peutically incompatible  with  Darvon, 
since  anxiety  and  confusion  have  been 
reported  with  simultaneous  use.) 

Darvon:  Euphoria. 

Anticonvulsants:  Dilantin:  Clinically 
noted  to  produce  anxiety. 

Diuretics,  Antihypertensives,  and 
Cardiac  Drugs:  Aldomet  (methyidopa), 
a decarboxylase  inhibitor:  Depression, 
nightmares,  psychotic  states. 

Edecrin:  Confusion. 

Ismelin:  Depression. 

Potassium:  Confusion  (following  over- 
generous  replacement  after  diuretic  use). 


Phenobarbital:  Paradoxical  excitement 
in  children,  euphoria  in  elderly  persons 
if  administered  slightly  under  the 
hypnotic  dose. 

Barbiturates,  Librium,  Valium:  Can 
cause  toxic  psychoses  in  the  aged. 

Reserpine:  Well-recognized  in  causing 
depression,  and  paradoxical  excitement  has 
been  reported. 

Eutonyl:  This  monoamine  oxidase 
inhibitor  may  have  antidepressant  properties, 
although  this  is  not  a recognized  indication 
for  use  at  this  time.  Nightmares  have 
been  reported.  A therapeutic  incompati- 
bility exists  if  this  or  other  MAO  inhibitors 
such  as  Parnate  and  Marplan  are  combined 
with  the  tricyclic  antidepressants  such 
as  Elavil  and  Tofranil. 

Apresoline:  Anxiety,  depression, 
disorientation,  psychosis. 

Inderal:  This  beta-adrenergic  receptor 
blocking  agent  is  being  investigated  for 
use  as  an  anti-anxiety  drug,  although 
this  is  not  a recognized  indication  at  this 
time.  (Patients  may  have  read,  in  lay 
publications,  that  Inderal  relieves  anxiety.) 
Depression,  hallucinations,  and  catatonia 
may  occur,  in  which  case  the  cure  would 
be  worse  than  the  disease. 

Digitalis:  At  near-toxic  levels  depression, 
confusion,  disorientation,  and  delirium 
can  occur. 

Thiazide  Diuretics:  Agitation  and 
lethargy. 

Pronestyl:  Depression,  psychosis, 
hallucinations. 

Aldactone:  Drowsiness,  confusion, 
organic  brain  syndromes. 

Sex  Hormones:  Birth  Control  Pills: 
Depression,  some  more  than  others. 

Testosterone:  Although  infrequently 
prescribed  for  females,  it  may  cause  libido 
increase  to  the  point  of  nymphomania, 
which  may  require  treatment. 

Antihistamines:  Benadryl:  Nervousness, 
confusion. 

Antihistamine-decongestant-antichol- 
inergic agent  combinations,  such  as 
Contac,  Ornade,  and  others:  Mood  changes 
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ranging  from  anxiety  to  depression  to 
psychosis. 

Serotonin  Antagonists:  Sansert:  LSD-type 
psychosis. 

Anti-Parkinsonism  Drugs:  Artane, 

Cogentin,  etc:  Confusion,  atropine-like  toxic 
psychosis.  Perhaps  the  ability  of  these 
agents,  along  with  the  tricyclic  anti- 
depressants (Elavil,  Tofranil,  Vivactil, 

Sinequan,  etc),  to  uncover  or  precipitate 
a schizophrenic  illness  lie  in  their  atropine- 
like action. 

Levodopa:  Has  caused  agitation,  con- 
fusion, depression,  hallucinations, 
delusional  thinking,  and  paranoid  thought 
processes. 

Alerting  Agents:  Ritalin:  Chronic  use, 
especially  in  high  doses,  can  cause 
psychotic  reactions,  especially  in  absence 
of  sleep.  Neurological  complications  of 
these  agents  are  worthy  of  consideration. 
Peripheral  neuropathy  with  the  periwinkle 
antineoplastic  agents  is  not  uncommon. 
Parkinsonism-like  states  with  reserpine 
and  tricyclic  antidepressants  have 
occurred. 

This  list  is  far  from  comprehensive, 
and  certainly  in  most  instances  the  incidence 
of  emotional  and  neurological  compli- 
cations is  low.  I hope  that  this  survey 
will  help  physicians  to  be  alert  for  and 
recognize  the  isolated  cases  in  which 
they  do  occur. 

Vernon  Eugene  Grove,  Jr,  MD,  Austin. 
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OPINIONS  & VIEWS 


Revise  Bylaws  To  Serve 
Your  Hospital's  Medical  Staff 

The  stature  of  the  Texas  Medical  Association 
looms  ever  larger  as  its  national  leadership  in 
medicine  manifests  the  legendary  bigness  of 
all  things  Texan.  The  American  Medical  Associ- 
ation has  recognized  our  leadership  by  electing 
our  candidate  to  its  Board  of  Trustees  and  by 
approving  all  three  resolutions  introduced  by 
our  delegation  at  the  AMA  annual  session. 

Among  these  resolutions  is  one  which  may 
soon  be  accorded  nationwide  acclaim  in  view 
of  recent  developments.  The  pertinent  portion 
of  this  resolution,  presented  by  the  Harris 
County  Medical  Society  and  adopted  at  the 
TMA  annual  session  in  April  1970,  is: 

WHEREAS,  The  purpose  of  a hospital  staff 
constitution  and  bylaws  is  to  delineate  medical 
staff  duties  as  well  as  protect  the  members 
from  being  forced  to  perform  nonmedical,  ad- 
ministrative chores;  and 

WHEREAS,  Most  present  staff  constitution 
and  bylaws  do  not  clearly  and  distinctly  delin- 
eate the  limits  of  staff  medical  duties;  and 
WHEREAS,  Such  failure  of  delineating  of 
medical  duties  does  not  therefore  offer  ade- 
quate protection  against  coercion  to  obtain 
performance  of  administrative  functions;  and 
WHEREAS,  The  efforts  to  perform  functions 
for  which  one  is  neither  trained  nor  motivated 
nor  has  a duty  to  perform  can  only  lead  to 
coercive  and  restrictive  measures  against  him 
for  failure  to  adequately  perform  those  func- 
tions; be  it  therefore 

RESOLVED,  That  the  Texas  Medical  Associ- 
ation advise  its  members  to  rewrite  the  pur- 
poses of  their  staff  constitution  and  bylaws  so 
as  to  clearly  delineate  medical  staff  duties  and 
cause  to  be  null  and  void  any  attempt  to  have 
staff  members  perform  functions  of  an  admin- 
istrative nature. 

The  passage  of  this  resolution  by  a vote  of 
104  to  70  of  the  TMA  House  of  Delegates 
doubtless  reflects  the  concern  of  many  physi- 
cians who  have  felt  the  increasing  burden  of 
regulations  imposed  by  the  federal  programs 
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and  the  consequent  demands  on  them  to  police 
the  enforcement  of  these  regulations  as  hospi- 
tal staff  members. 

The  need  for  the  resolution  has  been  borne 
out  by  recent  developments.  In  June  1970  a 
seminar  of  the  American  College  of  Hospital 
Administrators  at  Arlington,  Texas,  proclaimed 
that  the  burden  of  providing  medical  care  has 
shifted  to  the  hospital  itself,  and  warned  that 
physicians  must  accept  the  fact  that  the  phy- 
sician is  subordinate  to  the  hospital  as  such. 
It  was  recommended  that  the  appointment  of 
the  chief  of  staff  by  the  hospital  administrator, 
rather  than  his  election  by  the  medical  staff, 
be  adopted  as  a nationwide  policy. 

Although  the  Bennett  Amendment  and  the 
Social  Security  Amendments  of  1970  were  not 
enacted  by  Congress  last  year,  legislation  es- 
tablishing Professional  Standards  Review  or- 
ganizations will  be  introduced  during  the  cur- 
rent 92nd  session.  Many  physicians  fear  that 
peer  review  by  government,  in  some  form,  will 
pass.  These  organizations  would  monitor  the 
Medicare,  Medicaid,  and  other  federal  pro- 
grams. More  specifically,  they  would  conduct 
reviews  to  determine  if  services  are  medically 
necessary,  and  whether  the  quality  of  services 
rendered  meets  recognized  professional  stan- 
dards. Of  particular  concern  is  that  these  re- 
view mechanisms  would  be  established  outside 
of  the  umbrella  of  medical  societies  and  the 
medical  staffs  of  hospitals.  Among  many  provi- 
sions, the  legislation  is  expected  to  call  for  the 
establishment  of  regional  norms  or  patterns  of 
service  for  various  illnesses  and  conditions. 

When  the  Bennett  Amendment  was  proposed 
last  year,  it  engendered  more  antipathy  than 
anything  since  the  Medicare  bill  itself.  Protests 
came  from  hospital  authorities  as  well  as  phy- 
sicians, as  both  were  brought  to  the  grim  reali- 
zation that  the  price  of  federal  subsidy  is 
intolerably  rigid  control. 

The  imminence  of  these  threats  should 
cause  physicians  to  reassess  their  roles  as 


members  of  hospital  medical  staffs.  The  TMA 
resolution  has  anticipated  this  problem  and 
offered  them  guidance  and  the  authority  of 
medicine’s  officialdom  to  take  action.  One  hos- 
pital staff  already  has  acted;  Twelve  Oaks  Hos- 
pital staff  in  Houston  adopted  revisions  to  its 
bylaws  Nov  9,  1970,  in  compliance  with  the 
principle  set  forth  in  the  TMA  resolution.  From 
this  experience,  we  can  offer  specific  sugges- 
tions for  bylaws  changes  which  staff  members 
everywhere  can  seek  to  obtain. 

1.  Most  bylaws  begin  with  a statement  of 
purpose.  This  statement  should  refer  only  to 
the  medical  care  of  patients,  and  should  com- 
mit the  staff  physicians  to  providing  the  best 
medical  care  of  which  they  are  capable  to  pa- 
tients who  are  treated  in  the  hospital.  Nothing 
in  the  statement  should  commit  the  staff  phy- 
sicians to  supporting  the  hospital  as  an  insti- 
tution, a business  organization,  or  an  adminis- 
trative agency. 

2.  A section  which  clearly  delineates  staff 
duties  should  be  included.  It  should  state  that 
members  of  the  staff  shall  not  be  required  to 
perform  duties  of  an  administrative  nature.  It 
should  specify  that  their  duties  should  be  lim- 
ited to  medical  functions,  which  may  be  de- 
fined as  “those  activities  concerned  with  the 
application  to  the  care  of  patients  of  the  knowl- 
edge and  skills  which  are  peculiar  to  the  train- 
ing of  physicians.”  It  should  be  stated  that  “a 
member  may  appeal  to  the  medical  staff  at  a 
regular  meeting  to  identify  any  imposed  duties 
which  he  may  regard  as  administrative  or  non- 
medical.” 

3.  The  selection  of  physicians  for  appoint- 
ment to  the  medical  staff  should  reside  exclu- 
sively with  the  medical  staff.  This  is  in  keeping 
with  the  standards  for  hospital  accreditation  of 
the  JCAH  which  state,  “the  governing  body  of 
the  hospital  must  delegate  the  responsibility  of 
medical  function  to  the  medical  staff,  including 
recommendations  as  to  professional  qualifica- 
tions of  all  who  practice  in  the  hospital.”  Under 
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the  corporate  laws  of  the  State  of  Texas,  the 
governing  body  of  a hospital  must  retain  the 
final  authority  to  appoint  physicians  to  the 
medical  staff.  The  only  source  for  candidates 
should  be  recommendations  made  by  the  medi- 
cal staff.  In  order  to  insure  this,  the  bylaws 
might  state:  “The  initiation  of  recommenda- 
tion to  the  Board  of  Managers  for  any  ap- 
pointment to  the  staff  shall  reside  exclusively 
with  the  medical  staff.”  It  also  should  be  speci- 
fied that  new  staff  members  should  be  elected 
by  the  staff  itself  in  a properly  constituted 
meeting,  and  not  by  a credentials  committee, 
executive  committee,  or  other  fractional  group 
of  the  staff. 

4.  Likewise,  revocation  of  staff  membership 
should  be  initiated  by  the  staff  as  a whole,  with 
final  action  by  the  board  of  directors  only  after 
such  recommendation.  Revocation  of  member- 
ship should  be  considered  only  for  reasons  of 
mental,  moral,  or  professional  incompetence. 
The  member  to  be  considered  for  revocation 
should  be  offered  the  opportunity  to  have  a 
hearing  before  the  entire  staff  in  a properly 
constituted  meeting  prior  to  a formal  recom- 
mendation by  the  staff.  A secret  ballot  and  a 
two-thirds  vote  should  be  required  for  revoca- 
tion. 

5.  Any  bylaws  provision  for  annual  reap- 
pointment of  staff  members  should  be  deleted. 
The  staff  must  accept  full  responsibility  for  rec- 
ognizing those  who  have  become  disqualified  to 
retain  membership,  and  should  recommend 
revocation  of  appointment  by  the  governing 
board  whenever  the  occasion  demands.  The 
ritual  of  reappointment  thus  becomes  super- 
fluous. 

6.  The  assignment  of  privileges  and  the  im- 
position of  limitations  on  privileges  of  staff  phy- 
sicians should  remain  the  prerogative  of  the 
medical  staff  and  not  be  delegated  to  anyone 
in  an  administrative  capacity. 

7.  The  chief  of  staff,  all  other  staff  officers, 
the  members  of  the  staff  executive  committee. 


and  all  committee  chairmen  should  be  elected 
by  the  medical  staff  as  a whole. 

With  these  guidelines,  the  members  of  a hos- 
pital medical  staff  should  be  able  to  review  and 
revise  their  own  staff  bylaws  to  provide  all 
members  with  the  assurance  that  they  will  be 
able  to  assume  their  proper  roles  in  relation 
to  the  hospitals  they  use,  and  will  be  protected 
against  unreasonable  violation  of  their  hospital 
privileges.  The  hospital  administration,  in  turn, 
can  be  assured  that  the  medical  staff  members 
will  exercise  their  responsibility  in  maintaining 
high  quality  medical  practices  in  the  hospital. 
They  can  be  assured  also  that  the  staff  physi- 
cians will  not  have  to  dilute  their  professional 
activities  by  being  forced  to  function  in  admin- 
istrative capacities. 

Lester  Karotkin,  MD,  Houston. 
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When  Constipation 
is  a Concern . . . 


DOXIDilN 

(laxative  with  stool  softener) 


©The 

Logical 

Laxative 


Doxidan  relieves  constipation: 

■ gently— minimal  laxative  side  effects 

■ predictably— overnight  results 

■ conveniently— one  or  two  capsules  at 

bedtime 

■ economically— costs  less  per  effective 

daily  dose* 

Composition:  Each  capsule  contains  50  mg.  danthron  N.F.  and  60  mg. 
dioctyl  calcium  sulfosuccinate.  Supplied:  Bottles  of  30,  1 00  (ESN  6505- 
074-3169)  and  1000  (FSN  6505-890-1247)  and  Unit  Dose  100's 

M n V in  ctrinc^ 


*based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-168 


Yes,  Kolantyll 

Kolantyl  Gel/  Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


0*2S72  (21721 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atr<mine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Hothing  new  about  Synirin  other  than 
■ it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Synirin. 

ASPIRIN  5 OR.— PENTOBARBITAL  1/8  OR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION : To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


Ul 


P, 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 

Tt^nee  /S'SG 


A clinical  supply  of  this  new  aspirin  formulation  may  be  recpiested. 


Peer  Review:  Time  for  Decision  Nears 


Our  congressmen  and  our 
state  legislators  are  hard  at  work. 
Fortunately,  the  Texas  Medical 
Association  has  one  of  the  most 
effective  legislative  programs 
of  any  professional  organization 
in  the  state  thanks  to  our  active 
and  knowledgeable  Council  on 
Medical  Jurisprudence  under 
the  chairmanship  of  Dr.  Joe  T. 
Nelson.  This  Council  must  study 
proposed  legislation  constantly 
in  order  to  protect  our  profes- 
sional status  as  well  as  to  protect 
the  public  we  serve  from  any 
legislation  that  might  lead  to 
lowering  the  standards  of 
health  care. 

Our  national  Congress,  however, 
is  hard  at  work  attempting  to 
write  laws  that  will  provide 
health  care  for  all  Americans, 
and  rarely  are  the  practicing 
physicians — the  ones  who  will 
carry  the  load — consulted. 

The  President’s  recent  proposals 
on  health  care,  however,  indicate 
that  perhaps  he  has  been 
listening  to  “some  of  us.”  While 
the  details  have  not  yet  been 
filled  in,  the  President  is  making 
recommendations  with  which, 
in  my  opinion,  we  might  live. 

Peer  review,  whether  it  takes 
the  form  of  peer  review  organi- 
zation or  professional  services 
review  organization,  will  be 
a way  of  life  for  physicians,  like  it 
or  not.  We  in  Texas  have  had 
some  form  of  peer  review  for 
many  years  through  our  boards 
of  censors,  the  Board  of  Councilors, 
and  the  medical  staffs  of  hospitals. 
The  Texas  Medical  Association’s 
stand  is  that  (1)  it  supports  volun- 
tary mechanisms  of  review  by 
physicians;  this  includes  adjudica- 


tion, insurance  review,  and  public 
grievance  committees  in  county 
medical  societies,  and  tissue,  utiliza- 
tion review,  credentials,  and  other 
appropriate  committees  in  the  organ- 
ization of  medical  staffs  of  hospitals ; 
and  (2)  it  opposes  the  establish- 
ment of  “peer  review”  by  govern- 
ment. 

However,  in  my  travels  through- 
out the  state,  I have  discovered 
tremendous  variations  in  what 
our  TMA  members  believe  should 
be  the  Association’s  stand  on 
this  matter.  This  is  one  of  the 
primary  decisions  that  the  House 
of  Delegates  will  have  to  make 
at  its  May  6-9  meeting  in  Houston. 

9^  oJjX^aAJl  ^ m i . 

Walter  Walthall,  MD,  President, 
Texas  Medical  Association. 
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This  piece  of  tubing  could 
cost  you  your  life  savings. 

Without  it,  it  could 
cost  you  your  life. 

It’s  a duplicate  of  an  aorta  (the 
main  artery  from  the  heart) . An  aortic 
transplant  is  frightfully  expensive.  But, 
there’s  no  choice  in  the  matter. 

It’s  either  life  or  death. 

Blue  Cross  and  Blue  Shield  feels 
you  shouldn’t  have  to  think  twice  about  it. 

If  you’re  already  protected  by  our  program, 
you  know  what  we  mean.  If  not,  well, 
we’ve  developed  a plan  to  help  people 
alford  major  surgery.  Without  depleting 
their  entire  life  savings. 

We’re  amazed  that  doctors  can 
transplant  something  plastic  for  something 
real.  They’re  dedicated  to  saving  your  life. 
And  so  are  we.  And  we’re  dedicated  to 
saving  your  life  savings,  too. 

^ BLUE  CROSS‘D  BLUE  SHIELD' 

People  helping  peoplcf 


® American  Hospital  Association 


Safety  isn’t 
everything  in  an 
antibiotic. 

Until  you  need  it. 


Such  as  the  time  when  a penicillin-sensitive  patient 
presents  the  potential  for  a severe  allergic  reaction. 

Or  the  patient  has  impaired  kidney  function. 

Or  when  age  may  make  tooth  staining  a matter  of 
consideration. 


There  is  no  guarantee  of  safety — even  with  Erythrocin. 


Mild  allergic  reactions,  abdominal  discomfort  and  rare 
monilial  overgrowth  may  occur.  But  serious  reactions 
are  extremely  infrequent.  And  after  18  years,  there  are 
no  known  toxic  effects  on  vital  organs,  bone,  blood, 
nerves  or  teeth. 


We’ll  ask  you  the  question.  Have  you  ever  seen 
a serious  reaction  with  Erythrocin?  103305 


ERYTHROCIN 

ERYTHROMYCIN,  ABBOTT 

The  potency  you  need 
the  safety  yon  want 


See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin® 

(ERYTHROMYCIN,  ABBOTT) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci ) . Active  against  other  pathogens, 
such  as  Corynehacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL ; In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  15  to  25  mg. /lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals) ; 1 to  4 Gm.  daily  in 
adults;  15  to  25  mg. /lb. /day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  ( 1 ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg./lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon  I 

as  practicable.  103305 
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TEXAS  MEDIClNi 


ARIZONA 

PHOENIX  • 1841  North  23rd  Avenue  • 85005 
Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926 

Telephone:  (916)  483-4976 

LOS  ANGELES*  291  Coral  Circle 

El  Segundo,  California  90245 

Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 

North  Highlands.  California  95660 

Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road  • 92191 

Telephone:  (714)291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 

South  San  Francisco,  California  84080 

Telephone:  (415)871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 

Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 
DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  07102 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 
SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone  (713)  344-8303 

UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 

SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


“now”  supplier! 

When  you  need  that  specific  something — NOW — 
call  SCHERER. ..the  house  with  the  items, 
more  sizes,  more  complete  lines. 

SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


SCHERER/Texas 

Houston  • 115  Hyde  Park  Boulevard  • 77006 

(713)  526-2011 


San  Antonio  • 138  West  Rhapsody  • 78216 

(713)  344-8303 


SCHERER  COIVIPAIMY 

Medical  and  Scientific  Supplies 

V 


A Bergen  Brunswig  Company 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  86  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry  and  Medical  Director 

Area  Code  704  - 264-3201 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS;  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS;  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 
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TEXAS  MEDICINE 


A 

BUILDING  BLOCK 
TO  RECOVERY 


As  odjwnctive  therapy 

DOUBLE  STRENGTH 

Orenzyme 

Bitabs  One  toblet  q.i.d. 

Trypstrt;  100.000  N.F.  Units, Chymolrypsin;  8.000  N.r  Units- 
eni/nultnl  ,n  Iryptic  actiYil,  to  40  mg,  o(  N.  F.  tr^Kin 

Reduces  swelling 
Hastens  healing 
Speeds  recovery 


/olo/et  cf.  i.d. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

o Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivitytotrypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  In  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  aninrtal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  in  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  If  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.i.d. 

I THE  NATIONAL  DRUG  COMPANY 

I DIVISION  OF  RICHARDSON  MERRELL  INC. 

1 PHILADELPHIA.  PENNSYLVANIA  19t44 

TSAOeMAKK  SITABS  US.  PATENT  NO.  3.004.693  9/70  0-009A  lAt 


Orenzyme'  Bitabs 

Trypsin.  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


The  ccaus^  of  voginiris 
ore  multiple 


■ indications;  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  should  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  monifestotions  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage;  One  applicatorful  or  one  suppository  intravagi- 
nolly  once  or  twice  doily. 

Supplied:  Cream  — Four-ounce  tube  with  or  without  opplicotor. 
Suppositories  - Box  of  12  with  applicator. 

TRADEMARK:  AVC  Ay. 104  2/71  Y-149 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehe 
therapy  that  combats  all  three  major  vc 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


The  treatment  is  singular 


^'swMMwIshvdCoTic^ 


^ere’s  something  really  different  about  Gulfstream  condominium  living  on  Padre  Island, 
nybe  it’s  the  magnificent  Gulf  view  from  each  apartment.  Or  perhaps  it’s  the  layout  of 
K two-bedroom,  two-bath  units  that  makes  it  so  perfect  for  carefree  getaway  living.  It 
\uld  be  the  big  pool  and  recreation  area,  the  private,  “on-grounds  ” clubhouse  or  the 
\arby  Padre  Isles  Golf  and  Country  Club  that  will  be  ready  in  the  spring.  Or,  the  differ- 
\ce  could  be  that  it’s  right  on  the  clean,  uncluttered  Padre  Island  beach.  Put  your  fami- 
\in  the  picture.  Write  to  find  out  how  a Gulfstream  condominium  apartment  can  be  a 
freshing  getaway  for  all  of  you.  . .and  an  unusually  good  investment  opportunity.  For 
ur  referral,  we  would  be  happy  to  furnish  you  names  of  other  Texas  physicians  who 
I?  Gulfstream  owners. 


Please  send  us  more  complete  information  about  the  Gulfstream  Condominium  Apartment 
on  Padre  Island. 


ADDRESS. 
CITY 


STATE. 


ZIP 


I would  like  to  have  questions  answered  by  phone.  My  number  is 

Please  call  about (AM)  (PM) 

Mail  to:  CONDOMINIUM,  P.O.  Box  896,  Corpus  Christi,  Texas  78403 


For  immediate  information,  call  Mr.  Christian  collect  512-882-8841 
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. . . the  child  grows. 

Always  he  needs  guidance. 

Sometimes  he  needs 
specialized  help.  When 
residential  treatment  is 
indicated  for  the  emotionally 
disturbed  or  mentally 
retarded  child . . . 
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DEVEREUX 

SCHOOLS 

UNDER  THE  DEVEREUX  FOUNDATION 
A NONPROFIT  ORGANIZATION 


Helena  T.  Devereux 
Founder  and  Consultant 


Marshall  H.  Jarvis 
President 


FOR  INFORMATION  AND  LITERATURE:  — 

PENNSYLVANIA,  MASSACHUSETTS,  AND  CONNECTICUT 

Charles  J.  Fowler,  Director  ol  Admissions,  Devereux  Schools,  Devon,  Pa.,  19333 
CALIFORNIA  Richard  Simpson,  Director  ot  Admissions  . . . Box  1079,  Santa  Barbara,  93102 

TEXAS  Mrs.  Jo  Lange,  Director  of  Admissions Box  2666,  Victoria,  77903 

ARIZONA  Franklin  W.  Dale,  Director 6404  E.  Sweetwater,  Scottsdale,  85254 
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TEXAS  MEDICINE 


1971  Annual  Session 


Texas  Medical  Association 
May  6-9  Houston 

40  guest  speakers 

250  special  TMA-member  speakers 

13  section  programs 

20  curbstone  consultations 

1 3 continental  breakfast  round  tables 

28  specialty  society  programs 

10  special  symposiums 

175  scientific  & technical  exhibits 

Forum  of  original  research 

Film  program 

Physicians’  & wives’  art  exhibition 
Sports  and  entertainment 

REGISTER  IN  ADVANCE. 

See  your  current  issue  of 
Texas  Medicine. 
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EXPERIENCE  WITH 


Hepatic 

arterial 

infusions 


Forty-one  patients  with  malignant  hepatic 
disease  have  been  treated  at  M.  D.  Anderson 
Hospital  by  hepatic  arterial  infusions 
of  chemotherapeutic  agents  since  1965.  The 
results  are  presented  and  compared 
with  those  of  other  investigators  using  the 
same  method  of  treatment. 

FOLLOWING  THE  SUGGESTION  by  Klopp  and 
associates  in  1950, ^ systemic  chemotherapy 
by  intravenous  injection  of  chemotherapeutic 
agents  has  been  used  in  the  management  of 
various  malignant  diseases.  The  subsequent 
clinical  investigations  reported  by  Sullivan  and 
Watkins  in  19652  suggested,  however,  that 
arterial  infusions  of  cancer  chemotherapeutic 
agents  in  incurable  patients  with  locally  con- 
fined cancers  resulted  in  enhanced  local  anti- 
metabolic  and  antitumor  effects — effects  that 
did  not  occur  as  readily  after  intravenous  ad- 
ministration of  these  compounds.  Thus,  treat- 
ment for  malignant  tumors  by  repeated  or  con- 
tinuous injections  of  a chemotherapeutic  agent 
into  its  nutrient  artery  via  an  intra-arterial  cath- 
eter became  of  general  interest  to  oncologists. 

Since  tumors  of  the  liver,  both  primary  and 
metastatic,  do  not  lend  themselves  to  surgical 
resection  in  most  cases,  placement  of  an  hepat- 
ic arterial  catheter  for  infusion  of  chemothera- 
peutic agents  was  a logical  alternative.  This 
method  of  treatment  was  popularized  by  Sulli- 
van and  his  coworkers  and  has  been  used  fre- 
quently by  numerous  other  investigators. 

Clinical  Study:  The  treatment  of  inoperable  liver 
tumors  by  intra-arterial  infusion  was  begun  at 
The  University  of  Texas  M.D.  Anderson  Hospi- 
tal and  Tumor  Institute  at  Houston  in  1965  and 


in  the  ensuing  four  years,  41  patients  have  had 
hepatic  arterial  catheters  inserted  to  infuse 
chemotherapeutic  agents.  The  technique  of 
catheter  placement  and  the  method  of  infusion 
used  are  essentially  the  same  as  described  by 
Sullivan  and  his  associates. ^ 

Their  criteria  for  accepting  patients  for  he- 
patic arterial  infusion  are:  (1)  primary  liver  car- 
cinoma without  distant  metastases;  (2)  carci- 
noma of  the  gallbladder  or  bile  ducts  without 
distant  metastases;  (3)  primary  carcinoma  in 
the  colon  or  rectum  with  liver  metastases;  and 
(4)  primary  carcinoma  in  the  colon  or  rectum 
with  liver  metastases  plus  distant  metastases 
when  the  distant  metastases  do  not  represent 
a threat  to  life.^  Under  these  criteria,  25  pa- 
tients at  Anderson  Hospital  were  acceptable  for 
hepatic  arterial  infusions,  with  the  exception 
that  all  patients  with  gallbladder  and  bile  duct 
carcinomas  had  liver  metastases.  Data  on  these 
cases  and  the  results  of  therapy  are  listed  in 
Figl. 

The  portion  of  the  liver  replaced  by  tumor 
was  estimated  by  direct  visualization  at  the 
time  of  catheter  placement.  Alkaline  phospha- 
tase and  serum  bilirubin  levels  were  obtained 
preoperatively  on  all  patients  as  measures  of 
liver  function,  and  were  repeated  two  weeks 
after  infusion  of  the  chemotherapeutic  agent 
was  begun.  The  agents  used  were  5-fluorouracil 
(5-FU)  and  5-fluoro-2-deoxyuridine  (5-FUDR). 
Length  of  survival  was  measured  from  the  date 
liver  metastases  were  discovered  to  the  date  of 
death.  One  patient  was  still  living  when  this 
report  was  written.  All  patients  received  chemo- 
therapy by  infusion  for  at  least  three  weeks  be- 
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Fig  1.  Data  and  results  in  25  cases  meeting  criteria  of 
Sullivan,  et  al,*  for  hepatic  arterial  infusion. 


2 Weeks  After 


Case 

Age 

Sex 

Primary  % of  Liver 

Tumor  Replacement 

Site  at  Infusion 

Before  Infusion , 

Alkaline 

Phosphatase  Serum 

(Bessey-  Bilirubin 

Lowry  Units)  (mg/100  ml) 

, — Infusion  B 
Alkaline 
Phosphatase 
(Bessey- 
Lowry  Units) 

egun — > 
Serum 
Bilirubin 
(mg/ 

100  ml) 

Length  of 
Survival 
(months) 

Comments 

1 

57 

M 

Rectum 

50 

2.4 

1.5 

2.8 

0.5 

14 

2 

49 

F 

Rectum 

60 

3.0 

0.8 

7.1 

0.3 

6 

3 

52 

IVI 

Rectum 

50 

2.0 

0.6 

9 

No  infusion;  catheter 
dislodged 

4 

45 

F 

Transverse 

colon 

50 

11.4 

0.8 

18.8 

0.7 

9 

5 

61 

F 

Cecum 

80 

8.9 

0.6 

12.4 

0.7 

7 

6 

61 

M 

Sigmoid 

55 

3.6 

0.6 

9.0 

0.4 

8 

Living 

7 

56 

F 

Rectum 

75 

18.5 

1.2 

5 

Inadequate  trial  of 
therapy 

8 

59 

IVI 

Rectum 

80 

3.4 

3.1 

No  chemotherapy; 
operative  death 

9 

61 

Wl 

Sigmoid 

60 

3.4 

0.5 

4.4 

0.9 

1 

Inadequate  trial  of 
therapy 

10 

50 

F 

Descending 

colon 

80 

3.8 

0.8 

3.8 

0.6 

24 

11 

49 

IVI 

Rectum 

75 

6.2 

0.6 

3.9 

0.4 

35 

12 

30 

F 

Transverse 

colon 

70 

6.6 

0.7 

8.6 

0.9 

4 

13 

67 

F 

Sigmoid 

50 

4.1 

3.8 

6.3 

3.2 

5 

14 

62 

M 

Cecum 

50 

4.9 

0.3 

5.0 

0.9 

11 

15 

48 

Wl 

Rectum 

60 

5.6 

0.7 

3.2 

0.9 

9 

16 

53 

Wl 

Rectum 

40 

3.8 

0.2 

4.2 

0.4 

6 

17 

67 

F 

Ascending 

colon 

75 

9.7 

0.7 

8.1 

0.2 

15 

18 

71 

Wl 

Ascending 

colon 

20 

7.9 

0.7 

8.5 

0.6 

7 

19 

59 

Wl 

Gallbladder 

75 

3.6 

1.5 

12.1 

20.5 

4 

20 

56 

Wl 

Bile  ducts 

75 

7.8 

13.4 

3.9 

0.4 

4 

Died,  causes  unrelated 
to  cancer 

21 

70 

F 

Gallbladder 

80 

5.2 

0.1 

4.4 

0.9 

3 

weeks 

Died,  pneumonia,  inade 
quate  trial  of  therapy 

22 

56 

F 

Liver 

50 

2.5 

0.4 

2.8 

0.4 

14 

23 

57 

Wl 

Liver 

75 

13.2 

5.1 

4.9 

4.6 

9 

24 

61 

F 

Liver 

40 

3.0 

0.7 

3.5 

0.8 

9 

25 

50 

F 

Liver 

80 

6.3 

0.5 

5.4 

3.0 

4 

"Criteria  are  (1)  primary  liver  carcinoma  without  distant  metastases;  (2)  carcinoma  of  gallbladder  or  bile  ducts  without  distant  metastases; 
(3)  primary  carcinoma  in  colon  or  rectum  with  liver  metastases;  and  (4)  primary  carcinoma  in  colon  or  rectum  with  liver  metastases,  plus 
distant  metastases  which  do  not  threaten  life. 
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Fig  2a.  Liver  scan 
demonstrating  a large  filling 
defect  in  right  lobe. 

fore  they  were  considered  to  have  had  an  ade- 
quate trial  of  therapy.  Omitting  inadequate 
trials  from  our  series,  the  average  length  of 
survival  for  the  remaining  20  patients  was  10.2 
months.  Data  in  Fig  1 show  the  average  sur- 
vival time  of  patients  with  primary  carcinomas 
of  the  colon  and  rectum  alone  to  be  11.1 
months,  and  for  those  with  primary  hepatomas, 
9 months. 

In  73  cases  treated  with  hepatic  arterial  in- 
fusions, Sullivan  and  Oberfield^  reported  an 
increase  in  the  life  expectancy  of  patients  with 
greater  than  50%  liver  replacement  by  meta- 
static tumor  to  9.4  months,  as  opposed  to  2.1 
months  without  treatment.  Wirtanen®  described 
28  cases  of  liver  metastases  from  colon-rectal 
carcinomas  treated  by  hepatic  arterial  infu- 
sions, and  reported  an  average  survival  of 
8.9  months.  Conversely,  in  a recent  study  in 
Sweden,^  38  patients  with  carcinoma  of  the 
colon  and  rectum  with  liver  metastases  sur- 
vived an  average  of  5.7  months  without  treat- 
ment. 

Not  all  investigators  report  their  results  in 
terms  of  average  length  of  survival.  Objective 
response  of  the  hepatic  metastases  to  the  in- 
fused chemotherapeutic  agent  by  tumor  regres- 
sion was  used  by  at  least  three  authors.  Objec- 
tive responses  may  be  measured  by  laminog- 
raphy  of  Thorotrast-opacified  livers,  hepatic 
gammascanning,  or  clinical  assessment  of  liver 
size.  Burrows  and  others®  required  a 50%  de- 
crease in  the  size  of  demonstrable  metastases 
following  hepatic  arterial  infusion  before  the 
patient  could  be  classified  as  having  an  objec- 
tive response.  After  using  5-FU  on  60  patients 


with  gastrointestinal  carcinomas  metastatic  to 
the  liver,  they  reported  that  59%  had  an  objec- 
tive response.  Ariel  and  Pack®  obtained  objec- 
tive responses  in  11  of  23  patients  with  liver 
metastases  from  colonic  and  rectal  carcinomas. 
They  also  obtained  subjective  responses  in  16 
of  the  23  patients,  determined  by  reduction  or 
disappearance  of  symptoms  of  the  liver  metas- 
tases. In  22  similar  patients  with  carcinoma  of 
the  colon  and  rectum  metastatic  to  the  liver, 
Rochlin  and  Smart^®  reported  a 25%  decrease 
in  the  size  of  these  livers  in  12  patients 
following  hepatic  arterial  infusions  of  chemo- 
therapeutic agents.  Liver  scans  demonstrating 
a decrease  in  tumor  size  in  one  of  our  patients 
are  shown  in  Fig  2. 

A study  of  primary  hepatomas  in  Africans 
revealed  an  average  survival  of  between  4 
and  6 months  following  diagnosis  with  no 
treatment.  In  our  series  of  hepatoma  patients 
treated  by  hepatic  arterial  infusions  (Fig  1),  we 
have  an  average  survival  time  of  9.0  months 
after  diagnosis.  In  England,  Provan  and  asso- 
ciates^^ reported  on  three  patients  with  pri- 
mary hepatomas  treated  by  hepatic  arterial 
infusions  with  an  average  survival  of  10.3 
months.  Ariel  and  Pack®  reported  14.0  months 
average  survival  in  three  hepatoma  patients 
receiving  treatment. 

Fig  3 describes  the  16  patients  at  M.D.  An- 
derson Hospital  in  whom  hepatic  arterial  cath- 
eters were  placed  for  chemotherapy  but  who 
did  not  fit  Sullivan’s  criteria.  The  primary 
tumors  in  this  series  were  quite  variable  as 
were  the  chemotherapeutic  agents  used.  Three 
patients  are  still  living  and  one  who  lived  in 
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Fig  2b.  Marked  decrease  in 
size  of  right  lobe  metastasis  while 
receiving  intra-arterial  hepatic 
chemotherapy. 


Fig  3.  Data  and  results  in  16  cases  not  meeting 
criteria  of  Sullivan,  et  al,  for  hepatic  arterial  infusion. 


Primary 

Tumor 

Case  Age  Sex  Site 


2 Weeks  After 

Before  Infusion ^ , — Infusion  Begun — 

Alkaline  Alkaline  Serum 

% of  Liver  Phosphatase  Serum  Phosphatase  Bilirubin 

Replacernent  (Bessey-  Bilirubin  (Bessey-  (mg/ 
at  Infusion  Lowry  Units)  (mg/ 100  ml)  Lowry  Units)  100  ml) 


Length  of 
Survival 
(months) 


Chemotherapeutic 
Agents,*  Comments 


1 

34 

M 

Angio- 
sarcoma 
of  spleen 

60 

12.0 

2 

31 

F 

Ovary 

10 

3.2 

3 

35 

F 

Adrenal 

cortex 

20 

3.8 

4 

72 

F 

Breast 

90 

5.3 

5 

60 

M 

Pancreas 

40 

5.5 

6 

54 

F 

Salivary 

gland 

10 

1.8 

7 

52 

F 

Carcinoid 
of  ileum 

50 

1.4 

8 

52 

M 

Leiomyo- 
sarcoma of 
jejunum 

60 

2.7 

9 

51 

F 

Leiomyo- 
sarcoma of 
ileum 

20 

3.2 

10 

65 

M 

Melanoma 

50 

2.6 

11 

61 

M 

Melanoma 

80 

6.5 

12 

74 

F 

Melanoma 

50 

3.4 

13 

64 

M 

Melanoma 

50 

2.8 

14 

52 

M 

Unknown 

60 

11.4 

15 

61 

M 

Unknown 

90 

18.0 

16 

40 

M 

Unknown 

80 

17.2 

4.3 

10.4 

26.1 

1 

Y*’;  hepatic  necrosis 
at  autopsy 

0.8 

5.1 

8.5 

3 

Mtx;  Act-D 

0.4 

2.2 

0.8 

22 

(Living) 

Y“;  Mtx 

1.1 

Died,  3rd  postoperative 
day,  liver  failure 

1.1 

4.6 

1.2 

Lost  to 
follow-up 

5-FU 

0.9 

2.5 

0.5 

18 

(Living) 

Y“>;  Mtx 

0.4 

2.1 

0.3 

13 

5-FU 

0.4 

3.4 

0.6 

21 

(Living) 

Act-D 

0.1 

4.2 

0.3 

16 

5-FU;  5-FUDR 

0.7 

7.0 

1.2 

4 

PAM 

0.6 

2.6 

0.8 

1 

PAM;  died,  pulmonary 
embolus 

0.3 

5.0 

0.4 

8 

PAM;  Mtx;  Act-D 

0.8 

1.1 

0.7 

6 

PAM 

0.5 

16.0 

4.3 

6 

5-FU;  hepatic  necrosis 
at  autopsy 

0.9 

Died,  5th  postoperative 
day,  aspiration  pneumonia 

3.3 

38.5 

20.4 

3 

5-FU 

'Abbreviations  for  chemotherapeutic  agents: 

Act-D:  Actinomycin-D  5-FU;  Fluorouracil  PAM:  Phenylalanine  mustard 

FUDR:  5-fluoro-2-deoxyuridine  Mtx:  Methotrexate  V":  Microspheres  of  radioactive  yttrium 
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Santiago,  Chile,  was  lost  to  follow-up.  Two  pa- 
tients died  within  five  days  of  the  surgical 
placement  of  the  infusion  catheter  and,  there- 
fore, received  no  chemotherapy.  Excluding  the 
two  postoperative  deaths  and  the  patient  lost 
to  follow-up,  the  results  show  an  average  sur- 
vival of  9.4  months  for  all  cases. 

As  was  true  in  our  series,  Ariel  and  Pack® 
and  Rochlin  and  Smart^®  reported  31  and  51 
cases,  respectively,  where  the  primary  tumors 
were  quite  variable.  Among  their  primaries  were 
melanoma;  carcinoma  of  the  pancreas,  sto- 
mach, ovary,  breast,  uterus,  esophagus,  and 
thyroid;  soft-tissue  sarcomas;  and  unknown 
types.  Respectively,  they  obtained  objective  re- 
sponses in  13  of  the  31  cases  (42%)  and  18 
of  the  51  cases  (35%). 

Conclusions:  The  mean  survival  time  of  pa- 
tients with  hepatic  metastases  from  colonic 
and  rectal  primaries  in  our  series  was  11.1 
months  when  treated  with  hepatic  arterial  infu- 
sions of  5-FU  and  5-FUDR.  This  is  nearly  twice 
the  average  survival  time  of  untreated  patients 
as  reported  from  Sweden.  Wirtanen  reported  a 
somewhat  shorter  average  survival  following 
treatment  (8.9  months).  Sullivan,  in  his  cases 
of  advanced  hepatic  metastases  from  colon 
and  rectum,  primaries  in  gallbladder  and  bile 
ducts,  and  primary  hepatomas,  was  able  to  in- 
crease the  average  survival  more  than  fourfold 
from  2.1  to  9.4  months.  Other  investigators 
have  reported  that  at  least  50%  of  their  in- 
fused patients  had  an  objective  response  of  the 
hapatic  metastases  as  evidenced  by  a measur- 
able regression. 

The  average  survival  for  patients  with  pri- 
mary hepatomas  has  been  increased  from  4-6 
months  in  untreated  cases  to  9.0  months  with 
chemotherapeutic  infusion  at  M.D.  Anderson 
Hospital.  Other  authors  have  reported  10.3  and 
14.0  months’  survival  following  hepatic  arterial 
infusions. 

In  16  cases,  the  primary  tumors  were  not 
colonic  in  origin  and  patients  had  a mean  sur- 
vival of  9.4  months.  In  two  other  similar  series, 
objective  responses  were  reported  in  42%  and 
35%  of  the  cases. 


Although  the  data  presented  in  this  article 
demonstrate  an  increase  in  the  average  length 
of  survival  of  patients  with  malignant  hepatic 
diseases  treated  by  intra-arterial  therapy  as 
compared  with  untreated  patients,  and  an  ob- 
jective response  of  these  tumors  to  this  method 
of  therapy  in  a significant  number  of  cases, 
the  number  of  patients  is  still  small  and  no 
attempt  has  been  made  to  randomize  cases. 
One  groups®  has  concluded  that  whereas  the 
technique  of  administering  intrahepatic  arterial 
chemotherapy  is  satisfactory,  the  results  are 
not.  Our  results,  however,  indicate  that  this  is 
unduly  pessimistic  and  that  further  clinical 
trials  are  warranted. 

REFERENCES 

1.  Klopp  CT,  Alford  TC,  Bateman  J,  et  al:  Fractionated 
intra-arterial  cancer;  chemotherapy  with  methyl  bis  amine 
hydrochloride;  preliminary  report.  Ann  Surg  132:811-832, 
1950. 

2.  Sullivan  RD,  Watkins  E Jr:  Cancer  chemotherapy  by 
protracted  arterial  infusion.  Arizona  Med  22:791-796,  1965. 

3.  Khazei  AM,  Watkins  E Jr,  Sullivan  RD:  Hepatic  artery 
catheterization  for  prolonged  infusion  chemotherapy  of  liver 
cancer.  Surg  Clin  N Amer  44:763-778,  1964. 

4.  Sullivan  RD,  Zurek  WZ:  Chemotherapy  for  liver  cancer 
by  protracted  ambulatory  infusion.  JAMA  194:481-486,  1965. 

5.  Sullivan  RD,  Oberfield  RA:  Chemotherapy  of  metastatic 
gastrointestinal  cancer.  Med  Clin  N Amer  50:427-438,  1966. 

6.  Wirtanen  GW,  Bernhardt  LC,  Mackman  S,  et  al:  Hepatic 
artery  and  celiac  axis  infusion  for  the  treatment  of  upper 
abdominal  malignant  lesions.  Ann  Surg  168:137-141,  1968. 

7.  Bengmark  S,  Hafstrom  L:  The  natural  history  of  primary 
and  secondary  malignant  tumors  of  the  liver.  Cancer  23:198- 
202,  1969. 

8.  Burrows  JH,  Talley  RW,  Drake  EH,  et  al:  Infusion  of 
fluorinated  pyrimidines  into  hepatic  artery  for  treatment  of 
metastatic  carcinoma  of  the  liver.  Cancer  20:1886-1892,  1967. 

9.  Ariel  IM,  Pack  GT:  Treatment  of  inoperable  cancer  of 
the  liver  by  intra-arterial  radioactive  isotopes  and  chemo- 
therapy. Cancer  20:793-804,  1967. 

10.  Rochlin  DB,  Smart  CR:  An  evaluation  of  51  patients 
with  hepatic  artery  infusion.  Surg  Gynec  Obstet  123:535-538, 
1966. 

11.  Provan  JL,  Stokes  JF,  Edwards  D:  Hepatic  artery 
infusion  chemotherapy  in  hepatoma.  Brit  Med  J 3:346-349, 
1968. 

12.  Farmer  RG,  Filson  EJ,  Buonocore  EA:  Chemotherapy 
for  malignancy  of  the  liver  by  short-term  direct  infusion  of 
the  hepatic  artery.  Cleveland  Clin  Quart  34:89-95,  1967. 


Dr.  Sanderson.  1005  Hermann  Professional  Building, 
Houston  77025. 

Dr.  McBride,  The  University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute,  6723  Bertner  Avenue, 
Texas  Medical  Center,  Houston  77025. 


56 


TEXAS  MEDICINE 


Phosphorus  32 

for  intractable  pain 
in  carcinoma 
of  the  prostate 

DOUGLAS  E.  JOHNSON,  MD;  THOMAS  P.  HAYNIE,  MD 


Fourteen  patients  with  intractable  pain  caused  by 
disseminated  osteoblastic  metastases  from  carcin- 
oma of  the  prostate  were  treated  with  testoster- 
one-potentiated All  patients  had  been  treated 
by  orchiectomy  and  prolonged  estrogen  adminis- 
tration and,  in  some  instances,  local  external  ir- 
radiation. Response  was  good  in  eight  patients 
and  fair  in  three,  and  the  disease  was  aggravated 
in  three  patients.  The  results  indicate  that  intra- 
venous administration  of  is  a useful  palliative 
measure  in  selected  cases. 

A MAJOR  PROBLEM  in  management  of  ad- 
vanced carcinoma  of  the  prostate  is  the  allevi- 
ation of  severe  pain  caused  by  extensive  osse- 
ous metastases.  When  hormonal  manipulation 
fails  to  control  the  patient’s  symptoms  and  the 
extent  of  disease  precludes  palliative  external 
radiotherapy,  physicians  have  been  inclined  to 
use  progressive  increments  of  analgesics  and 
narcotics  in  an  attempt  to  relieve  bone  pain. 
In  these  instances,  the  use  of  testosterone- 
potentiated  radioactive  phosphorus  (-^^P)  has 
been  recommended,  but  there  are  few  reports 
documenting  its  efficacy. 

3-P  has  been  used  in  the  treatment  of  vari- 
ous diseases  since  its  first  production  in  the 
cyclotron  in  1934  by  Joliot  and  Curie. ^ Phos- 
phorus is  a basic  element  in  nucleoproteins, 
and  its  uptake  increases  wherever  cells  divide 
rapidly.  From  1935  to  1940,  Lawrence  and  his 
colleagues-  reported  interest  in  its  use  for 
treatment  of  breast  and  prostate  cancer,  but 
they  abandoned  their  research  when  it  became 
apparent  that  the  differential  absorption  be- 


tween neoplastic  and  normal  tissue  was  insuf- 
ficient to  produce  cancerocidal  effects.  Hug- 
gins’ reporU  in  1941,  demonstrating  the  hor- 
monal dependence  of  prostatic  carcinoma,  led 
to  the  universal  acceptance  of  estrogens  and 
castration  for  palliation  in  patients  with  pros- 
tatic carcinoma.  However,  the  demonstration 
by  Hertz^  in  1950  that  the  uptake  of  phospho- 
rus in  new  bone  formation  could  be  increased 
15  to  20  times  by  the  concomitant  administra- 
tion of  testosterone  stimulated  reevaluation  of 
3-P  therapy  in  patients  with  metastatic  osse- 
ous disease.  Subsequently,  less  than  a dozen 
reports®'^5  have  appeared  in  the  literature  de- 
scribing the  treatment  and  results  of  testos- 
terone-potentiated ^^P  therapy  in  patients  with 
carcinoma  of  the  prostate. 

To  better  assess  the  role  of  ^-P  in  the  treat- 
ment of  intractable  pain  attributable  to  meta- 
static prostatic  carcinoma,  we  have  reviewed 
our  recent  experience  in  treating  14  patients 
at  The  University  of  Texas  M.D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston.  The  re- 
sults, while  gratifying,  emphasize  the  necessity 
for  careful  patient  selection. 

Material  and  Methods:  The  diagnosis  of  pros- 
tatic carcinoma  was  established  histologically 
in  all  cases.  The  patients’  ages  at  the  time  of 
treatment  with  ranged  from  46  to  75  years, 
with  an  average  age  of  60.4  years.  All  patients 
selected  for  therapy  had  been  treated  with 
bilateral  orchiectomy  and  prolonged  estrogen 
administration.  In  addition,  4 patients  had  re- 
ceived external  irradiation  in  an  attempt  to 
control  their  metastatic  bone  pain.  Widespread 
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osseous  metastases  were  demonstrated  radio- 
graphically in  all  patients,  and  in  each  instance 
a strontium  85  bone  scan  revealed  abnormal 
uptake  in  the  metastatic  areas.  Serum  alkaline, 
acid,  and  prostatic  acid  phosphatase  levels 
were  significantly  elevated  in  the  majority  of 
the  patients.  All  patients  were  suffering  from 
severe  bone  pain  which  was  incompletely  re- 
lieved with  large  amounts  of  analgesics  and 
narcotics. 

Patients  were  admitted  to  the  hospital  and 
estrogen  therapy  was  discontinued.  Testoster- 
one was  given  intramuscularly  in  the  form  of 
testosterone  cypionate,  100  mg  daily  for  15 
days.  On  the  fifth  day  of  testosterone  adminis- 
tration, treatment  with  y^^as  instituted.  A 
daily  dose  of  2.0  me  was  given  intravenously 
for  five  days,  for  a total  dose  of  10  me.  Testos- 
terone was  continued  for  an  additional  eight 
days,  and  then  estrogen  therapy  was  resumed 
(Fig  1). 

Results:  The  results  following  testosterone-po- 
tentiated therapy  were  difficult  to  evaluate 
objectively.  Since  treatment  was  given  to  relieve 
pain,  we  have  arbitrarily  defined  response  as: 
(1)  excellent,  when  the  patient  had  complete 
alleviation  of  his  pain  and  was  able  to  resume 
his  usual  activities  without  analgesics  or  nar- 
cotics; (2)  good,  when  the  patient  could  re- 
sume normal  activities  with  minimal  discomfort 
which  was  relieved  by  the  infrequent  use  of 
analgesics:  (3)  fair,  when  pain  was  reduced  but 
the  frequent  use  of  analgesics  or  narcotics  was 
required:  and  (4)  poor,  when  there  was  no  im- 
provement in  the  patient's  symptoms  or  if  his 
disease  progressed  during  and  immediately  fol- 
lowing therapy.  Response  to  therapy  using 


these  criteria  was  good  in  eight  patients,  fair 
in  three,  and  poor  in  three.  In  no  instance  was 
there  complete  or  total  relief  of  pain. 

Testosterone  intensified  the  patient’s  pain 
in  all  cases,  but  a noticeable  reduction  in  the 
severity  of  pain  usually  occurred  between  the 
third  and  fifth  day  after  the  commencement  of 
intravenous  ^^p  therapy.  The  duration  of  re- 
sponse varied  from  two  to  six  months,  with 
maximal  relief  lasting  approximately  three 
months.  Four  patients  who  had  a good  initial 
response  subsequently  have  required  a second 
course  of  treatment  with  only  fair  response  in 
each  instance. 

There  were  no  major  complications  directly 
resulting  from  the  therapy.  Mild  to  moderate 
thrombocytopenia  usually  was  documented 
four  to  six  weeks  after  completion  of  therapy. 
Paraplegia  developed  in  two  patients  who  had 
progressing  neurological  signs  and  symptoms 
prior  to  therapy.  It  is  uncertain  whether  andro- 
gen stimulation  accelerated  the  process,  but  it 
is  suggested  that  ^^p  therapy  be  withheld  in 
similar  situations  in  the  future. 

Discussion:  Failure  to  achieve  complete  relief 
of  pain  in  this  group  of  patients  was  not  un- 
expected, and  does  not  detract  from  the  bene- 
fits derived  from  ^^p  therapy.  Patients  selected 
for  treatment  were  in  the  terminal  stages  of 
their  disease.  It  is  likely  that  in  addition  to 
their  widespread  skeletal  metastases,  they  had 
extensive  visceral  and  soft-tissue  metastases 
which  were  not  responsive  to  ^^p  therapy. 

The  effects  which  testosterone  may  exert  in 
either  aggravating  or  reducing  symptoms  in 
patients  with  advanced  carcinoma  of  the  pros- 
tate have  not  been  established.  Several  investi- 
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Fig  1.  Regimen 
of  treatment 
with 


gators^®-!®  have  reported  significant  improve- 
ment in  an  occasional  patient  following  the  ad- 
ministration of  testosterone,  but  the  response 
has  been  variable  and  unpredictable.  In  all  of 
the  reports  describing  the  use  of  testosterone- 
potentiated  therapy,  pain  has  been  aggra- 
vated until  shortly  after  administration  of 
Our  experience  has  been  similar,  with  no  pa- 
tient showing  improvement  while  receiving  only 
testosterone. 

Although  ®2p  may  be  administered  by  vari- 
ous routes,  we  used  a divided  intravenous  dos- 
age schedule  to  avoid  absorption  errors  in  esti- 
mating the  effective  dose.  Side  effects  from 
treatment  have  been  absent  except  for  throm- 
bocytopenia, which  usually  occurred  four  to  six 
weeks  following  therapy.  Since  significant  bone 
marrow  depression  has  not  been  a problem, 
treatment  can  be  repeated  if  necessary  after 
three  months. 
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Radiation  therapy  in  radical  dose  levels  following 
simple  excision  or  excisional  biopsy  is  highly  ef- 
fective in  achieving  control  of  soft-tissue  sarco- 
mas. In  our  series,  treatment  with  7,000  rads 
administered  during  seven  weeks  (or  its  equiva- 
lent) resulted  in  a local  recurrence  rate  of  approx- 
imately 10%.  This  compares  quite  favorably  with 
reported  results  of  surgical  treatment.  A clinical 
trial  of  radiation  therapy  administered  under  con- 
ditions of  local  tissue  hypoxia  is  described. 

SARCOMAS  ARISING  from  the  soft  tissues  gen- 
erally are  considered  to  be  highly  radioresist- 
ant; definitive  management  of  patients  with 
soft-tissue  sarcomas  usually  does  not  involve 
radiotherapy.  For  the  past  nine  years,  we  have 
been  evaluating  radical-dose  radiation  therapy 
as  the  definitive  treatment  for  selected  patients 
with  these  tumors.  Results  of  extensive  studies 
in  radiation  biology  indicate  that  the  cells  of 
sarcomas,  carcinomas,  and  most  normal  tis- 
sues have  a similar  radiosensitivity.  A reason- 
able assumption  is  that  the  cells  of  sarcomas 
and  carcinomas  do  not,  in  fact,  have  significant 
differences  in  inherent  radiation  sensitivity.  A 
feasible  explanation  for  part  of  the  alleged  radi- 
ation resistance  of  soft-tissue  sarcomas  was 
that  in  the  early  phase  of  radiation  therapy, 
the  total  dose  which  could  be  administered 
with  the  available  equipment  was  modest  and 
the  lesions  tended  to  be  quite  massive.  Radia- 
tion therapists  now  accept  that  large  tumors 
are  much  more  difficult  to  control  than  small 
tumors,  and  that  radiotherapy  can  hardly  be 
expected  to  produce  dramatic  results  for  a 
large  tumor  mass  be  it  sarcoma  of  soft  tissue 


or  carcinoma  of  the  uterine  cervix.  In  the  early 
phases  of  radiation  therapy  special  emphasis 
was  placed  on  the  rate  of  regression  of  tumor 
mass.  Now  the  major  emphasis  is  on  the  per- 
manency of  local  control  or  freedom  from 
recurrence. 

With  these  points  in  mind,  we  began  a clini- 
cal study  to  test  the  efficacy  of  high-dose  or 
radical  radiation  therapy  administered  shortly 
after  completion  of  an  excisional  biopsy,  simple 
excision,  or  when  the  recurrence  was  limited  to 
masses  of  several  centimeters’  diameter.  We 
employ  modern  equipment,  high  doses,  and 
treat  relatively  small  tumor  masses.  Results 
have  been  encouraging  in  that  local  control  of 
tumor  has  been  achieved  in  nearly  all  cases. 
Further,  useful  function  has  been  preserved  in 
a large  proportion  of  the  cases.  One  of  the  ob- 
jects of  this  study  with  soft-tissue  sarcoma  has 
been  to  evaluate  the  efficacy  of  radiation  ther- 
apy administered  under  conditions  of  local  tis- 
sue hypoxia.  The  basic  premise  has  been  that 
within  tumors  there  are  viable  but  hypoxic — 
and  thus  relatively  radioresistant — cells.  Under 
normal  conditions,  the  aerobic  cells  of  normal 
tissue  surrounding  the  tumor  are  more  sensi- 
tive to  radiation  than  are  the  hypoxic  tumor 
cells.  Accordingly,  a technique  which  reduces 
oxygen  tension  differentials  would  be  expected 
to  improve  efficacy  of  radiation  therapy,  ie, 
yield  superior  results  in  terms  of  an  increased 
likelihood  of  local  tumor  destruction  for  a con- 
stant frequency  of  a specified  degree  of  dam- 
age to  normal  tissue.  To  test  this  proposal, 
patients  are  being  treated  under  conditions  of 
local  hypoxia  by  a tourniquet  technique  using 
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14.000  rads  in  14  fractions  administered  over 
43  days.  This  is  judged  to  produce  about  the 
same  acute  damage  to  normal  tissues  as  does 

7.000  rads  delivered  in  35  fractions  over  46 
days. 

Clinical  Material  and  Methods:  A total  of  42 
patients  with  the  diagnosis  of  sarcoma  of  soft 
tissue  have  received  a full  course  of  radiation 
therapy  12  months  or  more  ago:  7,000  rads 
delivered  in  seven  weeks  or  its  equivalent.  Forty 
of  these  patients  had  tumors  in  an  extremity, 
and  2 had  lesions  on  the  torso.  The  histopatho- 
logic diagnoses  in  this  group  included  rhabdo- 
myosarcoma, neurofibrosarcoma,  synovial  sar- 
coma, liposarcoma,  unclassified  soft-tissue  sar- 
coma, and  fibrosarcoma.  For  the  40  patients 
who  had  lesions  on  the  extremities,  the  recom- 
mended surgical  treatment  was  amputation  or 
disarticulation. 

Radiation  Therapy  Technique:  All  treatment 
is  with  a cobalt  60  teletherapy  unit  using  80 
or  100  cm  source-skin  distance.  Field  arrange- 
ments usually  are  parallel  opposed;  fields  are 
quite  long,  usually  about  25-30  cm,  providing 
about  a 10-cm  margin  above  and  below  the 
limits  of  the  surgical  scar.  For  the  first  five 
weeks  of  treatment  the  fields  are  generous,  and 
during  the  sixth  and  seventh  weeks  the  fields 
are  reduced  in  steps  so  that  during  the  final 
week  radiation  is  administered  only  to  the  site 
of  probable  residual  tumor.  Fields  must  not 
encompass  the  full  width  of  the  extremity. 
Success  of  treatment  in  terms  of  preservation 
of  reasonable  function  depends  upon  the  abil- 
ity to  plan  treatment  so  as  to  provide  some 


unirradiated  tissue  and  also  cover  the  tissues 
affected  by  tumor. 

Tourniquet  Technique:  For  irradiation  under 
conditions  of  tourniquet-induced  hypoxia,  a 
pneumatic  tourniquet  is  fitted  to  the  most  prox- 
imal portion  of  the  extremity.  Tourniquet  pres- 
sure is  550  mm  Hg  for  the  lower  extremity  and 
250  mm  Hg  for  the  upper  extremity.  Because 
of  the  severe  discomfort  associated  with  tour- 
niquet application,  patients  are  heavily  sedat- 
ed: 45  minutes  before  the  tourniquet  is  ap- 
plied, an  intramuscular  injection  of  Demerol 
and  Nembutal  is  given  and  an  intravenous  in- 
fusion of  5%  alcohol  and  5%  glucose  is  start- 
ed. Just  before  application  of  the  tourniquet, 
additional  Demerol  is  administered  and  the 
limb  is  elevated  to  allow  blood  to  drain.  Then, 
tourniquet  pressure  is  raised  to  the  desired 
level  during  30  to  45  seconds.  The  tourniquet 
is  maintained  in  place  for  45  minutes  prior  to 
and  then  during  local  irradiation;  total  tourni- 
quet time  must  not  exceed  60  minutes.  Tour- 
niquet pressure  is  released  over  a period  of  60 
seconds. 

Follow-up  Examinatiojis:  Patients  have  follow- 
up examinations  every  three  months  during  the 
first  two  years,  every  four  months  during  the 
third  and  fourth  years,  and  every  six  months 
during  the  fifth  and  sixth  years.  Thereafter, 
annual  follow-up  examinations  are  scheduled. 
Results:  Results  of  our  experience  with  radical- 
dose  radiotherapy  are  shown  in  Fig  1.  Local 
recurrences  have  been  infrequent;  there  have 
been  two  local  recurrences  and  one  marginal 
recurrence  in  28  patients  who  have  been  ob- 
served for  at  least  24  months  (patients  in 
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Local  Control  for 
/ — >12  months  — < 
No.  No. 

Treated  • Controlled 

Local  Control  for 
/->24  months 

No.  No. 

Treated  Controlled 

Distal  extremities 

28 

28t 

23 

23 

Proximal  extremities 

5 

4 

4 

2 

Torso 

2 

2 

1 

1 

Total 

35 

34 

28 

26 

•Patients  dying  of  metastatic  tumor  but  with  local  control  at  less 
than  12  months  are  not  included  in  this  column, 
tone  marginal  recurrence  at  12  months  after  treatment  (no  tumor 
within  treated  area). 

Fig  1.  Local  control  of  soft-tissue  sarcomas 
achieved  with  radical-dose  radiotherapy. 


Local  Control 


, > 24  months > 

No. 

No. 

Treated 

Controlled* 

Tourniquet  technique,  14,000  rads 

18 

18t 

Conventional  technique,  7,000  rads 

10 

8 

•Patients  dying  of  distant  metastasis  but  with  local  control  at 
earlier  than  24  months  are  not  counted  in  this  table. 

tThere  was  one  marginal  recurrence  in  this  group. 

Fig  2.  Local  control  of  soft-tissue  sarcomas 
treated  with  tourniquet  and  conventional 
techniques. 


whom  local  control  was  achieved  but  who  died 
before  the  24th  month  because  of  distant  me- 
tastases  are  not  included  in  these  figures.)  This 
is  a local  failure  rate  of  approximately  10%. 

The  two  local  recurrences  appeared  at  12 
and  24  months,  respectively,  following  7,000 
rads/7  weeks  to  lesions  in  the  central  portion 
of  the  thigh.  The  one  marginal  recurrence  was 
at  approximately  12  months  following  treat- 
ment of  a fibrosarcoma  of  the  wrist,  medial  to 
the  distal  ulna.  This  tumor  appeared  in  the 
small  strip  of  unirradiated  tissue  along  the  lat- 
eral wrist  (just  lateral  to  the  end  of  the  radius.) 
In  the  amputation  specimen,  no  tumor  was 
found  in  the  irradiated  tissues.  The  two  pa- 
tients with  torso  lesions  had  local  control  of 
tumor. 

Results  with  respect  to  treatment  technique 
are  given  in  Fig  2.  The  two  failures  occurred 
with  lesions  located  too  proximally  on  the  ex- 
tremity to  permit  tourniquet  application.  Local 
control  was  achieved  in  all  five  patients  whose 
lesions  on  the  distal  extremity  were  treated  ac- 
cording to  the  standard  technique.  Therefore, 
these  results  do  not  indicate  a difference  in 
results  between  the  tourniquet  and  standard 
technique  (7,000  rads/7  weeks)  in  terms  of 
local  control  of  tumor. 

Fig  3 shows  length  of  survival  without  evi- 
dence of  disease  at  the  site  of  the  primary  or 
at  any  distant  site. 

More  than  24  months  following  treatment, 
20  of  34  patients  are  alive  without  evidence  of 
local  or  distant  disease. 

Discussion:  The  results  obtained  with  radical- 
dose  radiation  therapy  for  soft-tissue  sarcomas 
following  excisional  biopsy  or  simple  excision 
show  it  to  be  an  effective  treatment  method. 
Since  few  patients  have  been  treated  and  fol- 
lowed for  more  than  five  years,  evaluation  re- 
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lates  only  to  survival  and  local  control  of  tumor 
for  the  first  two  to  three  years  after  treatment. 
Achievement  of  local  tumor  control  for  more 
than  24  months  in  25  of  28  patients  is  promis- 
ing (two  local  failures  and  one  marginal  recur- 
rence). This  may  be  compared  with  a local  re- 
currence frequency  of  29%  (187  of  653  pa- 
tients) following  radical  surgery  at  Memorial 
Hospital,  with  85%  of  the  recurrences  being 
observed  within  two  years  of  surgery. ^ The 
same  time  interval  was  reported  for  recurren- 
ces following  irradiation  at  several  sites. ^ There- 
fore, it  is  not  likely  that  the  local  recurrence 
frequency  in  our  group  of  patients  will  exceed 
some  15-20%  at  five  years.  Accordingly,  the 
impression  obtained  from  this  small  series  is 
that  radical-dose  radiation  therapy  is  a useful 
treatment  method  and  yields  local  control  re- 
sults which  are  at  least  comparable  to  those 
obtained  with  radical  surgery.  Moreover,  a 
large  proportion  of  the  patients  have  useful 
and  nearly  normal  limbs.  We  have  observed  a 
few  serious  complications:  three  of  the  first 
patients  treated  by  the  tourniquet  technique 
have  required  amputation.  This  is  probably  be- 
cause during  early  experience  with  the  tech- 
nique, we  used  fields  which  covered  the  full 
width  of  the  extremity  for  the  first  five  weeks 
of  treatment.  During  the  past  three  to  four 
years,  however,  we  have  provided  some  mar- 
gin of  unirradiated  tissue  and  the  frequency 
of  severe  complications  has  decreased. 

McNeer  and  associates  reported  a series  of 
140  patients  treated  by  a combination  of  pre- 
operative irradiation  and  surgery  or  by  surgery 
and  postoperative  irradiation Of  these,  50 
(about  35%)  showed  local  recurrence.  Our 
lower  recurrence  rates  probably  result  from  use 
of  a higher  radiation  dose. 


Total  No. 
Patients 

No.  With 

No  Evidence 
of  Disease 
at  12  or 
More  Months 

Total  No. 
Patients 

No.  With 

No  Evidence 
of  Disease 
at  24  or 
More  Months 

Distal  extremities 

31 

22 

28 

17 

Proximal  extremities 

9 

7 

5 

2 

Torso 

2 

2 

1 

1 

Total 

42 

31 

34 

20 

Fig  3.  Length  of  survival  without  evidence  of 
disease  in  patients  receiving  radical-dose 
radiotherapy  for  soft-tissue  sarcomas. 
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Congenital 

duodenal 

obstruction 


Malrotation  with  peritoneal  bands  is  a 
dubious  cause  of  high-grade  obstruction.  The 
surgeon  must  be  prepared  to  search 
carefully  for  a coexisting  and  occult  intraluminal 
obstruction.  Gastrotorny  always  should  be 
done  to  aid  in  the  diagnosis  of  intrinsic 
duodenal  obstruction. 

DEATHS  FROM  DUODENAL  obstruction  in  the 
newborn  due  to  extrinsic  or  intrinsic  causes 
have  decreased;^®’®  however,  duodenal  ob- 
struction resulting  from  combined  causes  still 
carries  a mortality  of  more  than  70%.®®  Sur- 
geons’ failure  to  recognize  the  occurrence  of 
intrinsic-extrinsic  obstruction  has  contributed 
to  this  unacceptable  death  rate. 

Obstruction  from  intrinsic  causes  may  result 
from  complete  bowel  atresia  with  or  without 
discontinuity  of  the  bowel  ends;  canal  stenosis 
of  varying  length  and  width;  or  diaphragmatic 
obstructions,  either  complete  or  with  one  or 
more  iris-like  openings.  Extrinsic  obstruction 
arises  from  pressure  by  structures  outside  the 
wall  of  the  duodenum  and  usually  is  recog- 
nized easily.  It  may  result  from  an  annular 
pancreas  or  peritoneal  bands  (Ladd’s  bands); 
the  latter  is  associated  with  malrotation  of  the 
colon  and  is  the  most  common  single  cause 
of  congenital  duodenal  obstruction. 

When  present,  extrinsic  obstruction  from 
malrotation  with  peritoneal  bands  is  the  most 
obvious  cause  for  the  dilated  stomach  and 
proximal  duodenum.  However,  there  is  evi- 
dence that  duodenal  diaphragms  may  com- 
plicate extrinsic  obstruction  more  commonly 
than  is  generally  realized.  Schultz  and  others^® 


reported  3 such  patients  among  57  with  mal- 
rotation, and  Gourevitch®  found  5 in  31  cases. 
Snyder,  in  discussing  work  by  Boyden  and  as- 
sociates,^ mentions  six  instances  of  duodenal 
stenosis  or  atresia  in  a series  of  62  consecu- 
tive cases  of  malrotation.  A coexisting  duodenal 
web  can  be  expected  to  complicate  10%  of 
cases  of  extrinsic  obstruction. 

Combined  duodenal  obstruction  must  be 
diagnosed  at  the  first  operation.  Newborns  tol- 
erate surgery  for  intestinal  obstruction  quite 
well  as  long  as  the  operation  relieves  the 
obstruction,  but  the  nutritional  deprivation  and 
surgical  trauma  incident  to  repeated  operation 
is  not  well  tolerated.  Bill  and  Pope^  reported 
two  infants,  each  of  whom  underwent  three 
successive  operations;  in  the  first  infant  the  oc- 
cult duodenal  diaphragm  was  found  at  autop- 
sy, and  in  the  surviving  child,  the  web  was 
found  and  corrected  at  the  third  operation. 
Glover^  reported  autopsy  findings  of  duodenal 
webs  in  two  infants  who  had  undergone  surgi- 
cal lysis  of  Ladd’s  bands.  Snyder  and  Chaffin^^ 
found  combined  obstructions  in  2 of  40  pa- 
tients. In  one  infant,  the  duodenal  web  was 
not  discovered  until  the  second  operation  and 
the  child  died.  Others  have  reported  similar 
experiences.'^'® 

Embryology:  Given  present  knowledge  of  the 
embryology  of  the  duodenum,  it  is  not  surpris- 
ing that  these  anomalies  occasionally  occur  in 
the  same  patient.  The  currently  accepted  the- 
ory for  the  origins  of  intrinsic  obstruction  was 
propounded  by  Tandler^®  and  amplified  later  by 
others.®  During  the  fourth  week  of  fetal  devel- 
opment, the  duodenum  is  an  epithelial  ento- 
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from  combined  causes 


dermal  tube  containing  a small  lumen.  Shortly 
thereafter,  the  epithelial  cells  begin  to  prolifer- 
ate and  the  lumen  becomes  obliterated.  Around 
the  eighth  week  a process  of  vacuolization  and 
recanalization  takes  place,  resulting  in  two 
main  channels  with  the  hepatopancreatic  duct 
(future  ampulla  of  Vater)  acquiring  an  orifice 
in  each  channel.  In  the  normally  developing 
fetus  the  epithelial  septum  between  the  two 
channels  deteriorates  and  intestinal  continuity 
is  restored,  but  should  the  fetus  undergo  a de- 
velopmental arrest  at  this  stage,  an  obstruct- 
ing diaphragm  remains,  commonly  at  the  level 
of  the  ampulla. 

At  the  same  time  that  duodenal  vacuoliza- 
tion and  recanalization  is  taking  place,  other 
developments  of  the  bowel  are  occurring.  From 
the  fifth  to  the  tenth  week  the  fetal  bowel  un- 
dergoes rapid  lengthening  relative  to  the  size 
of  the  abdominal  cavity  and  as  a result,  herni- 
ates into  the  umbilical  sac.  By  the  tenth  week  Fig  i.  Flat  plate  of  the  abdomen  shows 

the  abdominal  cavity  has  increased  in  size  double  bubble  sign  of  duodenal 

, , , . _ . , . obstruction. 

and  the  bowel  returns.  During  this  movement, 
counterclockwise  rotation  causes  the  cecum  to 
move  to  the  right  lower  quadrant  of  the  ab- 
domen. Arrest  in  development  at  this  stage  re- 
sults in  incomplete  rotation  of  the  colon.  Thus, 
a noxious  stimulus  applied  during  the  critical 
period  of  the  ninth  to  tenth  week  of  fetal  life 
might  well  be  responsible  for  both  a duodenal 
web  and  the  malrotation  associated  with  Ladd’s 
bands. 

Case  Reports:  From  1961  to  1970,  eight  new- 
borns with  duodenal  obstruction  secondary  to 
malrotation  with  peritoneal  bands  have  been 
seen  at  Wilford  Flail  USAF  Medical  Center. 
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Three  had  coexisting  intrinsic  duodenal  ob- 
struction, and  in  two  cases  this  was  missed  at 
the  first  operation.  Fortunately  all  three  in- 
fants survived. 

Case  1:  This  6 lb  1 3/4  oz  white  male  in- 
fant was  the  product  of  a normal  full-term 
pregnancy  and  delivery.  He  began  vomiting 
bile-stained  material  at  3 hours  of  age,  and  a 
roentgenogram  of  his  abdomen  showed  the 
typical  double  bubble  of  duodenal  obstruction 
(Fig  1).  A barium  enema  study  demonstrated 
malrotation  of  the  colon  (Fig  2).  Exploratory 
surgery  was  undertaken  when  the  infant  was 
24  hours  old,  and  the  cecum  was  found  in  the 
right  upper  quadrant  of  the  abdomen  with 
peritoneal  bands  obstructing  the  second  por- 
tion of  the  duodenum  (Fig  3).  These  were 
lysed,  the  jejunum  was  allowed  to  fall  free  into 
the  right  lower  quadrant,  and  the  colon  was 
placed  on  the  left  side  of  the  abdomen.  Air 
insufflated  through  a nasogastric  tube  was 
milked  into  the  jejunum  with  minimal  difficulty. 
The  infant  began  vomiting  on  the  fourth  post- 
operative day,  shortly  after  the  nasogastric 
tube  was  removed.  On  reoperation,  a rapid 
change  in  bowel  caliber  at  the  level  of  the  sec- 
ond portion  of  the  duodenum  was  noted. 
Through  a duodenotomy,  an  obstructing  dia- 
phragm with  a 2 mm  eccentric  iris-like  open- 
ing was  found  and  excised.  The  infant  sur- 
vived a complicated  postoperative  course. 

Case  2:  A 7 lb  8 1/2  oz  Negro  male  was 
the  product  of  a pregnancy  complicated  by 
polyhydramnios.  He  began  to  vomit  bile-stained 
material  at  3 hours  of  age,  and  by  the  third 
day  the  infant’s  weight  had  dropped  to  6 lb  13 


oz.  A roentgenogram  of  the  abdomen  showed 
the  typical  double  bubble  deformity  and  bar- 
ium enema  examination  showed  malrotation  of 
the  colon.  Ladd’s  bands  were  lysed  and  the 
viscera  were  replaced  as  described  in  case  1. 
A barium  study  done  on  the  13th  postopera- 
tive day  showed  obstruction  of  the  duodenum, 
and  at  reoperation  a duodenal  diaphragm  with 
a 2 mm  lumen  was  found.  A duodenojejunos- 
tomy was  done  because  the  ampulla  of  Vater 
could  not  be  identified.  Postoperatively  the  in- 
fant gained  weight  during  ten  days  of  intra- 
venous hyperalimentation,  and  when  eventually 
discharged  he  was  able  to  take  feedings  by 
mouth. 

Case  3:  This  7 lb  71/2  oz  white  female, 
product  of  a normal  pregnancy,  did  well  for 
ten  days  but  then  began  to  vomit  all  intake. 
Vomiting  continued  for  four  days  and  her 
weight  dropped  to  6 lb  11 1/2  oz.  Barium 
contrast  studies  showed  partial  duodenal  ob- 
struction at  the  junction  of  the  second  and 
third  portion  and  the  cecum  in  the  right  upper 
quadrant  of  the  abdomen.  Malrotation  of  the 
colon  was  confirmed  at  operation,  and  a canal 
type  stenosis  of  the  duodenum  was  obvious.  A 
duodenojejunostomy  was  done  and  the  infant 
recovered  rapidly. 

Discussion:  Having  failed  to  make  the  com- 
plete diagnosis  initially  in  two  patients,  we 
have  given  some  thought  to  how  this  pitfall 
could  be  avoided  in  the  future.  The  surgeon’s 
awareness  of  the  incidence  of  combined  intrin- 
sic-extrinsic duodenal  obstruction  is  of  para- 
mount importance.  Obstruction  tends  to  be 
high  grade,  and  the  infant  is  brought  to  the 
physician  sooner  when  malrotation  is  compli- 
cated by  a duodenal  web.  Young^^  has  shown, 
in  142  patients,  that  the  average  age  on  ad- 
mission for  intrinsic  obstruction  is  3.8  days  as 
opposed  to  6.0  days  for  extrinsic  obstruction. 
Flat  and  upright  x-ray  films  of  the  abdomen 
confirm  the  diagnosis  of  partial  or  complete 
duodenal  obstruction.  If  the  stomach  and  duo- 
denum are  distended  with  air  and  there  is  no 
air  beyond,  the  diagnosis  is  duodenal  atresia. 
However,  if  air  is  demonstrated  beyond  the 
second  portion  of  the  duodenum,  a barium 
enema  examination  should  be  done.  Normal 
colon  rotation  suggests  duodenal  stenosis  or 
annular  pancreas,  and  malrotation  suggests 
peritoneal  bands  with  or  without  intrinsic  duo- 
denal obstruction.  High-grade  obstruction  with 
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Fig  2.  Barium  enema  study  shows  malrotation 
of  the  colon. 


Fig  3.  Malrotation  of  the  gut  with  duodena! 
obstruction  by  Ladd's  bands. 


Fig  4.  Duodenal  diaphragm  detected  by 
passage  of  a large-bore  catheter 
through  a gastrotomy. 
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Fig  5.  Isoperistaltic  duodenojejunostomy 
restores  bowel  continuity. 


dilatation  of  the  stomach  and  duodenum  sug- 
gests a combined  cause. 

At  laparotomy  there  are  subtle  hints  that 
suggest  the  presence  of  combined  obstruction. 
Distinct  transition  from  dilated  hypertrophied 
duodenum  to  duodenum  of  normal  diameter 
and  thickness  suggests  a web.  Slight  pucker- 
ing of  the  wall  of  the  dilated  duodenum  indi- 
cates the  site  of  attachment  of  a diaphragm. 

A gastrotomy  should  be  done  in  all  instances. 
A large-bore  catheter  is  then  advanced  through 
the  pylorus  and  into  the  jejunum  to  determine 
the  patency  of  the  duodenal  canal.  Puckering 
of  the  duodenal  wall  at  the  site  of  attachment 
of  a web  or  obstruction  to  the  passage  of  the 
catheter  becomes  obvious  (Fig  4).  Methylene 
blue,  5 cc,  should  then  be  injected  through 


the  catheter  and  milked  to  the  cecum  to  as- 
sure patency  of  the  remainder  of  the  small 
bowel. 

When  intrinsic  duodenal  obstruction  from  a 
web  or  diaphragm  is  diagnosed,  a long  anterior 
duodenotomy  should  be  done  at  the  point  of 
obstruction.  If  the  ampulla  of  Vater  can  be 
identified,  excision  of  the  web  is  safe  (case  1). 
It  must  be  remembered,  however,  that  the  bile 
and  pancreatic  ducts  frequently  course  within 
the  web  and  often  open  at  the  margin  of  the 
eccentrically  placed  orifice.  Sutures  placed  in 
the  area  of  such  structures  may  endanger  the 
patency  of  the  ducts,  and  if  location  of  the 
ampulla  is  in  question,  an  isoperistaltic  duo- 
denojejunostomy is  the  safest  procedure  and 
gives  good  results  (Fig  5). 

The  gastrotomy  finally  should  be  converted 
into  a gastrostomy.  It  permits  prolonged  de- 
compression for  the  ten  days  to  two  weeks  be- 
fore gastric  and  duodenal  ileus  resolve.  It  also 
helps  avoid  respiratory  complications  as  well  as 
gastric  reflux  aspiration.  Also  with  gastrostomy 
tube  in  place,  graded  pressure  on  the  anas- 
tomosis may  be  applied  by  elevating  the  tube, 
at  the  same  time  providing  an  escape  valve  in 
the  event  gastric  emptying  is  delayed. 
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Carcinoma  of 
the  gallbladder 


Carcinoma  of  the  gallbladder  remains  a 
diagnostic  and  therapeutic  dilemma; 

14  cases  are  reviewed.  The  clinical  and  radio- 
graphic  diagnosis  is  difficult; 
preoperative  diagnosis  was  made  in  only  one  case. 
Carcinoma  should  be  considered  in  the 
differential  diagnosis  of  acute  or  recurrent 
upper  abdominal  colic,  obstructive  jaundice,  and 
masses  in  the  right  upper  quadrant. 

The  treatment  is  surgical.  The  prognosis  is 
poor  unless  the  disease  is  limited 
to  the  gallbladder  as  was  the  case  in  the 
four  survivors  in  this  series. 

CARCINOMA  OF  THE  GALLBLADDER  is  a study 
in  diagnostic  and  therapeutic  frustration.  For- 
tunately, it  is  encountered  infrequently.  The 
disease  is  almost  uniformly  lethal  when  it  ex- 
tends beyond  the  confines  of  the  gallbladder. 
Yet,  when  confined  to  the  gallbladder,  there 
are  no  specific  symptoms  or  signs  of  the  dis- 
ease. Cures  occur  by  chance  as  cholecystec- 
tomies are  performed  for  cholelithiasis  and/or 
cholecystitis  by  the  unsuspecting  surgeon.  This 
became  evident  when  we  found  14  cases  dur- 
ing a 22-month  period  (July  1968  through  April 
1970).  The  preoperative  clinical  and  radio- 
graphic  diagnosis  had  been  considered  serious- 
ly in  only  one  case  and  mentioned  in  the  dif- 
ferential diagnosis  in  only  one  other.  This  re- 
view was  undertaken  with  the  hope  of  improv- 
ing our  diagnostic  accuracy.  It  became  appar- 
ent immediately  that  our  inaccuracy  was  not 
unique  and  is  in  keeping  with  the  experience 
of  others. ^’2 

This  entity  was  first  described  by  de  Stolle 
in  1777.3  jhe  tumor  makes  up  approximately 
1%  of  all  malignancies.  As  is  true  with  other 
forms  of  biliary  disease,  the  female  is  affected 
more  commonly  than  the  male  at  a ratio  vary- 


ing from  3:1  to  5:1. The  average  age  at 
occurrence  is  66  years.  Approximately  75%  of 
cases  arise  after  the  60th  year.  The  peak  inci- 
dence is  in  the  seventh  decade. 

The  incidence  of  carcinoma  of  the  gallblad- 
der in  patients  operated  on  for  biliary  disease 
varies  from  0.9-3.7%3-8  with  an  average  of 
1.5%.  A recent  review  at  this  institution  re- 
vealed an  incidence  of  2.4%.’^  The  incidence  in 
patients  over  age  70  in  reported  series  varies 
from  6-12%, a decided  increase  over  the 
average.  At  routine  autopsy  the  incidence  var- 
ies between  0.2  and  0.6%  with  an  average  of 
0.4%. 3 Histologically  85-95%  of  the  carci- 
nomas of  the  gallbladder  are  adenocarcinomas 
of  varying  degrees  of  differentiation.  A small 
percentage  of  reported  series,  usually  3%,  are 
squamous  cell  carcinomas.  The  remainder  are 
mixed  adenosquamous  carcinomas. 

The  modes  of  spread  account  for  the  low 
resectability  and  survival  rates. The  most 
common  is  by  direct  extension  into  the  liver 
occurring  in  50-90%  of  the  cases.  Invasion  of 
the  duodenum  and  hepatic  flexure  is  also  en- 
countered. Carcinomas  of  the  gallbladder  me- 
tastasize secondly  by  way  of  the  lymphatics. 
The  initial  metastasis  is  to  the  cystic  or  peri- 
ductal nodes,  thence  to  the  pancreaticoduode- 
nal nodes.  Note  that  this  is  away  from  the  liver 
hilus.  Lymph  node  metastases  are  found  in 
one-half  to  three-fourths  of  the  reported  cases. 
Fifteen  percent  metastasize  by  vascular  means, 
particularly  by  the  cholecystic  veins  terminat- 
ing in  the  surrounding  liver  parenchyma  or  in 
the  caudate  lobe  of  the  liver.  Intraductal  spread 
is  encountered  rarely,  and  on  occasion  there 
may  be  extensive  carcinoma  in  situ  along  the 
entire  ductal  system.  This  is  particularly  true 
in  papillary  adenocarcinomas.  Intraperitoneal 
seeding  and  associated  ascites  are  rare. 


Volume  67,  March.  1971 


69 


The  commonly  reported  incidence  of  gall- 
stones in  carcinoma  of  the  gallbladder  varies 
from  54-100%.^®  In  most  series,  the  reported 
incidence  is  lower  than  the  actual  incidence, 
since  the  disease  may  be  so  extensive  at  lapar- 
otomy that  only  a biopsy  can  be  obtained,  and 
the  presence  or  absence  of  gallstones  cannot 
be  ascertained.  Practically  100%  are  associat- 
ed with  cholecystitis.  Frerichs,^!  in  1861,  was 
the  first  to  report  the  association  of  gallstones 
with  carcinoma  of  the  gallbladder.  Most  au- 
thors accept  gallstones  as  one  of  the  etiologic 
agents,  most  likely  on  the  basis  of  the  chronic 
irritation  of  the  mucosa.  Fortner^^  pointed  out 
that  bile  salts  are  closely  related  to  certain  car- 
cinogenic hydrocarbons,  particularly  methyl- 
cholanthrene.  In  his  opinion,  the  presence  of 
these  substances  alone  would  be  sufficient  for 
the  development  of  carcinoma. 

Present  Series:  Fourteen  cases  were  encoun- 
tered in  four  hospitals  in  San  Antonio  between 
July  1968  and  April  1970.  Flospital  records, 
surgical  reports,  pathologic  material,  and  radio- 
graphs were  available  for  review  in  all  cases. 
The  age  range  was  41  to  83  years  with  an  aver- 
age of  61.3  years.  Six  patients  (42.7%)  were  in 
the  seventh  decade.  Eleven  of  the  14  (78.7%) 
were  over  age  50.  There  were  13  patients  of 
Latin-American  extraction  and  one  Negro.  This 
is  a reflection  of  the  predominant  population 
groups  served  by  the  institutions  wherein  the 
cases  were  encountered.  It  has  been  suggested 
that  there  is  a higher  incidence  of  gallbladder 
carcinoma  in  the  Latin-American  population, 
but  this  has  never  been  proved  statistically.'^ 
There  were  11  females  and  3 males,  a ratio  of 
3.75:1. 

Microscopic  Examination:  All  cases  were  adeno- 
carcinomas. One  was  carcinoma  in  situ.  In 
three  others  the  disease  was  limited  to  the  gall- 


bladder wall  without  penetration  of  the  serosa. 
Cholecystitis  and  calculi  were  found  in  ten  of 
the  specimens;  in  the  remaining  four,  the  dis- 
ease was  so  extensive  that  the  presence  or  ab- 
sence of  calculi  and  cholecystitis  could  not  be 
determined.  In  only  one  case  was  there  peri- 
toneal seeding  with  ascites. 

Diagnosis:  The  diagnosis  is  rarely  made  pre- 
operatively,  partly  because  of  its  rarity  and 
partly  because  of  the  paucity  of  clinical  and 
radiographic  findings  pointing  directly  to  this 
diagnosis.  Classically  an  elderly  female  pre- 
sents with  a history  of  previous  fatty  food  in- 
tolerance, mild  postprandial  epigastric  distress, 
belching,  flatulence,  etc,  and  has  recently  not- 
ed an  increase  in  or  persistence  of  right  upper 
abdominal  pain,  anorexia,  right  upper  quadrant 
mass,  weight  loss,  and  quite  possibly  jaundice. 
In  some  series,  as  in  the  present  series,  only 
50-66%2  gave  a history  of  antecedent  symp- 
toms suggestive  of  cholecystitis  and/or  chole- 
lithiasis, however.  In  this  series  the  predomi- 
nant symptom  was  pain  in  13  (93%).  This  was 
located  in  the  right  upper  quadrant  in  12  cases 
and  in  the  epigastrium  in  1.  Pain  had  been 
present  for  periods  of  24  hours  to  four  months. 
The  second  most  prevalent  symptom  was  nau- 
sea and  vomiting,  occurring  in  11  (78.7%). 
Anorexia  and  weight  loss  were  noted  in  7 
(50%)  and  4 (28.6%)  patients,  respectively. 
Three  patients  (21.4%)  were  jaundiced.  In  2 
patients  the  carcinoma  was  localized  within  the 
gallbladder  wall,  and  a stone  was  present  with- 
in the  common  duct.  A history  of  gallbladder 
distress  was  noted  in  6 (50%)  of  the  12  cases 
in  which  this  could  be  determined  from  the 
record.  On  physical  examination,  right  upper 
quadrant  tenderness  was  present  in  13  (93%); 
a mass  was  palpable  in  the  right  upper  quad- 
rant in  5 (35.6%);  and  hepatomegaly  was 
noted  in  2 patients  (14.3%). 

Carcinoma  of  the  gallbladder  may  be  en- 
countered and  should  be  considered  in  the  dif- 
ferential diagnosis  of  acute  or  recurrent  right 
upper  abdominal  colic,  obstructive  jaundice,  or 
a right  upper  quadrant  mass.  In  the  first  in- 
stance, acute  cholecystitis,  occasionally  with 
perforation,  or  chronic  cholecystitis  is  found. 
The  carcinoma  may  be  no  more  than  an  inci- 
dental finding.  Obstructive  jaundice  in  carci- 
noma of  the  gallbladder  is  caused  by  compres- 
sion or  invasion  of  the  common  bile  duct  either 
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Fig  I.  The  patient,  a man  ape  65,  had  mild 
discomfort  in  the  right  upper  quadrant  for  two  months, 
hut  no  other  symptoms.  A hard,  irregular, 

15  cm  ma.ss  h'<m  palpable  in  the  right  upper  quadrant. 

Results  of  laboratory  tests  were  normal. 

a.  In  the  upper  gastrointestiiml  tract,  persistent 

distortion  is  seen  with  fixation  of  the  posthulbar  segment 

of  the  duodenum,  b.  Barium  enema  examination 

shows  slight  extrinsic  compression  of  the 

transver.se  colon  distal  to  the  hepatic  flexure. 

c.  A liver  .scan,  anteroposterior  view,  shows  absence  of 

activity  in  the  gallbladder  bed  and  right  lobe  of 

the  liver,  d.  An  abdominal  aortogram  shows 

heading  and  amputation  of  the  cystic  artery  (.solid 

arrow),  and  abnormal  vascularity  in  liver  parenchyma 

(otitline  arrows).  These  radiographic  findings  are 

indicative  of  carcinoma  of  the  gallbladder. 


by  the  primary  tumor  or  metastatic  periductal 
lymph  nodes.  Rarely  the  etiology  is  a common 
duct  stone  with  an  incidental  carcinoma  of  the 
gallbladder.  The  right  upper  quadrant  mass 
may  be  either  hard  and  irregular,  representing 
the  carcinoma,  or  smooth,  indicating  distention 
of  the  gallbladder  secondary  to  an  obstructing 
mass  arising  in  the  neck  of  the  gallbladder. 

There  is  no  single  laboratory  value  or  set  of 
abnormal  values  that  leads  one  to  the  specific 
diagnosis  of  carcinoma  of  the  gallbladder.  The 
obstructive  nature  of  the  jaundice  is  suggested 
by  an  elevated  serum  alkaline  phosphatase  lev- 
el. If  the  patient  presents  with  acute  cholecys- 
titis, the  white  blood  cell  count  is  elevated  with 
a shift  to  the  left.  A temperature  of  over  100  F 
was  present  on  admission  in  two  patients 
(14.3%).  The  white  blood  cell  count  was 


greater  than  10,000/cu  mm  in  five  (35.6%). 
The  total  bilirubin  was  greater  than  2 mg/100 
ml  in  four  (28.6%).  The  alkaline  phosphatase 
was  elevated  in  four  (18.6%). 

In  the  absence  of  a mass  or  extension, 
there  are  no  radiographic  findings  that  allow 
one  to  make  the  correct  diagnosis.  The  diag- 
nosis on  the  basis  of  plain  films  of  the  ab- 
domen is  impossible.  Occasionally  calcified 
gallstones  are  visualized;  rarely  a mass  is  sug- 
gested within  the  right  upper  quadrant.  Jaun- 
dice is  present  in  one-half  to  two-thirds  of 
cases  and,  therefore,  oral  cholecystograms  usu- 
ally are  not  attempted.  Even  in  the  absence  of 
jaundice  it  is  extremely  rare  that  the  gallblad- 
der is  visualized.  There  are  five  reported  cases 
of  carcinoma  of  functioning  gallbladders. 
The  appearance  of  the  carcinoma  varies  from 
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an  intraluminal  polyp  to  an  irregularity  of  the 
gallbladder  wall  to  a band-like  stricture.  Like- 
wise, intravenous  cholangiography  usually  re- 
sults in  nonvisualization.  In  the  present  series, 
gallbladders  were  visualized  on  oral  cholecysto- 
grams.  Eight  intravenous  cholangiograms  were 
attempted.  All  failed  to  show  the  gallbladder. 
Three  showed  the  common  bile  duct,  but  it  was 
distorted  by  an  extrinsic  mass  in  two. 

The  upper  gastrointestinal  series  gave  the 
most  consistent  radiographic  clues  to  the  diag- 
nosis. Ten  of  the  patients  in  the  present  series 
had  an  upper  gastrointestinal  series.  Normal- 
ly the  gallbladder  overlies  the  first  portion  of 
the  duodenum  within  the  duodenal  loop  and 
anterior  to  the  pancreas.  This  relationship  is 
best  visualized  in  the  right  anterior  oblique 
or  lateral  projection.  Carcinoma  of  the  gallblad- 
der may  invade  the  duodenum.  This  invasion 
is  manifested  by  a fixation,  distortion,  and 
stretching  of  the  first  portion  of  the  duodenum, 
just  distal  to  the  duodenal  bulb,  best  visualized 
in  the  oblique  or  lateral  view.^^  The  duodenum 
may  be  displaced  medially.  Distortion  of  the 
post-bulbar  portion  of  the  duodenum  was  pres- 
ent in  four  cases  (Fig  1).  Should  the  mass  be 
larger  it  may  distort  the  pyloric  channel  or 
gastric  antrum.  On  one  occasion,  a gastric  out- 
let obstruction  secondary  to  compression  by  a 
mass  was  demonstrated.  A barium  enema  ex- 
amination was  obtained  in  two  cases.  The 
gallbladder  bed  lies  on  the  medial  wall  of  the 
hepatic  flexure  and  the  proximal  portion  of  the 
transverse  colon.  Any  changes  due  to  carci- 
noma of  the  gallbladder  occur  in  this  area.  The 
changes  consist  of  a depression  of  the  hepatic 
flexure  or  proximal  transverse  colon  or  both. 
Should  the  bowel  wall  be  infiltrated  by  carci- 
noma, colonic  fixation,  distortion  of  the  colonic 
mucosa,  and  possibly  fistula  formation  may 
occur.  Mucosal  changes  and  fixation  were  seen 
in  one  of  the  studies.  In  the  other  there  was 
evidence  of  an  extrinsic  mass  in  the  region  of 
the  gallbladder  (Fig  1). 


Recently  abdominal  aortography  and  selec- 
tive celiac  and  superior  mesenteric  arteriogra- 
phy have  come  into  general  use  by  American 
radiologists.  Carcinomas  of  the  gallbladder 
have  been  studied  and  changes  of  amputa- 
tion, stretching,  beading,  or  other  distortions 
of  the  cystic  artery  or  a tumor  strain  within  a 
thickened  wall  of  the  gallbladder,  or  both,  have 
been  described. Should  the  liver  be  invaded 
similar  changes  are  seen  within  the  intrahe- 
patic  vasculature  as  well.  An  abdominal  aorto- 
gram  was  obtained  in  only  one  of  our  cases 
and  revealed  changes  considered  indicative  of 
carcinoma  of  the  gallbladder  (Fig  1).  Thus  ar- 
teriography would  seem  to  be  the  only  method 
by  which  one  could  obtain  definite,  direct  evi- 
dence of  carcinoma  of  the  gallbladder  short  of 
exploratory  laparotomy. 

Liver  scans  also  are  of  value  but  are  not 
diagnostic  unless  the  hepatic  parenchyma  has 
been  invaded.  This  is  dependent  upon  the 
demonstration  of  an  area  of  decreased  radio- 
activity in  the  region  of  the  gallbladder  bed. 
Four  liver  scans  were  obtained  prior  to  explora- 
tory laparotomy  in  the  present  series;  three 
were  abnormal  although  none,  in  and  of  them- 
selves, suggested  the  exact  diagnosis.  How- 
ever, since  the  defect  is  within  the  region  of 
the  gallbladder  bed,  it  may  suggest  or  serve  to 
confirm  the  diagnosis  (Fig  1). 

Treatment:  The  treatment  is  surgical.  Usu- 
ally this  is  either  some  type  of  palliative  pro- 
cedure, since  the  disease  is  so  extensive,  or 
simple  cholecystectomy  because  the  presence 
of  tumor  is  not  known.  Extended  radical  resec- 
tions are  proposed  by  some.^O’^®’^®  Theoret- 
ically, in  early  cases  grossly  limited  to  the 
gallbladder,  the  outlook  might  be  improved  by 
extending  the  resection  to  include  the  wedge  of 
surrounding  liver,  or  partial  hepatectomy  and 
lymph  node  dissection  in  continuity  along  the 
line  of  drainage.  In  order  to  discover  early 
cases  amenable  to  these  procedures,  every 
cholecystectomy  tissue  specimen  should  be 
opened  in  the  operating  room  and  inspected 
for  papillary  growths  or  unusual  thickness  of 
the  gallbladder  wall.'^  Unusual  adherence  of 
the  gallbladder  to  the  surrounding  liver  par- 
enchyma also  should  arouse  suspicion.  Ten  to 
15%  of  biliary  intestinal  fistulas  are  associ- 
ated with  carcinoma  of  the  gallbladder.  Frozen 
section  examination  of  such  tissue  should  then 
be  performed.  If  carcinoma  is  encountered. 
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the  operative  procedure  can  then  be  extended 
accordingly.  At  best,  however,  the  evidence  to 
support  extended  resection  is  meager.  In  most 
series,  only  15-30%  of  patients  are  found  to 
have  disease  sufficiently  limited  to  allow  resec- 
tion.^ Even  extended  radical  procedures  have 
not  increased  the  survival  time.  Should  one  re- 
operate and  perform  an  extended  resection  on 
a patient  in  whom  the  disease  was  not  appar- 
ent at  cholecystectomy  and  in  which  the  diag- 
nosis was  found  unexpectedly  after  surgery 
during  the  pathologic  examination?  The  advan- 
tages of  so  doing  remain  more  theoretical  than 
practical. 

In  the  present  series,  the  carcinoma  was 
immediately  evident  in  nine  cases  at  laparot- 
omy. In  six  the  disease  was  so  extensive  that 
only  a biopsy  could  be  performed.  In  two  of 
these  six,  a gastrojejunostomy  was  required  to 
relieve  gastric  outlet  obstructions.  In  three,  a 
palliative  cholecystectomy  was  performed.  All 
nine  patients  died  within  five  months. 

The  diagnosis  was  not  immediately  evident 
in  five  cases.  In  four,  the  carcinoma  was  an 
unexpected  pathologic  finding  in  the  cholecys- 
tectomy specimen.  The  disease  was  limited  to 
the  gallbladder  wall  in  each  case.  One  of  the 
four  patients  underwent  a common  duct  ex- 
ploration, and  a common  duct  stone  was  found 
and  removed.  In  another  patient  a hiatal  hernia 
was  repaired.  None  were  subjected  to  any 
further  surgery  and  all  four  survived.  In  the 
fifth  case,  the  gallbladder  was  opened  in  the 
operating  room  and  a papillary  growth  was 
discovered  in  the  fundus.  The  frozen  section 
diagnosis  was  undifferentiated  adenocarci- 
noma. There  were  no  obvious  metastases.  A 
wedge  resection  of  the  liver  was  performed. 
The  patient  died  of  the  disease  nine  months 
postoperatively. 

Prognosis:  Carcinoma  of  the  gallbladder  re- 
mains an  extremely  lethal  disease.  Indeed  it 
has  been  said  that  the  only  patients  with  any 
chance  of  a favorable  outcome  are  those  upon 
whom  a cholecystectomy  is  performed  and  the 
carcinomas  are  discovered  unexpectedly  upon 
opening  the  gallbladder.  Gerst^  reports  seven 
long-term  survivors  (32%)  in  22  patients  who 
underwent  cholecystectomy  only  and  in  whom 
the  tumor  was  thought  to  have  been  com- 
pletely excised.  In  most  series,  however,  even 
short-term  survivals  of  one  year  or  more  ap- 
proach only  10-15%. Three-  to  five-year 


survivals  in  the  overall  group  of  patients  with 
carcinoma  of  the  gallbladder  are  negligible, 
usually  2-5%. 

In  the  present  series,  ten  patients  have  died, 
two  within  1 month  of  exploratory  laparotomy 
and  eight  between  1.25  and  9 months.  The 
average  survival  time  in  the  latter  group  was 
3.6  months,  and  in  the  overall  group  of  those 
who  died  it  was  2.9  months.  Four  are  living 
and  well,  two  at  10  months,  one  at  20  months, 
and  one  at  23  months  postoperatively.  The 
only  patients  to  survive  are  those  wherein  the 
tumor  was  found  by  the  pathologist  unexpect- 
edly upon  examination  of  the  specimen.  In  all 
survivors  the  carcinoma  was  limited  to  the 
gallbladder  wall  without  penetration  of  the 
serosa.  One  of  these  is  the  youngest  patient, 
age  41,  with  gangrenous  cholecystitis  and  gen- 
eralized peritonitis:  the  specimen  contained 
only  carcinoma  in  situ.  This  patient’s  mother 
died  of  carcinoma  of  the  gallbladder.  Another 
of  the  survivors  was  the  oldest  patient  in  the 
series,  83  years.  She  was  jaundiced  at  the  time 
of  laparotomy  and  had  a stone  within  the  com- 
mon duct.  The  tumor  was  limited  to  the  gall- 
bladder and  penetrated  to,  but  not  through, 
the  serosa. 

Comment:  It  is  apparent  that  early  diagnosis 
of  carcinoma  of  the  gallbladder  is  necessary  if 
one  is  to  achieve  a cure,  but  this  goal  remains 
as  elusive  as  it  does  desirable.  Frustrated  in  this 
effort,  one  naturally  turns  toward  the  possibil- 
ity of  prophylaxis.  Etala^®  noted  an  incidence 
of  18%  calcified  or  porcelainized  gallbladders 
in  his  series  of  78  carcinomas  of  the  gallblad- 
der. In  reviewing  the  incidence  of  carcinoma 
of  the  calcified  gallbladder,  PolM®  found  an  in- 
cidence of  11%.  If  these  figures  could  be 
substantiated,  this  would  be  a truly  significant 
incidence  and  a definite  indication  for  chole- 
cystectomy. Seventy  to  90%  of  carcinomas  of 
the  gallbladder  are  associated  with  calculi.  The 
incidence  of  gallstones  in  the  general  popula- 
tion over  age  30  is  considered  to  be  10-12% 
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with  some  estimates  as  high  as  20%.^®  In 
those  with  gallstones,  the  risk  of  development 
of  carcinoma  of  the  gallbladder  varies  from 
0.6%-^  to  6.2%®,  and  1%  is  a realistic  fig- 
ure.To  perform  cholecystectomies  in  10-20% 
of  the  population  solely  to  prevent  the  devel- 
opment of  carcinoma  in  1%  of  those  operated 
upon  is  neither  justifiable  nor  practical.  Even 
if  this  could  be  construed  as  justifiable,  the 
problem  would  not  be  completely  eliminated 
since  10-30%  are  not  associated  with  calculi. 
In  addition,  one-third  of  the  patients,  many 
with  advanced  disease,  are  asymptomatic  until 
six  months  or  less  before  the  diagnosis  is 
made.  The  stones  are  quiescent  until  carci- 
noma develops. 

While  the  prevention  of  carcinoma  does  not 
appear  to  be  a justifiable  primary  indication  for 
cholecystectomy,  there  is  strong  evidence-  -®--^ 
that  cholecystectomy  is  indicated  in  order  to 
avert  the  nonmalignant  complications  of  calcu- 
lous disease  such  as  recurrent  colic,  common 
duct  stone,  acute  cholecystitis  cholangitis,  hep- 
atitis, pancreatitis,  gallstone  ileus,  and  other 
fistulous  disorders.  In  well  controlled  series, 
one-third  to  one-half  of  all  patients  followed 
5-10  years  after  diagnosis  of  gallstones  have 
required  surgery  for  one  of  these  complica- 
tions, regardless  of  the  initial  degree  and  se- 
verity of  symptoms.  The  present  mortality  for 
elective  cholecystectomy  is  0.47%.'’  With  ad- 
vancing age  and  severe  complications,  this 
figure  increases  to  7.2%.®’^^  Beyond  age  50, 
the  operative  morbidity  and  mortality  increase 
progressively,  not  only  because  of  the  increased 
incidence  of  nonmalignant  complications,  but 
also  because  of  the  increase  in  associated 
heart  disease,  diabetes,  obesity,  hypertension, 
and  renal  disease.  The  incidence  of  carcinoma 
of  the  gallbladder  increased  to  6-12%  in  pa- 
tients over  age  70  who  are  operated  upon  for 
biliary  disorders.  This  incidence  parallels  and 
approximately  equals  the  increased  mortality 
for  cholecystectomies  with  increasing  age. 

Cholecystectomy  is  indicated  early  in  the 
course  of  cholelithiasis  when  there  are  fewer 
associated  diseases  and  before  advancing  age 
escalates  the  risk  of  surgical  morbidity  and 
mortality.®  As  cholecystectomies  are  performed 
to  prevent  nonmalignant  complications,  the 
future  development  of  carcinoma  will  be  obvi- 
ated. Still,  the  complete  eradication  of  carci- 


noma is  unlikely  since  a significant  percentage 
of  patients  remain  completely  asymptomatic 
until  shortly  before  the  diagnosis  is  made. 
Once  carcinoma  has  developed,  there  is  little 
that  can  be  done  to  improve  the  survival  rate. 
Certainly  this  is  true  when  there  is  evidence  of 
disease  beyond  the  gallbladder. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


An  excerpt 
from  No.  i 
of  a new  series 
Searle' 


The  Ecology 
of  Birth  Control” 


7^million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
UnitedStates  — attributable  in  no  small 
measure  to  the  widespread  use  of  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  “only”  has  an  ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  of  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  of  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  and 
others  in  the  series  as  they  appear, 
please  write  to  Searle  or  ask  your  Searle 
representative.  Explored  in  the  forth- 
coming issues  will  be  the  role  of  birth 
control  on  family  pressures  and  its 
effects  on  the  family;  the  influences  of 
poverty,  ethnic  factors  and  marital 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


An  original  contribution 
to  the  science  of  contraception 

Dem/ulen 

Each  tablet  contains  1 mg.  ethynodiol  dlacetate/50  meg,  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects.. .with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication— Demulen  is  indicated  for  oral  contraception. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 


Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  Im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  '•’  leading  to  this  conclusion,  and 
one"*  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates'* in  the  United  States  found  a relative  risk  of  4,4,  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  In  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  tor  any  patient  who  has  missed  twe  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  In  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

Astatistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions.e.g.,  retinal  thrombosis  and  optic  neurit  is. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mentaldepression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII.  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  P uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  i3.-267-279  (May)  1967. 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  R:  Investigation  of  Deaths  from  Pulmonary, 
Coronary  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2.193-199  (April  27)  1968.  3.  Vessey,  M.  P,  and  Doll,  R.:  In- 
vestigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboem- 
bolic Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969.  4. 
Sartwell.  P E.;  Masi,  A.  T.;  Arthes,  F,  G.;  Greene,  G.  R , and  Smith,  H.  E.:  Throm- 
boembolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study, 
Amer.  J.  Epidem.  90:365-380  (Nov.)  1969.  1A2 
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Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 
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Diagnostic  aids 
for 

immunologic  disorders 


ROBERT  L.  PALMER,  MD 

Several  laboratory  tests  which  may  aid  the  prac- 
titioner in  diagnosing  and  evaluating  the  treat- 
ment of  patients  with  immunologic  disorders  are 
presented.  The  description  of  the  methodology 
that  lies  behind  these  tests,  for  example  the  de- 
termination of  betaic  globulin,  should  help  the 
physician  in  understanding  the  pathophysiology 
of  a great  many  of  the  immunologic  disorders  and 
be  of  benefit  to  the  practitioner  who  may  be  un- 
familiar with  many  newer  laboratory  procedures. 
Summaries  are  provided  along  with  some  clinical 
applications  in  the  areas  of  serum  proteins  and 
immunoglobulins , IgE  and  histamine  release,  im- 
munofluorescent  techniques,  and  serum  betaic 
globulin  and  complement. 

MULTIPLE  LABORATORY  PROCEDURES  may 

aid  the  physician  in  diagnosing  and  evaluating 
the  treatment  of  patients  with  immunologic 
disorders.  By  reviewing  some  of  the  methodol- 
ogy behind  the  laboratory  tests,  insight  into  the 
pathophysiology  of  the  immunologic  disorders 
may  be  gained. 

Advances  in  Immunology:  New  concepts  have 
arisen  concerning  the  complex  mechanisms 
that  permit  the  body’s  distinction  between  alien 
and  self  antigens  in  the  immune  reaction.^ 
These  mechanisms  may  be  categorized  in  two 
ways:  (1)  production  by  lymphocytes  and  plas- 
ma cells  of  circulating  serum  protein  with  spe- 
cific antigen-antibody  reactivity,  and  (2)  prolif- 
eration of  specialized  imrnunocytes  in  which  the 
system  for  recognizing  the  foreign  antigenic 
material  lies.  The  thymus  gland  is  of  primary 
importance  in  this  self  recognition  system;  the 
exact  relationship  of  bone  marrow  lymphocytes 
to  the  thymic  system  remains  unexplained. 


Diseases  such  as  hay  fever,  rheumatic  fever, 
lupus  erythematosus,  Goodpasture’s  syndrome, 
periarteritis  nodosa,  and  acute  glomerulo- 
nephritis are  no  longer  quite  so  difficult  to  un- 
derstand. Many  other  diseases  in  which  hypo- 
gammaglobulinemia or  hypergammaglobuline- 
mia has  been  found  have  been  investigated 
and  more  light  has  been  shed  upon  their  patho- 
physiology. Probing  into  the  various  immuno- 
globulins has  disclosed  new  IgG  subgroups 
such  as  IgGi,  IgGo,  IgGs,  and  lgG4  as  well  as 
the  new  immunoglobulins,  gamma  D of  un- 
known function  and  gamma  E with  its  reaginic 
capacity  in  relation  to  hypersensitivity  states. ^ 
An  immunoglobulin  of  one  type  may  modify 
the  activity  of  another  immunoglobulin  and  en- 
hance or  block  its  action.  Studies  of  the  various 
rejection  phenomena  that  occur  after  organ 
transplantation  continue  to  show  that  the 
greatest  difficulty  in  host  acceptance  lies  in  the 
area  of  the  immune  reaction  in  which  the  alien 
tissue  is  rejected.  Most  of  these  reactions  are 
of  the  immunocyte  or  cell  mediated  type  and 
few  are  due  to  circulating  antibodies — except 
perhaps  for  the  hyperacute  rejection  phenom- 
ena. The  use  of  antilymphocyte  sera  as  well  as 
thoracic  duct  cannulation  with  immunocyte  or 
lymphocyte  depletion  has  prolonged  survival  of 
homografts  to  a notable  degree  without  resort- 
ing to  the  immunosuppressant  drugs  for  pri- 
mary effect. 

A field  of  equal  interest  is  that  of  tumor  biol- 
ogy in  which  the  host  for  some  unknown  reason 
develops  immunologic  tolerance  to  neoplasia, 
perhaps  due  to  blocking  antibodies  which  hin- 
der the  activity  of  the  host’s  immunologic  sur- 
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Fig  1 . Electrophoretic  separation  of  major  human 
serum  proteins  on  filter  paper  strip. 

The  curve  was  plotted  from  points  obtained  with 
a photoelectric  densitometer. 


Fig  2.  Immunoglobulin  fractions  IgG,  IgA,  and  IgM 
primarily  underlying  the  gamma  and  beta 
globulin  migrations  in  zone  electrophoresis. 
Immunoglobulins  are  indistinguishable  by  this  method 
due  to  similar  electrophoretic  properties. 


veillance  system. ^ Similarly,  the  fact  that  onco- 
genic viruses  may  play  a role  in  the  develop- 
ment of  malignant  disease  implies  that  possible 
specific  tolerance  to  neoplasia  or  to  the  virus 
could  be  eliminated;  intolerance  developed;  the 
grovd:h  rate  of  the  neoplasm  stopped;  and  the 
neoplastic  tissue  rejected  by  the  host.  Serologic 
techniques,  such  as  complement  fixation,  im- 
munofluorescence, immunodiffusion,  and  cyto- 
toxic techniques  have  contributed  significantly 
to  the  identification  and  investigation  of  tumor 
antigens  in  animals  when  appropriate  antisera 
became  available.  Unfortunately,  human  tu- 
mors have  shown  only  inconclusive  evidence  of 
similar  specific  antigenicity. 

Laboratory  Procedures:  Specific  laboratory  tests 
may  aid  in  understanding  immunologic  disor- 
ders and  in  diagnosing  them. 

Zone  Electrophoresis,  Immunoelectrophoresis, 
Electroimmunodiffusion,  and  Immunoglobulins: 
Migration  of  proteins  in  an  electrical  field 
was  first  perfected  by  Tiselius^  in  1937.  In 
zone  electrophoresis,  a stabilizing  media  such 
as  paper,  cellulose  acetate,  or  agar  gel  serves 
to  trap  migrating  proteins  which  can  be  stained 
and  examined  later.  In  Fig  1,  a system  of  five 
distinct  protein  bands  can  be  observed  along 
with  the  typical  densometric  pattern  of  peaks 
and  valleys.  If  attention  is  focused  on  the  area 
of  the  gamma  and  the  beta  globulin  fractions 
after  zone  electrophoresis,  one  will  note  that 
this  is  where  the  immunoglobulins  reside  (Fig 
2).  These  are  IgG,  IgA,  IgM,  IgD,  and  IgE^ 
which  produce  the  immunoelectrophoretic  pat- 
tern. 

The  usual  5 bands  are  increased  to  about 
25  bands  when  a molecular  sieve  is  used;  ie, 
starch  or  acrylamide  gel  instead  of  paper,  etc. 
This  sieve  separates  protein  molecules  on  the 
basis  of  electrophoretic  mobility  and  on  the 
basis  of  molecular  size.  However,  the  25  pro- 
tein bands  are  complex  and  difficult  to  inter- 
pret. Mobility  depends  not  only  upon  the  size, 
shape,  and  charge  of  the  protein  but  also  upon 
the  protein-media  relationship  as  well  as  the 
electrical  charge  of  the  buffer  system.  There- 
fore, many  variables  persist  in  electrophoretic 
analysis. 
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Fig  3.  Single  gel  diffusion 
method  for  quantitation 
of  antigen  using  a known 
control.  Antigen  is  placed  in 
well;  antibody  has  been 
mixed  with  the  agar  gel. 


When  protein  is  placed  in  a well  made  in 
the  media  (ie,  agar  gel  without  an  electrical 
charge),  the  protein  will  diffuse  in  concentric 
rings  or  radiate  about  the  well.  The  amount  of 
antigen  can  be  measured  if  the  antibody  is 
mixed  with  the  media  and  the  size  of  the  ring 
is  compared  with  a standard  (Fig  3).  This  meth- 
od is  called  single  gel  diffusion.  If  a trench  is 
cut  in  the  agar  media  and  an  antibody  placed 
in  the  trench  (instead  of  mixing  it  with  the 
media)  the  antigen  in  the  trench  will  react 
against  the  aforementioned  protein  and  the  in- 
teraction between  the  antigen  and  the  antibody 
will  cause  a precipitin  line  to  form.  The  precipi- 
tin band  forms  at  the  points  where  the  two 
diffusion  patterns  meet  and  is  dependent  upon 
the  size  of  the  molecules,  their  concentration, 
and  their  adherence  to  the  media.  This  method 
is  called  double  gel  diffusion. 

Combining  the  techniques  of  electrophoresis 
and  double  gel  diffusion  creates  the  process 
called  Immunoelectrophoresis;®  ie,  the  unknown 
proteins  are  separated  on  agar  in  an  electrical 
field  and  a specific  antibody  (or  antibodies)  is 
added  to  the  trench  or  well  to  cause  an  immu- 
noprecipitin  line  or  lines  to  form.  Both  antigen 
and  antibody  are  moving  through  the  gel. 

Because  specific  antigen-antibody  reactions 
produce  characteristic  precipitin  lines,  immuno- 
electrophoresis  is  a valuable  method  for  sepa- 
rating complex  bands  of  proteins  in  a mixture. 
A protein’s  diffusibility  and  its  electrical  charge 
are  activated  and  as  many  as  29  precipitin 
bands  may  be  seen  if  polyvalent  antisera  and 
human  serum  are  used  (Fig  4).  The  specific 
positions  of  the  protein  bands  are  relatively 


stable  and  the  shape  of  the  pattern  is  con- 
sistent. 

Because  the  position  and  the  shape  of  an 
antigen-antibody  immunoprecipitin  band  is  con- 
sistent and  stable,  any  deviation  in  the  pattern 
is  abnormal  and  is  due  to  an  abnormal  antigen. 
Hence,  any  of  the  bands  may  be  distorted  if  a 
particular  immunoglobulin  is  in  excess.  If  the 
concentration  of  IgG  is  above  the  normal  range, 
as  in  lupus  erythematosus,  a distorted  IgG  pre- 
cipitin band  or  dysproteinemia  might  be  seen. 
In  certain  conditions,  several  antigens  may  not 
be  identical  but  they  may  have  the  same  elec- 
trophoretic mobility  and,  therefore,  their  immu- 
noprecipitin bands  will  occur  in  the  same  area. 
This  will  give  the  appearance  of  a paraprotein 
such  as  is  seen  in  multiple  myeloma  (Fig  5). 

Electroimmunodiffusion  consists  of  single  gel 
diffusion  in  an  electrical  field;  ie,  the  antibody 
is  mixed  with  the  media;  the  antigen  or  test 
material  is  placed  in  the  well;  and  an  electrical 
charge  applied.  This  procedure  is  valuable  for 
quantitating  small  amounts  of  proteins  or  im- 
munoglobulins in  body  secretions  such  as  sali- 
va and  spinal  fluid.  The  standard  and  the  un- 
known quantities  are  inoculated,  electropho- 
resed,  and  the  lengths  of  the  precipitin  bands 
are  measured — the  greater  the  concentration 
of  the  antigen,  the  longer  the  precipitin  band 
(Fig  6). 

Because  myeloma  proteins  are  true  repre- 
sentatives of  an  immunoglobulin  class,  new 
insights  have  developed  from  studying  large 
quantities  of  these  proteins  which  have  allowed 
an  unequalled  opportunity  to  analyze  a specific 
immunoglobulin.  From  these  studies,  it  has 
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Fig  4.  Immunoelectrophoresis  of  human  serum 
proteins.  (Lloyd  Bros.,  Inc.,  Cincinnati,  Ohio.) 


been  learned  that  the  basic  elements  in  the 
structure  of  the  immunoglobulin  molecule  are 
two  identical  light  chains  and  two  identical 
heavy  chains  united  by  disulfide  bonds  and 
weak,  noncovalent  forces  (Fig  7).  Each  light 
chain  of  the  molecule  is  comprised  of  about 
214  amino  acid  residues;  and  each  heavy  chain 
consists  of  about  446  residues.  The  four  chains 
are  divided  into  a variable  region  of  115  amino 
acids  and  a nonvariable  region.  Because  a large 
variety  of  sequences  would  be  necessary  for 
intra-action  of  the  immunoglobulin  with  various 
antigens,  the  function  of  the  variable  region  is 
to  recognize  and  combine  with  the  specific 
antigen.  The  nonvariable  or  constant  region  is 
responsible  for  other  immunologic  activities 
such  as  reaction  with  complement  after  the 
antibody  is  bound  to  the  antigen.  Studies  of 
the  varieties  of  amino  acid  sequences  will  make 
it  possible  to  relate  variations  in  specificity. 
Specificity  may  be  studied  by  x-ray  crystallog- 
raphy which  attempts  to  physically  define  the 
combining  sites  of  the  antibody  and  antigen, 
much  like  a lock  and  key  relationship. ^ 

IgE  and  Leukocyte  Histamine  Release:  Cor- 
relation of  the  results  of  skin  tests  with  a pa- 
tient's symptomatic  response  to  an  allergen 
either  before  or  after  immunotherapy  has  al- 
ways been  difficult  for  the  allergist.  Direct  skin 
testing  to  allergens  has  been  recognized  as 
being  unreliable.  Recent  investigations  have 
shown  that  there  may  be  a direct  relationship 
between  the  severity  of  any  allergic  illness  and 
the  serum  level  of  reaginic  antibody  IgE.®  How- 
ever, the  levels  of  IgE  are  so  small  that  they 
are  not  reflected  in  the  zone  serum  protein 
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Fig  5.  Immuno- 
electrophoretic 
pattern  in  a patient 
with  IgG  multiple 
myeloma.  Normal 
IgG  precipitin 
band  is  seen  near  the 
upper  well. 


electrophoretic  pattern  even  in  persons  \A/ith 
severe  allergic  diseases.  Quantitation  of  IgE  can 
be  achieved  by  using  electroimmunodiffusion 
or  immunoelectrophoresis  techniques  which 
have  already  been  described.  These  techniques 
may  be  modified  and  made  more  sensitive  by 
radioactive  labeling  of  the  antigen  or  antibody. 

When  serum  and  leukocytes  from  an  allergic 
donor  are  incubated  in  vitro  and  his  allergen 
(ie,  ragweed  antigen  E)  is  added  to  the  sys- 
tem, histamine  is  released.^'’  This  reaction  is 
thought  to  be  a cell  surface  phenomenon  me- 
diated by  IgE  reacting  with  the  antigen.  The 
amount  of  histamine  remaining  in  the  leuko- 
cytes and  that  released  In  the  supernatant  can 
be  determined  by  a quantitative  fluorometric 
method.  This  system  is  of  importance  in  sev- 
eral ways:  (1)  an  independent  evaluation  of 
cellular  reactivity  to  antigen  can  be  achieved; 
(2)  changes  in  the  level  of  blocking  antibody 
in  the  patient’s  serum  can  be  evaluated  during 
immunotherapy  because  histamine  release  is 
diminished  if  the  blocking  antibody  increases 
in  the  serum;  and  (3)  prediction  of  future  aller- 
gic sensitivity  may  be  possible  by  reacting  anti- 
immunoglobulin E antibody  with  IgE  in  the 
presence  of  the  patient’s  leukocytes  and  deter- 
mining leukocyte  sensitivity  by  histamine  re- 
lease. This  type  of  allergic  reaction  substitutes 
anti-immunoglobulin  E antibody  for  the  antigen 
and  as  such  is  nonspecific,  but  this  combi- 
nation still  sensitizes  leukocytes  from  persons 
with  potential  atopy. 

An  example  of  the  leukocyte  histamine  re- 
lease test  is  seen  in  Fig  8.  The  sensitivity  of  a 
patient’s  leukocytes  (measured  by  the  percent- 


ELECTROIMMUNODIFFUSION 

Fig  6.  Electroimmunodiffusion  combines  the 
principles  of  single  gel  diffusion  and 
electrophoresis  and  is  of  value  in  quantitating  small 
amounts  of  protein.  (From  Claman  et  al.'‘) 
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Fig  7.  The  basic  structure  of  the  immunoglobulin 
molecule  is  made  up  of  two  heavy 
polypeptide  chains  (FI)  and  two  light  chains  (L). 
The  chains  are  linked  by  disulfide  bonds. 
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UNITS  OF  RAGWEED  ANTIGEN  E 

Fig  8.  Comparison  of  histamine  released  in  vitro 
from  sensitized  leukocytes  when  challenged 
with  ragweed  antigen  E (1)  prior  to  desensitization  and 
(2)  during  immunotherapy. 


Fig  9.  Diagrammatic  representation  of  the  indirect 
fluorescent  antibody  reaction.  (Modified  from 
Cherry  and  associates.^'^) 


age  of  histamine  released)  to  ragweed  antigen 
E is  shown  to  diminish  after  the  patient  devel- 
ops more  and  more  blocking  antibody  during 
immunotherapy.  This  decrease  in  leukocyte  sen- 
sitivity may  be  correlated  with  the  patient’s 
clinical  improvement. 

Immunofluorescent  Techniques:  Antigen-anti- 
body complexes  can  be  detected  by  direct  mic- 
roscopic examination  when  the  antibody  is  la- 
beled with  a fluorescein  dye.  The  tagged  anti- 
body reacts  specifically  with  its  homologous 
antigen  and  gives  off  a yellow-green  light  when 
viewed  under  ultraviolet  light. 

Several  different  types  of  immunofluorescent 
reactions  are  characterized  as  follows: 

Direct  staining  of  fixed  tissue  sections  is  ac- 
complished by  exposure  for  several  minutes  to 
the  homologous  fluorescent  antibody;  washing 
it  to  remove  excessive  antibody;  then,  examin- 
ing it  by  a dark  field  method  using  light  micro- 
scopy. An  unknown  antigen  present  in  a pro- 
tein immunoglobulin,  or  microorganism,  can  be 
identified  by  this  method.  Several  problems 
due  to  nonspecific  staining  and  antigenic  cross 
reactivity  may  be  encountered. 

In  the  inhibition  test,  the  antigen  is  first 
made  to  react  with  unlabeled  antibody  and 
then  to  labeled  antibody.  If  both  antibodies  are 
similar,  the  antigen  will  not  be  fluorescent.  This 
test  may  be  used  to  evaluate  antibody  speci- 
ficity as  well  as  to  check  for  quantities  of  un- 
known antibody  in  serum. 

The  indirect  fluorescent  antibody  test  is  a 
two-stage  procedure  in  which  antigen  is  first 
made  to  react  with  unlabeled  homologous  anti- 
body in  serum.  The  antigen-antibody  complex 
is  then  labeled  by  inducing  its  reaction  with 
fluorescein-tagged  antihuman  serum  antibody, 
which  has  an  affinity  for  the  initial  homologous 
antibody  (Fig  9).“  The  antibody  in  the  test 
serum  acts  as  an  antibody  in  the  first  reaction 
and  as  an  antigen  in  the  second.  This  frequent- 
ly used  method  is  valuable  for  checking  for 
antibodies  in  human  serum  such  as  the  anti- 
nuclear factor  in  systemic  lupus  erythematosus 
(ie,  rat  liver  cells  are  incubated  on  a slide  with 
serum  from  a patient  who  is  suspected  of  hav- 
ing systemic  lupus  erythematosus).  If  antinu- 
clear factor  is  present  in  the  patient’s  serum, 
it  will  attach  to  the  rat  liver  cell  nuclei.  The 
serum  is  washed  away,  and  fluorescein  conju- 
gated antibody  is  added  to  react  with  the  pos- 
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Fig  10.  The  comple- 
ment system.  Activity 
of  the  system  may 
he  measured  by  the 
blood  level  of 
hetOjfy  globulin 
representing  C’3. 


sible  antinuclear  factor  antibody.  Fluorescence 
of  the  liver  cells  may  be  observed  and  can  be 
quantitated  by  making  dilutions  of  the  patient’s 
test  serum.  This  procedure  is  useful  for  check- 
ing for  other  antibodies  directed  against  self 
antigen,  for  example,  the  antimuscle  tissue  fac- 
tor in  myasthenia  gravis  as  well  as  the  immu- 
noglobin  fraction  in  which  the  antibody  lies.^^ 

Serum  BetOic  Globulin  and  Complement:  In 
the  past  few  years,  the  field  of  complement 
research  has  expanded  into  diverse  clinical  and 
experimental  directions.  The  role  of  comple- 
ment in  inflammatory  reactions,  even  when  un- 
related to  antibody,  is  attracting  more  and 
more  attention.  Finding  methods  by  which  com- 
plement activity  may  be  inhibited  is  an  area  of 
increasing  interest  since  the  destructive  im- 
mune responses  mediated  by  complement  may 
be  suppressed  and  the  inflammatory  reactions 
altered. 

Correlation  between  a lower  betaic  globulin 
in  sera,  as  measured  by  single  gel  diffusion 
(Fig  3),  and  certain  diseases  has  been  suggest- 
ed.Betaic  globulin  contains  the  activity  of 
the  third  component  of  complement,  and  serial 
measurements  with  respect  to  C’3  complement 
can  be  performed  by  measuring  this  beta  glob- 
ulin. Lowered  betaic  titers  may  be  found  in 
some  forms  of  chronic  glomerulopathies,  in 
acute  nephritis,  in  systemic  lupus  erythemato- 
sus, in  plasma  cell  hepatitis  associated  with 
kidney  damage,  in  rapid  rejection  of  renal 
homografts,  and  in  experimental  serum  sick- 
ness in  rabbits. Therefore,  the  level  of  betaic 
globulin  might  be  used  as  a measure  of  disease 
activity  or  as  an  aid  in  diagnosing  persistent 
glomerulonephritis  of  the  hypocomplementemic 
type.i^  A definite  pathologic  role,  however,  has 


not  been  given  to  complement  in  any  disease 
state. 

In  Fig  10,  the  complement  system  is  shown 
to  be  interrelated  with  many  mediators  of  aller- 
gic and  immunologic  reactions.  Although  angio- 
edema  is  acquired  in  most  instances,  this 
symptom  relates  to  genetically  determined  ab- 
normalities of  serum  protein  in  a small  number 
of  patients.  There  is  a functional  deficiency  of 
the  normal  serum  alpha  2 globulin  inhibitor  of 
the  first  component  of  complement  (Fig  10). 
Determinations  of  the  inhibitor  of  the  first  com- 
ponent of  complement  may  be  made  directly 
by  radial  immunodiffusion  or  indirectly  by  dem- 
onstrating the  consequences  of  the  inhibitors’ 
absence,  ie,  the  increased  destruction  by  an 
uninhibited  C’l  of  the  second  and  fourth  com- 
ponents of  complement.^® 

Rarely  can  the  diagnosis  of  a specific  immu- 
nologic disease  be  made  from  one  of  the  afore- 
mentioned laboratory  tests,  but  together  they 
do  aid  in  the  understanding,  in  the  diagnosis, 
and  in  the  management  of  many  of  the  immu- 
nologic disorders. 
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The  scored,  elliptical  tablet  is  light 
violet.  The  elixir  is  deep  violet  in  color 
and  grape-flavored. 

ACTIONS  Each  component  of  Nilcol  has 
been  selected  to  provide  symptomatic  re- 
lief of  congestion  and  cough  in  upper 
respiratory  disorders. 

Phenylpropanolamine  hydrochloride  is 
a vasoconstrictor  v\/hich  reduces  conges- 
tion of  the  nasopharyngeal  mucosa. 
Chlorpheniramine  maleate,  a widely  used 
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nasal  and  bronchial  congestion,-  coughs 
and  other  symptoms  of  respiratory  infec- 
tions including  influenza  and  the  com- 
mon cold;  other  respiratory  conditions 
such  as  sinusitis,  allergic  rhinitis  or  hay 
fever. 

CONTRAINDICATION  Hypersensitivity 
to  any  ingredient. 

PRECAUTIONS  Because  of  the  possibility 
of  drowsiness,  patients  should  be  cau- 
tioned against  driving  and  operating 
machinery.  Administer  with  caution  to  pa- 
tients with  hyperthyroidism,  hypertensive 
cardiovascular  disease,  diabetes  mellitus 
and  liver  disease.  Use  in  pregnancy  is  not 
recommended. 

ADVERSE  REACTIONS  Anxiety,  restless- 
ness, tension,  insomnia,  tremor,  weakness, 
headache,  vertigo,  sweating,  nausea, 
and  vomiting  may  possibly  occur. 
SUPPLIED  Tablets  in  bottles  of  100.  Elixir 
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Each  IS  ml  of  elixir  contains:  Phenylpropanolamine  HCI  2S  mg,  Chlorpheniramine  moleote  2 mg,  Glyceryl  guaiocolate  100  mg.  Dextromethorphan  HBr  IS  mg,  alcohol  10%. 


An  Expectorant  • An  Antihistamine 
A Decongestant  • A Non- Narcotic  Antitussive 


For  a complimentary  package,  send  your  Rx  with  the  name  Nilcol  written  on  it  to: 
Warner-Chilcott  Laboratories,  201  Tabor  Road,  Morris  Plains,  New  Jersey  07950. 
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Around  the  World 
in  80  Days”. . . 

^ . .An  expense-paid  trip  with  one  hitch  — 
a 60-day  hitch  in  a South  Viet  Nam  civilian  hospital 
delivering  vitally  needed  medical  care  to  the  people 
of  South  Viet  Nam. 

American  physicians  are  urgently  needed, 
especially  general  practitioners,  general  surgeons, 
internists,  ophthalmologists,  orthopedic  surgeons, 
pediatricians,  and  preventive  medicine  specialists. 

For  further  information  please  write  to: 

Program  Director 
Volunteer  Physicians  for  Viet  Nam 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


Your  help  is  needed  to  inform 
Texans  about  the  seriousness 
of  venereal  disease. 


Venereal  disease  continues  to 
strengthen  its  position  as  the  num- 
ber one  communicable  disease  in 
the  nation  simply  because  people 
are  not  aware  of  the  seriousness  of 
the  VD  problem  within  their  own 
communities  or  of  the  dangerous 
consequences  of  the  disease. 

Texas  had  the  highest  syphilis 
rate  in  the  nation  last  year  and 
also  ranked  very  high  in  the  inci- 
dence of  gonorrhea. 

As  part  of  a state-wide  educa- 
tional program  on  VD,  the  Texas 
Medical  Association  has  produced 
an  informative  pamphlet  for  free 
distribution  to  the  public.  You  can 
help  in  this  educational  program  by 
ordering  this  pamphlet  and  distrib- 
uting it  in  your  community. 

Particular  attention  needs  to  be 
directed  toward  young  people.  The 
majority  of  venereal  disease  cases 
in  Texas  are  among  the  15  to  24 
year  old  age  group  and  our  state 
now  is  reporting  10  percent  of  all 
the  venereally  infected  young  adults 
in  the  nation. 

Governor  Preston  Smith,  in  offi- 
cially proclaiming  Venereal  Disease 
Awareness  Month,  stated  that  “all 
citizens  are  urged  to  learn  of  the 
price  they  pay  for  their  silence  on 
the  subject  of  venereal  diseases, 
and  are  encouraged  to  participate 
in  venereal  disease  education  pro- 
gramming." 

Your  assistance  is  needed  to  help 
control  the  serious  spread  of  VD 
in  Texas. 


get  the  facts  / seek  early  treatment 


The  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
in  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VO  brought  a drop  m reported  cases 
after  World  War  II.  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VD  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  also  ranked  very  high 
in  the  incidence  of  gonorrhea. 

WHO'S  GETTING  IT?  Over  half  of  all  new  VD  in- 
fections are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  all  the  venereally  infected  young  adults 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  "free  love."  VD 
IS  not  contracted  from  towels,  dishes,  or  public 
toilets.  It  IS  spread  through  intimate  contact,  pri- 
marily sexual  intercourse,  with  someone  who  has  the 
disease. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

- FREE  - 
FROM  TMA 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 

Please  send  me copies  of  the  pamphlet, 

"VD  Is  Sex  Pollution.” 

Name 

Address 

City State Zi  p_ 


Robert  J.  Awe,  MD 
John  G.  Weg,  MD 
Joyce  S.  Davis,  MD 


Clinicopathologic 


The  patient,  a 50-year-old  waitress,  was  well 
until  four  months  prior  to  death  when  she  began 
to  suffer  shortness  of  breath  and  fatigability.  One 
week  before  admission  she  had  severe  dyspnea, 
low-grade  fever,  diffuse  chest  discomfort,  and 
swelling  of  the  right  thigh.  She  died  on  the  19th 
hospital  day. 

PROTOCOL:  Dr.  Awe:  The  patient  was  a 50- 
year-old  divorced  white  waitress  who  was  ad- 
mitted to  the  hospital  on  Nov  20,  1968,  be- 
cause of  shortness  of  breath.  She  had  been 
well  until  symptoms  of  progressive  fatigue  and 
dyspnea  with  exertion  began  four  months  ear- 
lier. Ten  days  before  entry,  paresthesias  de- 
veloped suddenly  in  her  left  arm  and  she  noted 
that  her  left  radial  pulse  was  absent.  During 
the  week  before  entry  she  had  tenderness  and 
swelling  in  her  right  thigh,  low-grade  fever, 
dyspnea  so  severe  that  she  could  breathe  only 
when  sitting  up,  diffuse  chest  discomfort  relat- 
ed to  respiration,  and  a nonproductive  cough. 
She  denied  hemoptysis  or  ankle  edema. 

She  lived  alone,  drank  six  beers  daily,  and 
ate  mostly  sandwiches  and  potato  chips.  Four 
years  before  entry  she  had  been  treated  for 
thrombophlebitis,  and  had  been  told  that  she 
had  hypertension  and  mild  diabetes  mellitus. 
She  had  hirsutism  and  scanty  menstrual  peri- 
ods for  many  years  and  had  never  been  preg- 
nant. 

Review  of  symptoms  included  an  episode 
of  bloody  diarrhea  several  months  previously, 
bowel  movements  which  had  decreased  in  fre- 
quency to  two  to  three  times  weekly  in  recent 
months,  hemorrhoids,  and  nocturnal  urinary 


frequency.  She  had  had  pains  in  her  finger 
joints  and  lower  back  for  20  years.  She  had 
lost  7 lb  in  recent  months. 

Physical  Examination:  On  admission  her 
blood  pressure  was  160/70  mm  Hg  in  the  right 
arm,  and  150/80  mm  Hg  in  the  left  arm.  Pulse 
rate  was  120/min  and  regular,  respirations 
were  27/min,  oral  temperature  was  100.6  F, 
and  weight  was  192  lb.  She  was  anxious,  obese, 
and  in  respiratory  distress.  Her  hair  distribution 
was  masculine,  with  temporal  balding,  and  her 
face  was  closely  shaven.  Her  nail  beds  and  con- 
junctivae  were  pale.  Small  hemorrhages  and 
microaneurysms  were  noted  on  examination  of 
the  retina.  The  jugular  venous  pressure  was 
normal.  The  respirations  were  shallow,  but  the 
lungs  were  resonant  to  percussion  and  clear  to 
auscultation.  The  heart  size  was  indeterminate. 
The  second  heart  sound  was  normal.  Gallop 
rhythm  was  heard  at  the  left  sternal  border  and 
apex.  No  murmurs  were  heard.  The  abdomen 
was  obese  and  nontender.  The  liver  and  spleen 
were  not  palpable.  Other  than  the  masculine 
escutcheon,  there  were  no  genital  or  pelvic 
abnormalities.  The  right  thigh  was  warm,  swol- 
len, and  slightly  tender.  There  was  pitting  ankle 
edema  (1+).  The  peripheral  pulses  were  pres- 
ent and  equal  bilaterally  except  for  the  left  rad- 
ial pulse  which  was  absent.  There  was  fusiform 
swelling  of  the  distal  interphalangeal  joints. 
Neurological  findings  were  normal. 

Laboratory  Data:  Laboratory  studies  dis- 
closed the  following  values:  hematocrit,  27%; 
hemoglobin,  9.2  gm/100  ml;  white  blood  cell 
count  (WBC)  11,900  with  57%  polys,  5%  ju- 
venile forms,  35%  lymphocytes,  2%  mono- 
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cytes,  and  1%  basophils.  Platelet  count  was 
258,000/cu  mm;  reticulocyte  count  was  4.5%. 
The  urine  had  a specific  gravity  of  1.025  with 
proteinuria  (1+),  with  no  sugar,  and  2-3  white 
cells  and  2-4  red  cells/high  power  field.  Blood 
glucose  level  was  270  mg/100  ml.  Values  for 
blood  urea  nitrogen  and  serum  sodium,  potas- 
sium, chlorides,  carbon  dioxide  combining  pow- 
er, and  calcium  were  normal.  A stool  guaiac 
examination  showed  no  occult  blood.  Reaction 
to  a serologic  test  for  syphilis  was  negative. 
On  a sample  of  arterial  blood,  the  pH  was  7.50, 
the  carbon  dioxide  pressure  was  24.6  mm  Hg, 
and  the  oxygen  pressure  was  50  mm  Hg.  There 
was  no  significant  change  in  the  partial  pres- 
sure of  oxygen  while  the  patient  breathed  28% 
oxygen.  An  electrocardiogram  demonstrated 
sinus  tachycardia  and  nonspecific  ST-T  wave 
abnormalities.  A roentgenogram  of  the  chest 
showed  cardiomegaly  with  no  evidence  of  fail- 
ure. The  peripheral  smear  and  bone  marrow 
aspirate  were  examined,  and  demonstrated  red 
blood  cells  which  were  normochromic  normo- 
cytic  to  hypochromic  microcytic  with  occasional 
polychromatic  macrocytic  cells.  Macronormo- 
blasts were  observed  in  the  marrow  aspirate. 
Stainable  iron  was  present.  Total  serum  iron 
was  86  /.ig/lOO  ml,  total  iron  binding  capac- 
ity was  426  /xg/lOO  ml,  and  saturation  was 
20.1%.  A bone  marrow  biopsy  showed  focal 
fibrosis  with  abnormal  cells  within  the  area  of 
fibrosis,  but  no  definitely  malignant  cells.  A 
lung  scan  on  the  day  of  entry  was  normal.  Car- 
diac catheterization  on  the  third  hospital  day 
showed  pulmonary  arterial  hypertension  (100/ 
25  mm  Hg)  and  normal  left  atrial  and  left  ven- 


tricular pressures.  The  catheter  passed  from 
the  right  atrium  to  the  left  atrium.  A right-to- 
left  shunt  at  the  atrial  level  was  demonstrated 
by  green  dye  curves.  The  oxygen  saturation  of 
the  blood  was  95%  in  the  pulmonary  vein  and 
78%  in  the  brachial  artery.  Selective  pulmonary 
artery  cineangiograms  showed  large  main  pul- 
monary arteries  with  rapid  diminution  in  size 
peripherally,  and  no  obvious  filling  defects 
within  the  arteries. 

Hospital  Course:  The  patient  was  treated 
initially  with  digoxin  for  six  days,  one  injection 
of  furosemide,  heparin,  and  oxygen  by  mask. 
Ferrous  sulfate  therapy  was  begun  following  the 
bone  marrow  aspiration.  The  patient  continued 
to  have  mild  intermittent  fever.  The  urine  cul- 
ture grew  Staphylococcus,  less  than  10,000 
colonies/ml.  Three  blood  cultures  were  sterile 
at  the  end  of  ten  days.  The  dyspnea  increased, 
and  was  accompanied  by  coughing  and  ano- 
rexia. 

On  the  11th  hospital  day  the  platelet  count 
was  6,000/cu  mm,  hematocrit  value  was  24%, 
and  the  WBC  was  9,250/cu  mm.  The  fibrinogen 
value  was  245  mg/100  ml.  On  the  12th  hospi- 
tal day  the  prothrombin  time  was  13.2  seconds 
(control,  11.2  seconds)  and  the  partial  throm- 
boplastin time  was  60  seconds  (control,  64 
seconds).  Marrow  aspirate  examined  on  the 
12th  day  was  dilute  and  showed  adequate 
megakaryocytes,  no  tumor  cells,  erythroid  hy- 
perplasia, macronormoblasts,  a few  megalo- 
blasts,  and  normal  white  cell  maturation.  Hep- 
arin was  discontinued  and  folic  acid  was  given. 
The  hematocrit  value  was  24%.  The  patient 
continued  to  be  dyspneic  (even  at  bed  rest) 
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and  apprehensive,  and  required  continuous 
oxygen  therapy.  While  she  Nwas  receiving  oxy- 
gen by  mask,  the  pH  of  a sample  of  arterial 
blood  was  7.48,  the  oxygen  pressure  was  36 
mm  Hg,  and  the  carbon  dioxide  pressure  was 
24  mm  Hg.  The  patient  died  on  the  19th  hos- 
pital day. 

Discussion:  Dr.  Awe:  The  CPC  today  is  from 
Ben  Taub  Hospital.  The  discussant  is  Dr.  John 
Weg,  chief  of  the  Pulmonary  Disease  Section  at 
Jefferson  Davis  Hospital. 

Dr.  Weg:  This  obese  50-year-old  white  woman 
had  a four-month  history  of  progressive  short- 
ness of  breath  and  fatigue.  The  lack  of  quanti- 
tation of  her  shortness  of  breath  is  of  some 
concern.  Shortness  of  breath  may  be  normal 
after  running  a mile,  or  abnormal  after  walking 
across  a room.  It  always  should  be  quantitated 
carefully.  This  is  most  easily  done  in  terms  of 
the  patient’s  daily  activities,  for  example,  walk- 
ing a given  distance  at  a normal,  fast,  or 
slowed  pace,  climbing  stairs,  mopping  floors, 
making  beds,  getting  dressed,  etc.  About  ten 
days  before  she  entered  the  hospital,  this  pa- 
tient became  orthopneic  and  short  of  breath  at 
rest;  now  we  have  quantitation.  A nonproduc- 
tive cough  and  a somewhat  nonspecific  chest 
pain,  which  is  associated  with  breathing,  devel- 
oped; this  may  represent  pleuritic  pain  or  the 
angina-like  pain  described  with  pulmonary  hy- 
pertension. About  ten  days  before  she  entered 
the  hospital,  she  had  paresthesias  in  her  left 
arm  and  had  the  perspicacity  to  note  that  her 
left  radial  pulse  was  absent — findings  that  cer- 
tainly fit  well  with  arterial  embolus.  About  a 
week  before  she  entered  the  hospital,  tender- 
ness and  swelling  developed  in  the  medial  as- 
pect of  the  right  thigh,  which  is  strongly  sug- 
gestive of  thrombophlebitis.  During  this  time 


and  throughout  her  hospitalization  she  had  a 
low-grade  fever. 

We  are  told  that  her  diet  was  less  than  ade- 
quate and  that  she  consumed  six  beers  a day. 
More  importantly,  she  had  an  episode  of  throm- 
bophlebitis four  years  ago.  At  that  time  the  fol- 
lowing quadrad  was  noted:  hypertension,  “mild 
diabetes,”  hirsutism  with  a male  distribution, 
and  a history  of  scanty  menses.  We  also  are 
told  that  she  had  one  episode  of  bloody  diar- 
rhea, hemorrhoids,  and  decreased  frequency  of 
bowel  movements  during  recent  months.  She 
had  pain  in  her  finger  joints  and  low  back, 
arthralgia,  but  there  is  no  description  of  arthri- 
tis with  tenderness,  swelling,  or  heat. 

When  examined  at  the  time  of  admission, 
she  was  obese.  Her  blood  pressure  was  normal. 
She  had  tachycardia,  tachypnea,  and  a low- 
grade  fever.  Other  than  the  male  distribution  of 
hair,  there  were  no  masculinizing  features. 
There  were  small  hemorrhages  and  microan- 
eurysms in  the  fundi,  which  are  quite  compati- 
ble with  the  history  of  diabetes  which  subse- 
quently was  confirmed  by  elevated  blood  glu- 
cose levels.  The  lungs  were  normal.  Quite  sur- 
prising is  the  fact  that  the  only  adventitious 
sound  heard  in  examining  the  heart  was  a 
fourth  heart  sound,  which  usually  is  indicative 
of  increased  pressure  load  on  the  heart  rather 
than  evidence  of  failure.  Classically,  when  this 
is  caused  by  left  atrial  pressure  load,  it  is  heard 
best  along  the  left  sternal  border.  As  the  proto- 
col evolves,  one  might  well  have  expected  a 
loud  pulmonic  component  of  the  second  sound, 
possibly  a systolic  ejection  murmur  or  click,  or 
even  a diastolic  murmur.  Elevation  of  the  jugu- 
lar venous  pulse  and  enlargement  and  tender- 
ness of  the  liver  were  not  found.  The  only  sign 
compatible  with  heart  failure  was  peripheral 
edema,  which  is  rather  nondescript  in  a sick 
person  who  is  obese.  There  was  evidence  of  a 
thrombophlebitis  along  the  right  deep  femoral 
vein,  and  the  left  radial  pulse  was  absent. 
There  was  fusiform  swelling  of  the  distal  inter- 
phalangeal  joints.  A pertinent  negative  was  the 
lack  of  neurologic  abnormality. 

The  urine  was  concentrated.  There  was  a 
small  amount  of  protein,  some  white  cells  and 
some  red  cells,  but  we  are  not  told  whether  or 
not  casts  were  present.  These  findings  may 
well  reflect  severe  illness  and  fever.  Without 
casts,  renal  parenchymal  involvement  cannot 
be  inferred.  The  blood  glucose  level  was  ele- 
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vated.  The  BUN,  electrolytes,  VDRL,  and  stool 
guaiac  examinations  were  negative  or  normal. 
Dr.  North  will  tell  us  about  the  roentgenograms. 

Dr.  Luceil  North:  The  first  examination  we 
have  was  made  Nov  21;  at  this  time  the  lungs 
were  entirely  clear  and  there  were  no  changes 
to  suggest  left-sided  heart  failure.  The  pulmo- 
nary arteries  were  prominent  in  association  with 
a prominence  of  the  main  artery;  also  there 
was  an  abrupt  attenuation  of  the  pulmonary 
vessels  toward  the  periphery.  In  addition,  there 
was  a tiny,  noncalcified  nodule  under  the  clavi- 
cle, which  raises  the  whole  spectrum  of  differ- 
ential diagnoses  of  small,  uncalcified  nodules. 
The  heart  was  enlarged,  and  the  lateral  film 
showed  that  the  enlargement  was  anterior  and 
therefore  predominantly  of  the  right  ventricle. 
There  was  no  good  evidence  of  left  ventricular 
enlargement.  Eight  days  later,  the  chest  film 
was  essentially  unchanged,  with  the  additional 
finding  of  a little  rounding  and  attenuation  of 
the  vessel;  this  may  be  the  “knuckle  sign” 
which  sometimes  appears  when  an  artery  is 
distended  by  a thromboembolus.  The  small 
nodular  density  in  the  apex  remained.  In  addi- 
tion, there  was  some  change  in  the  distal  clav- 
icle which  could  have  been  related  to  some 
systemic  process  with  superimposed  degenera- 
tive change.  Sometimes  we  see  a resorption  in 
diseases  such  as  rheumatoid  arthritis,  but  this 
has  to  be  correlated  with  clinical  information. 
On  the  same  date  she  had  a lung  scan.  We  only 
had  an  anterior  scan  which  reflected  the  en- 
larged heart.  There  were  a couple  of  spotty 
areas  in  the  right  lower  lobe  which,  in  the  ab- 
sence of  chronic  lung  disease  or  chronic  ob- 
structive pulmonary  disease,  could  represent 
areas  of  small  pulmonary  emboli.  On  Dec  8, 
the  final  film  gave  no  additional  information. 
In  summary,  there  were  persistently  negative 
findings  in  the  lungs,  an  enlarged  right  ventri- 
cle, and  marked  attenuation  of  the  pulmonary 
arteries — a picture  compatible  with  pulmonary 
artery  hypertension. 

Dr.  Weg;  Would  you  comment  on  whether 
the  pulmonary  hypertension  was  on  the  basis 
of  a hyperkinetic  defect,  namely  increased  flow, 
or  rather  one  that  might  be  found  with  an  oblit- 
erative or  obstructive  type  of  process  with  a 
decrease  in  flow? 

Dr.  North:  In  a shunt  lesion,  we  would  expect 
a considerable  enlargement  of  the  peripheral 
vessels  to  reflect  the  increase  in  pulmonary 
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Fig  1.  Cardiac  catheterization  data  obtained 
on  third  hospital  day. 

flow  before  pulmonary  hypertension  intervenes. 
There  was  no  evidence  of  this. 

Dr.  Weg:  Thank  you.  So,  except  for  the  small 
nodule  in  the  right  apex,  the  pulmonary  paren- 
chyma was  normal.  The  main  pulmonary  arter- 
ies were  large;  there  was  peripheral  oligemia 
and  a huge  right  ventricle  without  evidence  of 
other  cardiac  chamber  enlargement.  The  lung 
scan  had  several  hypolucent  areas.  Right  heart 
catheterization  confirmed  the  evidence  of  rath- 
er severe  pulmonary  hypertension  with  only  a 
slightly  elevated  right  ventricular  end  diastolic 
pressure  (Fig  1).  A wedge  pressure  could  not 
be  obtained.  There  was  no  evidence  of  left- 
sided heart  disease.  There  was  no  step-up 
in  oxygen  saturation  when  the  catheter  was 
passed  from  the  vena  cava  to  the  pulmonary 
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artery.  A right-to-left  shunt  was  demonstrated 
by  green  dye  curves  and  the  angiocardiogram. 
The  pulmonic  vein  pressure  was  zero.  There 
was  no  evidence  of  valvular  lesions.  The  cathe- 
ter passed  easily  from  the  right  to  the  left 
atrium.  The  ratio  of  pulmonic  to  systemic  flow 
was  0.7.  These  results  are  compatible  with  in- 
creased pulmonary  resistance,  although  resist- 
ance and  cardiac  output  were  not  measured. 
In  addition,  the  angiocardiogram  did  not  dis- 
close the  presence  of  an  atrial  myxoma,  endo- 
cardial thrombi,  or  valvular  abnormalities. 

Arterial  blood  gases  were  measured  initially 
and  subsequently  during  the  hospital  course. 
There  was  moderately  severe  resting  hypox- 
emia with  a low  carbon  dioxide  pressure  and 
an  elevated  pH.  The  oxygen  pressure  did  not 
increase  after  the  patient  breathed  28%  oxy- 
gen— findings  compatible  with  anatomic,  intra- 
cardiac shunt.  The  low  carbon  dioxide  pressure 
and  elevated  pH  indicate  a respiratory  alkalosis, 
probably  chronic,  with  an  additional  compo- 
nent of  metabolic  alkalosis,  according  to  avail- 
able nomograms. 1 The  only  two  things  men- 
tioned in  the  protocol  that  might  contribute  to 
metabolic  alkalosis  were  inadequate  food  intake 
and  at  least  one  injection  of  a diuretic.  The 
patient’s  initial  arterial  oxygen  tension  was  low 
enough  to  contribute  to  her  pulmonary  hyper- 
tension. On  the  11th  hospital  day  this  fell 
even  more.  One  wonders  what  the  clinician's 
thoughts  were  in  not  providing  adequate  oxy- 
genation for  a woman  who  had  no  evidence  of 
chronic  obstructive  pulmonary  disease  and  spe- 
cifically no  evidence  of  carbon  dioxide  reten- 
tion, but  was  symptomatic  and  had  confirmed 
pulmonary  hypertension.  It  is  incumbent  upon 
the  clinician  to  provide  adequate  oxygenation. 
Therefore,  the  28%  oxygen  mixture  was  not 


satisfactory.  Increasing  percentages  of  oxygen 
should  have  been  utilized  in  an  attempt  to  ele- 
vate oxygen  pressure  at  least  to  the  range  of 
60-80  mm  Hg. 

The  available  results  of  bacteriologic  studies 
are  quite  limited.  Three  blood  cultures  were 
sterile.  I hope  that  these  were  also  sterile  for 
anaerobic  organisms,  since  a bacteroides  septi- 
cemia could  explain  part  of  the  clinical  picture. 

On  admission,  this  woman  was  anemic;  the 
hematocrit  value  was  27%,  and  the  hemoglo- 
bin level  was  9.8  gm/100  ml.  She  had  rather 
minimal  leukocytosis  without  any  particular 
shift,  and  her  platelet  count  was  normal.  More 
importantly,  however,  the  initial  reticulocyte 
count  was  elevated  to  4.5%.  The  serum  iron 
level  was  normal.  Under  these  circumstances, 
one  must  strongly  consider  a hemolytic  process 
but,  unfortunately,  additional  supporting  infor- 
mation indicative  of  hemolysis,  such  as  a bili- 
rubin, urine  urobilinogen,  red  cell  turnover 
studies,  plasma  iron  turnover  studies,  and  the 
like  could  not  be  obtained  in  this  gravely  ill 
woman.  On  the  11th  hospital  day  the  platelet 
count  dropped  precipitously.  The  hematocrit 
and  WBC  stayed  about  the  same  and  the  re- 
sults of  coagulation  studies  that  were  per- 
formed— prothrombin  time,  fibrinogen,  and 
partial  thromboplastin  time — were  normal.  At 
this  time,  a second  bone  marrow  examination 
was  performed.  Since  Dr.  Lynch  discussed  a 
similar  case  several  years  ago,®  I would  like 
him  to  comment  on  the  peripheral  smear  and 
bone  marrow  examination. 

Dr.  Edward  Lynch:  A peripheral  blood  film 
examined  Dec  3,  1968,  showed  that  the  red 
cells  were  basically  normochromic,  normocytic. 
Some  cells  were  somewhat  hypochromic.  In 
addition,  we  saw  a fair  number  of  elliptocytes 
and  teardrop  cells.  There  was  some  polychro- 
masia  consistent  with  reticulocytosis.  There 
were  a few  fragmented  cells.  The  finding  of 
teardrop  cells  in  the  peripheral  blood  some- 
times suggests  infiltrative  disease  of  the  mar- 
row. I would  point  out  that  the  platelets  were 
normal  in  number.  There  were  a few  platelets 
that  were  somewhat  large,  so  that  whatever 
was  affecting  this  patient’s  platelets  may  have 
already  begun  its  effect  at  this  time.  The  bone 
marrow  aspirate  had  been  reported  as  macro- 
normoblastic.  However,  in  reviewing  the  mar- 
row it  simply  looked  normoblastic  to  me.  The 
marrow,  overall,  was  normocellular  and  both 
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red  cell  and  white  cell  maturation  appeared 
normal.  A biopsy  simply  showed  a relatively 
cellular  marrow;  megakaryocytes  were  present. 
In  certain  areas  there  were  somewhat  increased 
numbers  of  eosinophils,  the  significance  of 
which  I don’t  know.  A week  later  the  peripheral 
blood  showed  elliptocytes,  teardrop  red  cells,  a 
few  normoblasts,  and  a few  polychromatophilic 
cells.  At  this  time  there  were  no  platelets.  The 
bone  marrow  at  the  time  showed  erythroid 
hyperplasia.  Overall,  the  marrow  had  some- 
what increased  cellularity.  Megakaryocytes  were 
abundant  in  the  marrow  at  the  time  the  patient 
was  thrombocytopenic.  In  summary,  I didn’t 
really  find  anything  to  support  folic  acid  defi- 
ciency: the  marrow  appeared  normoblastic,  and 
this  patient  had  an  elevated  reticulocyte  count 
and  was  unresponsive  to  folic  acid.  The  anemia 
appeared  to  be  hemolytic  in  view  of  the  high 
reticulocyte  count  and  increased  amount  of 
erythropoiesis  in  the  marrow.  I would  suggest 
that  the  thrombocytopenia  was  due  to  exces- 
sive peripheral  blood  destruction  rather  than  a 
marrow  problem  in  view  of  the  abundant  mega- 
karyocytes in  the  marrow. 

Dr.  Weg:  Did  you  find  any  evidence  of  fibrin 
thrombi  in  this  marrow  biopsy? 

Dr.  Lynch:  In  the  marrow  biopsy,  one  vessel 
was  visible  and  I saw  no  fibrin  thrombus  in  it. 

Dr.  Weg:  During  this  patient’s  hospitalization 
digoxin,  furosemide,  heparin,  and  inadequate 
oxygen  were  given  in  varying  amounts  at  vari- 
ous times.  We  have  already  commented  on  the 
inappropriate  utilization  of  oxygen;  however,  it 
is  something  we  ought  to  keep  in  mind.  It 
seems  that  with  all  the  current  emphasis  on 
oxygen  toxicity,  too  much  oxygen  is  becoming 
far  less  of  a clinical  problem  than  the  immed- 
iate problem  facing  a patient  with  hypoxemia, 
namely  death.  It  would  be  worthwhile  to  point 
out  that  digoxin  and  furosemide  have  been  re- 
ported to  cause  thrombocytopenia,  but  these 
are  rare  complications.  In  addition,  ferrous  sul- 
fate was  given  even  though  there  was  stainable 
iron  found  on  bone  marrow  examination  and  a 
normal  serum  iron  level.  The  patient  also  re- 
ceived folic  acid,  apparently  on  the  basis  of 
megaloblastoid  changes  in  the  marrow  which, 
in  our  opinion,  are  at  best  questionable.  If  the 
patient  had  a folic  acid  or  iron  deficiency  ane- 
mia, I would  not  have  expected  her  to  have  a 
brisk  reticulocytosis  at  the  time  of  admission. 

Let  me  summarize  the  problems  at  hand: 


(1)  obesity,  a history  of  hypertension  (although 
not  present  at  the  time  of  admission),  hirsut- 
ism with  a masculine  distribution,  mild  diabe- 
tes, hypomenorrhea,  and  fatigue;  (2)  one  epi- 
sode of  bloody  diarrhea,  decreased  frequency 
of  bowel  movements,  and  hemorrhoids;  (3)  a 
rather  severe,  fairly  stable  anemia  and  just 
prior  to  death,  severe  thrombocytopenia;  (4) 
severe  pulmonary  hypertension;  (5)  thrombo- 
phlebitis, both  current  and  in  the  past;  and  (6) 
an  arterial  embolus  to  the  left  forearm. 

Obesity,  hypertension,  hirsutism,  mild  diabe- 
tes, and  hypomenorrhea  suggest  a possible 
endocrine  dysfunction  such  as  masculinizing 
tumor  of  the  adrenal  or  ovary,  or  possibly  an 
endocrine-active  tumor  originating  in  the  lung 
or  elsewhere.  The  patient  did  not  have  striae; 
the  fat  distribution  was  not  that  generally  de- 
scribed in  association  with  Cushing’s  disease; 
there  were  no  ecchymoses  or  psychic  disorders; 
there  was  no  physical  abnormality  of  the  ex- 
ternal genitalia:  and  the  patient  had  hypomen- 
orrhea rather  than  amenorrhea.  Without  a de- 
tailed endocrine  evaluation,  further  speculation 
in  this  area  would  not  be  of  value;  one  is  forced 
to  conclude  that  we  have  the  common  associ- 
ation of  obesity,  somewhat  excessive  hair,  mild 
hypertension,  and  mild  glucose  intolerance.  An- 
other possibility  considered  was  a cardiomyo- 
pathy. However,  the  normal  pressures  in  the 
left  side  of  the  heart,  the  lack  of  arrhythmias, 
the  predominantly  right  ventricular  enlarge- 
ment, and  the  absence  of  either  left  or  right 
sided  failure  at  catheterization  make  this  diag- 
nosis unlikely.  From  the  excellent  discussion  of 
marantic  endocarditis  in  the  literature,®  it  is 
evident  that  this  can  complicate  any  severe 
illness.  This  woman  was  certainly  sick  enough 
to  have  had  an  endocardial  thrombus,  but 
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there  is  an  adequate  or  a sufficient  explanation 
for  all  the  findings  without  invoking  marantic 
endocarditis. 

The  pathogenesis  of  pulmonary  hypertension 
can  be  considered  under  four  headings:  (1) 
passive,  (2)  hyperkinetic,  (3)  vasoconstrictive, 
and  (4)  obliterative.  Since  there  was  no  evi- 
dence of  left  sided  heart  disease,  one  cannot 
evoke  passive  pulmonary  hypertension.  Hyper- 
kinetic pulmonary  hypertension  on  the  basis 
of  a left-to-right  shunt,  the  Eisenmenger’s  syn- 
drome, due  to  a ventricular  or  atrial  septal  de- 
fect, an  aortopulmonary  window,  a common 
ventricle,  or  a common  atrium  have  been  basic- 
ally ruled  out  (except  for  the  atrial  septal  de- 
fect) by  catheterization.  The  roentgenographic 
picture  of  pulmonary  parenchymal  oligemia 
makes  a septal  defect  large  enough  to  result 
in  pulmonary  hypertension  unlikely.  The  inter- 
atrial connection  probably  represents  a patent 
foramen  ovale,  found  in  about  20%  of  normal 
people,  which  has  permitted  a right-to-left 
shunt  because  of  severe  pulmonary  hyperten- 
sion. The  only  factor  that  could  account  for 
vasoconstriction  was  the  hypoxemia,  and  this 
would  appear  to  be  secondary  to  the  parenchy- 
mal pulmonary  disease.  The  obliterative  causes 
of  pulmonary  hypertension  can  be  subdivided 
into  those  secondary  to  multiple  pulmonary 
emboli  and  primary  (idiopathic)  pulmonary  hy- 
pertension. The  possibility  of  primary  pulmo- 
nary hypertension  in  a relatively  young  woman 
with  arthritis  requires  some  thoughtful  consid- 
eration. In  a recent  review  of  primary  pulmo- 
nary hypertension,®  the  female  to  male  ratio 
was  5:1  and  the  median  age  at  death  was  34, 
ranging  between  11  and  56  years.  The  most 
common  clinical  symptom  was  dyspnea;  ap- 
proximately one-fourth  had  angina  or  syncope 


probably  related  to  decreased  cardiac  output. 
These  patients  usually  had  physical  signs  of 
pulmonary  hypertension:  a loud  pulmonic  com- 
ponent of  the  second  sound,  systolic  and  dia- 
stolic murmurs — however,  in  pulmonary  hyper- 
tension from  whatever  cause,  we  would  expect 
some  adventitious  cardiac  sounds.  These  pa- 
tients also  had  right  axis  deviation  and  right 
ventricular  hypertrophy.  The  median  longevity 
for  these  patients  was  two  to  eight  years  but 
one-third  of  them  lived  less  than  two  years. 
Pathologically,  there  is  arteriolar  obliterative 
disease  with  plexiform  changes  in  the  vascu- 
lature of  the  lung  and  evidence  of  thromboem- 
boli.  From  my  review,  I doubt  whether  primary 
pulmonary  hypertension  at  death  can  be  dis- 
tinguished from  multiple  pulmonary  emboli. 
The  roentgenographic  changes  seen  in  the 
chest  are  quite  similar  to  those  found  in  our 
patient,  and  patent  foramen  ovale  is  common. 
In  this  recent  review,  perhaps  the  most  striking 
findings  were  that  one-third  of  the  patients  had 
Raynaud's  phenomenon  and  a small  number 
had  either  arthritis  or  positive  reactions  to 
serologic  studies  such  as  rheumatoid  factor  or 
VDRL.  Ultimately,  I eliminated  this  provocative 
diagnosis  since  a previous  history  of  thrombo- 
phlebitis forces  exclusion  by  definition.  The 
current  episode  of  thrombophlebitis  could  rep- 
resent a terminal  complication  due  to  the  pa- 
tient’s obesity  and  severe  illness  if  it  had  to  be 
considered  alone. 

The  possibility  of  a collagen  disease  such  as 
systemic  lupus  erythematosus,  polyarteritis, 
rheumatoid  disease,  or  scleroderma  seem  quite 
tenuous  on  the  basis  of  available  information. 
Should  pulmonary  hypertension  result  from  any 
of  these,  severe  fibrosis  usually  is  evident  on 
roentgenograms,  although  certainly  not  in  ev- 
ery case.  The  possibility  of  infection,  including 
such  esoteric  conditions  as  Chagas’  disease 
and  schistosomiasis,  came  to  mind  only  briefly. 
However,  when  schistosomiasis  involves  the 
lung,  producing  pulmonary  hypertension,  there 
is  invariably  an  enlarged  liver  and  spleen.  With 
Chagas’  disease  one  would  expect  eye  and  skin 
lesions,  arrhythmias,  and  megacolon  with  con- 
stipation. Since  both  these  diseases  are  not 
endemic  to  this  part  of  Texas,  they  do  not  de- 
serve consideration.  Another  possibility  that 
was  excluded  was  that  of  thrombotic  thrombo- 
cytopenic purpura  since  the  patient  was  severe- 
ly anemic  and  had  thrombocytopenia.  However, 
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there  was  no  evidence  of  neurological  involve- 
ment, no  definite  evidence  of  renal  parenchy- 
mal involvement,  and  no  fibrin  thrombi  in  the 
bone  marrow  biopsy  or  purpura. 

Having  reviewed  all  these  data,  I must  now 
reach  some  definitive  conclusions  and  diag- 
noses. This  patient  had  (1)  pulmonary  hyper- 
tension, severe,  secondary  to  multiple  and  re- 
current small  pulmonary  emboli,  and  a patent 
foramen  ovale  with  a right-to-left  shunt;  (2) 
thrombophlebitis  of  the  right  thigh;  and  (3)  a 
paradoxical  embolus  to  the  left  radial  artery 
through  the  patent  foramen  ovale.  The  fourth 
diagnosis  has  caused  me  considerable  concern, 
namely,  micro-angiopathic  hemolytic  anemia. 
Other  names  that  have  been  applied  to  this 
syndrome  are  disseminated  intravascular  coag- 
ulation and  consumption  coagulopathy.^  Gen- 
erally, one  would  like  to  see  a decrease  of 
fibrinogen  and  all  or  at  least  many  of  the  clot- 
ting factors.  Other  tests  that  are  of  value  are 
the  “Fi  test”  or  immunodiffusion  for  fibrin 
monomers,  staphylococcal  clumping  tests,  and 
physical  tests,  such  as  protamine  sulfate  or 
cryoprecipitation.  None  of  these  were  done.  A 
diagnosis  of  micro-angiopathic  hemolytic  ane- 
mia requires  small-vessel  disease.  I have  no 
doubt  that  this  lady  had  severe  small-vessel 
disease  in  her  pulmonary  parenchyma,  and  it 
is  even  possible  that  her  diabetes  gave  her 
some  additional  small-vessel  disease — at  least 
in  the  one  window  that  we  have,  the  fundi, 
there  was  evidence  of  microaneurysms.  After 
much  thought,  I was  forced  to  conclude  that 
she  indeed  did  have  a microangiopathic  hemo- 
lytic anemia  that  was  not  fully  expressed  in 
results  of  her  coagulation  studies.  Fifth,  she 
was  obese,  had  mild  diabetes  mellitus,  and 
arthritis,  probably  osteoarthritis. 

Dr.  Paul  Stevens:  I suggest  that  this  patient’s 
hypoxemia  was  due  to  a right-to-left  shunt,  and 
no  matter  how  much  oxygen  you  gave  her,  the 
oxygen  pressure  would  not  have  improved.  The 
fact  that  she  didn’t  improve  on  28%  oxygen 
only  confirms  this,  so  probably  the  amount  of 
oxygen  she  was  given  was  immaterial  to  her 
degree  of  hypoxemia. 

Dr.  Weg:  I would  not  have  expected  improve- 
ment to  normal,  but  1 imagine  that  a higher 
oxygen  pressure  could  have  been  obtained, 
particularly  since  it  dropped  from  about  50  mm 
Hg  early  in  her  course  to  around  36  mm  Hg 
shortly  before  she  died. 


Dr.  Stevens:  Theoretically  it  shouldn’t  change 
at  all,  because  the  blood  going  through  the 
shunt  doesn’t  even  go  through  the  lungs. 

Dr.  Jerry  Click:  Also,  inhalation  of  increased 
oxygen  may  produce  a decrease  in  pulmonary 
hypertension. 

Dr.  Weg:  Unfortunately,  neither  acetylcholine 
nor  oxygen  were  given  during  the  catheteriza- 
tion to  find  out  whether  there  would  be  any 
alteration  in  the  pulmonary  hypertension.  Pul- 
monay  emboli  cause  a considerable  ventila- 
tion:perfusion  imbalance.  It  is  possible  that 
the  low  arterial  oxygen  pressure  on  this  basis 
would  have  corrected  somewhat. 

Dr.  Robert  Luchi:  How  important  is  the  vaso- 
constricting  effect  of  hypoxemia  in  the  pres- 
ence of  alkalosis?  My  impression  was  that  it  is 
prominent  if  the  pH  is  low,  but  if  the  pH  is 
high,  it  is  not  very  prominent. 

Dr.  Weg:  At  a lecture  here  last  year,  Harvey^ 
demonstrated  that  increased  pulmonary  artery 
pressure  could  be  produced  with  either  acidosis 
or  hypoxemia,  and  Kilburn^  has  shown  that 
an  increase  in  carbon  dioxide  pressure  also  will 
do  this.  Two  other  points  must  be  emphasized. 
First,  this  patient  was  quite  anemic  and  had  a 
low  arterial  oxygen  tension;  under  these  cir- 
cumstances she  should  have  received  a trans- 
fusion to  give  her  an  adequate  oxygen  carrying 
capacity.  Second,  her  combined  respiratory  and 
metabolic  alkalosis  seriously  impaired  her  abil- 
ity to  off-load  oxygen  to  the  tissues.  Perhaps 
the  metabolic  component  of  her  alkalosis  could 
have  been  corrected  and,  again,  it  would  have 
been  worth  the  effort  to  attempt  to  reverse  the 
respiratory  component  of  her  alkalosis  that 
may  have  been  due  to  hypoxemia. 

Dr.  Norman  Berkman:  I did  not  see  any  ex- 
planation for  her  bloody  diarrhea  or  her  weight 
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Fig  2.  Bifurcation  of  a large  elastic  pulmonary 
artery  is  filled  with  recent  and  organizing  thrombo- 
emboliis.  Verhoff-van  Giesen  stain  for 
elastic  tissue,  X 60. 


Fig  3.  An  organizing  thromboembolus  occupies  most  of 
the  lumen  of  a medium  sized  pulmonary  artery.  X 75. 


loss.  Do  you  think  that  an  underlying  neoplasm 
could  account  for  her  anemia,  and  is  there  a 
possibility  that  she  may  have  had  an  embolus 
to  the  renal  artery? 

Dr.  Weg:  I did  mention  carcinoma,  but  ex- 
cluded it.  I think  it  is  possible  that  she  had 
underlying  carcinoma.  However,  there  is  noth- 
ing in  the  protocol — other  than  the  tiny  nodule 
in  the  right  apex  of  the  lung,  and  the  one  epi- 
sode of  bloody  diarrhea — to  suggest  carci- 
noma. Altered  bowel  habits  and  bleeding  may 
have  resulted  from  her  severe  illness  and  hem- 
orrhoids. Under  more  favorable  circumstances, 
this  lady  should  have  had  a thorough  evalua- 
tion of  the  gastrointestinal  tract. 

Dr.  John  Kennedy:  I would  support  your 
diagnoses.  One  explanation  for  bloody  diarrhea 
in  someone  who  has  iliofemoral  thrombophlebi- 
tis would  be  thrombosis  of  the  inferior  vena 
cava.  This  clinical  picture  is  consistent  with  the 
chain  of  events  that  led  to  the  patient’s  death. 
I have  one  question  regarding  management. 
Given  systemic  pressures  in  the  pulmonary 
artery  and  a negative  pulmonary  angiogram 
with  evidence  of  thrombophlebitis,  would  you 
have  considered  vena  cava  ligation  in  this  pa- 
tient, who  seemed  to  get  worse  on  anticoagu- 
lation  therapy? 

Dr.  Weg:  That  is  an  excellent  question.  I 
think  we  can  only  talk  about  it  in  a theoretical 
sense,  since  heparin  was  stopped  on  the  sixth 
day.  Although  I did  not  see  the  patient,  I would 
have  been  inclined  to  continue  the  anticoagu- 
lants. With  severe  pulmonary  hypertension  due 
to  recurrent  pulmonary  emboli  in  a patient 
whose  condition  is  deteriorating  despite  the  use 
of  anticoagulants,  vena  caval  ligation  certainly 
would  be  worthy  of  serious  consideration. 

Dr.  Luclii:  Were  any  other  platelet  counts 
done? 

Dr.  Awe:  Yes.  Several  were  done:  on  Dec  10, 
6,000;  on  Dec  12,  30,000;  and  on  Dec  13, 
18,000.  Will  the  students  from  the  various  hos- 
pitals give  us  their  diagnoses? 

Randy  Trowbridge:  The  Ben  Taub  students 
thought  that  there  was  an  occult  gastrointesti- 
nal tumor  with  secondary  thrombophlebitis  as 
partial  explanation  for  the  patient's  anemia. 
One  of  us  believed  that  the  patient  had  a pul- 
monary tumor. 

Jerry  P.  Arnold:  Eight  of  the  ten  students 
at  Methodist  Hospital  concluded  that  the  im- 
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mediate  cause  of  death  was  pulmonary  embo- 
lism secondary  to  thrombophlebitis.  Six  also 
believed  that  there  was  associated  pulmonary 
hypertension.  Eight  students  concurred  that 
there  was  evidence  for  paradoxical  emboliza- 
tion; all  agreed  that  there  was  a right-to-left 
shunt  at  the  atrial  level,  and  two  felt  that  this 
was  part  of  Eisenmenger’s  complex.  Four  stu- 
dents diagnosed  hemolytic  anemia  of  unknown 
etiology.  Seven  considered  diabetes  mellitus, 
and  all  agreed  that  there  were  other  endocrine 
abnormalities. 

Ed  Septimus:  The  students  at  St.  Luke's 
Hospital  had  a great  deal  of  disagreement,  but 
finally  came  up  with  a diagnosis  of  a collagen 
disease  manifested  by  a vasculitis,  thrombo- 
phlebitis, pulmonary  hypertension,  probable 
pulmonary  emboli,  paradoxical  emboli,  a right- 
to-left  shunt  through  a patent  foramen  ovale, 
and  hemolytic  anemia.  We  could  not  decide 
whether  this  woman  had  a virilizing  tumor  or 
had  Stein-Leventhal  syndrome;  we  believe  that 
she  was  diabetic. 

Tom  Pope:  The  students  at  the  Veterans  Ad- 
ministration Hospital  wanted  to  punt  but  were 
told  that  they  couldn’t.  All  five  of  us  thought 
that  there  was  thrombophlebitis;  three  felt  that 
there  were  multiple  small  pulmonary  emboli; 
two  considered  the  possibility  of  Hamman-Rich 
syndrome,  although  the  pulmonary  venous 
pressure  was  somewhat  against  this.  In  view  of 
the  pulmonary  hypertension,  we  agreed  that 
there  was  a paradoxical  embolism.  Three  stu- 
dents favored  the  possibility  of  Stein-Leventhal 
syndrome. 

Dr.  A we:  Dr.  Davis,  will  you  solve  this  quan- 
dary? 

Dr.  Davis:  At  necropsy,  the  body  was  that  of 
an  obese  woman  which  weighed  184  lb,  and 
was  67  inches  tall.  There  was  no  excess  fluid 
in  any  of  the  serous  cavities.  The  heart  was 
enlarged  and  weighed  500  gm.  Both  ventricles 
were  hypertrophied  and  dilated;  the  circumfer- 
ence of  the  tricuspid  valve  was  13  cm  and  of 
the  mitral,  11  cm.  The  right  ventricular  thick- 
ness was  0.6  cm  and  the  left,  1.5  cm.  A 1.5 
cm  patent  foramen  ovale  was  present,  and 
there  were  organizing  mural  thrombi  in  the 
right  atrial  appendage.  There  was  a throm- 
bus in  one  of  the  branches  of  the  circumflex 
branch  of  the  left  coronary  artery.  The  prosec- 
tor thought  that  there  was  gross  evidence  of 


Fig  4.  A recent  thromboembolus  in  a small 
pulmonary  artery  is  associated  with  edema  of  the 
intima.  X 154. 


Fig  5.  A view  of  the  junction  between  normal 
mucosa  (upper  center)  and  adenocarcinoma 
of  colon.  X 51. 
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an  acute  myocardial  infarct  of  about  48  hours’ 
duration  in  the  posterior  wall  of  the  left  ventri- 
cle; however,  there  was  no  histologic  change  in 
the  sections  taken,  indicating  that  if  an  infarct 
had  occurred,  it  was  probably  of  less  than  24 
hours’  duration.  There  were  also  thrombi  in  the 
iliac  veins.  The  lungs  were  quite  heavy,  about 
twice  their  normal  weight  (780  and  650  gm). 
Frothy  edema  fluid  was  present  in  the  bronchi, 
and  there  were  several  2 by  3 cm  recent  in- 
farcts in  the  lower  lobes  of  both  lungs  and  in 
the  upper  lobe  of  the  right  one.  It  is  likely  that 
the  small  lesion  that  was  seen  in  the  upper 
lobe  of  the  right  lung  on  x-ray  was  one  of  those 
infarcts.  There  were  recent  and  organizing  pul- 
monary thromboemboli  in  the  large  branches 
of  the  pulmonary  arteries  (Fig  2).  Recent  in- 
farcts and  pulmonary  artery  branches  that  were 
filled  with  a completely  organized  thrombus  in 
some  areas  and  very  recent  ones  in  others 
(Figs  3,  4)  indicate  that  there  had  been  multi- 
ple episodes  of  embolization  to  the  lungs  for  a 
considerable  time,  probably  weeks  to  months. 
Vessels  of  varying  size  had  been  involved:  large 
elastic  arteries  and  small  muscular  arteries.  In  a 
large  artery  we  saw  the  lumen,  the  elastica,  and 
the  beginning  organization  of  a large  thrombus 
that  was  partly  covered  by  endothelium.  There 
was  still  fibrin  present  in  the  substance  of  the 
thrombus.  In  a much  smaller  branch  of  the 
pulmonary  artery,  organization  of  part  of  the 
thrombus  was  complete.  The  point  of  attach- 
ment was  not  seen  in  the  plane  of  section,  but 
there  had  been  propagation  of  the  thrombus  as 
indicated  by  the  fibrin  mesh  attached  to  the 
organized  portion.  In  sections  of  the  lung  from 
the  periphery,  there  were  thrombi  in  the  small 
arteries.  They  showed  some  ingrowth  of  fibro- 
blasts and  had  a superficial  resemblance  to  the 


plexiform  lesions  of  pulmonary  hypertension. 
Careful  examination  with  elastic  tissue  stains 
confirmed  that  they  were  only  small  thrombo- 
emboli. Several  other  elastic  tissue  stains  dem- 
onstrated that  there  was  no  thickening  of  the 
media.  There  was  little  or  no  intimal  thicken- 
ing. Edema  was  evident  in  some  areas,  perhaps 
related  to  recent  thromboemboli.  In  such  areas, 
only  a pale-stained  edematous  thickening  of  the 
intima  was  seen.  One  older  lesion  was  found; 
it  demonstrated  minimal  recanalization  of  the 
intima  and  may  have  been  an  organized  throm- 
boembolus  rather  than  intimal  hyperplasia. 
Therefore,  I think  that  this  patient  had  not  had 
chronic  pulmonary  hypertension.  Although  she 
may  have  had,  over  the  years,  a left-to-right 
shunt  with  an  increased  pulmonary  blood  flow, 
it  had  not  been  sufficient  to  cause  changes  in 
the  pulmonary  vessels.  The  changes  which  were 
present  were  of  recent  origin.  She  did  have 
paradoxical  emboli.  In  the  right  kidney  a fairly 
large  recent  infarct  involving  the  upper  pole 
was  found.  There  was  a thromboembolus  in  the 
lobular  artery  to  this  pole  of  the  kidney.  In  the 
ovaries  there  were  corpora  albicantia  and  one 
resolving  corpus  luteum,  indicating  that  this 
patient  had  ovulated.  There  were  no  abnormali- 
ties of  internal  or  external  genitalia.  The  ova- 
ries did  have  dense  stroma,  but  I do  not  think 
that  is  unusual  in  a woman  50  years  old.  The 
liver  was  not  abnormal.  The  pancreas  was  auto- 
lyzed,  but  there  was  no  gross  abnormality.  The 
spleen  was  not  unusual.  In  the  gastrointestinal 
tract  one  significant  finding  was  a 3 by  4 cm 
ulcerated  area  with  raised  margins  which  was 
a carcinoma.  This  ulcerated  tumor  probably 
accounted  for  the  patient’s  anemia.  Only  one 
test  for  occult  blood  was  reported,  so  perhaps 
this  patient  was  bleeding  intermittently  from 
the  cecal  carcinoma  that  proved  to  be  a Duke’s 
B type  (Fig  5).  Grossly,  there  was  thought  to 
be  tumor  in  some  ileocolic  lymph  nodes,  but 
this  was  not  confirmed  microscopically.  The 
bone  marrow  was  hyperplastic;  in  an  adult  we 
normally  expect  about  a 50%  cellular  compon- 
ent and  50%  adipose  tissue.  All  elements  were 
hyperplastic,  including  the  red  cell  precursors. 
The  adrenals  weighed  6 gm  and  7 gm  and  were 
somewhat  autolyzed,  but  showed  no  abnormali- 
ties grossly  or  microscopically. 

In  considering  the  final  diagnosis,  the  patho- 
genesis of  this  patient’s  illness  must  take  into 
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account  several  things.  She  was  born  with 
patent  foramen  ovale;  in  the  past  she  may  have 
had  systemic  hypertension  as  evidenced  by 
enlargement  of  the  left  ventricle  as  well  as  the 
right;  although  there  was  no  anatomic  evidence 
of  diabetes  mellitus,  the  clinical  evidence  is 
certainly  there;  and  she  was  obese.  All  of  these 
things  contributed  to  some  extent  to  her  car- 
diac hypertrophy  and  dilatation.  The  adenocar- 
cinoma of  the  cecum  with  probable  hemor- 
rhage and  resulting  hyperplasia  of  the  bone 
marrow  are  of  possible  significance.  Thrombo- 
phlebitis of  the  leg  veins  and  the  mural  thrombi 
in  the  right  atrium  were  potential  sources  for 
the  thromboemboli  in  the  pulmonary  arteries 
and  the  recent  pulmonary  infarcts.  Because  of 
the  patent  foramen  ovale  and  the  right  atrial 
mural  thrombi,  paradoxical  embolism  could 
account  for  the  pulmonary  and  renal  infarcts. 
Hyperemia  and  edema  of  the  lungs  were  termi- 
nal events.  The  hirsutism  was  idiopathic. 

Only  about  one-fourth  of  patients  who  have 
an  inter-atrial  septal  defect  will  develop  chronic 
pulmonary  hypertension.  Repeated  bouts  of 
pulmonary  thromboemboli,  although  frequently 
considered  as  being  a cause  of  pulmonary  hy- 
pertension, really  are  not  a common  cause  of 
it.  In  experimental  animals,  one  must  inject 
thromboemboli  repeatedly  to  maintain  pulmo- 
nary hypertension.  Once  one  quits  injecting  the 
emboli,  the  hypertension  disappears.  Although 
recurrent  episodes  of  small  pulmonary  throm- 
boemboli undoubtedly  do  cause  chronic  pulmo- 
nary hypertension  at  times,  they  probably  are 
not  as  frequent  a cause  as  we  might  think.  The 
relationship  of  this  patient’s  carcinoma  to  the 
thromboemboli  interested  me.  In  nearly  11,000 
necropsies  at  the  Los  Angeles  County  Hospital, 
from  1961  to  1965,  pulmonary  emboli  were 
found  in  about  one-third.'^  This  figure  would 
compare  reasonably  with  the  experience  of 
most  pathologists.  But  in  only  3%  of  the  cas- 
es, 316  to  be  exact,  were  the  pulmonary  emboli 
considered  lethal.  These  316  patients  were 
age-matched  with  patients  who  died  of  causes 
in  which  there  were  no  pulmonary  thrombo- 
emboli. Only  11.5%  of  this  group  were  diag- 
nosed clinically  as  having  pulmonary  thrombo- 
emboli. The  common  clinical  diagnoses  were 
myocardial  infarct,  cerebrovascular  accident, 
pneumonia,  and  other  heart  diseases,  in  that 
order.  Of  the  fatal  pulmonary  thromboemboli, 
only  one-third  were  associated  with  pulmonary 


infarcts;  one  would  not  necessarily  expect  to 
detect  lung  changes  on  physical  examination 
or  routine  plain  chest  films.  The  source  of  the 
emboli  was  predominantly  the  leg  veins,  al- 
though heart,  pelvic  veins,  and  tumors  were 
among  the  sources.  Among  the  diseases  with 
which  pulmonary  thromboemboli  were  associ- 
ated, atherosclerosis  and  malignant  neoplasms 
were  the  two  most  common.  Of  course,  these 
are  common  causes  of  death.  However,  if  one 
compares  the  patients  who  had  malignant  dis- 
ease in  different  sites  and  died  of  a pulmonary 
thromboembolus,  carcinoma  of  the  colon  was 
listed  in  this  series  as  the  one  most  commonly 
associated.  Carcinoma  of  lung  and  pancreas 
were  the  other  two  which  were  frequently  as- 
sociated with  thromboemboli.  Carcinoma  of 
breast,  lymphoma,  and  esophageal  carcinoma, 
although  frequent  in  the  proportion  of  patients 
who  died  of  malignant  neoplasm,  were  not 
among  the  top  10  kinds  of  cancer  having  fatal 
thromboemboli. 

Dr.  Weg:  Do  you  have  any  further  thought  on 
the  etiology  of  the  thrombocytopenia? 

Dr.  Davis:  I don’t  know  unless  it  was  related 
to  the  drugs.  There  were  plenty  of  megakaryo- 
cytes in  the  bone  marrow  at  the  time  of  autop- 
sy. I would  agree  that  it  probably  was  the  re- 
sult of  a peripheral  effect  on  the  platelets. 

Dr.  Clarence  Alfrey:  We  know  that  the  mul- 
tiple pulmonary  thromboemboli  are  associated 
with  the  microangiopathic  hemolytic  anemia  as 
you  suggested.  It  seems  to  me  that  it  is  the 
most  likely  cause  of  the  thrombocytopenia. 

Dr.  Davis:  Would  you  expect  any  drop  in  the 
other  coagulation  factors? 

Dr.  Alfrey:  Basically,  no  relationship  neces- 
sarily exists  between  the  reduction  of  one  fac- 
tor versus  another  in  this  circumstance.  That 
doesn’t  bother  me. 

Dr.  Davis:  Cne  other  possible  factor,  and 
it’s  probably  nonspecific,  is  that  factor  VIII 
is  increased  in  amount  in  some  patients  with 
malignant  neoplasms  as  well  as  many  other 
things.  Whether  this  has  any  kind  of  a throm- 
bogenic  effect,  I don’t  think  we  know. 

Physician:  Let  me  try  to  pin  you  down  on 
the  pathogenesis  of  the  right  atrial  thrombi.  Do 
you  think  they  were  related  to  the  right  ventri- 
cular decompensation  this  woman  may  have 
had?  Thrombi  seemed  to  play  a big  role  in  her 
disease. 
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Dr.  Davis:  We  don’t  know  that  the  right  atrial 
thrombi  were  the  source  of  the  pulmonary  em- 
boli. She  also  had  thrombi  in  the  iliac  veins, 
and  these  probably  were  the  source  of  her 
thromboemboli,  although  not  necessarily  so.  We 
have  two  potential  sources,  but  the  leg  veins 
are  more  commonly  incriminated.  When  we 
have  stasis  or  eddying  of  blood,  damage  to 
endothelium,  or  changes  in  the  composition  of 
the  blood  itself,  then  we  have  the  conditions 
which  predispose  to  thrombosis.  The  atrial 
appendage  is  a site  where  eddies  and  stasis 
can  occur,  particularly  if  there  is  right  ventri- 
cular decompensation.  Also,  if  arrhythmias  are 
present,  particularly  atrial  fibrillation,  resulting 
eddies  and  stasis  predispose  to  the  formation 
of  mural  thrombi  in  the  right  atrial  appendage. 

Dr.  Henry  Zaleski:  Dr.  Weg,  are  you  trying  to 
put  into  one  barrel  microangiopathic  hemolytic 
anemia  and  disseminated  intravascular  coagu- 
lation or  consumption  coagulopathy? 

Dr.  Weg:  Deykin  has  given  a nice  review  of 
this. 2 I think  that  these  entities  can  be  consid- 
ered under  one  category.  Dr.  Hettig  and  Dr. 
Alfrey  already  have  stated  that  a full-blown  syn- 
drome with  all  coagulation  factors  and  platelets 
being  decreased  does  not  develop  in  a large 
number  of  cases.  Perhaps  one  of  the  hematol- 
ogists would  like  to  comment. 

Dr.  Lynch:  To  me,  this  whole  thing  remains 
unclear.  We  did  see  a case  last  year  of  a man 
who  had  multiple  pulmonary  emboli  and  devel- 
oped thrombocytopenia  with  no  anemia  or  leu- 
kopenia. In  him,  there  was  a question  of  folic 
acid  deficiency  as  well.  He  was  given  folic  acid 
and  heparin  and  the  thrombocytopenia  went 
away.  Last  year.  Dr.  Natelson  discussed  one  of 
our  own  cases  in  which  heparin  was  given  and 
the  patient  apparently  had  a thrombocytopenic 
response;  withdrawal  of  the  heparin  resulted  in 
a reversal  of  the  thrombocytopenia.  However, 
the  platelet  counts  in  this  case  indicate  that 
the  thrombocytopenia  persisted  after  withdraw- 
al of  the  heparin,  so  that  explanation  is  not 
attractive. 

Dr.  Robert  Hettig:  Dr.  Davis  has  stated  that 
she  thought  the  cause  of  anemia  was  hemor- 
rhage; the  kind  of  anemia  usually  associated 
with  a cecal  tumor  is  a definite  iron  deficiency 
anemia  with  hyperchromia  and  low  serum  iron 
levels.  I think  that  if  you’re  going  to  use  that 
explanation,  you’d  have  to  predicate  one  single, 
sizeable  hemorrhage.  I don’t  think  we  have  any 


evidence  of  gross  bleeding  at  any  time  from  the 
gastrointestinal  tract;  the  one  stool  guaiac  test 
was  negative,  and  I gather  that  there  was  no 
clinical  evidence. 

Dr.  Kennedy:  I think  there  is  a need  to  clar- 
ify the  nature  of  the  atrial  septal  defect,  since 
the  patent  foramen  ovale  and  atrial  septal  de- 
fect have  been  used  interchangeably.  The  pres- 
ence of  right  ventricular  hypertrophy  in  this 
50-year-old  woman  would  suggest  that  this  was 
a life-long  atrial  septal  defect  of  a clinically  sig- 
nificant type.  Indeed,  this  is  the  age  at  which 
patients  who  do  not  undergo  repair  get  into 
difficulty.  This  would  then  be  an  atrial  septal 
defect  of  the  secundum  type,  which  has  been 
present  since  birth,  and  not  a secondarily 
patent  foramen  ovale. 

Dr.  Weg:  Secundum  defects  causing  hyper- 
kinetic pulmonary  hypertension  usually  are  2.5- 
3 cm  in  diameter  or  greater.  This  one  was  less 
than  2 cm  in  diameter. 

Final  Clinical  Diagnoses:  Recurrent  pul- 
monary thromboemboli,  possibly  paradoxical; 
thrombocytopenia. 

Dr.  Weg’s  Diagnoses:  Pulmonary  hyperten- 
sion; paradoxical  embolization  through  patent 
foramen  ovale;  thrombophlebitis;  microangio- 
pathic hemolytic  anemia. 

Final  Anatomical  Diagnoses:  Patent  foramen 
ovale  and  mural  thrombosis  of  the  right  atrial 
appendage;  pulmonary  thromboembolism,  rec- 
ent and  organizing;  pulmonary  infarcts;  throm- 
bosis of  the  iliac  veins;  adenocarcinoma  of  the 
cecum,  Duke’s  B type. 
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FOR 

ADDED 

PROTECTION 


The  Texas  Medical  Association  Has  Made  Two  New  Bene- 
fits Available  To  Its  Members. 

1.  INDIVIDUAL  RENEWABLE  ONE-YEAR  TERM  LIFE  INSUR- 
ANCE  AVAILABLE  TO  DOCTORS  ONLY. 

2.  DEPENDENTS  OPTIONAL  HOSPITAL  BENEFIT THE  $30 

PER  DAY  PHYSICIANS  BENEFIT  IS  NOW  AVAILABLE  TO 
THEIR  DEPENDENTS.  (PHYSICIANS  MUST  BE  INSURED 
FOR  THE  LONG-TERM  DISABILITY  PLAN) 

In  Addition,  Physicians  May  Enroll  For  Any  Other  TMA  Coverages. 

A Prudential  Representative  Will  Contact  You  Soon  To  Explain  The  Benefits 
Available  To  You  Under  The  TMA  Plans. 

Sponsored  and  Endorsed  by 

THE  TEXAS  MEDICAL  ASSOCIATION 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS 

Underwritten  By 

Prudential 
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Survey  shows  Texas  lacking  in  allied  health  workers 


Texas  needs  an  additional  17,790  al- 
lied health  workers  for  1971,  accord- 
ing to  statistics  compiled  by  the  Texas 
Health  Careers  Program  of  the  Texas 
Hospital  Association. 

This  shortage  of  manpower  in  the 
allied  health  fields  is  the  subject  of  a 
recent  report,  ‘‘Allied  Health  Manpow- 
er in  Texas,  1970,”  issued  on  the 
basis  of  a survey  conducted  by  the 
Texas  Health  Careers  Program  for  the 
Governor’s  Office  of  Comprehensive 
Health  Planning. 

The  report  interprets  the  data  com- 
piled and  projects  manpower  needs 
for  1972,  1976,  and  1980.  In  addi- 
tion, survey  procedures  are  described, 
and  limitations  of  the  data  are  noted. 

A total  of  20,908  survey  question- 
naires were  mailed,  with  a 14,377  (or 
68.8%)  return.  The  employer  cate- 
gories and  percentage  of  return  for 
each  are  shown  in  Table  1. 

Employers  were  instructed  to  use 
the  week  of  July  13-17,  1970,  for 
their  reporting  and  were  asked  to  in- 
dicate their  number  of  full-time  em- 
ployees in  the  various  allied  health 
fields,  the  number  of  part-time  em- 
ployees and  the  hours  worked  by  the 
part-time  personnel,  the  number  of 
‘‘funded  open  positions,”  and  the  num- 
ber of  additional  anticipated  vacancies 
for  1971. 

According  to  the  statistics  com- 
piled from  the  returned  questionnaires, 
‘‘there  were  nearly  230,000  persons 
(229,311)  employed  in  allied  health 
occupations  in  13  major  health  em- 
ployer categories  (listed  in  Table  1)  in 
Texas.” 

About  7 of  every  10  allied  health 
personnel  in  1970  were  in  one  of  the 
nursing  service  categories,  the  report 
noted.  The  next  largest  category  was 
that  of  medical  technologist,  with  in- 
stitutions reporting  6,699  employees 
in  this  field.  The  report  lists  nine 
other  categories  as  having  at  least 
1,000  employees:  medical  assistant 
(6,124),  dental  assistant  (5,164),  ward 
clerk  (3,570),  lab  assistants  and 
aides  (2,872),  dietitian  (1,765),  medi- 
cal typist  (1,746),  inhalation  ther- 
apist (1,275),  food  service  manager 
(1,135),  and  hospital/nursing  home 
pharmacists  (1,004). 

The  overall  statistics  also  indicated 


1.  Allied  health  manpower  survey  results. 


Employer  category 

Percentage 
of  return 

Hospitals 

79.0 

Nursing  homes 

800 

Public  health  departments 

92.9 

Home  health  agencies 

60.0 

Social  Security-approved 

76.0 

laboratories 

Higher  education  institutions, 

81.4 

health  facilities 

Secondary  and  elementary  schools 

91.4 

Institutions  of  mental  health 

89.4 

and  mental  retardation 

Doctors  of  Medicine 

645 

Doctors  of  Dentistry 

74  2 

Doctors  of  Osteopathy 

60.2 

Doctors  of  Podiatry 

79.9 

Doctors  of  Optometry 

71.6 

that  at  the  present  time,  7,364  posi- 
tions are  budgeted  for,  but  are  unfilled, 
and  anticipated  vacancies  for  full-time 
allied  health  personnel  for  1971  were 
estimated  to  be  10,426,  making  a 
total  need  of  17,790. 

Projected  needs  based  on  the  find- 
ings also  show  that  by  1980  there 
must  be  a 37%  increase  in  the 
number  of  allied  health  workers  to 
meet  the  state’s  manpower  require- 
ments. The  occupational  categories 
shown  to  have  the  greatest  projected 
increase  over  the  next  10  years  were 
therapeutic  services  (58%),  medical 
records  (42%),  diagnostic  services 
(41%),  nursing  services  (38%),  radi- 
ology (37%),  pharmacy  (35%),  and 
dietary  services  (35%). 

A bright  note  of  the  report  is  that 
institutions  offering  allied  health  edu- 
cation programs  report  an  increase  in 
enrollment  and  graduates.  But  this  is 
dimmed  by  the  fact  that  the  reported 
increase  is  still  not  enough  to  meet 
even  the  1971  projected  needs. 

Regional  Medical  Program 
announces  award  grants 

Twenty  continuing  operational  projects 
will  receive  funds  from  the  Regional 
Medical  Program  of  Texas  for  the  fis- 
cal year  1970-1971,  according  to  an 
article  in  the  RMP’s  Newsletter. 

The  article  states  that  RMP  has 
been  awarded  $1,866,100  for  grants 
from  the  Regional  Medical  Programs 
Service  in  Washington,  D.C. 

In  addition  to  the  20  operational 


RMP  projects,  two  feasibility  studies 
under  the  Office  of  the  Coordinator 
will  also  receive  funds  for  the  period 
from  Oct.  1,  1970,  through  Aug.  31, 
1971. 

Projects  sponsored  by  The  Univer- 
sity of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute  include  ‘‘Dial  Ac- 
cess Telephonic  Analysis  Medical  Con- 
sultation Service,”  ‘‘Medical  Physics  in 
a Regional  Center,”  ‘‘Regional  Consul- 
tation Services — Radiotherapy,”  ‘‘An- 
nual Clinical  Conference,”  and  ‘‘Medi- 
cal Genetics.” 

Another  institution  in  Houston  that 
is  sponsoring  an  RMP-funded  project 
is  The  University  of  Texas  School  of 
Public  Health.  Their  project  is  the 
‘‘State-Wide  Cancer  Registry  System.” 

Baylor  College  of  Medicine  in  Houston 
has  undertaken  three  projects:  ‘‘Re- 
gional Rehabilitation  Program  through 
Coordinated  Community  Action — Dem- 
onstration Unit — Wharton,”  ‘‘Coordi- 
nated Community  Respiratory  Care,” 
and  ‘‘Rehabilitation  Management — 
Coordinated  Community  Action.”  St. 
Elizabeth’s  Hospital  in  Houston  is  co- 
sponsor of  the  latter  program. 

Two  Houston  hospitals — St.  Joseph 
and  Riverside — are  handling  details  of 
the  project  entitled,  ‘‘Extending  Coro- 
nary Care  Nursing  Training  to  Com- 
munity Hospitals.” 

The  University  of  Texas  Dental 
Branch  at  Houston  is  sponsor  of  the 
program  ‘‘Reduce  Complications  Fol- 
lowing Radiotherapy”  and  is  cospon- 
sor with  Baylor  University  College  of 
Dentistry  in  Dallas  and  The  Univer- 
sity of  Texas  (Southwestern)  Medical 
School  in  Dallas  of  a project  called 
‘‘Expansion  of  Regional  Maxillofacial 
Prosthetic  Services.” 

Other  projects  sponsored  by  South- 
western include  ‘‘Long  Distance  Tele- 
phonic Consultations,”  ‘‘Regional  Re- 
habilitation Program  through  Coordi- 
nated Community  Action — Demonstra- 
tion Unit — Kilgore,”  and  ‘‘Stroke  Dem- 
onstration Program  for  Progressive  Pa- 
tient Care.” 

In  Galveston,  The  University  of  Tex- 
as Medical  Branch  has  taken  the  re- 
sponsibility for  two  projects  funded  by 
RMP,  ‘‘Development  and  Distribution 
of  an  Inter-Regional  Cooperative  Serial 
Control  System  in  the  South  Central 
Library  Region”  and  ‘‘A  Beginning  Pro- 
gram of  Continuing  Education  for  Oc- 
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cupational  Therapists.” 

The  University  of  Texas  Medical 
School  at  San  Antonio  is  in  charge  of 
two  projects  plus  two  feasibility  stud- 
ies under  the  Office  of  the  Coordina- 
tor. The  continuing  projects  UTMSSA 
is  involved  in  are  “Eradication  of  Cer- 
vical Cancer  in  South  Texas”  and  “Re- 
gional Rehabilitation  Program  through 
Coordinated  Community  Action — Dem- 
onstration Unit — New  Braunfels.”  The 
two  feasibility  studies  are  entitled 
“Training  Anesthesiology  Technolo- 
gists” and  “Community  Rehabilitation 
Unit,  Uvalde,  Texas.” 

Also  being  aided  by  RMP  funds  is 
the  project  of  the  Texas  Hospital  As- 
sociation, “Health  Careers  Personnel 
Program.” 

Computer  experts  to  join 
Baylor  faculty  in  July 

Two  experts  in  the  field  of  computer 
medicine  will  join  the  faculty  of  Baylor 
College  of  Medicine  on  July  1,  1971. 

Appointments  to  the  college’s  de- 
partment of  medicine  and  to  Metho- 
dist Hospital  have  been  accepted  by 
Dr.  Howard  K.  Thompson,  Jr.,  presently 
associate  professor  of  medicine  and 
biomathematics  at  Duke  University, 
and  by  Dr.  Charles  F.  Starmer,  (Ph.D.) 
assistant  professor  of  medicine  in 
computer  science  at  Duke. 

Dr.  Thompson,  who  will  become  a 
professor  of  medicine,  and  Dr.  Star- 
mer, who  will  be  associate  professor 
of  bioengineering  in  medicine,  will  con- 
tinue studies  in  problems  of  informa- 
tion processing  in  medicine — chiefly, 
the  development  of  an  automated 
medical  history. 

At  Duke,  they  developed  a 19-page 
questionnaire  that  is  mailed  to  the 
patient  before  he  sees  the  physician 
for  his  first  appointment.  The  patient 
completes  the  questionnaire  and  mails 
it  back  to  the  doctor.  It  is  fed  into  an 
optical  scanner  that  reads  the  infor- 
mation into  a computer  where  it  is 
stored  and  assembled.  The  computer 
also  prepares  a typed  document  for 
the  doctor’s  use. 

Said  Dr.  Thompson  of  the  question- 
naire, “The  doctor  can  go  over  signifi- 
cant items  with  the  patient  and  focus 
on  them.  The  computer  takes  over 
the  routine  questions  that  the  doctor 
doesn’t  need  to  be  asking.  In  a time 
of  a shortage  of  physicians,  it  is  un- 
reasonable to  have  the  doctor  doing 
this.” 


Top  entertainers  engaged 
for  Annual  Session  event 

Waiting  to  entertain  Texas  Medical  As- 
sociation members,  their  spouses,  and 
their  friends  at  the  1971  TMA  Annual 
Session  in  Houston  are  the  "Name 
Band  of  the  Southwest”  and  a “Super 
Singer” — that  is,  the  Ed  Gerlach  Or- 
chestra and  vocalist  Marilyn  Maye! 

Nationally  known  as  the  “Name 
Band  of  the  Southwest,”  the  Ed  Ger- 
lach Orchestra  will  play  old-time  favor- 
ites and  modern  tunes  at  the  Astro- 
world-sponsored  cocktail  party-dinner- 
dance,  “Saturday  Night  at  the  Astro- 
world,”  planned  for  Saturday,  May  8, 
in  the  Main  Ballroom  of  the  Astroworld 
Hotel. 

Featuring  vocalist  Janet  Smith,  the 
band  will  provide  party-goers  with  mu- 
sic reminiscent  of  the  big  band  era  of 
the  1930’s  and  1940’s,  as  well  as  the 
popular,  danceable  music  of  such 
artists  as  Burt  Bacharach. 

Band  leader  Gerlach  was  a former 
arranger  and  musical  director  of  the 
Glenn  Miller  Band  after  World  War  II 
under  the  leadership  of  Tex  Beneke. 

The  orchestra  has  played  such  re- 
cent engagements  as  the  St.  Joseph’s 
Hospital  Charity  Ball,  featuring  Dinah 
Shore,  Peter  Nero,  and  Bob  Hope;  the 
National  Association  of  Homebuilders: 
the  Junior  League  Charity  Ball  in  Aus- 
tin (annually  for  the  past  10  years): 
the  Governor’s  Inaugural  Ball;  and  the 
Texas  Hospital  Association  convention. 

Marilyn  Maye,  nicknamed  “Super 
Singer”  by  television  performers  John- 
ny Carson,  Ed  Sullivan,  and  Jackie 


Orchestra  leader  Ed  Gerlach 


Singer  Marilyn  Maye 


Gleason,  will  also  join  the  entertain- 
ment bill  to  provide  a fun-filled  even- 
ing for  TMA  members. 

A singer  who  made  her  reputation 
at  The  Colony  in  Kansas  City,  Miss 
Maye  received  a Grammy  nomination 
as  “Best  New  Artist”  in  February 
1966,  and  in  July,  1966,  she  was 
voted  “Most  Promising  Female  Vocal- 
ist” in  the  Cash  Box  poll  of  disc 
jockeys. 

With  numerous  television  appear- 
ances on  the  Mike  Douglas  Show,  the 
Merv  Griffin  Show,  the  Joey  Bishop 
Show,  Johnny  Carson’s  Tonight  Show, 
the  Kraft  Music  Hall,  and  the  Holly- 
wood Palace,  Miss  Maye  is  known  for 
her  renditions  of  the  title  song  from 
the  Broadway  show  “Cabaret”  and 
“Sherry”  from  the  Broadway  play  of 
the  same  name. 

One  of  her  songs,  “Step  to  the 
Rear”  from  the  Broadway  show  "How 
Now  Dow  Jones,”  was  adapted  for  a 
commercial  campaign  by  Lincoln-Mer- 
cury  automobiles. 

Among  other  places,  she  has  ap- 
peared at  the  Cork  Club  in  Houston, 
the  Sands  in  Las  Vegas,  Harrah’s  in 
Reno,  the  Copacabana  in  New  York, 
and  the  Shoreham  Hotel  in  Washing- 
ton. 

Advance  tickets  for  “Saturday  Night 
at  the  Astroworld”  may  be  ordered 
from  TMA  by  completing  the  Advance 
Registration  Form  on  page  129. 

The  price  of  the  combination  cock- 
tail party-dinner-dance  is  $18  per  per- 
son (inclusive  of  tax  and  gratuity)  and 
will  cover  all  costs.  The  hospitality 
hour  is  to  begin  at  7:30  p.m.,  and 
dinner  is  scheduled  for  8:30  p.m. 
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Texas  ranked  6th 
in  cancer  death  toll 

Cancer  is  expected  to  kill  15,800 
Texans  this  year,  according  to  an  arti- 
cle in  Medical  World  News. 

The  projected  death  toll  for  the  en- 
tire United  States,  reports  the  Amer- 
ican Cancer  Society,  is  335,000,  with 
Texas  ranking  sixth  among  the  50 
states.  Only  New  York,  California, 
Pennsylvania,  Illinois,  and  Ohio  are 
predicted  to  have  a larger  number  die 
from  cancer. 

The  data  presented  in  the  article 
are  based  on  1961-1967  cancer  death 
rates  for  each  state. 

The  American  Cancer  Society  also 
forecasts  that  212,000  patients  will 
be  successfully  treated  for  cancer  in 
1971,  although  a recent  survey  indi- 
cated that  few  Americans  have  annual 
cancer  checkups. 

The  article  notes  that  the  society 
"emphasizes  that  106,000  of  the  ex- 
pected deaths  might  be  avoided  by 
‘earlier  and  better  treatment.’  ’’ 


Maternity  team  concept 
endorsed  by  3 groups 

Recognizing  the  deficits  in  the  avail- 
ability and  quality  of  health  care  on 
the  maternity  wards  of  the  nation’s 
hospitals,  three  professional  organiza- 
tions have  released  a joint  statement 
on  maternity  care. 

The  statement,  endorsing  coopera- 
tive efforts  by  teams  of  physicians, 
nurse-midwives,  obstetric  registered 
nurses,  and  other  health  personnel  in 
providing  care  to  women,  was  issued 
by  the  American  College  of  Obstetri- 
cians and  Gynecologists  (ACOG),  the 
Nurses  Association  of  ACOG,  and  the 
American  College  of  Nurse-Midwives. 

The  three  organizations  noted  that 
to  provide  optimal  maternity  care  for 
all  women,  the  functions  and  responsi- 
bilities of  each  team  member  should 
be  clearly  defined  according  to  his 
education  and  training. 

Recommendations  for  the  division 
of  responsibility  in  the  maternity  care 
team  included  the  following; 

1.  A qualified  obstetrician-gynecolo- 
gist should  direct  the  team. 

2.  Qualified  nurse-midwives  may  as- 
sume responsibility  for  the  complete 
care  and  management  of  uncompli- 
cated maternity  cases. 

3.  Obstetric  registered  nurses  may 
assume  responsibility  for  patient  care 


and  management  according  to  their 
education,  training,  and  experience. 

4.  Other  health  personnel  trained  in 
specific  areas  of  maternal  care  may 
participate  in  team  functions  accord- 
ing to  their  abilities  and  within  the 
definitions  of  responsibility  established 
by  the  team. 

5.  Written  policies  describing  the 
specific  functions  of  each  team  mem- 
ber should  be  prepared,  and  review 
and  revision  of  the  policies  should  be 
made  periodically  according  to  chang- 
ing needs. 

In  endorsing  the  recommendations, 
all  three  organizations  cited  recog- 
nition of  a common  goal — the  need 
for  improvement  and  expansion  of 
health  services  now  being  provided  for 
women. 


Drugs:  today’s  bargains 

Even  in  these  inflationary  times,  at 
least  one  product  in  America  is  becom- 
ing less  expensive,  according  to  arti- 
cles in  recent  issues  of  American  Med- 
ical News  and  Medical  World  News 
dealing  with  the  results  of  a recent- 
ly released  survey  published  by  the 
American  Enterprise  Institute  for  Pub- 
lic Policy  Research. 

The  study,  conducted  by  Dr.  John 
M.  Firestone  (Ph.D.),  professor  of  eco- 
nomics at  the  City  College  of  the  City 
University  of  New  York,  disclosed  that 
the  price  of  prescription  drugs  has  de- 
clined approximately  10%  since  1960. 

Specifically,  the  findings  of  the  study 
indicate  that  “average”  prescription 
prices,  adjusted  for  the  number  of 
doses,  declined  5.8%  since  1960;  re- 
tail drug  prices  have  declined  by  9.2% 
since  1961;  and  wholesale  drug  rates 
are  down  7.7%  from  those  in  1960. 

Dr.  Firestone  reports  that  the  aver- 
age prescription  price  has  climbed 
from  $3.22  to  $3.85  in  the  past  ten 
years  because  the  number  of  doses  in 
the  prescription  package  has  increased 
by  27%. 

"The  average  prescription  that  cost 
$3.22  in  1960  would  have  cost  only 
$3.03  in  1969  for  the  same  number 
of  doses,”  notes  Dr.  Firestone. 

The  researcher  further  adds,  "If 
drug  prices  had  remained  unchanged 
over  the  past  two  decades,  the  na- 
tional drug  bill  would  be  at  least  10% 
higher  than  it  is  today.” 

Greater  usage  of  drugs  is  primarily 
responsible  for  the  increasing  amount 
of  money  spent  on  drugs,  stated  Dr. 
Firestone. 


Study  seeks  brain’s  role 
in  controlled  breathing 

An  article  in  Medical  World  News  re- 
ports on  the  pioneering  efforts  of  a 
group  at  the  University  of  Arizona 
who  are  studying  the  brain’s  role  in 
controlled  breathing. 

Noting  that  the  results  of  the  study 
should  "be  of  great  interest  to  physi- 
cians who  count  singers  among  their 
patients,”  the  article  states  that  uni- 
versity researchers  are  carrying  out 
the  study  by  taking  EEG  readings  of 
subjects,  while  simultaneously  record- 
ing air-flow  measurements  during  res- 
piration. The  data  are  then  analyzed 
by  computer,  and  researchers  “then 
extract  for  study  the  electrical  pat- 
terns that  consistently  occur  just  be- 
fore breathing  and  the  patterns  pro- 
duced by  the  respiratory  movement 
itself.” 

The  researchers,  according  to  the 
article,  hope  to  determine  exactly 
what  happens  in  the  brain  when  a 
person  tries  to  regulate  his  breathing. 
The  article  notes,  “It  is  well  known 
that  the  lower  centers  of  the  brain 
control  automatic  breathing,  but  it  is 
not  known  how  the  brain’s  higher 
centers  participate  in  its  voluntary 
control.” 

Advisory  group  to  RMP 
lists  physician  members 

Reelected  to  serve  as  chairman  of  the 
advisory  group  to  the  Regional  Medical 
Program  of  Texas  was  Dr.  N.  C.  High- 
tower of  Temple,  chairman  of  the 
Texas  Medical  Association’s  Council  on 
Scientific  Advancement. 

Eight  other  members  of  the  Associ- 
ation were  also  appointed  to  serve  on 
the  advisory  board.  Members  appoint- 
ed for  the  term  running  from  Oct.  1, 
1970,  to  Aug.  31,  1973,  included  Drs. 
G.  V.  Brindley,  Jr.,  Temple;  John  R. 
Derrick,  Galveston;  George  J.  Race, 
Dallas;  F.  Carter  Pannill,  San  Antonio; 
Maurice  I.  Marks,  El  Paso;  Ralph  G. 
Greenlee,  Midland;  and  J.  G.  Cigarroa, 
Jr.,  Laredo. 

Appointed  to  a new  member  posi- 
tion was  Dr.  Stanley  W.  Olson  of  San 
Antonio,  also  a TMA  member.  His  term 
of  office  will  also  be  from  Oct.  1,  1970, 
to  Aug.  31,  1973. 

Dr.  Reuel  A.  Stallones,  dean  of  The 
University  of  Texas  School  of  Public 
Health  in  Houston,  was  also  appointed 
to  a term  with  the  advisory  group. 
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Medical  Branch's  new  curriculum 


The  University  of  Texas  Medical 
Branch  at  Galveston  has  adopted  a 
twofold  approach  to  meet  the  chal- 
lenge of  providing  more  and  better- 
educated  medical  manpower  to  the 
state  and  to  the  nation. 

First,  the  oldest  and  largest  medical 
school  in  the  state  has  increased  the 
number  of  positions  available  in  its 
entering  class,  yet  is  breaking  each 
class  into  small  groups  for  more  indi- 
vidualized instruction. 

Second,  a new,  revised  curriculum 
will  make  it  possible  for  entering  medi- 
cal students  to  graduate  to  a period 
of  postgraduate  medical  education  or 
to  actual  medical  practice  after  only 
three  years  of  formal  course  work. 

Basically,  the  new  curriculum  has 
pared  down  existing  requirements  to 
a core  of  knowledge  that  is  essential 
to  all  who  aspire  to  the  degree  “doctor 
of  medicine.” 

An  intensive  three-year  review  of 
national  needs,  trends  in  medical  edu- 
cation, medical  curricula,  and  medical 
practice  laws  laid  the  foundation  for 
the  new  curriculum,  with  a combina- 
tion of  administrators,  practicing  phy- 
sician teachers,  and  medical  students 
carefully  weighing  each  idea  suggested 


in  order  to  accomplish  the  goal  of  pro- 
viding more  physicians  in  less  time  to 
a growing  nation  and  state. 

With  an  overall  goal  of  providing  the 
environment  that  will  best  help  stu- 
dents to  learn,  the  faculty  of  the  med- 
ical school  has  divided  the  education 
of  the  medical  student  into  three 
major  divisions — the  Basic  Science 
Core,  the  Clinical  Science  Core,  and 
the  Track  Program. 

The  Basic  Science  Core  is  a series 
of  four  15-week  terms,  with  a 5-week 
vacation  provided  between  term  III 
and  term  IV.  It  consists  of  the  basic 
science  subjects  formerly  taught  in  the 
first  two  years  of  the  medical  curricu- 
lum, plus  five  new  courses — “Endo- 
crinology,” “Cell  Biology,”  “Neurosci- 
ence,” and  two  patient-related  courses, 
“Behavioral  Science”  and  “Introduc- 
tion to  Clinical  Medicine.” 

Following  the  last  term  of  the  Basic 
Science  Core,  a 10-week  period  is 
scheduled  for  a concentrated  course 
in  the  introduction  of  clinical  medicine 
to  the  student.  During  these  10  weeks, 
the  student  rotates  through  various 
clinical  services,  develops  his  skills  in 
performing  a physical  examination, 
and  learns  the  rudiments  of  diagno- 


sis and  the  operation  of  the  Medical 
Branch  hospitals.  “Introduction  to 
Clinical  Medicine”  was  designed  to 
facilitate  the  student’s  transition  from 
the  Basic  Science  Core  to  the  Clinical 
Science  Core. 

Forty-eight  weeks  in  five  major  clini- 
cal services  comprise  the  Clinical  Sci- 
ence Core.  The  student  spends  12 
weeks  each  in  internal  medicine  and 
surgery,  and  8 weeks  each  in  obstet- 
rics, pediatrics,  and  psychiatry.  Some- 
time during  this  48-week  training  peri- 
od, the  student  must  decide  whether 
he  wishes  to  graduate  following  his 
successful  completion  of  the  Clinical 
Science  Core. 

A student  who  decides  to  graduate 
is  permitted  to  enroll  in  postgraduate 
training  rather  than  in  the  Track  Pro- 
gram. Flowever,  such  a student  must 
be  academically  and  personally  quali- 
fied, as  determined  by  the  respective 
Faculty  Grading  and  Promotions  Com- 
mittee, and  he  must  obtain  an  ap- 
proved university  internship  or  resi- 
dency through  the  National  Intern  and 
Resident  Matching  Program  before  he 
can  receive  his  MD  degree.  If  this 
route  is  followed,  the  student’s  diplo- 
ma is  awarded  upon  satisfactory  com- 
pletion of  the  first  postgraduate  year. 

If  a student  chooses  not  to  gradu- 
ate after  the  Clinical  Core,  or  if  he  fails 
to  qualify  for  graduation,  he  will  nor- 
mally enroll  in  the  Track  Program.  This 
third  major  division  of  the  new  Medi- 
cal Branch  curriculum  consists  of  a 
48-week  elective  period  in  which  the 
student,  with  the  advice  of  his  faculty 
advisor,  selects  courses  from  among 
three  tracks  in  accordance  with  his 
career  goals. 

For  example,  a student  who  longs 
to  be  a general  practitioner  will  prob- 
ably enter  the  Family  Practice  track; 
another  student  may  be  interested 
in  diabetes  research,  so  he  will  enter 
the  Academic  Medicine — Medical  Re- 
search track:  still  another  may  wish  to 
be  a plastic  surgeon,  and  he  would 
probably  choose  the  Medical-Surgical 
Specialties  track. 

In  any  event,  these  three  tracks  will 
be  sufficiently  flexible  to  allow  the 
student  to  concentrate  his  studies  in 
a given  field  or  to  explore  the  various 
clinical  services  or  basic  science  pro- 
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9/7/70-12/19/70 


BASIC  SCIENCE  CORE 
I 

( 1 5 Weeks) 


9/6/71-12/18/71 


BASIC  SCIENCE  CORE 
IV 

(15  Weeks) 


10/2/72- 

11/25/72 

CLINICAL 

CORE 

IV 

(8  Weeks) 


12/4/72- 

12/16/72 


1/4/71-4/16/71 


BASIC  SCIENCE  CORE 
II 

(15  Weeks) 


1/3/72- 

3/11/72 

I.C.M, 
(10  Weeks) 


1/7/73- 

2/10/73 


CLINICAL 

CORE 

V 

(8  Weeks) 


4/18/71-7/30/71 


BASIC  SCIENCE  CORE 
III 

( 1 5 Weeks) 


3/13/72- 

4/8/72 

Vacation 
(4  weeks) 


2/12/73- 

4/7/73 

CLINICAL 

CORE 

VI 

(8  Weeks) 


4/10/72- 

6/3/72 


CLINICAL 

CORE 


(8  Weeks) 


4/16/73- 

6/9/73 

Free  Elcc, 

3 Yr.  Grad. 


Vacation 
4 Yr.  Grad. 
(8  Weeks) 


10/15/73- 

12/10/73- 

1/7/74- 

2/18/74- 

4/15/74- 

12/8/73 

12/22/73 

2/16/74 

4/13/74 

6/8/74 

TRACK 

TRAC 

K 

TRACK 

TRACK 
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IV 

V 

VI 

(8  Weeks) 

(8  Weeks) 

1 1 

(8  Weeks! 

(8  Weeks) 

8/2/719/4/71 

VACATION 
(5  Weeks) 


6/5/72- 

7/29/72 

CLINICAL 

CORE 

II 

(8  Weeks) 


6/11/73- 
8/1 1/73 

TRACK 

I 

(8  Weeks) 


8/7/72- 

9/30/72 

CLINICAL 

CORE 

III 

(8  Weeks) 


8/20/73- 

10/13/73 

TRACK 

II 

(8  Weeks) 


1.  Calendar  for  the  revised  curriculum  of  The  University  of  Texas  Medical  Branch. 
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attacks  predicted  manpower  problems 


grams.  The  net  result  of  the  Track  Pro- 
gram will  be  a series  of  courses  tai- 
lored into  a specific  program  to  fit 
the  designated  career  goal  of  each 
individual  student. 

The  calendar  of  the  new  curriculum, 
along  with  the  schedule  for  the  Basic 
Science  Core,  is  illustrated  in  Figs.  1-5. 

The  highly  individualized  approach 
to  medical  education  was  designed  to 
meet  the  broad  objectives  defined  by 
the  Medical  Branch  faculty  as  follows: 

1.  To  provide  a variety  of  oppor- 
tunities and  possibilities  for  students 
who  wish  to  enter  the  field  of  medi- 
cine, whether  it  be  in  family  practice, 
specialization,  academic  medicine,  or 
research. 

2.  To  instruct  students  in  the  rudi- 
ments of  scientific  and  clinical  medi- 
cine by  means  of  a curriculum  suffi- 
ciently flexible  to  allow  the  student  to 
prepare  himself  for  whatever  career  he 
chooses. 

3.  To  establish  a system  of  faculty 
advisors  who  assume  their  responsi- 
bilities from  the  beginning  of  medical 
school  and  who  assist  in  personalizing 
the  curriculum  for  each  student. 

4.  To  utilize  as  teachers  only  those 
persons  qualified  by  training,  experi- 


BASIC  SCIENCE  CORE 
Term  1 • September  7 - December  19,  1970 


• • Biochemistry  Lab  will  meet  a maximum  of  3 three-hour  periods  per  1 5 weeks;  remaining  time  is  tree  and  may  be  used 
for  an  optional  Biochemistry  Lab  at  the  discretion  of  the  student. 


BASIC  SCIENCE  CORE 
Term  2 • January  4 • April  16.  1971 


2.  Schedule  of  classes  for  term  I of 
the  Basic  Science  Core. 


3.  Schedule  of  classes  for  term  II  of 
the  Basic  Science  Core.  The  new  cur- 
riculum is  now  in  this  term. 


HOUR 

MONDAY 

TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

a 9 

Neuroscience 

Cell  Biology 

Physiology 

Cell  Biology 

Physiology 

9 10 

Physiology 

Neuroscience 

Neuroscience 

Physiology 

Endocrinology 

10-1 1 

A 

6 

Endocrinology 

Endocrinology 

A 

B 

Endocrinology 

Ph 

C 

tTSlOl 

onf 

r 

X 

Enc 

Cc 

ocrin 

jnf 

111? 

Cell  Biology 

Neuroscience 

Conference 

A 

B 

1 ? 

V 

Physiol 

Cont 

2 3 

A 

' 

3 4 

Endocrir 

Conf 

4 5 
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ence,  inclination,  and  ability — even  if 
it  means  placing  a disproportionate 
burden  of  teaching  on  a few. 

5.  To  provide  relevant  correlations 
between  basic  science  and  clinical  ex- 
perience. 

6.  To  develop  in  the  student  an 
empathetic  approach  to  the  patient 
as  a human  being  rather  than  as  the 
bearer  of  a disease  or  injury. 

7.  To  acquaint  the  student  with 
social,  emotional,  and  environmental 
aspects  of  disease. 

8.  To  emphasize  by  precept  and 
good  example  the  need  for  continuing 
education  after  graduation. 

9.  To  establish  a department  or 
division  of  medical  education,  staffed 
by  professional  educators. 

10.  In  summary,  it  is  the  goal  of 
the  faculty  of  medicine  to  provide  the 
environment  which  will  best  help  stu- 
dents to  learn. 

Before  such  goals  can  be  fulfilled, 
however,  the  new  curriculum  must 
"work,”  and  according  to  Dr.  Richard 
F.  Timmer,  associate  dean  and  coordi- 
nator of  curriculum  affairs  of  The  Uni- 
versity of  Texas  Medical  Branch,  the 
new  plan  has  been  well  accepted  by  a 
majority  of  students  and  faculty. 

In  a report  to  Texas  Medical  Associ- 
ation’s Committee  on  Liaison  with 
Medical  Schools,  Dr.  Timmer  stated 
that  student  response  to  the  new  cur- 
riculum has  thus  far  been  tremendous. 
Most  of  the  faculty  are  enthusiastic 
about  the  changes,  too.  Dr.  Timmer 
reported.  Although  the  new  curriculum 
is  now  only  in  the  second  term  of  the 
Basic  Science  Core,  classrooms  are 
reported  to  be  jammed  with  both  stu- 
dents and  faculty  members. 

Logistical  problems  have  proved  to 
be  the  only  drawbacks  of  the  plan, 
noted  Dr.  Timmer.  He  pointed  out  that 
with  the  interdisciplinary,  nondepart- 
mental  approach  now  in  effect,  the 
faculty — especially  those  in  clinical 
areas — have  a great  teaching  respon- 
sibility. 

If  the  logistical  problems  can  be 
overcome,  it  appears  that  The  Univer- 
sity of  Texas  Medical  Branch  has  de- 
veloped a curriculum  that  may  help 
solve  the  medical  manpower  shortage 
predicted  for  the  future. 


BASIC  SCIENCE  CORE 
Term  3 • April  18  ■ July  30,  1971 


HOUR 

VONOAY 

TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

B9 

Microbiology 

Microbiology 

Microbiology 

Microbiology 

Pathology 

A 

B 

A 

B 

A 

B 

9 10 

Pathology 

Micro 

Lab 

Path 

Lab 

Pathology 

Micro 

Lab 

Path 

Conf 

Integrat- 
ed Func 

Micro 

Lab 

A 

B 

1 

Lab 

10-11 

Pathology 

Conference 

Path 

Conf 

Integrat- 
ed Func 
Conf 

i 

1 

i 

11-12 

X 

r 

i 

X 

' 

r 

Behavioral 

Science 

1 

I.C.M. 

y.of 

Class 

X 

Xi 

I.C.M. 

'/.of 

Class 

4.  Schedule  of  classes  for  term  III  of  the  Basic  Science  Core. 


BASIC  SCIENCE  CORE 
Term  4 • September  6 • December  18.  1971 


HOUR 

MONDAY 

TUESDAY 

WEDNESDAY 

THURSDAY 

FRIDAY 

SATURDAY 

8 9 

Pathology 

Pharmacology 

Pathology 

Pathology 

Pharmacology 

9 10 

Pharmacology 

A 

B 

Pharmacology 

Pathology 

Conference 

Behavioral 

Science 

T 

Integrat- 
ed Func 
Conf 

i 

Pharm 

Conf 

1 

10-n 

A 

8 

A 

B 

Pharmacology 

Pharm 

Conf 

1 

Path 

Conf 

T 

Path 

Conf 

i 

Integrat- 
ed Func 
Conf 

i 

1112 

I.C.M. 

% of  Class 

I.C.M. 

% of  Class 

A 

B 

A 

B 

A B 

PM  & CH 


5.  Schedule  of  classes  for  Term  IV  of  the  Basic  Science  Core. 
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Astronauts’  blood  to 
be  studied  at  Dallas 

Apollo  14  astronauts  not  only  brought 
back  rocks  for  the  geologists,  they 
also  returned  samples  of  their  blood 
to  a “blue-baby”  expert  at  The  Uni- 
versity of  Texas  (Southwestern)  Med- 
ical School  in  Dallas. 

Dr.  William  Miller,  associate  profes- 
sor of  pediatrics  at  Southwestern  and 
director  of  pediatric  cardiology  at  Chil- 
dren s Medical  Center,  is  studying 
the  blood  of  the  astronauts  in  an  effort 
to  learn  more  about  an  oxygen-releas- 
ing factor  in  red  cells. 

The  “blue-baby”  expert  wants  to 
know  whether  the  artificial  space- 
craft atmospheres  encountered  by  the 
spacemen  change  the  level  of  2,3- 
diphosphoglycerate  in  the  red  cells  of 
the  astronauts’  blood. 

This  particular  factor,  which  causes 
hemoglobin  to  unbind  the  oxygen  it 
is  carrying,  is  found  in  higher  levels  in 
blue  babies — apparently,  an  attempt 
by  the  body  to  compensate  for  oxygen 
shortage. 

Although  DPG  has  been  known 
since  the  1920’s,  its  exact  function 
remained  a mystery  until  approximate- 
ly three  years  ago. 

Upon  the  discovery  of  DPG’s  func- 
tion by  scientists  at  Columbia  Univer- 
sity and  the  University  of  Virginia,  Dr. 
Miller  and  other  workers  then  in  Phila- 
delphia asked  whether  the  body  would 
provide  increased  levels  of  DPG  in  re- 
sponse to  oxygen-poor  blood. 

“Blue  blood — oxygen-poor  blood — 
is  the  factor  giving  rise  to  the  term 
‘blue  baby.’  We  showed  that  three 
was  an  increased  level  of  DPG  in  every 
blue  baby  by  age  two  months,”  said 
Dr.  Miller. 

The  question  now  is  whether  DPG 
levels  in  the  astronauts  living  in  an 
oxygen-enriched  atmosphere  will  be 
lowered. 

Blood  from  astronauts  Alan  Shep- 
ard, Stu  Roosa,  and  Edgar  Mitchell 
was  sampled  before  Apollo  14  blasted 
off  to  provide  comparative  readings. 
In  addition,  blood  of  the  back-up  crew 
and  other  persons  was  sampled  to  pro- 
vide readings  on  normal  levels. 

Blood  was  again  sampled  when  the 


astronauts  returned  to  the  aircraft 
carrier.  The  samples  were  frozen  and 
will  eventually  be  delivered  to  Dr.  Mil- 
ler’s laboratory  at  the  medical  school. 

Dr.  Miller  acknowledges  the  work 
will  have  significant  implications  for 
future  manned  spaceflight  and  orbital 
laboratory  existence. 

“From  the  space  angle,  it’s  very  im- 
portant to  define  control  mechanisms 
(for  oxygen  release)  which  are  either 
stimulated  or  inhibited.  In  long  space 
flight,  it’s  obvious  they’re  going  to 
have  an  artificial  environment  involv- 
ing oxygen,”  said  Dr.  Miller. 

“Of  course,  after  all  this,  it’s  possi- 
ble the  DPG  levels  in  the  astronauts 
will  be  normal,”  he  muses.  “But  if 
it’s  abnormal,  you  have  a whole  set  of 
new  questions.” 


Taste  problems  linked 
to  many  human  ailments 

Taste  tests  may  become  the  standard 
method  for  diagnosing  many  genetic 
and  metabolic  disorders,  says  a re- 
searcher at  the  National  Institutes  of 
Health. 

Reporting  on  the  phenomenon  in 
Medical  World  News,  Dr.  Robert  I. 
Henkin  notes  that  “abnormalities  in 
taste  acuity”  have  already  been  linked 
with  some  human  diseases,  and  in 
some  cases,  the  abnormalities  in  taste 
can  be  successfully  treated  with  oral 
doses  of  trace  metals. 

While  recognizing  the  “very  great” 
diagnostic  potential  of  his  work.  Dr. 
Henkin  points  out,  “This  is  a whole 
new,  unexplored  field,  and  what  we’ve 
done  so  far  is  simply  to  point  up  the 
possibilities.” 

He  adds,  “I  think  we  have  a major 
medical  advance  here.  While  we  can’t 
save  lives,  we  can  sure  make  them  a 
lot  better.” 

From  his  research.  Dr.  Henkin  has 
also  discovered  that  taste  buds  in  the 
tongue  are  not  the  only  important 
mechanisms  for  distinguishing  the  four 
basic  tastes. 

While  noting  that  the  tongue  is 
“very  important  in  the  taste  process, 
. . . the  palate,  pharynx,  and  larynx 
are  also  involved.” 

Dr.  Henkin’s  studies  indicate  that 
“taste  is  regulated  by  both  a dynamic 


balance  between  such  trace  metal 
ions  as  copper,  nickel,  and  zinc  on 
the  one  hand  and  thiols  on  the  other, 
and  by  carbohydrate-active  steroids. 
And  these  findings  led  to  the  discov- 
ery that  oral  doses  of  trace  metals 
given  to  restore  the  balance  can  also 
restore  normal  taste  sensitivity  in  pa- 
tients.” 

The  researcher  points  out  in  the 
article  that  this  is  probably  not  the 
only  successful  method  of  treatment. 
“There’s  still  so  much  to  learn,”  he 
states. 

Dr.  Henkin  predicts  that  some  day 
taste  tests  will  be  “as  much  a part 
of  a complete  physical  examination  as 
the  eye  chart.”  He  is  greatly  con- 
cerned with  the  many  people  who 
have  a taste  abnormality;  yet,  the 
physicians  they  go  to  with  the  prob- 
lem are  not  aware  that  the  abnormal- 
ity really  exists. 

To  aid  in  educating  physicians  to  this 
matter  of  taste  abnormalities  and  their 
relationship  to  many  human  disorders, 
the  National  Institutes  of  Health  is 
preparing  a kit  for  taste  testing,  in- 
cluding “all  components  of  Dr.  Hen- 
kin’s  simple  taste  acuity  test,  plus 
instructions.”  Free  kits  will  be  dis- 
tributed early  this  year  to  physicians 
who  request  them  from  Dr.  Henkin. 

Says  Dr.  Henkin,  who  claims  to  be 
the  only  researcher  now  working  in 
this  field,  “To  me,  it’s  unbelievable 
that  this  important  branch  of  physiol- 
ogy should  have  been  overlooked  as  a 
source  of  knowledge  in  evaluating  the 
etiology  of  disease.” 

The  doctor  has  been  conducting 
research  on  taste  for  the  past  eight 
years,  studying  persons  with  many 
forms  of  dysgeusia.  He  reports  that 
similar  studies  involving  the  sense  of 
smell  will  be  on  his  agenda  soon. 

New  committee  chairman 
for  UT  medical  affairs 

Dan  Williams  of  Dallas  is  the  new 
chairman  of  the  medical  affairs  com- 
mittee of  The  University  of  Texas  Sys- 
tem board  of  regents. 

Elected  to  the  committee  chairman- 
ship by  the  board  members,  regent 
Williams  replaces  former  regent  Jack 
Josey  of  Houston  in  the  post. 
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Legislative 

File 


Texas  Representatives  and  Senators  have,  to  date, 
introduced  into  the  Legislature  many  bills  that  could 
affect  physicians  in  their  medical  practice. 

Below  and  on  succeeding  pages  is  a list  of  some 
of  these  bills.  Some  have  already  been  passed  by 
both  houses  and  signed  into  law,  while  others  are 
still  being  debated  in  committee  hearings. 

Although  this  list  is  by  no  means  complete,  it  does 
include  major  bills  that  the  physicians  of  Texas  will 
find  of  interest. 

For  example,  the  six  chiropractic  bills  will  greatly 
affect  health  care  delivery  in  the  state.  The  legislation 
that  would  grant  minors  the  capacity  to  consent  to 
treatment  by  a physician  for  drug  addiction  or  for 
any  condition  caused  by  drugs  will  have  far-reaching 
effects  if  enacted,  and  other  pieces  of  legislation 
concerning  drugs  will  involve  nearly  all  physicians 
who,  of  necessity,  must  deal  with  both  narcotic  and 
non-narcotic  drugs.  Pediatricians  will  want  to  note 
S.B.  297,  and  physicians  who  treat  mentally  disturbed 
patients  will  find  the  section  on  mental  health  and 
mental  retardation  interesting. 

Texas  physicians  who  have  an  opinion  on  any  of 
these  bills  or  who  wish  to  obtain  more  information 
should  contact  their  local  Senator  or  Representative. 


Ambulances 

H.B. 

34 

S.B. 

17 

Associations — corporations — foundations 

S.B. 

30 

H.B. 

265 

H.B. 

264 

S.B. 

176 

S.B. 

174 

H.B. 

502 

S.B. 

175 

Athletic  trainers 

H.B. 

602 

Blood  and  transplantation 

H.B. 

740 

Children 

H.B. 

142 

H.S.I 

=i.  24 

H.B. 

466 

H.B. 

470 

S.B. 

292 

S.B. 

296 

S.B. 

149 

H.B. 

541 

Chiropractic 

H.B. 

131- 

S.B. 

327 

S.B. 

142- 

H.B. 

427 

S.B. 

69- 

H.B. 

198 

Civil  procedure  (malpractice) 

S.B. 

403 

Disaster 

H.B. 

66 

H.B. 

579 

Drivers’  licenses 

H.B. 

93 

Drugs 

H.B. 

139 

H.B. 

80 

S.B. 

8 

relating  to  operation  of  emergency  ambulances  and  licens- 
ing of  ambulance  attendants 

regulating  the  licensing,  inspection,  and  operation  of  am- 
bulances 

relating  to  the  supervision  of  charitable  trusts  and  foun- 
dations by  the  Atty.  General 

relating  to  the  governing  instruments  of  private  founda- 
tions and  nonexempt  split-interest  trusts 
amending  Texas  Non-Profit  Corporation  Act  relating  to 
private  foundations 

relating  to  articles  of  incorporation  of  private  foundations 
relating  to  governing  instruments  of  private  foundations 
and  nonexempt  split-interest  trusts 

relating  to  tax  exemptions  for  certain  nonprofit  corpora- 
tions 

amending  the  Texas  Professional  Association  Act 
creating  the  Texas  Board  of  Athletic  Trainers  to  license 
athletic  trainers 

relating  to  the  liability  of  persons  engaged  in  the  trans- 
plantation of  human  tissue  and  related  purposes 
relating  to  the  regulation  and  control  of  children’s  sum- 
mer camps 

creating  an  interim  committee  to  study  the  care  of  emo- 
tionally disturbed  children 

relating  to  the  establishment  of  the  Texas  Commission  on 
Services  to  Children  and  Youth 

relating  to  a program  to  assist  families  in  the  adoption 
of  hard-to-place  children 

relating  to  the  expenses  of  economically  deprived  children 
attending  the  School  for  the  Deaf 

relating  to  supplements  to  salaries  of  certain  teachers  of 
exceptional  children 

relating  to  the  protection  of  children  from  abuse  and 
negler* 

relating  to  the  protection  of  children  from  abuse  and 
neglect 

amending  chiropractic  law  relating  to  licenses  to  practice 
chiropractic  and  relating  to  the  use  of  ionizing  radiation 
relating  to  inclusion  of  chiropractic  services  in  every 
policy  of  accident  and  sickness  insurance 
relating  to  the  right  of  an  injured  employee  under  the 
Workmen's  Compensation  law  to  select  a licensed  physi- 
cian or  chiropractor  of  his  own  choice 

amending  Art.  3737,  R.C.S.,  relating  to  the  admissibility 
in  evidence  of  certain  statements  in  malpractice  suits 
providing  that  certain  groups  (Red  Cross,  etc.)  may  be 
designated  as  official  defense  and  disaster  relief  agents 
validating  certain  actions  by  towns  declared  to  be  disaster 
areas 

relating  to  DPS  authority  to  suspend  drivers’  licenses  upon 
failure  to  submit  to  a reexamination 

authorizing  the  Dept,  of  Mental  Health  and  Mental  Retarda- 
tion to  establish  a treatment  program  using  synthetic  nar- 
cotic drugs  for  drug-dependent  persons 

relating  to  expunging  from  a criminal  record  a conviction 
for  possession  of  cannabis  in  certain  situations 
authorizing  DPS  to  maintain  a detachment  of  narcotic 
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Education 

Emergency  care 

Franchise  tax 
Hazardous  substances 

Hearing 

Highway  Dept. 
Hospital  licensing 

Hospitals 

Insurance 


H.B.  219 
H.B.  184 

H.B.  187 

S.B.  393 
H.B.  180 
H.B.  166 

H.B.  267 

H.B.  268 

H.B.  304 

H.B.  337 
H.B.  371 

H.B.  537 

H.B.  549 

H.B.  550 
H.B.  151- 
S.B.  207 
H.B.  650 

S.B.  389 

S.B.  390 

S.B.  392 

H.B.  179- 
S.B.  54 

H.B.  325- 
S.B.  160 

H.B.  14 

H.B.  89 

H.B.  637 

S.B.  362- 
H.B.  634 

S B.  297 

S.B.  295 

S.B.  67 

H.B.  627 

S.B.  404 
H.C.R.  53 

H.S.R.  17 

S.B.  62- 
H.B.  145 
H.B.  192 

H.B.  277 
H.B.  329 


agents  available  to  cities,  counties,  and  independent  school 
districts  in  certain  circumstances 

relating  to  the  creation  of  a research  advisory  panel  for 
narcotic  and  dangerous  drug  research 

providing  a procedure  by  which  a person  convicted  of  pos- 
session of  narcotics  may  have  certain  disabilities  of  con- 
viction removed 

granting  minors  (regardless  of  age)  capacity  to  consent  to 
treatment  by  a licensed  physician  for  any  condition,  dis- 
ease, or  illness  related  to  or  caused  by  the  use  of  narcotics 
or  other  drugs 

granting  minors  the  capacity  to  consent  to  treatment  by 
a licensed  physician  for  drug  addiction 

increasing  the  penalty  for  unlawful  possession  of  certain 
types  of  LSD 

relating  to  drug  abuse — establishment  of  a schedule  of 
abused  drugs  by  the  State  Board  of  Pharmacy  and  the 
dispensing  of  abused  drugs 

amending  Penal  Code  making  the  offer  to  sell  or  deliver 
a dangerous  drug  a felony  and  making  the  offer  to  buy  a 
dangerous  drug  a misdemeanor 

amending  Penal  Code  making  the  offer  to  sell  a narcotic 
drug  a felony  and  making  the  offer  to  buy  a narcotic 
drug  a misdemeanor 

relating  to  rewards  to  certain  persons  who  have  given 
information  leading  to  the  arrest  and  conviction  of  sellers 
of  narcotics;  creating  a Narcotics  Law  Enforcement  Certi- 
fication Board 

relating  to  information  required  to  be  placed  on  all  labels 
of  prescription  drugs 

amending  Penal  Code  relating  to  the  execution  of  search 
warrants  for  narcotics  in  certain  situations  without  giving 
notice  of  purpose 

relating  to  prosecution  in  drug  cases  for  vioiators  of  a 
certain  age 

amending  Penal  Code  relating  to  the  possession  of  can- 
nabis 

relating  to  penalties  for  possession  of  narcotics 

relating  to  the  teaching  of  the  dangers  of  crime  and 

narcotics 

relating  to  the  classification  of  certain  drugs  as  danger- 
ous drugs 

amending  Art.  5561e,  V.C.S.,  providing  for  the  commitment 
of  narcotic  addicts  to  community  mental  health  centers 
amending  Art.  5561c-l,  V.C.S.,  relating  to  mandatory  com- 
mitment of  persons  addicted  to  the  use  of  narcotics 
amending  Art.  726d,  P.C.,  prohibiting  the  possession  of 
certain  paraphernalia  for  injecting  dangerous  drugs 
authorizing  the  Coordinating  Board  to  contract  with  certain 
institutions  of  higher  learning  for  the  education  of  Texas 
resident  students 

relating  to  authority  of  the  Coordinating  Board  to  con- 
tract with  Texas  College  of  Osteopathic  Medicine  to  pro- 
vide for  education  of  certain  medical  students 
relating  to  sex  education  in  certain  grades  in  public  and 
private  schools 

relating  to  liability  for  providing  emergency  care  under 
certain  conditions  (i.e.,  outside  a physician’s  specialty  field 
in  a hospital  emergency  room) 

relating  to  exempting  certain  corporations  providing  homes 
for  certain  elderly  people 

providing  for  the  regulation  by  the  Dept,  of  Health  of 
certain  commercial  transactions  involving  hazardous  sub- 
stances 

requiring  a physician  to  test  newborn  babies  for  hearing 
defects  and  to  make  a full  report  to  the  Dept,  of  Health 
relating  to  county-wide  and  two-county  special  day  schools 
for  the  deaf  and  to  the  preschool  program  for  children 
with  hearing  loss 

deleting  the  requirement  that  reports  of  Highway  Dept, 
employment  physical  examinations  be  notarized  by  the 
examining  physician 

requiring  the  licensing,  inspection,  and  regulation  of 
medical-care  facilities,  providing  for  certificates  of  need, 
etc. 

amending  Art.  4437f,  V.C.S.,  relating  to  standards  for  hos- 
pitals licensed  by  the  Board  of  Health 

congratulating  the  91st  Congress  on  passage  of  H.R. 
19470  relating  to  around-the-clock  nursing  at  "Access 
Hospitals” 

creating  an  interim  committee  to  study  all  aspects  of  the 
insurance  industry 

relating  to  notice  requirements  for  cancellation  and  non- 
renewal of  policies 

specifying  that  no  insurer  authorized  to  do  business  in 
Texas  may  discriminate  against  the  acceptance  of  risks  in 
any  area  of  the  state,  etc. 

relating  to  the  capital  stock  and  surplus  certain  insurance 
companies  must  have  to  incorporate 

redefines  the  term  "insurance  organization"  to  include 
Blue  Cross  for  the  payment  of  premium  taxes,  excluding 
premiums  received  for  insurance  providing  welfare  bene- 
fits 
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Intoxication 


Kidney  machines 
Labor 


Laundry 

Medical  examiner — investigators 

Medical  schools 
Mental  health — mental  retardation 


Minors 
Nursing  schools 

Physical  therapists 

Professional  services  procurement  act 
Public  health 

Psychologists 
Radiation 
Regional  planning 


H.B. 

561 

H.B. 

346 

S.B. 

233 

H.B. 

442 

S.B. 

276 

H.B. 

683 

H.B. 

196 

S.B. 

68- 

H.B. 

26 

H.B. 

533 

H.B. 

415 

S.B. 

214 

H.S.I 

R.  129 

S.B. 

103 

H.B. 

397 

S.B. 

153 

H.B. 

591 

H.B. 

454- 

S.B. 

53 

S.B. 

303- 

H.B. 

547 

S.B. 

319- 

H.B. 

565 

H.B. 

172 

H.B. 

110 

S.B. 

21- 

H.B. 

221 

H.B. 

200 

S.B. 

370 

S.B. 

373 

H.J.R.  37 

H.B. 

724 

H.B. 

488 

H.B. 

517 

H.B. 

515 

H.B. 

663 

S.B. 

337- 

H.B. 

567 

H.B. 

395 

S.B. 

344- 

H.B. 

582 

H.B. 

76 

S.B. 

266 

H.C.I 

R.  25 

H.B. 

63 

H.B. 

733 

S.B. 

41 

S.B. 

242 

same  as  H.B.  329,  except  bill  omits  the  exclusion  of 
premiums  received  for  insurance  providing  wrelfare  bene- 
fits 

providing  for  standard  forms  for  applicants,  question- 
naires, and  other  forms  used  in  connection  with  applica- 
tion of  insurance  policies 

providing  for  the  Insurance  Holding  Company  System 
Regulatory  Act 

relating  to  receipt  of  compensation  by  members  of  the 
State  Board  of  Insurance 

relating  to  unfair  claim  settlement  practices  of  insurers 
relating  to  accident  and  sickness  insurance  for  mentally 
retarded  or  physically  handicapped  children 
prohibiting  probation  to  persons  convicted  of  driving  while 
intoxicated 

relating  to  the  use  of  chemical  tests  of  motor-vehicle 
drivers  under  certain  conditions  to  determine  intoxication 
relating  to  the  proof  of  prior  convictions  for  driving 
while  intoxicated 

relating  to  the  penalty  for  driving  while  license  is  sus- 
pended. cancelled,  or  revoked 

amending  Penal  Code  and  Code  of  Criminal  Procedure 
relating  to  punishment  for  driving  while  intoxicated 
petitioning  Congress  to  provide  federal  funds  to  provide 
artificial  kidney  machines  to  certain  patients 
permitting  female  employees  to  work  more  than  54  hours 
per  week  under  certain  circumstances  (if  she  submits  a 
written  request  to  the  employer  to  work  in  excess  of  the 
maximum  hours  allowable) 

relating  to  laws  concerning  hours  of  work  for  female 
employees 

repealing  law  relating  to  hours  of  work  for  female  em- 
ployees 

prohibiting  certain  employees  from  working  more  than  9 
hours  in  any  one  calendar  day  or  more  than  54  hours 
in  one  calendar  week 

relating  to  collective  bargaining  and  creation  of  a State 
Labor  Relations  Board 

prescribing  rights  and  duties  of  certain  public  employers 
and  employees  in  collective  bargaining 

authorizing  the  board  of  regents  of  the  UT  System  and 
governing  boards  of  other  health-related  state-supported 
institutions  and  certain  nonprofit  health-related  institu- 
tions located  in  certain  medical  centers  to  form  an  asso- 
ciation to  operate  a laundry  system  on  a cooperative 
basis  solely  for  the  benefit  of  such  institutions 
permitting  two  or  more  counties  to  create  a medical  exam- 
iners district  and  to  jointly  maintain  the  office  of  medical 
examiner 

providing  that  medical  examiners’  investigators  are  peace 
officers 

authorizing  the  transfer  of  certain  land  from  Texas  Tech 
Univ.  to  Texas  Tech  Univ.  School  of  Medicine 
providing  for  a change  in  membership  of  the  Board  of 
Mental  Health  and  Mental  Retardation 

authorizing  the  Dept,  of  Mental  Health  and  Mental  Re- 
tardation to  purchase  annuities  for  their  employees 
authorizing  the  Community  Centers  for  Mental  Health  and 
Mental  Retardation  Services  to  purchase  medicines  through 
the  Board  of  Control 

permitting  courts  of  record  to  determine  mental  compe- 
tency to  stand  trial  in  criminal  actions 

establishing  a state  school  in  the  Fort  Worth-Dallas  area 
for  the  mentally  retarded 

relating  to  the  support  of  a child  who  is  mentally  or 
physically  unsound 

relating  to  the  transfer  of  voluntary  mental  patients 
relating  to  establishing  the  Texas  Dept,  of  Mental  Retard- 
ation 

authorizing  persons  to  donate  blood  to  certain  agencies 
authorizing  the  UT  board  of  regents  to  establish,  main- 
tain, and  operate  UT  Nursing  School  (system-wide) 
creating  State  Board  of  Physical  Therapy 
establishing  Board  of  Physical  Therapy  Examiners  and 
requiring  licensure  of  physical  therapists 
relating  to  state  procurement  of  architects,  attorneys,  phy- 
sicians, surgeons,  and  engineers 

memoralizing  Congress  to  urge  continued  operation  of 
certain  Public  Health  Service  facilities  and  urge  a reversal 
of  the  decision  of  the  Secretary  of  HEW  to  close  these 
facilities 

relating  to  appointment  and  terms  of  members  of  the 
Texas  Board  of  Examiners  of  Psychologists 
relating  to  radiation  not  covered  by  the  Radiation  Control 
Act  of  1961 

relating  to  the  minimum  cash  requirement  in  local  funds 
for  state  financial  assistance  to  a Regional  Planning  Com- 
mission 

relating  to  the  organization  of  Regional  Planning  Com- 
missions 
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Rehabilitation 


S.B.  185 
H.B.  485 

State  Board  of  Health  S.B.  368 

Tuberculosis  H.B.  119 

H.B.  211 
H.B.  29 
H.B.  385 

Vaccinations — inoculations — immunizations  H.B.  194 

H.B.  215 

S.B.  27 
H.B.  62 
H.B.  106 

H.B.  107 

H.B.  140 

H.B.  284 
H.B.  336 

Vital  statistics  S.B.  254 

H.B.  613 


changing  name  of  Commission  for  Rehabilitation  to  Texas 
Rehabilitation  Commission,  creating  board,  etc. 
changing  the  name  of  the  Commission  for  Rehabilitation 
relating  to  the  composition  of  the  State  Board  of  Health 
exempting  school  teachers,  clerical  employees,  and  super- 
visory personnel  from  requirement  for  annual  TB  examina- 
tions 

relating  to  a pilot  program  for  certain  respiratory  diseases 
at  the  Harlingen  State  TB  Hospital 

relating  to  changing  the  name  of  the  East  Texas  TB  Hos- 
pital to  the  East  Texas  Chest  Hospital 

relating  to  a pilot  program  to  treat  persons  with  various 
respiratory  diseases  at  the  San  Antonio  State  TB  Hospital 
relating  to  vaccination  of  persons  attending  public  schools 
or  state-supported  institutions  of  higher  education  (unless 
he  has  been  inoculated  or  vaccinated  against  the  diseases 
listed  in  the  Recommended  Schedule  for  Active  Immuniza- 
tion appearing  in  the  Report  of  the  Committee  on  Infec- 
tious Diseases  of  the  American  Academy  of  Pediatrics) 
relating  to  vaccinations  of  persons  attending  public,  pri- 
vate, parochial  child-caring  center,  day  nursery,  day-care 
agency,  nursery  school,  kindergarten,  elementary,  inter- 
mediate, or  secondary  school  (polio-smallpox,  measles, 
rubella,  diphtheria,  pertussis,  and  tetanus) 
relating  to  the  inoculation  of  persons  attending  elementary 
or  secondary  schools 

relating  to  providing  permanent  immunization  record  cards 
for  all  children  at  birth 

relating  to  vaccination  of  children  admitted  to  child-caring 
institutions  and  facilities  (at  an  approximate  age  against 
diphtheria,  whooping  cough,  tetanus,  typhoid,  poliomyelitis, 
rubella,  measles,  and  smallpox) 

relating  to  vaccination  of  persons  attending  public  schools 
or  state-supported  institutions  of  higher  education  (against 
diphtheria,  whooping  cough,  tetanus,  typhoid,  poliomye- 
litis, rubella,  and  smallpox) 

relating  to  vaccination  requirements  for  a public  school 
or  state-supported  institution  of  higher  education  (against 
diphtheria,  smallpox,  tetanus,  poliomyelitis,  rubella,  and 
red  measles) 

covering  inoculations  for  diphtheria  and  smallpox 
involving  inoculations  for  diphtheria,  tetanus,  smallpox, 
typhoid,  polio,  pertussis  (whooping  cough),  rubella,  and 
rubeola  (red  measles) 

increasing  to  $2  the  fee  charged  for  certified  copies  of 
vital  records  issued  by  the  Registrar 

relating  to  fees  for  certified  copies  of  certain  vital  sta- 
tistics 


Welfare — assistance 


H.B.  213 

H.J.R.  14 
H.C.R.  12 

S.J.R.  5 

H.J.R.  12 
S.B.  245 

H.C.R.  33 
S.B.  305 


emergency  appropriation  for  operation  of  the  State  Dept, 
of  Public  Welfare 

relating  to  the  source  and  ceiling  of  welfare  payments 
memorializing  Congress  to  reorganize  the  federal  welfare 
system 

authorizing  the  Legislature  to  enact  legislation  and  ap- 
propriate funds  for  assistance  grants,  medical  care,  and 
rehabilitation  services  for  needy  individuals  and  families 
relating  to  appropriating  funds  for  the  needy 
requiring  counties  and  certain  cities  to  establish  a uni- 
form accounting  of  expenditures  for  all  forms  of  welfare 
assistance 

memorializing  Congress  to  clarify  and  maintain  consis- 
tency in  welfare  legislation,  positions,  and  requirements 
relating  to  the  reorganization  of  the  State  Dept,  of  Public 
Welfare  under  the  name  of  the  State  Dept,  of  Human 
Resources,  creating  the  Advisory  Board  on  Human  Re- 
sources 


Workmen’s  compensation 


H.B.  113- 
S.B.  78 

S.B.  35 
H.B.  349 


S.B.  261 


relating  to  the  protection  of  persons  who  file  a claim  or 
testify  at  hearings  concerning  a claim  under  Workmen’s 
Compensation  Act 

increasing  the  benefit  amount  of  workmen’s  compensation 
amending  present  law  relating  to  payment  of  workmen’s 
compensation  claims  awarded  prior  to  determination  of  a 
liability 

relating  to  employers  liability  and  workmen’s  compensa- 
tion payments 


S.B.  264  relating  to  workmen’s  compensation 

certain  drainage  districts 

S.B.  265  including  damage  or  harm  to  the  physical  structure 

the  body  occurring  as  the  result  of  repetitious  mental 

physical  traumatic  activities  extending  over  a period 
time  and  arising  in  the  course  of  employment 
S.B.  345  relating  to  workmen’s  compensation  for  employees 

cities,  towns,  and  villages 
S.B.  364  providing  for  waiver  of  certain  common-law  defenses  in 
workmen’s  compensation  for  employees  of  counties 
H.B.  601  relating  to  occupational  diseases 

•H.B. — House  bill;  S.B. — Senate  bill;  H.S.R. — House  simple  resolution;  S.R. — Senate  reso- 
lution; H.J.R. — House  joint  resolution;  S.J.R. — Senate  joint  resolution;  H.C.R. — House  con- 
current resolution. 


for  employees  of 


of 

or 

of 

of 


••For  further  information  on  any  of  these  legislative  matters,  contact  your  local  Texas  Rep- 
resentative or  Senator. 
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Dr.  R.  P.  O'Bannon  (left)  accepts  the  Gold  Medal  Award  of  the  Texas  Radio- 
logical Society  from  society  president  Dr.  W.  H.  Neil  (right). 


TMA  member  honored 
by  state  radiology  group 

Dr.  R.  P.  O’Bannon  was  recently  hon- 
ored by  the  Texas  Radiological  Society 
by  being  named  winner  of  the  society’s 
first  Gold  Medal  Award. 

The  award,  made  at  the  58th  an- 
nual meeting  of  the  group  in  Dallas, 
was  presented  to  Dr.  O’Bannon  by  Dr. 
W.  H.  Neil,  president  of  the  state 
radiology  group,  in  recognition  of  his 
“distinguished  service  to  radiology  in 
Texas.” 

Dr.  O’Bannon,  who  first  established 
his  practice  in  Fort  Worth  in  1923,  is 
a past  president  and  secretary  of  the 
Texas  Radiological  Society.  He  is  cur- 


rently serving  as  the  group’s  treasurer. 

Author  of  numerous  papers,  the 
honored  physician  served  as  director 
of  the  radiology  department  of  Harris 
Hospital  in  Fort  Worth  for  23  years.  In 
1960,  he  became  an  associate  director 
of  the  department,  a position  that  he 
continues  to  hold. 

A graduate  of  Rush  Medical  College 
in  Chicago,  Dr.  O’Bannon  was  named 
a fellow  of  the  American  College  of  Ra- 
diology in  1937.  He  is  also  a member 
of  Texas  Medical  Association,  Ameri- 
can Roentgen  Ray  Society,  British  In- 
stitute of  Radiology,  Tarrant  County 
Medical  Society,  Southern  Medical  As- 
sociation, and  American  Medical  Asso- 
ciation. 


PERSONALS 


Appointed  an  associate  professor  in 
the  ambulatory  care  and  community 
medicine  section,  department  of  phy- 
siology and  medicine  of  The  University 
of  Texas  Medical  School  at  San  An- 
tonio is  Dr.  Lloyd  E.  Berry,  Jr.,  a San 
Antonio  private  practitioner  and  cur- 
rently president  of  the  Alamo  Chapter 
of  the  Texas  Academy  of  Family  Prac- 
tice. 

Dr.  Berry,  the  first  board-certified 
family  physician  to  join  the  full-time 
faculty  of  the  school,  will  be  instru- 
mental in  developing  a new  program  of 
comprehensive,  family-oriented  medi- 
cal care. 

Dr.  Mario  E.  Ramirez,  Roma,  Tex., 
general  practitioner,  has  been  named 
one  of  the  nine  members  of  the  Amer- 
ican Medical  Association’s  new  Com- 
mittee on  Health  Care  of  the  Poor. 

The  committee  appointments  were 
made  by  the  AMA  Council  on  Medical 
Service. 

Two  Fort  Worth  dermatologists.  Dr. 
James  Franklin  Campbell  and  Dr. 
Edmund  N.  Walsh,  were  honored  by 
the  American  Academy  of  Dermatology 
for  the  services  they  contributed  to 
the  Project  Hope  hospital  ship. 

Drs.  Campbell  and  Walsh  received 
certificates  of  recognition  at  the 
group’s  29th  annual  meeting  held  in 
Chicago,  III. 

Dr.  Byron  J.  Bailey,  chairman  of  the 
department  of  otolaryngology  at  The 
University  of  Texas  Medical  Branch  in 
Galveston,  served  as  a member  of  the 
faculty  for  a workshop  on  maxillofacial 
fractures.  The  workshop  was  cospon- 
sored by  the  American  Academy  of 
Facial  Plastic  and  Reconstructive  Sur- 
gery, Inc.,  and  the  University  of  Cin- 
cinnati Medical  Center. 

Winner  of  the  1970  Enuresis  Founda- 
tion award  is  Dr.  John  P.  McGovern  of 
Houston,  clinical  professor  of  allergy 
at  The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences  and 
clinical  professor  of  pediatrics  and 
microbiology  at  Baylor  College  of  Med- 
icine. 

Dr.  McGovern,  chosen  as  the  per- 
son who  has  contributed  significantly 
to  the  knowledge  and  understanding 
of  enuresis  and  its  related  afflictions, 
won  the  award  for  his  paper,  "Allergy 
of  the  Lower  Urinary  Tract.” 
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Someone 
acutely  ill 
needs  this 

bed. 


It’s  available  because  of  Medicenteir. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


MEDICENTER 

' AMenii 

* 

YlicB  Place  to  §et  Well 


Medicenter  of  America  / Hopkinsville  • Louisville,  Kentucky 


Efudex: 


(fluorouracil) 

cream /solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely. 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Ho(fmann-La  Roche  Inc. 

Nutley,  N J 07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations : First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

*Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxy  propyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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new 

Efudex 

(fluorouracil) 

cream/solution 


How  TM  A 
'gets  the  word' 
to  its  members 


Mr.  Staedtier  (left)  and 
Mr.  Boyd  (right)  sack  up  parcels 
and  letters  for  delivery 
to  the  mail  truck  waiting  at 
TMA’s  back  door. 


The  whizzing  of  presses  is  not  a 
strange  sound  to  members  of  the 
Texas  Medical  Association  staff  or  to 
visitors  to  the  second  floor  of  the 
Headquarters  Building,  for  the  Associ- 
ation's Printing  and  Mailing  Division 
keeps  the  presses  running  several 
hours  a day  to  fulfill  the  printing 
needs  of  TMA. 

Sounds  of  the  postage  meter,  the 
collating  machine,  the  Xerox  reproduc- 
tion machine,  the  paper  cutter,  and 
the  folding  and  stuffing  machines  also 
fill  the  Print  Shop,  and  all  of  these 
sounds — and  the  machines  that  cause 
them — are  necessary  for  the  TMA 
Printing  and  Mailing  Division  to  carry 
out  their  tremendous  task  of  aiding 
the  Association  staff  in  communicating 
ideas  and  information  to  Texas  physi- 
cians. 

Supervising  the  operation  of  the 
whizzing  presses  and  all  the  other  ma- 
chinery is  TMA  staff  member  John  T. 
Boyd,  manager  of  the  Printing  and 
Mailing  Division. 

Mr.  Boyd  has  been  with  the  Associ- 
ation for  some  eight  years  and  is  well 
qualified  by  his  previous  printing  expe- 
rience to  handle  the  demanding  work- 
load of  the  Association  Print  Shop. 
A former  employee  of  the  Lampasas 
Dispatch  and  Record  and  the  Print 
Shop  of  Southwest  Texas  State  Univer- 
sity in  San  Marcos,  Mr.  Boyd  studied 
printing  at  Sam  Houston  State  Univer- 
sity in  Huntsville. 

He  is  assisted  with  his  duties  by 
Charles  Staedtier,  who  has  been  a 
member  of  the  TMA  staff  for  a little 
more  than  a year. 

According  to  Mr.  Boyd,  he  and  Mr. 
Staedtier  are  responsible  for  producing 
almost  90%  of  everything  that  TMA 
prints.  “The  only  reason  we  don’t  print 
material  is  that  it  is  too  big  to  fit  on 
our  machines,"  he  stated. 

In  1970,  the  two  TMA  offset  presses 
made  a total  of  3,512,120  impres- 
sions, an  increase  of  53%  over  the 
1969  total.  The  Multilith  presses  pro- 


duced such  varied  printed  media  as 
news  releases,  letters,  service  pamph- 
lets, and  reports  of  TMA  committees, 
councils,  and  boards. 

Probably  among  the  larger  jobs 
handled  by  the  Print  Shop,  said  Mr. 
Boyd,  is  the  production  of  the  two 
publications  of  the  Physician’s  Place- 
ment Service,  “Opportunities  for  Prac- 
tice in  Texas”  and  “Physicians  Seek- 
ing Location  in  Texas.”  These  Jobs, 
which  are  published  every  other 
month,  are  approximately  20  pages 
long,  and  usually  300  copies  are 
printed. 

The  Print  Shop  also  handles  the 
printing  for  the  January  and  Septem- 
ber meetings  of  the  Association.  All 
reports  of  TMA  committees,  councils, 
and  boards  are  run  through  the  press- 
es, collated,  and  distributed  to  the 
Executive  Board  for  its  consideration. 

A majority  of  the  printing  services 
required  for  the  Annual  Session  are 
done  in  the  Headquarters  Building. 
Promotional  pamphlets,  direct  mailing 
pieces,  and  printed  material  for  the 
House  of  Delegates  are  produced  on 
the  TMA  presses. 

The  Woman’s  Auxiliary  to  the  TMA 
also  uses  the  services  of  the  Associa- 
tion Print  Shop.  The  official  Transac- 
tions of  the  Auxiliary,  special  guides 
compiled  in  the  Auxiliary  Office,  and 
correspondence  are  produced  by  the 
division.  Handling  of  promotional  ma- 
terial for  the  Auxiliary’s  annual  con- 
vention is  another  printing  duty  for 
Mr.  Boyd  and  Mr.  Staedtier. 

In  addition  to  TMA  jobs,  work  or- 
ders are  also  accepted  from  the  many 
specialty  and  related  societies  who 
have  accepted  the  Association’s  offer 
of  administrative  services.  Whenever 
required,  Mr.  Boyd  assists  Mrs.  Iris 
Wenzel,  the  administrative  secretary 
who  works  with  these  organizations, 
and  society  officers  in  choosing  paper 
stock,  size,  color  of  ink,  and  so  forth 
for  the  official  stationery  of  such 
groups. 
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Printing  and  Mailing 
Division  assistant  Charles 
Staedtier  eyes  an 
Association  press,  making 
sure  all  parts  of  the 
machine  are  working 
properly. 


Many  printed  pieces  of  material  for 
TEXPAC,  the  Texas  Medical  Political 
Action  Committee,  come  from  the 
presses  in  the  Headquarters  Building, 
too. 

One  piece  from  the  TMA  presses,  a 
promotional  brochure  calling  attention 
to  the  excellence  of  Texas  Medicine 
and  urging  readership,  was  named  a 
regional  winner  in  the  3M  Company’s 
In-Plant  Printing  Job  of  the  Year  com- 
petition. Only  12  other  company  print 
shops  in  the  United  States  received 
similar  honors. 

A plaque  was  presented  to  the  As- 
sociation Printing  and  Mailing  Division 
by  a 3M  Company  representative  in 
recognition  of  the  high  quality  of  the 
brochure  achieved  by  using  3M  photo 
offset  printing  plates. 

The  award-winning  printing  job  fea- 
tured six  colors  on  attractive  paper 
stock.  It  was  sent  to  all  TMA  members 
and  to  journal  advertisers  and  pro- 
spective advertisers  last  year. 

Color,  almost  a necessity  to  attract 
attention  these  days,  plays  an  impor- 
tant role  in  the  production  of  such 
pieces  as  brochures  and  direct  mailing 
pieces. 

"We  routinely  stock  8V2-  by  11-inch 
paper  in  ten  colors  and  white,”  said 
Mr.  Boyd,  adding  that  colored  ink — 
"all  the  colors  in  the  rainbow” — is 
also  available.  "Nearly  everything  we 
send  out,  except  for  letters,  involves 
some  color.” 

The  majority  of  the  two-color  print- 
ing is  performed  on  the  one-year-old 
Townsend  Color  Press,  although  the 
standard  Multilith  1250W  can  also  be 
used  for  color  reproduction. 

An  established  procedure  for  re- 
questing printing  services  aids  the 
division  manager  in  scheduling  and 
coordinating  printing  jobs. 

Each  time  a staff  member  wishes  to 
have  a piece  of  material  printed,  he 
must  submit  a reproduction  request 
to  the  Printing  and  Mailing  Division. 
This  request  form  gives  such  pertinent 


information  as  the  title,  the  number  of 
mats,  the  numbers  of  copies  required, 
whether  front  only  or  front  and  back 
printing  is  required,  the  date  the  job 
must  be  completed,  and  any  special 
instructions  as  to  the  use  of  colored 
ink  or  paper,  the  use  of  artwork,  and 
collating  requirements. 

In  addition  to  this  information,  the 
staff  member  must  designate  any  ad- 
dressing requirements.  For  example,  a 
direct  mailing  about  the  upcoming 
Annual  Session  might  be  sent  to  all 
10,792  TMA  members,  while  a news 
release  initiated  by  the  Public  Rela- 
tions and  Advertising  Division  would 
be  sent  only  to  newspapers,  broadcast 
media,  and  medical  journals. 

Although  printing  and  addressing 
occupy  a large  part  of  the  work  per- 
formed by  the  division,  manager  Boyd 
and  assistant  Staedtier  also  process 
25,000  pieces  of  mail  each  month. 

Each  of  these  pieces  must  be  col- 
lected from  the  various  offices  in  the 
Headquarters  Building,  weighed  to  de- 
termine the  correct  postage,  have  the 
proper  amount  of  postage  affixed,  and 
bundled  for  pickup  by  the  US  Post 
Office. 

Since  the  volume  of  mail  sent  each 
day  from  the  Headquarters  Building  is 
so  great,  a special  arrangement  has 
been  made  with  the  Post  Office  for  a 
3:30  p.m.  pickup  each  weekday  at 
TMA’s  back  door. 

The  back  door  of  the  Headquarters 
Building  is  also  the  site  of  delivery  for 
the  tons  of  paper  and  the  pounds  of 
ink  purchased  by  the  Printing  and 
Mailing  Division.  Mr.  Boyd  is  directly 
responsible  for  purchasing  all  supplies 
needed  in  the  operations  of  the  divi- 
sion. He  must  therefore  be  informed 
on  all  the  new  equipment  and  tech- 
niques in  the  printing  and  mailing 
fields — especially  since  he  is  the  one 
who  recommends  the  purchase  of  new 
equipment  or  the  adoption  of  new 
techniques  to  the  executive  secretary 
or  the  assistant  executive  secretary. 


Division  manager  John  Boyd  stacks 
mailing  plates  into  the 
addressing  machine  located 
in  the  basement  of 
the  Headquarters  Building. 


Thus,  by  keeping  himself  informed 
on  the  latest  printing  advances,  the 
manager  of  the  Printing  and  Mailing 
Division  helps  keep  Texas  physicians 
informed,  too! 
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Tract  . 
I^cord. 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli,  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels 


all  with  a bOOmg.  potency,  b.i.d. 
prescription  cost. 


convenience  and  low 


Tetrex* 


(500 mg. 
tetracycline 
phosphate 
complex) 

For  complete  information  consult 
Official  Package  Circular. 

(3)  4/2/70 

Indications:  Infections  of  respiratory, 
gastrointestinal  and  genitourinary 
tracts  and  skin  and  soft  tissues  due 
to  tetracycline-sensitive  organisms. 

In  staphylococcal  infections,  indi- 
cated surgical  procedures  should  be 
performed. 

Contraindications:  Hypersensitivity  to 
tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sunlight 
should  be  avoided  during  therapy. 

Stop  treatment  if  skin  discomfort 
occurs.  With  renal  impairment,  sys- 
temic accumulation  and  hepato- 
toxicity  may  occur.  In  this  situation, 
lower  doses  should  be  used  and 
serum  estimations  may  be  neces- 
sary during  prolonged  therapy. 

Tooth  staining  and  enamel  hypo- 
plasia may  be  induced  during  tooth 
development  (last  trimester  of  preg- 
nancy, neonatal  period  and  child- 
hood}. 

Precautions:  Mycotic  or  bacterial 
superinfections  may  occur.  Infants 
may  develop  increased  intracranial 
pressure  with  bulging  fontanels. 

Cases  of  gonorrhea  with  a sus- 
pected primary  lesion  of  syphilis 
should  have  darkfield  examinations 
before  receiving  treatment.  In  all 
other  cases  where  concomitant 
syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  a minimum  of  4 months. 

Adverse  Reactions:  Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatulence, 
proctitis,  vaginitis,  dermatitis,  and 
allergic  reactions  may  occur. 

Usual  Adult  Dose:  One  Gm./day  in  2 or 
4 equally  divided  doses.  Gontinue 
therapy  for  ten  days  in  Group  A 
beta-hemolytic  streptococcal  infec- 
tions. Administer  one  hour  before 
or  two  hours  after  meals. 

Supplied:  Capsules— 250  mg.  in  bottles 
of  16  and  100.  bidCAPS— 500  mg.  in 
bottles  of  16  and  50. 

A.H.F.S.  Category  8:12 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Co. 
Syracuse,  New  York  13201 
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Thinking  about  a new  practice  opportunity? 

Le/  Us  Help  You! 


The  TMA 

Physicians'  Placement  Service 

will  circulate  your  biographical  sketch 
and  job  preferences  to  communities 
and  to  medical  groups 
looking  for  associates. 


No  service  fee  is  involved.  Just  write  or  call: 

Physicians’  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
(Phone:  AC  512  - 477-6704) 
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MEDICINE  AND  THE  LAW 


Texas  State  Board  of  Medical  Examiners:  their  duties  and  powers  under  the  law 


Editor’s  note:  Sometimes,  there  is 
great  confusion  among  Texas  physi- 
cians, as  well  as  the  general  public, 
concerning  the  duties,  functions,  and 
responsibilities  of  the  Texas  State 
Board  of  Medical  Examiners.  The 
board  has  certain  definite  powers,  but 
there  also  are  some  powers  that  it  can- 
not exercise. 


The  Texas  State  Board  of  Medical  Ex- 
aminers consists  of  12  physicians 
appointed  by  the  Governor  and  con- 
firmed by  the  Texas  Senate. 

Prior  to  1967,  the  law  provided  that 
"no  school  shall  have  a majority  repre- 
sentation on  the  board.”  The  word 
"school”  in  this  provision  related  to 
the  various  disciplines  or  schools  of 
medicine — i.e.,  allopathic,  eclectic,  os- 
teopathic, and  homeopathic — and,  as 
a consequence,  the  Governor  sought 
to  appoint  to  the  board  four  represen- 
tatives from  each  of  these  disciplines. 
This  provision  in  the  Medical  Practice 
Act  was  removed  in  1967;  hence, 
there  is  now  no  requirement  that  the 
Governor  appoint  board  members  from 
specific  disciplines,  although  the  tradi- 
tion of  appointing  three  osteopathic 
physicians  remains.  (Currently,  three 
DO’S  are  serving  on  the  board.)  The 
remaining  nine  members  are  medical 
doctors. 

The  Medical  Practice  Act  requires 
the  board  to  meet  and  examine  appli- 
cants for  licensure:  to  grant  licensure 
by  reciprocity  (at  the  discretion  of  the 
board)  to  those  physicians  licensed  in 
other  states  that  have  equal  or  more 
stringent  requirements  for  licensure;  to 
renew  licenses  on  a yearly  basis  for 
all  physicians  licensed  in  the  state; 
and  to  suspend,  revoke,  or  cancel  the 
license  of  any  physician  found  violat- 
ing the  provisions  of  Art.  4505  of  the 
Medical  Practice  Act. 

The  Medical  Practice  Act  also  de- 
fines the  practice  of  medicine  and 
limits  medical  practice  to  only  those 
licensed  by  the  Texas  State  Board  of 
Medical  Examiners.  Specifically,  Art. 
4510  of  the  act  provides  the  following 
definition: 

“Any  person  shall  be  regarded 
as  practicing  medicine  within  the 
meaning  of  this  law: 

“1.  Who  shall  publicly  profess  to  be 
a physician  or  surgeon  and  shall  diag- 
nose, treat,  or  offer  to  treat,  any  dis- 


ease or  disorder,  mental  or  physical,  or 
any  physical  deformity  or  injury,  by 
any  system  or  method,  or  to  effect 
cures  thereof; 

“2.  or  who  shall  diagnose,  treat  or 
offer  to  treat  any  disease  or  disorder, 
mental  or  physical  or  any  physical  de- 
formity or  injury  by  any  system  or 
method  and  to  effect  cures  thereof  and 
charge  therefor,  directly  or  indirectly, 
money  or  other  compensation;  provid- 
ed, however,  that  the  provisions  of  this 
Article  shall  be  construed  with  and  in 
view  of  Article  740,  Penal  Code  of 
Texas,  and  Article  4504,  Revised  Civil 
Statutes  of  Texas  as  contained  in  this 
Act.” 

In  the  matter  of  giving  examina- 
tions, the  board  is  presently  author- 
ized to  examine  an  applicant  if  he 
meets  the  following  requirements: 

1.  He  must  be  a citizen  of  the  Uni- 
ted States  (or  he  must  have  filed  a 
declaration  of  intention  to  become  a 
citizen). 

2.  He  must  be  at  least  21  years  of 
age  and  “of  good  moral  character.” 

3.  He  must  have  been  graduated 
from  a "reputable  medical  school.” 

The  law  requires  that  examinations 
for  licensure  be  conducted  on  an  ap- 
plicant’s knowledge  of  anatomy,  phy- 
siology, chemistry,  histology,  pathol- 
ogy, bacteriology,  diagnosis,  surgery, 
obstetrics,  gynecology,  hygiene,  and 
medical  jurisprudence. 

Perhaps  the  function  of  the  Board 
of  Medical  Examiners  that  generates 
the  most  publicity  is  the  suspension, 
revocation,  and  cancellation  of  licens- 
es. Art.  4505  of  the  Medical  Practice 
Act  lists  the  reasons  for  which  the 
board  may  refuse  to  issue  a license 
and  for  which  the  board  may  suspend, 
revoke,  or  cancel  a license. 

These  reasons  include  fraudulently 
obtaining  a license  or  diploma;  con- 
viction of  a felony  or  crime  involving 
moral  turpitude;  aiding  and  abetting 
criminal  abortion;  "habits  of  intemper- 
ance, or  drug  addiction”;  unprofes- 
sional or  dishonorable  conduct  that  is 
likely  to  “deceive  or  defraud  the  pub- 
lic”; the  use  of  advertising  “tending 
to  mislead  or  deceive  the  public”;  the 
use  of  advertising  to  claim  profession- 
al superiority  or  “performance  of  pro- 
fessional service  in  a superior  man- 
ner.” 

Other  reasons  listed  in  Art.  4505 
include  the  purchase,  sale,  barter,  or 
use — or  offer  to  purchase,  sell,  bar- 


ter, or  use — any  medical  degree,  di- 
ploma, license,  et  cetera;  altering  a 
medical  license  or  diploma;  the  use  of 
a purchased  or  counterfeit  license  or 
diploma;  the  impersonation  of  another 
in  an  examination  for  licensure:  the 
impersonation  of  a licensed  practition- 
er; a license  holder  permitting  another 
(including  a corporation)  to  use  his 
license  to  practice  medicine;  or  em- 
ploying, directly  or  indirectly,  any  per- 
son whose  license  to  practice  medicine 
has  been  suspended. 

The  board  is  not  authorized  to  re- 
voke a license  for  acts  such  as  fee 
splitting,  overcharging,  or  the  like, 
even  though  such  acts  do  violate  the 
standards  of  ethics  of  a voluntary 
association  such  as  the  Texas  Medical 
Association. 

Several  investigators  are  employed 
by  the  board  to  assist  in  fulfilling  its 
duties.  They  inquire  into  complaints 
filed  with  the  board,  or  brought  to  the 
board’s  attention,  against  any  license 
holders.  If  investigation  of  an  alleged 
violation  of  the  Medical  Practice  Act 
reveals  a probable  case  for  revocation 
or  suspension  of  a license,  the  board 
is  informed,  and  the  board  attorney  is 
consulted. 

If  the  attorney  representing  the 
Board  of  Medical  Examiners — and  in 
court,  this  representative  must  be  the 
Attorney  General  of  Texas  or  one  of  his 
assistants — decides  that  the  existing 
facts  prove  that  a license  holder  has 
violated  one  of  the  provisions  of  Art. 
4505,  then  the  suspected  physician 
is  given  adequate  notice  to  appear 
before  the  board  and  to  answer  the 
charges. 

At  a hearing,  the  board  takes  testi- 
mony, allows  the  physician  or  his  at- 
torney to  cross  examine  witnesses,  and 
attempts  to  develop  to  the  fullest  ex- 
tent possible  the  facts  surrounding  the 
alleged  violation.  If  the  board  is  con- 
vinced that  the  licensed  physician  has 
violated  a specific  provision  of  the  law 
and  that,  for  the  public’s  protection, 
he  should  have  official  action  taken 
against  him,  the  board  has  the  right 
to  suspend,  revoke,  or  cancel  the  doc- 
tor’s license. 

When  a license  is  ordered  to  be  sus- 
pended, revoked,  or  cancelled,  board 
members  may  elect  by  majority  vote 
to  “probate”  the  order  and  to  require 
the  physician  to  conform  to  conditions 
of  probation  that  the  board  feels  ade- 
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quate  and  advisable. 

For  instance,  the  board  may  require 
the  physician  to  keep  a record  of  all 
prescriptions  written  or  narcotic  drugs 
administered.  In  another  case,  a phy- 
sician may  be  required  to  report  to 
the  board  annually  (or  more  often)  so 
that  the  board  may  ascertain  whether 
the  problems  that  originally  caused 
the  cancellation  of  the  practitioner’s 
license  are  reoccurring. 

The  board  may  include  as  a condi- 
tion for  probating  the  license  that  the 
doctor  seek  medical  or  psychiatric 
care.  In  this  regard,  the  board’s  duty 
is  twofold:  “The  primary  duty  is  to 
protect  the  public  from  those  who 
would  hold  themselves  out  as  doctors 
and  who  are  either  not  qualified  or 
who  have  violated  the  law  and  sec- 
ondly to  assist  the  physician  in  reha- 
bilitation, if  such  is  possible.” 

If  the  board  votes  to  suspend,  re- 
voke, or  cancel  the  license  of  any  phy- 
sician, the  physician  may,  within  20 
days  of  the  board  entering  such  an 
order,  take  an  appeal  to  any  of  the 
district  courts  in  the  county  of  his 
residence.  The  physician  may  then 
seek  to  enjoin  the  order  but  only  upon 
application  to  the  district  court  after 
notice  is  given  to  the  board.  This 
means  that  if  the  court  decides  to 
grant  the  doctor’s  petition  for  injunc- 
tion, the  physician  may  continue  to 
practice  medicine  until  the  court  hears 
the  case  “on  its  merits.”  When  the 
case  is  heard  in  district  court,  the 
court,  under  the  provisions  of  Art. 
4506,  must  affirm  the  board’s  actions 
if  it  appears  that  there  is  “substantial 
evidence”  to  uphold  the  decision  of 
the  board  that  the  doctor’s  license 
should  be  suspended,  revoked,  or  can- 
celled. 

The  board  sometimes  receives  criti- 
cism for  being  unable  to  enforce  its 
edicts  in  cancelling  or  suspending  li- 
censes when,  in  fact,  the  board  may 
be  enjoined  from  enforcing  its  order 
until  the  court  can  determine  whether 
“substantial  evidence”  existed  to  up- 
hold the  board’s  decision.  Oftentimes, 
the  crowded  condition  of  the  district 
court  dockets  in  urban  areas  of  Texas 
simply  delays  final  court  action. 

The  same  rights  to  appellate  review 
— that  is,  review  in  the  Court  of  Civil 
Appeals  and  in  the  Supreme  Court  of 
Texas — ^exist  for  the  doctor  and  the 
State  Board  of  Medical  Examiners  as 
exist  for  other  litigants  in  civil  actions. 
Thus,  under  some  conditions,  the  final 
determination  of  whether  or  not  a 
license  should  be  cancelled  may  take 
several  years. 


While  some  may  complain  that  the 
public  is  not  being  adequately  pro- 
tected when  such  situations  occur,  it 
should  be  noted  that  the  system  of 
hearings  and  appyeal  to  the  district 
court,  along  with  the  entire  appellate 
process,  has  provided  society  with  jus- 
tice in  most  cases.  Although  the  sys- 
tem does  have  flaws,  there  appears  to 
be  no  better  alternative  available  that 
would  insure  the  rights  of  the  individ- 
ual while  also  protecting  society. 

PHILIP  R.  OVERTON,  LLB. 

SAM  V.  STONE,  JR.,  LL.B. 


PAMPHLETS 


The  perplexed  medical  student  facing 
the  decision  of  whether  to  go  into  gen- 
eral practice  or  to  seek  advanced 
training  in  a specialty  may  find  that 
the  booklet  What  is  General  Practice? 
will  provide  a partial  answer  to  his 
dilemma. 

Published  by  the  California  Academy 
of  General  Practice,  the  booklet  em- 
ploys an  interesting  format  consisting 
of  a series  of  questions  and  answers 
to  tell  what  GP’s  really  do. 

California  general  practitioner  Dr. 
Edward  Neal,  a physician  in  partner- 
ship with  two  other  GP’s  in  Healds- 
burg,  Calif.,  provides  the  answers  to 
such  relevant  queries  as:  Why  did  you 
go  into  general  practice?.  How  impor- 
tant do  you  feel  surgery  is  in  general 
practice?.  What  is  a typical  day  like?. 
What  about  time  off?.  Why  did  you 
choose  Healdsburg  as  a place  to 
practice?.  Why  practice  in  a partner- 
ship?, Is  it  difficult  to  keep  up  with 
the  changes  in  medical  practice  while 
covering  such  a broad  field?,  and  Is 
general  practice  dying  out  as  some 
claim? 

Copies  of  What  is  General  Practice? 
are  free  to  interested  medical  students 
and  may  be  obtained  by  writing  to 
William  W.  Rogers,  executive  secretary, 
California  Academy  of  General  Prac- 
tice, 9 First  St.,  San  Francisco,  Calif. 
94105. 

Plastic  surgeons  with  patients  who  are 
considering  rhinoplasty  will  be  inter- 
ested in  the  new  eight-page  pamphlet 
Facts  About  Plastic  Surgery  of  the 
Nose,  published  by  the  American 
Academy  of  Facial  Plastic  and  Recon- 
structive Surgery,  Inc. 

The  pamphlet,  one  of  a continuing 
series  of  patient-oriented  educational 
publications  from  the  academy,  notes 


that  more  than  one-half  million  Ameri- 
cans undergo  surgery  to  improve  their 
appearance  or  to  correct  physical  im- 
pairments each  year,  yet  the  average 
patient  knows  little  about  nasal  sur- 
gery, which  is  a relatively  common 
form  of  plastic  surgery. 

Since  it  is  designed  to  familiarize 
patients  with  the  general  facts  about 
plastic  surgery  of  the  nose,  the 
pamphlet  outlines  the  normal  prelimi- 
nary steps  to  surgery,  surgical  proce- 
dures, and  postoperative  care  that  the 
patient  undergoing  a rhinoplasty  will 
be  exposed  to. 

Throughout  the  pamphlet,  the  pa- 
tient is  told  repeatedly  that  realism 
and  emotional  maturity  are  important 
prerequisites  of  nasal  surgery.  He  is 
warned  not  to  expect  the  plastic  sur- 
geon to  be  a “magician”  and  to  ac- 
cept the  fact  that  this  type  of  surgery 
is  performed  not  to  supply  the  patient 
with  a “perfect”  nose  or  face,  but  to 
provide  a uniform  and  esthetic  bal- 
ance for  the  face. 

Sample  copies  of  the  brochure  are 
available  from  the  American  Academy 
of  Facial  Plastic  and  Reconstructive 
Surgery,  Inc.,  1110  W.  Main  St.,  Dur- 
ham, N.C.  27701. 

Articles  adapted  from  the  National  In- 
stitute of  Mental  Health’s  syndicated 
newspaper  series  “Mental  Health  Mat- 
ters” fill  an  informative  pamphlet 
that  focuses  attention  on  today’s  drug 
scene. 

The  pamphlet,  entitled  Mental 
Health  Matters:  Drug  Abuse,  presents 
brief  stories  on  a variety  of  drug-ori- 
ented topics,  highlighting  the  emotion- 
al and  mental  health  aspects  of  drug 
abuse. 

The  publication,  also  known  as  Pub- 
lic Health  Service  Publication  No. 
2101,  discusses  drug  dependence,  the 
status  of  research  probing  the  effects 
of  marijuana,  whether  LSD  can  cause 
mental  illness,  the  “up  and  down” 
drugs,  and  the  use  of  hard  narcotics. 

Articles  on  research  into  the  drug 
habits  of  teenagers,  the  hopeful  pros- 
pects for  addicts,  and  the  need  for  an 
intensive  drug  abuse  education  cam- 
paign complete  the  pamphlet. 

Published  by  the  US  Department 
of  Health,  Education,  and  Welfare, 
Public  Health  Service,  Health  Services 
and  Mental  Health  Administration,  the 
brochure  is  for  sale  by  the  Superin- 
tendent of  Documents,  US  Govern- 
ment Printing  Office,  Washington, 
D.  C.  20402  for  10  cents  each  or 
$6.50  per  hundred. 
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THE  CHANGING  FACE  OF 

The  deliberations  during  the  lengthy 
Legislative  hearing  on  proposed  “cor- 
rective” amendments  to  the  Medical 
Practice  Act  were  a major  feature  of 
the  March,  1921,  issue  of  Texas  State 
Journal  of  Medicine.  Other  March  news 
included  a report  on  the  total  number 
of  members  of  Texas  Medical  Associ- 
ation, Annual  Session  plans,  lists  of 
new  officers  of  national  and  state 
medical  organizations,  announcement 
of  a $1,000  prize  competition,  and  of 
course,  the  happenings  at  the  meet- 
ings of  local  county  medical  societies. 
=fJ5kThe  delayed  hearing  on  the  Medi- 
cal Practice  Act  took  up  a large  part 
of  the  journal,  with  the  author  provid- 
ing readers  with  a first-hand  account 
of  the  battle  waged  by  optometrists, 
chiropractors,  and  Christian  scientists 
against  “corrective”  amendments  to 
the  bill,  including  authorization  of  the 
use  of  a court  injunction  against  offen- 
ders. Some  excerpts  from  the  battle 
recollection  follow:  “So  great  was  the 
interest  in  this  measure  that  no  com- 
mittee room  would  hold  those  who  de- 
sired to  attend  the  hearing,  hence  it 
was  held  in  the  Senate  Chamber.  The 
hearing  was  begun  in  the  morning  and 
finished  late  at  night,  adjournment 
having  been  forced  by  the  convening 
of  the  Senate  . . . 

"It  was  early  observed  that  the  fight 
on  the  bill  was  being  led  by  the  op- 
tometrists and  chiropractors,  who  had 
evidently  misled  the  Christian  scien- 
tists and  with  malice  aforethought  . . . 
The  Secretary  of  the  Council  on  Legis- 
lation and  Public  Instruction  of  the 
State  Medical  Association,  presented 
the  case  for  the  State  Medical  Associa- 
tion, explaining  the  attitude  of  the  reg- 
ular medical  profession  of  the  State, 
and  particularly  as  it  related  to  the 
introduction  of  the  measures  under  de- 
bate . . . 

"Dr.  John  B.  Atkinson,  formerly  first 
assistant  county  attorney  of  McLen- 
nan County,  representing  the  chiro- 
practors of  Texas,  protested  the  pas- 
sage of  the  bill  ...  He  explained  the 
theory  of  a displaced  segment  of  the 
spinal  column  pressing  on  a nerve  that 
supplies  some  part  of  the  body,  there- 
by causing  what  we  call  disease.  He 
admitted  this  was  an  exceedingly  sim- 
ple proposition  and  said  that  he  for- 
merly thought  himself  that  it  was  fool- 
ish. He  has  changed  his  mind  since 
becoming  better  acquainted  with  the 
results  of  the  treatment  (and  being 
paid  for  it — parenthesis  ours).  He  re- 
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cited  numerous  touching  examples  of 
relief  by  chiropractic  treatment  after 
all  other  methods  had  failed,  (“touch- 
ing” is  a good  word. — Editor.)” 

After  further  relating  the  debates  of 
the  pro  and  con  sides,  the  author  re- 
ported, “Both  committees  reported  the 
bill  favorably,  with  minority  reports,  in 
the  Senate  by  Senator  McNealus  and 
in  the  House  by  Representatives  Brady 
of  Galveston  and  Carpenter  of  Bay 
City.” 

Unfortunately,  the  proposed  bill  in- 
corporating the  “corrective”  amend- 
ments into  the  Medical  Practice  Act 
was  lost  by  a fluke.  The  journal  author 
commented: 

“The  oft-repeated  brag  by  both  the 
optometrists  and  chiropractors  that 
special  laws  exempting  them  from  the 
medical  practice  act  would  be  secured 
during  the  present  session  of  the  Leg- 
islature, was  certainly  not  realized, 
and  the  measure  which  they  had  so 
vigorously  opposed  was  passed  to  en- 
grossment by  a vote  of  18  to  5.  They 
knew  and  we  all  knew,  that  it  was  the 
element  of  time  alone  which  defeated 
the  bill,  and  not  the  disfavor  of  the 
Senate  . . . The  medical  profession 
fought  a good  fight  and  won  a great 
victory,  although  its  ambition  to  make 
the  medical  practice  act  enforoible 
against  chronic  violators,  quacks  and 
imposters,  was  not  realized.” 

5|«k  Other  Legislative  bits  of  news  in- 
cluded the  passage  of  bills  relating  to 
the  employment  of  persons  suffering 
from  infectious  or  contagious  diseases 
in  hotels,  cafes,  restaurants,  dining 
cars,  or  other  public  eating  places;  reg- 
ulating the  sanitary  conditions  of  bar- 
ber shops  and  beauty  parlors;  and  re- 
quiring eye  prophylactics  for  new- 
borns. 

Another  note  on  the  workings  of 
the  Legislature  stated;  “Senate  Bill  No. 
198,  by  Senator  Hall,  failed  to  come 
up  for  final  passage  by  the  House.  The 
bill  authorized  the  State  Board  of 
Health  to  procure  diphtheria  and  teta- 
nus antitoxin  and  vaccine  lymph  for 
free  distribution  to  the  people  of  the 
State.  It  had  passed  the  Senate  and 
was  ready  for  the  final  reading  in  the 
House,  but  its  supporters  misread  the 
number  and  called  for  the  wrong  bill.” 
>k5k  In  another  journal  article,  annual 
dues  were  reported  to  have  been  paid 
by  1,573  TMA  members. 

5k  Scientific  articles  dealt  generally 
with  the  stomach  and  ulcers:  “Some 
Observations  on  Chronic  Gastric  and 


Duodenal  Ulcers,”  “Drainage  of  the 
Abdominal  Cavity,  with  Special  Refer- 
ence to  the  Use  of  the  Rubber  Glove,” 
“Acute  Dilatation  of  the  Stomach 
Following  Gynecological  Operations,” 
“The  Hunger  Pain,  or  Food  Relief.” 

In  the  News  section — 

5k  One  interesting  news  item  was  on 
“Youth  and  Life,”  a US  Public  Health 
Service  exhibit.  Designed  for  the  young 
woman,  the  exhibit  extolled  “womanli- 
ness, motherhood,  and  home-making” 
and  called  attention  to  the  “probable 
effects  of  sex  misconduct  (venereal 
disease).” 

5k  A prize  of  $1,000  was  reported  to 
await  the  author  of  the  best  paper 
dealing  with  the  “Contributions  of 
Jews  to  Hygiene.”  The  Jewish  Publica- 
tion Society  of  America,  sponsors  of 
the  competition,  specified  that  “the 
study  should  be  thorough,  popular  in 
presentation,  and  expressed  in  good 
English.” 

Students  reminded  to 
submit  contest  entries 

Students  in  Texas  medical  schools 
are  reminded  that  April  1,  1971,  is 
the  deadline  for  submitting  entries  to 
Texas  Medicine’s  sixth  annual  writing 
contest. 

Sponsored  by  the  journal  since 
1966,  the  award  is  designed  to  honor 
excellence  in  medical  and  scientific 
writing.  Articles  must  deal  with  a sub- 
ject within  the  realm  of  the  basic  sci- 
ences or  medicine  and  must  be  orig- 
inal and  unpublished.  There  is  no 
minimum  or  maximum  word  length 
for  entries. 

Each  paper  submitted  will  be  re- 
viewed by  the  Scientific  Publication 
Committee  for  Texas  Medicine. 

Winners  will  receive  a certificate 
plus  a cash  award  of  $300,  and  the 
first-place  paper  will  be  published  in 
the  journal. 

Medical  examiners  name 
one  to  test  honor  roll 

The  only  physician  to  make  the  honor 
roll  at  the  December,  1970,  examina- 
tion administered  by  the  Texas  State 
Board  of  Medical  Examiners  in  Fort 
Worth  was  Dr.  Albert  Patton  Hamner, 
Jr. 

Dr.  Hamner,  a native  of  Selma,  Ala., 
was  graduated  from  The  University  of 
Texas  Medical  Branch  in  Galveston. 
The  physician  scored  an  average  of 
91.3  on  the  medical  examiners’  test. 
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Digestive  Diseases,  General  Practice,  Internal 
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20  CURBSTONE  CONSULTATIONS 

Person-to-person  conversational  discussions 
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Have  breakfast  with  a guest  speaker  on  Friday 
and  Saturday  mornings.  Enjoy  juice,  coffee, 
rolls  while  the  speaker  makes  a 25-minute 
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ADVANCE  REGISTRATION  FORM 
FILL  OUT  BOTH  SIDES  AND  MAIL  TODAY 


Save  time  and  effort  by  registering  in  advance 
Fill  out  the  card  below,  mail  it  to  TMA,  and  your 
registration  packet  will  be  waiting  for  you.  There 
is  no  registration  fee  for  TMA  members. 

A handy  form  for  ordering  tickets  to  the  lunch- 
eons, the  "Saturday  Night  at  the  Astroworic#," 
and  other  events  is  located  on  the  back  of  this 
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by  ordering  your  tickets  now. 


MAKE  YOUR  HOTEL 
RESERVATION  TODAY! 


Select  your  choice  of  hotel  from  the  list 
below,  complete  the  reserv.ation  card,  ad- 
dress it  to  the  hotel  of  your  choice  and 
mail  it  today.  Preference  will  be  honored 
as  far  as  possible,  and  confirmation  will 
be  sent  directly  to  you  from  the  hotel. 

RATES  SINGLES  DOUBLES  TWINS  SUITES 


Scientific  Sessions  Headquarters 

SHAMROCK  HILTON  HOTEL  $15-$30  $21-$36 

Attn.  Reservations  Dept. 

P.  0.  Box  2848 
Houston,  Texas  77001 

Business  Sessions  Headquarters 

ASTROWORLD  HOTEL  $14-$24  $16-$28 
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P.  0.  Box  1555 
Houston,  Texas  77001 
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MARRIOTT  MOTOR  HOTEL  $15-$20  $20-$25 
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Houston,  Texas  77025 

THE  TOWERS  $12  $16  $16-$22 

2130  Holcombe  Blvd. 

Houston,  Texas  77025 


$21-$36 


$16-$28 


$20-$25 

$18-$24 


$50  & up 


$40  & up 


Rooms  at  all  hotels  will  not  be  held  after  6 p.m.  unless  requested. 


HAVE  YOUR  TICKETS  READY  FOR  YOU 
WHEN  YOU  GET  TO  HOUSTON 


PLAN  NOW  TO  ATTEND! 


TEXAS  MEDICAL 
ASSOCIATION 


1971  ANNUAL 
SESSION 
MAY  6-9 


AVOID  the  lines,  the  last  minute  rush,  and  the  possi- 
bility of  missing  out  on  the  TMA  functions  listed  below. 
Fill  out  this  form,  mail  it  to  TMA  with  your  check,  and 
your  tickets  will  be  waiting  for  you. 

GENERAL  MEETING  LUNCHEON— Friday,  May  7, 
12:30  p.m..  Shamrock  Hilton  Hotel.  Featured  speaker 
will  be  Cmdr.  Joseph  P.  Kerwin,  MC  USN,  NASA 
Astronaut,  Houston. 

GENERAL  MEETING  LUNCHEON — Saturday,  May  8, 
12:30  p.m..  Shamrock  Hilton  Hotel.  Featured  speaker 
will  be  The  Honorable  Lloyd  M.  Bentsen,  Jr.,  United 
States  Senator  from  Texas,  Washington,  D.  C. 
"SATURDAY  NIGHT  AT  THE  ASTROWORLD”— A fabu- 
lous cocktail  party,  dinner,  dance  Saturday,  May  8, 
7:30  p.m..  Main  Ballroom  of  the  Astroworld  Hotel. 
Dress  is  semi-formal.  Price  includes  cocktail  reception, 
dinner,  entertainment. 

CONTINENTAL  BREAKFAST  ROUND  TABLES— Friday, 
May  7,  and  Saturday  May  8,  8:15-9:30  a.m..  Shamrock 
Hilton  Hotel.  There  is  no  charge,  but  attendance  is 
limited  and  tickets  necessary.  Have  juice,  coffee,  and 
rolls  with  a guest  speaker,  then  participate  in  an  in- 
formal discussion  period. 


USE  THESE  HANDY 
FORMS  TO 
REGISTER  IN 
ADVANCE,  BUY 
TICKETS  AND 
MAKE  HOTEL 
RESERVATIONS 


41  Guest  Speakers 


plus  250  special  and  TMA-member  speakers 


Frank  J.  Ayd,  Jr.,  M.D. 

Baltimore,  psychiatry 
Walter  C.  Bornemeier,  M.D. 
Chicago,  President 
American  Medical  Association 
Philip  S.  Brachman,  M.D. 

Atlanta,  public  health 
Alston  Callahan,  M.D. 
Birmingham,  ophthalmology 
Ronald  J.  Catanzaro,  M.D. 

West  Palm  Beach,  Fla.,  psychiatry 
Donald  L.  Cooper,  M.D. 

Stillwater,  Okla.,  sports  medicine 
William  H.  Crosby,  Jr.,  M.D. 
Boston,  internal  medicine 
Eric  Denhoff,  M.D. 

Providence,  R.  I.,  pediatrics 
Stanley  Deutsch,  M.D. 

Chicago,  anesthesiology 
Bruce  H.  Drukker,  M.D. 

Detroit,  obstetrics  and  gynecology 

Donald  B.  Effler,  M.D. 

Cleveland,  thoracic  surgery 
Z.  Z.  Godlowski,  M.D. 

Chicago,  endocrinology 


Robert  W.  Goltz,  M.D. 

Denver,  dermatology 
James  F.  Holland,  M.D. 
Buffalo,  internal  medicine 
(oncology) 

William  F.  House,  M.D. 

Los  Angeles,  otology 
Robert  H.  Jebsen,  M.D. 
Cincinnati,  physical  medicine 
and  rehabilitation 

Edward  J.  Kowalewski,  M.D. 

Akron,  Pa.,  President 
American  Academy  of  General 
Practice 

Philip  Kramer,  M.D. 

Boston,  internal  medicine 
(gastroenterology) 

Chang  Ling  Lee,  M.D. 

Chicago,  pathology 
A.  Edward  Maumenee,  M.D. 
Baltimore,  ophthalmology 
Lloyd  M.  Nyhus,  M.D. 

Chicago,  surgery 
Joseph  H.  Ogura,  M.D. 

St.  Louis,  otolaryngology 
A.  Edward  O’Hara,  M.D. 
Philadelphia,  radiology 


Chester  M.  Pierce,  M.D. 

Boston,  psychiatry  and  neurology 
Peter  Randall,  M.D. 

Philadelphia,  plastic  surgery 
Sylvia  O.  Richardson,  M.D. 
Cincinnati,  pediatrics 
Leon  Saizman,  M.D. 

New  York,  psychiatry 
Wendell  G.  Scott,  M.D. 

St.  Louis,  radiology 
William  S.  Smith,  M.D. 

Ann  Arbor,  orthopaedic  surgery 
Colonel  John  P.  Stapp,  USAF  MC 
(Retired) 

Washington,  D.  C.,  Science 
Advisor, 

National  Highway  Safety  Bureau, 

U.  S.  Department  of 

Transportation 

Maus  W.  Stearns,  Jr.,  M.D. 

New  York,  proctology 
Heni7  N.  Wagner,  Jr.,  M.D. 
Baltimore,  internal  medicine, 
radiology  and  radiological  science 
Morton  M.  Ziskind,  M.D. 

New  Orleans,  internal  medicine 
(pulmonary  diseases) 


GENERAL  MEETING 
LUNCHEON  SPEAKERS: 


THE  HONORABLE  LLOYD  M.  BENTSEN,  JR.  CMDR.  JOSEPH  P.  KERWIN,  MC  USN 
United  States  Senate  NASA  Astronaut 

Washington,  D.  C.  Manned  Spacecraft  Center 

Houston 


ADVANCE  TICKET  ORDERS 


CONTINENTAL  BREAKFAST 
ROUND  TABLE  PRESENTATIONS 
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Friday,  May  7,  8:15-9:30  a.m. 

1.  TREATMENT  OF  LEUKEMIA 
—YEA  OR  NAY 

Joint  Presentation:  William 
H.  Crosby,  M.D.,  Boston, 
and  James  F.  Holland, 

M.D.,  Buffalo 

2.  INGUINAL  HERNIA- 
SURGICAL  THERAPY 
Lloyd  M.  Nyhus,  M.D., 
Chicago 

3.  FEMALE  SEXUALITY 
Leon  Saizman,  M.D., 

New  York 

4.  INJURIES  ASSOCIATED 
WITH  SEAT  BELTS 
William  S.  Smith,  M.D., 

Ann  Arbor 

5.  AESTHETIC  SURGERY  OF 
FACE  AND  EARS 

Peter  Randall,  M.D., 
Philadelphia 

6.  DIAGNOSIS  AND  TREAT- 
MENT OF  BACTERIAL 
PNEUMONIA 

Morton  M.  Ziskind,  M.D., 
New  Orleans 


Saturday,  May  8,  8:15-9:30  a.m. 

7.  INCOMPETENT  URETHRA 
Bruce  H.  Drukker,  M.D., 
Detroit 

8.  HIATUS  HERNIA:  FACTS 
AND  FANCIES 

Philip  Kramer,  M.D., 

Boston 

9.  TESTING  FOR  HEPATITIS 
Chang  Ling  Lee,  M.D., 
Chicago 

10.  SPEECH  AND  LANGUAGE 
DISORDERS  OF  YOUNG 
CHILDREN 

Sylvia  O.  Richardson,  M.D., 
Cincinnati 

11.  CRASH  PROTECTION  OF 
MOTOR  VEHICLE 
OCCUPANTS 

Colonel  John  P.  Stapp, 
Washington,  D.  C. 

12.  PULMONARY  THROMBO- 
EMBOLISM 

Henry  N.  Wagner,  Jr.,  M.D., 
Baltimore 

13.  CLINICAL  ENTITIES  IN 
UVEITIS 

A.  Edward  Maumenee,  M.D., 
Baltimore 


MEDICINE  IN  LITERATURE 


Surgical  and  clinical  subjects  are  topics  of  recent  review  books 


Surgical  Anatomy  of  the  Thorax,  Ste- 
fan Kubik,  241  pp.,  250  illus.,  Phila- 
delphia, W.  B.  Saunders  Co.,  1970, 
$19.75. 

ALTHOUGH  THIS  handy  book  on  anat- 
omy of  the  thorax  deals  mainly  with 
descriptive  topographic  and  radiologi- 
cal anatomy,  it  does  not  discuss  the 
different  surgical  approaches  to  the 
thoracic  cavity. 

The  cadaver  specimens  shown  in 
the  illustrations  are  nicely  prepared, 
and  the  photographs  and  diagrammat- 
ic sketches  of  the  highlights  of  each 
anatomical  specimen  are  clear  and 
informative.  The  lymphatics  of  the 
thorax  are  especially  well  presented 
and  described. 

Throughout  the  book,  however,  the 
anterior  segment  of  the  upper  lobes 
of  both  lungs  and  its  anatomical  com- 
ponents are  erroneously  called  S3’, 
B3’,  A3’,  and  V3’  for  the  segment, 
bronchus,  artery,  and  veins,  respec- 
tively, instead  of  the  correct  notations 
— S2’,  B2’,  A2’,  and  V2’. 

The  inclusion  of  operative  views  of 
surgical  anatomy — resembling  the  way 
the  thoracic  surgeon  sees  the  thorax 
on  the  operating  table — perhaps  would 
have  been  valuable. 

This  book  can  be  of  great  aid  to 
the  surgical  resident  and  the  general 
surgeon,  as  well  as  to  the  thoracic 
surgeon,  as  a quick  anatomical  re- 
minder of  thoracic  surgical  procedures. 

MANUEL  GUERRA,  M.D. 

Pittsburg,  Tex. 

The  Tetralogy  of  Fallot:  From  a Surgi- 
cal Viewpoint,  John  W.  Kirklin  and 
Robert  B.  Karp,  189  pp.,  illus., 
Philadelphia,  W.  B.  Saunders  Co., 
1970,  $13. 

TWO-THIRDS  of  this  volume  concern 
the  technical  details  of  surgery  and 
the  postoperative  care  of  tetralogy  of 
Fallot,  and  as  such,  it  will  be  of  major 
interest  to  cardiovascular  surgeons. 

The  first  five  chapters  include  defi- 
nitions of  the  condition,  morphology, 
hemodynamics,  life  history,  and  clini- 
cal features  and  diagnosis.  Each  of 
the  five  chapters  well  represents  cur- 
rent knowledge  in  these  areas.  These 
chapters  would  be  of  interest  to  pedi- 
atricians, cardiologists,  and  patholo- 
gists. 

Chapter  7,  which  deals  with  the 
management  of  the  postoperative  pe- 
riod, is  particularly  good,  and  the 
principles  presented  are  of  value  in  the 


postoperative  management  of  other 
types  of  surgical  problems. 

In  general,  the  book  is  well  written 
from  a literary  point  of  view  and  is  a 
good  compilation  of  current  knowledge 
of  the  tetralogy  of  Fallot,  bound  to- 
gether by  the  vast  personal  experience 
of  the  authors. 

PER  H.  LANGSJOEN,  M.D. 

Temple. 

Synopsis  of  Clinical  Cancer,  ed.  2, 
Condict  Moore,  267  pp.,  37  illus., 
St.  Louis,  The  C.  V.  Mosby  Co., 
1970,  $11.75. 

WRITTEN  BY  a practicing  oncologist, 
this  synopsis  of  clinical  cancer  goes  a 
long  way  toward  accomplishing  its 
goal,  presenting  core  material  of  clini- 
cal cancer  in  251  pages  of  text.  It  is 
designed  primarily  for  the  medical 
student,  who  should  be  pleased  to 
have  such  a well-developed  series  of 
lecture  notes  to  study. 

This  work  has  the  advantage  of 
being  written  by  an  author  who  has 
had  long  experience  in  the  manage- 
ment of  multiple  facets  of  clinical 
cancer  and  who  has  enough  insight 
into  the  total  spectrum  of  cancer  to 
report  fairly  the  true  state  of  knowl- 
edge on  the  subject. 

The  organization  of  the  book  is  ad- 
mirable, spending  as  little  as  one  page 
on  carcinoma  of  the  lip  to  12  and  11 
pages,  respectively,  for  lymphoma  and 
carcinoma  of  the  breast.  The  format 
in  each  chapter  is  consistent,  with 
bold-lettered  paragraphs  headed  inci- 
dence, etiology,  pathology,  pre-can- 
cerous  lesions,  natural  history,  diag- 
nosis, preventive  measures,  treatment 
principles,  common  errors,  promising 
developments  for  the  future,  and  prog- 
nosis. Each  chapter  is  followed  by  a 
carefully  selected  set  of  references. 
This  format  leads  to  ready  access  of 
specific  information  and  develops  the 
thought  process  of  the  learner  for  re- 
taining salient  facts  which  may  be 
placed  in  proper  persf>ective  in  com- 
paring one  form  of  cancer  to  another 
form. 

A short  chapter  on  chemotherapy 
and  one  on  end-result  reporting  of 
cancer  conclude  the  book.  The  chap- 
ter on  reporting  of  end  results  should 
be  required  reading  of  medical  stu- 
dents because  it  emphasizes  how  im- 
portant it  is  to  compare  "apples  to 
apples’’  when  discussing  end  results. 

In  summary,  this  work  is  impressive 


as  a pedagogical  tool  and  has  special 
usefulness  in  medical  education. 

J.  BRADLEY  AUST,  M.D. 

San  Antonio. 

Fundamentals  of  Clinical  Chemistry, 
Norbert  W.  Tietz,  ed.,  983  pp.,  illus., 
Philadelphia,  W.  B.  Saunders  Co., 
1970,  $26. 

A VALUABLE  REFERENCE  aid  to  stu- 
dents of  biochemistry,  medicine,  and 
medical  technology,  this  textbook  pre- 
sents the  fundamentals  of  clinical 
chemistry  and  guides  the  novice  in 
initial  studies  of  the  complex  and  rap- 
idly growing  field  of  chemistry. 

The  text  includes  analytical  proce- 
dures for  enzyme  tests,  hormone  tests, 
thyroid  function  tests,  renal  function 
tests,  liver  function  tests,  gastric  anal- 
ysis, and  toxicology  tests.  Each  sec- 
tion includes  not  only  details  of  test 
procedure,  but  also  background  on  the 
methods  used  and  the  normals  of 
each  test. 

Although  limited,  the  sections  relat- 
ed to  the  clinical  significance  of  labo- 
ratory tests  are  of  value  to  the  clinician 
and  to  laboratory  personnel,  because 
these  sections  provide  the  technologist 
with  a realization  of  the  importance 
of  accurate  laboratory  work. 

A thorough  reference  list  to  provide 
additional  aid  is  included  at  the  end 
of  each  section  of  the  book.  The  au- 
thor has  also  included  an  up-to-date 
standardized  system  for  various  units 
related  to  clinical  chemistry;  these 
units  are  meaningful  and  consistent 
with  other  world  units. 

MRS.  NAWASA  EADS,  M.T.  (ASCP) 
Austin  State  Hospital 
Research  Laboratory. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Ackerman,  L.  V.,  and  del  Regato,  J.  A.: 
Cancer,  Diagnosis,  Treatment,  and 
Prognosis,  ed.  4,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1970. 

American  Public  Health  Association, 
Inc.,  American  Water  Works  Associ- 
ation, and  Water  Pollution  Control 
Federation:  Standard  Methods  for 
the  Examination  of  Water  and  Waste- 
water,  Including  Bottom  Sediments 
and  Sludges,  ed.  12,  Albany,  N.Y., 
Boyd  Printing  Co.,  Inc.,  1969. 

Birren,  J.  E.,  ed.:  Handbook  of  Aging 


Volume  67,  March,  1971 


131 


and  the  Individual,  Chicago,  The 
University  of  Chicago  Press,  1959. 
Excerpta  Medica  Foundation:  3rd  In- 
ternational Conference  on  Congenital 
Malformations,  The  Hague,  The  Neth- 
erlands— 7-13  September,  1969,  (ab- 
stracts of  papers  presented),  The 
Hague,  The  Netherlands,  Mouton  & 
Co.,  1969.  Also  listed  as  Excerpta 
Medica  International  Congress  Series 
No.  191. 

Lamaze,  F.,  and  Celestin,  L.  R.,  trans- 
lator: Painless  Childbirth,  Psycho- 
prophylactic Method,  Chicago,  Henry 
Regnery  Co.,  1970. 

Quick,  A.  J.:  Bleeding  Problems  in 
Clinical  Medicine,  Philadelphia,  W.  B. 
Saunders  Co.,  1970. 

Sampson,  W.  G.,  and  Feldman,  G.  L., 
eds.;  Contact  Lens  Medical  Seminar, 
vol.  1,  Springfield,  III.,  Charles  C 
Thomas,  1970. 

Shoemaker,  W.  C.,  and  Walker,  W.  F.: 
Fluid-Electrolyte  Therapy  in  Acute 
Illness,  Chicago,  Year  Book  Medical 
Publishers,  Inc.,  1970. 

Thompson,  J.  S.,  and  Thompson,  M. 
W.:  Genetics  in  Medicine,  Philadel- 
phia, W.  B.  Saunders  Co.,  1966. 
Vinken,  P.  J.,  and  Bruyn,  G.  W.,  eds.: 
Disorders  of  Speech,  Perception,  and 
Symbolic  Behaviour,  vol.  4 of  Hand- 
book of  Clinical  Neurology,  edited  by 
P.  J.  Vinken  and  G.  W.  Bruyn,  Am- 
sterdam, North-Holland  Publishing 
Co.,  1969. 

Vinken,  P.  J.,  and  Bruyn,  G.  W.,  eds.: 
Headaches  and  Cranial  Neuralgias, 
vol.  5 of  Handbook  of  Clinical  Neu- 
rology, edited  by  P.  J.  Vinken  and 
G.  W.  Bruyn,  Amsterdam,  North-Hol- 
land Publishing  Co.,  1968. 

Walford,  R.  L.:  The  Immunologic  The- 
ory of  Aging,  Baltimore,  Williams  & 
Wilkins  Co.,  1969. 

Wang,  Y.,  and  Paoletti,  P.,  eds.:  Radio- 
nuclide Applications  in  Neurology 
and  Neurosurgery,  Springfield,  III., 
Charles  C Thomas,  1970.  Also  listed 
as  Publication  No.  771,  American 
Lecture  Series,  A Monograph  in  the 
Bannerstone  Division  of  American 
Lectures  in  Nuclear  Medicine. 
Wintrobe,  M.  M.,  Thorn,  G.  W.,  Adams, 
R.  D.,  et  al.:  Harrison’s  Principles  of 
Internal  Medicine,  ed.  6,  New  York, 
McGraw-Hill  Book  Co.,  1970. 

Many  of  the  books  listed  are  available 
for  review.  If  you  would  like  to  prepare 
a review  on  one  of  the  new  books 
listed,  or  if  you  would  like  to  review 
other  new  books  on  a specific  topic, 
write  to  the  TMA  Library,  1801  N. 
Lamar  Blvd.,  Austin  78701.  Guidelines 
for  book  reviewers  are  available  from 
the  Library. 


Deaths 


Dr.  C.  D.  Hunter 

Dr.  Carroll  D.  Hunter,  former  chief  of 
staff  at  Southwestern  General  Hospital 
in  El  Paso,  died  Dec.  29,  1970,  in  El 
Paso.  He  was  70. 

A general  practitioner.  Dr.  Hunter 
was  a native  of  Strawn,  Tex.  He  received 
his  premedical  training  at  Baylor  Uni- 
versity, graduating  with  an  AB  degree. 
In  1926,  he  was  awarded  his  MD  de- 
gree from  Baylor  College  of  Medicine, 
then  located  in  Dallas.  Dr.  Hunter 
served  as  an  intern  at  Tristate  Hospital 
in  Shreveport,  La.,  following  his  gradu- 
ation from  medical  school. 

A 33-year  resident  of  El  Paso,  Dr. 
Hunter  had  served  in  the  US  Navy 
Medical  Corps  during  World  War  II  and 
had  attained  the  rank  of  captain.  He 
was  a member  of  El  Paso  County  Med- 
ical Society,  American  Medical  Associ- 
ation, and  Texas  Medical  Association. 

Before  he  established  practice  in  El 
Paso,  Dr.  Hunter  had  offices  in  Pampa, 
and  during  that  time,  he  was  a mem- 
ber of  the  old  Gray-Wheeler  Counties 
Medical  Society.  In  1935-1936,  he 
served  as  secretary  of  the  society.  He 
assumed  the  position  of  chief  of  staff 
of  Southwestern  General  Hospital  in 
1950. 

Survivors  include  his  wife,  Elsie 
May  Perry  Hunter;  a son,  Carroll  D. 
Hunter,  Jr.,  of  Chicago,  III.;  two  daugh- 
ters, Mrs.  Joyce  Stevens  and  Mrs.  Diane 
Howe,  both  of  El  Paso;  two  sisters, 
Mrs.  Myrtle  Love  of  El  Paso  and  Mrs. 
Rose  Parry  of  Dallas;  and  eight  grand- 
children. 

Dr.  L.  M.  Tooke 

One  of  the  two  physicians  in  Freer, 
Tex.,  Dr.  Lynn  Martin  Tooke,  and  his 
wife  died  Dec.  14,  1970,  in  a blaze 
that  engulfed  their  home  in  the  early 
morning  hours. 

Dr.  Tooke,  a native  of  Shreveport, 
La.,  had  been  in  general  practice  in 
Freer  for  eight  years.  He  was  gradu- 
ated from  Louisiana  State  University 


DR.  TOOKE 

Medical  Center,  New  Orleans,  in  1961 
with  an  MD  degree.  Prior  to  his  medi- 
cal training,  he  had  attended  Centen- 
ary College  in  Shreveport.  After  his 
graduation  from  medical  school,  he 
held  a one-year  internship  at  Sacra- 
mento County  Hospital  in  Sacramento, 
Calif. 

A member  of  Texas  Medical  Associ- 
ation, he  also  belonged  to  American 
Medical  Association  and  Brooks-Duval- 
Jim  Wells  Counties  Medical  Society. 

The  37-year-old  physician  is  sur- 
vived by  his  four-year-old  daughter, 
Kelly  Diane,  who  was  rescued  from  the 
fire  by  a neighbor;  two  brothers,  Henry 
Tooke  of  the  Panama  Canal  Zone  and 
John  Tooke  of  Casper,  Wyo.;  a sister, 
Mrs.  Carolyn  Tietz  of  San  Antonio;  and 
his  mother,  Mrs.  Hardy  Alexander 
Tooke  of  Shreveport,  La. 


Dr.  T.  P.  Shearer 

Houston  urologist  and  surgeon  Dr. 
Thomas  Palmer  Shearer,  67,  died  Dec. 
5,  1970,  in  The  Methodist  Hospital  in 
Houston  after  a week-long  illness. 

Born  in  Lufkin,  Dr.  Shearer  was  a 
1932  graduate  of  The  University  of 
Texas  Medical  Branch  in  Galveston.  His 
premedical  education  was  obtained  at 
Purdue  University  in  Lafayette,  Ind. 
He  received  a BS  degree  from  that  in- 
stitution in  1927.  He  served  his  intern- 
ship at  King’s  Daughters  Hospital  in 
Temple,  and  from  1938  to  1940,  he 
served  a residency  in  urology  at  Pres- 
byterian Hospital  in  the  City  of  New 
York.  During  his  residency,  he  took 
postgraduate  training  at  Columbia 
University,  also  located  in  New  York 
City. 

Certified  by  the  American  Board  of 
Urology,  Dr.  Shearer  first  established 
practice  in  Houston  in  1946.  He  had 
previously  practiced  in  Mont  Belvieu 
and  Abilene. 

Dr.  Shearer  was  retired  from  the  US 
Army  Medical  Corps,  having  attained 
the  rank  of  colonel.  He  served  as  chief 
of  the  urology  section  at  Walston  Army 
Hospital  in  Fort  Dix,  N.J.,  and  as  chief 
of  the  urology  section  and  the  para- 
plegia section  at  Halloran  General  Hos- 
pital, Staten  Island,  N.Y.  Also,  while 
on  active  duty  with  the  Army,  he 
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served  at  the  Civilian  Conservation 
Corps  in  Williams,  Ariz. 

He  was  a member  of  the  American 
Medical  Association,  Texas  Medical  As- 
sociation, and  Harris  County  Medical 
Society.  He  was  also  active  in  the 
Houston  Academy  of  Medicine,  Texas 
Surgical  Society,  American  Urological 
Association,  and  South  Central  Section 
of  the  American  Urological  Association. 
A charter  member  of  both  the  Houston 
Surgical  Society  and  The  Southwestern 
Surgical  Congress,  he  was  also  a fellow 
of  the  American  College  of  Surgeons. 

Dr.  Shearer  served  as  a clinical  as- 
sociate professor  in  urology  at  Baylor 
College  of  Medicine  and  was  active 
in  the  Postgraduate  Medical  Assembly 
of  South  Texas. 

The  author  of  numerous  articles  on 
urological  subjects,  he  is  survived  by 
his  wife,  Marie  Armanda  Probe  Shearer; 
a son,  Robert  Bruce  Shearer  of  Hous- 
ton; four  sisters,  Mrs.  Marguerite  Fair- 
child,  Miss  Mabel  Shearer,  and  Miss 
Persis  Shearer,  all  of  Lufkin,  and  Mrs. 
Brownie  Campbell  of  Baton  Rouge,  La.; 
and  one  granddaughter. 

DR.  SHEARER 


Dr.  E.  L.  Jones 

Longview  general  practitioner  Dr.  Er- 
nest Lee  Jones  died  Oct.  31,  1970. 
He  was  65. 

A native  of  Sherman,  Tex.,  Dr.  Jones 
attended  The  University  of  Texas  at 
Austin  and  was  graduated  from  the 
University  of  Virginia  in  Charlottesville 
in  1927  with  a BA  degree.  He  was  also 
a 1932  graduate  of  The  University 
of  Texas  Medical  Branch  in  Galveston. 
From  1932  to  1933,  he  served  an  in- 
ternship at  Hurley  Hospital  in  Flint, 
Mich.,  after  which  he  began  his  prac- 
tice in  Longview. 

Dr.  Jones  was  administrator  of  The 
Good  Shepherd  Hospital  from  1937  to 
1944.  He  had  also  served  twice  as 
chief  of  staff  of  the  hospital.  A mem- 
ber of  Texas  Medical  Association  and 
Gregg  County  Medical  Society,  he 
served  as  county  health  officer  from 
1937  to  1946  and  again  from  1962 
until  his  death.  He  was  also  a medi- 
cal examiner  for  the  Federal  Aviation 
Agency  and  a member  of  Phi  Beta  Pi 
medical  fraternity. 


His  wife,  Mable  Douglas  Jones,  and 
two  sons,  Walter  C.  Jones  of  Irving 
and  Ernest  Lissner  Jones  of  Corpus 
Christi,  survive  him. 


Dr.  L.  E.  Thompson,  Jr. 

Dr.  Lawrence  E.  Thompson,  Jr.,  ortho- 
pedic surgeon  and  medical  director  of 
the  Ada  Wilson  Hospital  of  Physical 
Medicine  and  Rehabilitation  in  Corpus 
Christi,  was  killed  Jan.  7,  1971,  fol- 
lowing a truck-car  collision  in  the  Cal- 
allen  area. 

A native  of  Florence,  Colo.,  Dr. 
Thompson  had  been  in  practice  in 
Corpus  Christi  since  1968.  He  received 
a BS  degree  from  Oklahoma  State 
University  in  Stillwater  in  1948,  and 
in  1952,  he  was  graduated  from  Uni- 
versity of  Oklahoma  School  of  Medi- 
cine in  Oklahoma  City  with  an  MD 
degree.  He  served  his  internship  from 
1952  to  1953  at  the  City  of  Detroit 
Receiving  Hospital  and  took  a resi- 
dency in  surgery  from  1953  to  1954 
at  University  Hospital  in  Ann  Arbor, 
Mich.  Dr.  Thompson  also  held  a resi- 
dency in  orthopedic  surgery  from  1965 
to  1967  under  the  Dallas  Combined 
Training  Program  offered  by  The  Uni- 
versity of  Texas  (Southwestern)  Medi- 
cal School.  Before  his  second  residen- 
cy, he  was  in  general  practice  in  Tulsa, 
Okla.,  for  10  years. 

The  46-year-old  physician  had 
served  for  three  years  in  the  US  Army, 
attaining  the  rank  of  sergeant. 

Dr.  Thompson  was  a member  of 
Texas  Medical  Association,  Nueces 
County  Medical  Society,  Southern 
Medical  Association,  American  Medical 
Association,  Industrial  Medical  Associ- 
ation, and  American  Academy  of  Or- 
thopaedic Surgeons.  While  in  Tulsa, 
he  was  a member  of  the  Tulsa  Acad- 
emy of  General  Practice  and  had 
served  as  its  president.  He  was  also 
a member  of  the  Flying  Physicians 
Association. 

He  is  survived  by  his  wife,  Shirley 
Sue  Solsor  Thompson;  five  sons,  Law- 
rence E.  Thompson,  III,  of  Tulsa,  Okla., 
and  Steven,  David,  Michael,  and  Jef- 
frey Thompson,  all  of  Corpus  Christi; 
two  daughters,  Karen  Sue  and  Nancy 
Ann  Thompson,  both  of  Tulsa;  his 


parents,  Mr.  and  Mrs.  Lawrence  E. 
Thompson,  Sr.,  of  Muskogee,  Okla.; 
and  two  sisters,  Mrs.  Shirley  Jo  Law- 
rence of  Alexandria,  Va.,  and  Mrs. 
Jeanne  Roberts  of  Lumberton,  N.C. 


Dr.  T.  P.  Churchill 

Dr.  Thomas  Preston  Churchill,  an  Ama- 
rillo physician  since  1935,  died  in  his 
home  on  Dec.  18,  1970. 

A native  of  Corsicana,  the  67-year- 
old  physician  attended  The  University 
of  Texas  at  Austin  and  was  graduated 
from  The  University  of  Texas  Medical 
Branch  in  Galveston  in  1928  with  an 
MD  degree. 

From  1927  to  1928,  he  served  as  a 
student  instructor  in  clinical  pathology 
at  UT  Medical  Branch,  and  from  1928 
to  1929,  he  was  an  assistant  resident 
in  pathology  at  Cleveland  Metropolitan 
General  Hospital  in  Cleveland,  Ohio. 
Dr.  Churchill  returned  to  Texas  as  as- 
sociate pathologist  at  Terrell’s  Labora- 
tories in  Fort  Worth  for  a year  follow- 
ing his  residency.  Then,  from  1930  to 
1934,  he  served  as  an  instructor  in 
pathology  at  Northwestern  University 
Medical  School  and  as  pathologist  at 
Illinois  Masonic  Hospital,  both  located 
in  Chicago.  A specialist  in  clinical 
pathology  and  allergy.  Dr.  Churchill 
did  research  on  the  production  of 
ulcers  in  experimental  animals  under 
a Montgomery  Ward  fellowship  at 
Northwestern. 

A member  of  the  Potter-Randall 
Counties  Medical  Society,  he  helped 
establish  the  Coffee  Memorial  Blood 
Center  and  had  been  secretary  of  the 
Texas  Medical  Association’s  Section  on 
Clinical  Pathology  in  1940  and  1944. 
He  was  also  a member  of  American 
Medical  Association,  American  Society 
of  Clinical  Pathologists,  Texas  Society 
of  Pathologists,  Inc.,  and  American 
College  of  Allergists. 

Surviving  the  physician  are  his  wife, 
Anna  May  Cowan  Churchill;  a son, 
James  Truman  Churchill  of  Odessa; 
two  daughters,  Mrs.  Sally  Carol  Delcour 
of  Mercer  Island,  Wash.,  and  Mrs.  Jo 
Lynn  Peppeard  of  Houston;  two  sis- 
ters, Mrs.  Lee  H.  Reynolds  and  Mrs. 
Alice  McKay,  both  of  Fort  Worth;  and 
seven  grandchildren. 
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Nephrology 
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F.A.C.P. 

Hematology 
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Stuart  Riggs  M.D., 

F.A.C.P. 
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F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
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F.A.C.P. 
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SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 
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F.A.C.O.G.,  F.A.C.S. 
William  A.  Johnson,  III, 
M.D.,  F.A.C.O.G. 
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Manuel  C.  Ramirez,  M.D. 
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F.A.A.D. 

Donald  W.  Owens.  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 
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Dr.  D.  V.  Rodgers 

Dr.  David  Verle  Rodgers,  60,  died  in  a 
one-car  accident  on  FM  2526  in  the 
early  morning  hours  of  Jan.  3,  1971. 

A native  of  Gorman,  Dr.  Rodgers 
had  practiced  in  his  hometown  since 
1938.  Originally  a teacher,  the  gener- 
al practitioner  was  graduated  from 
Weatherford  Junior  College  in  1929 
with  an  Associate  of  Arts  degree.  Dr. 
Rodgers  also  attended  The  University 
of  Texas  at  Austin  and  then  taught 
school  at  Alameda.  He  was  also  a 
student  at  Hardin-Simmons  University, 
McMurry  College,  and  Texas  Techno- 
logical University  before  enrolling  in 
Baylor  College  of  Medicine,  then  locat- 
ed in  Dallas.  In  1937,  he  was  pre- 
sented his  MD  degree  from  Baylor. 
From  1937  to  1938,  Dr.  Rodgers  served 
as  an  intern  at  Southern  Baptist  Hos- 
pital in  New  Orleans. 

Owner  of  the  Blackwell  Hospital  in 
Gorman,  Dr.  Rodgers  was  for  several 
years  one  of  the  town’s  two  physi- 
cians. Gorman  residents  honored  him 
in  1965  with  a "Dr.  D.  V.  Rodgers 
Appreciation  Week.” 

The  physician  belonged  to  Texas 
Medical  Association,  American  Medical 
Association,  and  Eastland-Callahan- 
Stephens  - Shackelford  - Throckmorton 
Counties  Medical  Society. 

Survivors  include  his  wife,  Buryi 
Blackwell  Rodgers;  three  sons,  Edward 
Verle  Rodgers  of  Seminole  and  George 
and  Jim  Rodgers,  both  of  Gorman;  a 
daughter,  Linda  Rodgers  of  Dallas;  two 
brothers,  S.  R.  Rodgers  of  Dallas  and 
Roy  Rodgers  of  Gorman;  a sister,  Mrs. 
Sylvia  Barker  of  Big  Spring;  his  father, 
Don  E.  Rodgers  of  Gorman;  and  seven 
grandchildren. 


REESE 

Dr.  C.  H.  Reese 

Dr.  Clarence  Hubby  Reese,  74-year-old 
Waco  obstetrician  and  gynecologist, 
died  of  a stroke  on  Nov.  29,  1970,  in 
Hillcrest  Baptist  Hospital  in  Waco. 

A practitioner  in  Waco  since  1920, 
Dr.  Reese  was  born  there  April  17, 
1896.  He  attended  The  University  of 
Texas  at  Austin,  and  in  1919,  he  was 


graduated  from  The  University  of  Tex- 
as Medical  Branch  in  Galveston  with 
an  MD  degree.  He  then  returned  to 
Waco  to  serve  an  internship  at  Provi- 
dence Hospital.  Several  years  later,  he 
took  postgraduate  work  at  the  New 
York  Lying-In  Hospital  in  New  York 
City. 

Dr.  Reese  was  a member  of  Ameri- 
can Medical  Association,  Texas  Medi- 
cal Association,  McLennan  County 
Medical  Society,  and  Southern  Medical 
Association.  He  was  also  a member  of 
Alpha  Kappa  Kappa  medical  fraternity. 

Surviving  the  physician  are  his  wife, 
Hal  Barnes  Reese;  a daughter,  Mrs. 
Zone  Ann  Sheehy  of  Waco;  three  sons, 
Clarence  H.  Reese,  Jr.,  Walter  L.  Reese, 
MD,  and  Robert  L.  Reese,  all  of  Waco; 
and  11  grandchildren. 


DR.  COLLINS 

Dr.  C.  T.  Collins 

Dr.  Clark  T.  Collins  died  Dec.  3,  1970, 
in  Hillcrest  Baptist  Hospital  in  Waco. 
Cause  of  death  was  uremia. 

The  70-year-old  physician  was  born 
in  Golinda,  Tex.,  and  received  a BS 
degree  from  Baylor  University  in  1920. 
In  1925,  he  was  graduated  from  Bay- 
lor College  of  Medicine,  then  located 
in  Dallas,  with  an  MD  degree.  Follow- 
ing an  internship  at  St.  Paul  Hospital 
in  Dallas,  Dr.  Collins  held  a residency 
in  obstetrics  at  Baylor  Hospital,  also 
in  Dallas. 

From  1925  to  1928,  he  practiced  in 
Fort  Worth;  then,  he  moved  to  Waco 
with  Colgin  Hospital  and  later  entered 
private  practice  there.  He  retired  in 
1969,  after  specializing  in  obstetrics 
and  gynecology  for  almost  45  years. 

A member  of  Texas  Medical  Associ- 
ation and  American  Medical  Associa- 
tion, Dr.  Coilins  served  as  president 
of  McLennan  County  Medical  Society 
in  1956. 

He  is  survived  by  a son,  Clark  T. 
Collins,  Jr.,  of  Waco;  a sister,  Mrs. 
Bessie  Bolfing  of  Waco;  and  two  broth- 
ers, Sidney  W.  Collins  of  Marlin  and 
Meredith  K.  Coilins  of  Corpus  Christi. 
His  wife,  the  former  Mildred  Benge  of 
San  Angelo,  died  Nov.  22,  1966. 


DR.  JASPERSON 

Dr.  C.  P.  Jasperson 

Dr.  Clarence  P.  Jasperson,  74,  died 
Jan.  1,  1971,  in  Spohn  Hospital  in 
Corpus  Christi  following  a lengthy  Ill- 
ness. 

The  first  pediatrician  to  open  prac- 
tice in  Corpus  Christi,  Dr.  Jasperson 
attended  Washburn  University  in  To- 
peka, Kan.,  and  was  graduated  from 
the  University  of  Illinois  in  Urbana 
with  an  AB  degree  in  1921.  Four  years 
later,  he  was  awarded  his  MD  degree 
from  Washington  University  School  of 
Medicine  in  St.  Louis,  Mo.  An  intern- 
ship in  Lihue,  Kauai  County,  Hawaii, 
followed  his  graduation  from  medical 
school,  and  from  1926  to  1927,  he 
served  a residency  in  pediatrics  at  St. 
Louis  (Mo.)  Children’s  Hospital. 

A former  sergeant  in  the  US  Army 
Quartermaster  Corps,  Dr.  Jasperson 
was  originally  from  Scranton,  Kan.,  but 
moved  to  Corpus  Christi  in  1927.  In 
the  early  years  of  his  practice  in  Cor- 
pus Christi,  he  served  part-time  as  a 
public  health  officer,  as  well  as  con- 
ducting his  private  practice.  Dr.  Jas- 
person retired  from  active  practice  in 
1969  after  42  years  as  a pediatrician 
there. 

He  was  elected  to  honorary  mem- 
bership in  Texas  Medical  Association 
in  1968.  Also  a member  of  Phi  Beta  Pi 
medical  fraternity  and  Alpha  Omega 
Alpha  honorary  medical  fraternity,  he 
belonged  to  American  Medical  Associ- 
ation and  American  Academy  of  Pedi- 
atrics. Dr.  Jasperson  had  served  as 
president  of  Texas  Pediatrics  Society 
in  1940  and  helped  organize  the  Cor- 
pus Christi  Pediatrics  Society.  He  was 
also  a past  president  and  secretary  of 
Nueces  County  Medical  Society. 

A member  of  the  Corpus  Christi 
Board  of  Education  for  nine  years. 
Dr.  Jasperson  is  survived  by  his  wife, 
Betty  Wiedmer  Jasperson;  a son,  Al- 
bert G.  Jasperson  of  Corpus  Christi; 
four  daughters,  Mrs.  Mary  Beaven  of 
Hampton,  Va.,  Mrs.  Betty  Smith  of 
Austin,  Mrs.  Phyllis  Sallee  of  Corpus 
Christi,  and  Mrs.  Martha  Tinnell  of  El 
Paso;  a brother,  Theodore  E.  Jasper- 
son, Sr.,  of  Edinburg;  a sister,  Mrs. 
Minnie  Upp  of  Corpus  Christi;  and  16 
grandchildren. 
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DR.  FLOYD 

Dr.  J.  R.  Floyd 

El  Paso  physician  and  general  surgeon 
Dr.  Joe  Robert  Floyd  died  Nov.  4, 
1970,  near  Las  Cruces,  N.M.,  the  vic- 
tim of  an  apparent  heart  attack. 

The  66-year-old  doctor  was  the  son 
of  Joe  Terry  and  Minnie  Shelton 
Floyd.  He  was  born  July  11,  1904,  in 
Rockwood,  Tex.  After  obtaining  an  AB 
degree  from  Howard  Payne  College  in 
1924,  Dr.  Floyd  attended  Texas  Agri- 
cultural and  Mechanical  University, 
studying  chemical  engineering  for 
two  years  until  he  decided  to  pursue 
a medical  career.  In  1930,  he  was 
awarded  an  MD  degree  from  Baylor 
College  of  Medicine.  After  serving  as 
an  intern  at  Ancker  Hospital  (now 
St.  Paul-Ramsey  Hospital)  in  St.  Paul, 
Minn.,  from  1930  to  1931,  Dr.  Floyd 
served  a residency  in  medicine  at 
Methodist  Hospital  of  Dallas  from 
1931  to  1932.  Following  his  residency. 
Dr.  Floyd  entered  private  practice  un- 
til 1935,  when  he  joined  the  US  Army 
Medical  Corps. 

From  1935  to  1942,  Dr.  Floyd 
served  in  William  Beaumont  General 
Hospital  in  El  Paso,  acting  as  assistant 
chief  of  surgery  for  the  last  two  years. 
He  was  then  assigned  to  the  174th 
Station  Hospital  as  chief  of  surgery. 
In  1943,  he  served  as  chief  of  surgery 
in  Camp  Adair  Station  Hospital,  Cor- 
valis.  Ore.,  Camp  Roberts  Station  Hos- 
pital in  Paso  Robles,  Calif.,  and  Hoff 
General  Hospital  in  Santa  Barbara, 
Calif.  Three  years  later.  Dr.  Floyd  re- 
tired from  the  armed  services,  having 
attained  the  rank  of  coionel. 

Elected  a fellow  of  the  American 
College  of  Surgeons,  Dr.  Floyd  was 
also  a member  of  American  Medical 
Association,  Texas  Medical  Associa- 
tion, and  Association  of  Military  Sur- 
geons of  the  US.  He  had  served  as 
both  president  and  secretary  of  El 
Paso  County  Medical  Society.  A mem- 
ber of  Phi  Chi  medical  fraternity.  Dr. 
Floyd  had  served  on  the  El  Paso  City- 
County  Board  of  Health  and  the  board 
of  governors  of  El  Paso  General  Hospi- 
tal. Dr.  Floyd  was  a member  of  First 
Baptist  Church  in  El  Paso  and  Rotary 
International. 

Surviving  him  are  his  wife,  Leola 


Pennington  Floyd;  two  sons,  James 
Dwight  Floyd  of  El  Paso  and  Donald 
Wray  Floyd  of  Dallas;  a brother,  Earl 
D.  Floyd  of  Brownwood;  three  sisters; 
and  his  mother  of  Brownwood. 


Dr.  H.  F.  Poyner 

Houston  surgeon  Dr.  Herbert  Flake 
Poyner,  71,  died  Dec.  17,  1970,  in 
Diagnostic  Center  Hospital  in  Houston. 

Born  in  Hill  County,  Tex.,  Dr.  Poy- 
ner earned  a BA  degree  from  The  Uni- 
versity of  Texas  at  Austin  in  1920. 
In  1925,  he  was  awarded  an  MD 
degree  from  Harvard  University  Medi- 
cal School,  Boston,  Mass.  After  an  in- 
ternship at  Boston  City  Hospital,  Dr. 
Poyner  held  a residency  in  surgery  at 
the  hospital  and  later  held  a resi- 
dency in  medicine  at  Collis  P.  Hunting- 
ton  Memorial  Hospital  in  Boston.  He 
also  was  a resident  in  obstetrics  at 
Boston  Hospital  for  Women,  Lying-In 
Division.  In  1928,  he  established  prac- 
tice in  Houston  and  retired  in  1965. 

A World  War  I US  Army  veteran,  he 
had  served  as  professor  of  surgery, 
professor  of  clinical  surgery,  and  chair- 
man of  the  department  of  surgery  at 
Baylor  College  of  Medicine.  He  was 
also  a former  chief  of  the  surgical  staff 
at  Hermann  Hospital  in  Houston.  A 
former  president  and  chief  of  the  med- 
ical staff  of  St.  Joseph  Hospital  in 
Houston,  he  also  served  on  the  staffs 
of  Memorial  Baptist  Hospital  System, 
Methodist  Hospital,  St.  Luke’s  Epis- 
copal Hospital,  and  Texas  Children’s 
Hospital,  all  located  in  Houston. 

Dr.  Poyner  was  a member  of  Ameri- 
can Medical  Association,  Texas  Medi- 
cal Association,  Harris  County  Medical 
Society,  Houston  Academy  of  Medi- 
cine, and  The  Southwestern  Surgical 
Congress. 

He  was  certified  by  the  National 
Board  of  Medical  Examiners  in  1927 
and  by  the  American  Board  of  Surgery. 
He  was  a fellow  of  both  the  American 
College  of  Surgeons  and  the  Interna- 
tional College  of  Surgeons.  He  also 
served  as  president  of  the  Harris  Coun- 
ty section  of  the  American  College  of 
Surgeons. 

Early  in  1970,  a "Herbert  F.  Poyner, 


M.D.,  Fellowship  in  Abdominal  Sur- 
gery’’ was  established  by  William  A. 
Smith  of  Houston,  and  St.  Joseph 
Hospital  was  selected  the  recipient  of 
the  fellowship. 

The  physician  is  survived  by  his 
wife,  Lee  Tevis  Grinstead  Poyner;  a 
daughter,  Mrs.  Ann  Barnett  of  Houston; 
a son,  Herbert  Flake  Poyner,  Jr.,  of 
Houston;  two  stepsons,  W.  Carter  Grin- 
stead,  Jr.,  of  Los  Angeles,  Calif.,  and 
S.  Tevis  Grinstead  of  Houston;  and 
five  grandchildren. 


DR.  MOON 

Dr.  O.  B.  Moon,  Jr. 

Dr.  Orville  Bruce  Moon,  Jr.,  52-year- 
old  urology  specialist,  died  of  cancer 
Nov.  11,  1970,  at  his  home  in  Corpus 
Christi. 

A native  of  Nashville,  Tenn.,  he  was 
graduated  from  the  University  of  Ari- 
zona, Tucson,  in  1939  with  a BA  de- 
gree, and  in  1943,  he  was  awarded  his 
MD  degree  from  Baylor  College  of  Med- 
icine, then  located  in  Dallas.  After  his 
graduation.  Dr.  Moon  served  an  intern- 
ship at  Parkland  Memorial  Hospital  in 
Dallas. 

During  World  War  II,  Dr.  Moon  was 
a captain  in  the  US  Army  for  three 
years,  serving  in  the  European  theatre. 
After  the  war,  he  returned  to  general 
practice  in  Morenci,  Ariz.,  from  1946 
to  1947.  He  then  served  a surgical 
residency  at  Baylor  Hospital  (now  Bay- 
lor University  Medical  Center)  Dallas, 
from  1947  to  1948.  From  1948  to 
to  1950,  Dr.  Moon  served  as  a resident 
in  urology  at  Parkland  Memorial  Hos- 
pital, Dallas,  and  in  1950  moved  to 
Corpus  Christi  to  establish  practice. 

A member  of  Texas  Medical  Asso- 
ciation, he  was  also  a member  of 
the  American  Medical  Association,  the 
Nueces  County  Medical  Society,  and 
the  South  Central  Section  of  the  Amer- 
ican Urological  Association. 

Surviving  Dr.  Moon  are  his  wife,  Mary 
Johnson  Moon;  a daughter,  Mrs.  Caro- 
lyn Gwen  Chudosky  of  Rensselaer, 
N.Y.;  a son,  William  Bruce  Moon  of 
Corpus  Christi;  a sister,  Mrs.  Nancy 
Wendorf  of  Warren,  Ariz.;  and  his 
mother,  Mrs.  0.  B.  Moon,  Sr.,  also  of 
Warren,  Ariz. 
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TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 
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The  gas/acid  group  of  disorders 

“ rhe  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  I'he  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with- 
in comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times  j).;:  150  (Feb.)  1966. 


Announcing  the  “Antgasid” 


Silain-Gef 


Tablets: 

Liquid: 


simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 


one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 


AH'I^OBINS 


A.H.  Robins  Company,  Richmond,  Virginia  23220 


sterile  solution  (300 


Consider  Li 

(lincomycin  hydrochloride , U 


and  single-dose  2 m 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials... 


Upjohn 


1970  by  The  Upjohn  Company  JA70-9835  MED  B4  S (KZL-5) 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  4S 


\ A once-popular  treatment  for  back  pains 
I was  to  have  the  seventh  son  of  a seventh  son 
I stand  or  walk  on  the  patient's  back. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’* 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains: 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B”,  and  as  such  are  available  on  oral 
prescription,  v/here  State  lavr  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
TUckahoe,  N.Y. 


Multivitamins 
with  pyridoxine 
can  impair 
levodopa  therapy 


Your  patient  with  Parkinson’s  disease  and  syndrome 
may  be  taking  a nonprescription  multivitamin 
containing 

Vitamin  reportedly  reduces  the  benefits  of 
levodopa,  and  may  lead  to  discontinuance  of  therapy 
because  of  apparent  ineffectiveness. 


High-potency  nutritional  support 
under  prescription  control 


Larobec  provides  needed  nutritional  support 
without  pyridoxine  (vitamin  B6)...and  helps  ensure 
that  your  levodopa  therapy  is  not  impaired  by  self- 
medication  with  a pyridoxine-containing  multivitamin 
preparation. 

Complete  Prescribing  Information: 


Each  Larobec  tablet  contains: 

Thiamine  mononitrate  (vitamin  Bi) 15  mg 

Riboflavin  (vitamin  B2) 15  mg 

Niacinamide 100  mg 

Calcium  pantothenate 20  mg 

Cyanocobalamin  (vitamin  B12) 5 meg 

Folic  acid 0.5  mg 

Ascorbic  acid  (vitamin  C) 500  mg 


Description:  For  prophylactic  or  therapeutic  nutritional 
supplementation  concomitant  with  levodopa  therapy  in  patients 
with  Parkinson’s  disease  and  syndrome,  Larobec  provides  high 
potency  dosages  of  the  major  B-complex  vitamins,  without 
pyridoxine  (vitamin  B6)  which  has  been  reported''^  to  reduce  the 
clinical  benefits  of  levodopa  therapy.  B-complex  vitamins  are 
essential  in  the  anabolism  of  carbohydrate  and  protein  and  in 
hematopoiesis.  Larobec  also  contains  therapeutic  quantities  of 
ascorbic  acid,  a substance  involved  in  intracellular  reactions 
such  as  tissue  repair  and  collagen  formation. 

Indications;  Larobec  is  indicated  for  supportive  nutritional 
supplementation  when  a water-soluble  vitamin  formula  (without 
pyridoxine)  is  required  prophylactically  or  therapeutically  in 
patients  under  treatment  with  levodopa. 

Warning:  Administration  of  vitamin  B6  may  be  required  if  signs 
of  pyridoxine  deficiency  develop.  Larobec  is  not  intended  for 
treatment  of  pernicious  anemia  or  other  primary  or  secondary 
anemias.  Neurologic  involvement  may  develop  or  progress, 
despite  temporary  remission  of  anemia,  in  patients  with 
pernicious  anemia  who  receive  more  than  0.1  mg  of  folic  acid 
per  day  and  who  are  inadequately  treated  with  vitamin  B12. 
Dosage  and  Administration:  One  or  two  tablets  dally,  as 
indicated  by  clinical  need. 

How  Supplied:  Orange-colored, capsule-shaped  tablets, 
imprinted  Roche  73;  bottles  of  100. 

References: 

1 . Duvoisin,  R.  C.,  et  ai:  Trans.  Amer.  Neurol.  Assoc.,  94:81 , 
1969.  2.  Cotzias,  G.  C.:  J.A.M.A.,  270:1255,  1969. 

Roche  Laboratories 
Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


(diethylpropion  hydrochloride^  N.R) 


works  on  the  appetite 
not  on  the ‘nerves’ 

When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  progrom  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  abuse. 

Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovasculor  diseose.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occosionolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


and  fitteriness.  in  contrast,  CNS  depression  hos  been  reported.  In  a few  epileptics 
on  increase  In  convulsive  episodes  has  been  reported.  Sympathomimetic  cord/o- 
vascular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  polpitation,  and  Increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipotion,  nausea,  vomiting,  and  obdomlnal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  Include  two  each  of  bone  marrow 
depression,  agranulocytosis,  ond  leukopenia.  A variety  of  miscellaneous  odverse 
reoctions  have  been  reported  by  physicians.  These  include  complolnts  such  os  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hoir  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  toblet 
daily,  swallowed  whole,  In  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  odditional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-103  / 2/71  / u.s.  patent  no.  3.001,910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICFfARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwecome  bedre  ow  lor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information  — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfote,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


FAMILY  VACATION 

IN  ESTES  PARK,  COLORADO 


Lane  Guest  Ranch  is  located  in  one  of  the  most 
beautiful  mountain  areas  on  this  continent 
(we'll  send  you  pictures  to  prove  it).  Ideal  tem- 
peratures— high  70’s  during  the  day.  Western 
lodge  for  dining,  dancing,  and  recreation.  Heat- 
ed outdoor  swimming  pool,  sundeck,  chaise 
lounges — perfect  for  snoozing,  refreshments 
served  at  poolside,  fine  horses  with  thousands 
acres  for  riding,  packtrips  to  high  mountain 
lakes,  children's  counselors,  trout  fishing,  bil- 
liards, ping  pong,  rifle,  archery  and  skeet 
ranges,  excellent  18-hole  golf  course  nearby, 
special  teenage  program,  nightly  entertainment, 
bottle  bar,  library,  movies,  and  campfires.  Our 
deluxe  units  are  comfortably  furnished,  fully 


carpeted,  accommodate  from  2 to  6,  daily  maid 
service,  with  beautiful  views  of  the  highest 
mountains  of  Rocky  Mountain  National  Park. 
Our  American  and  European  trained  chef  serves 
fine,  full  course  dinners,  and  you  can  enjoy  your 
choice  of  breakfast  served  out  in  the  sunshine 
on  our  patio  or  in  our  dining  room.  Family 
Package  Plan  includes  7 days  and  6 nights  ac- 
commodations, evening  dinner  and  breakfast 
each  day,  and  all  activities  including  free  horse- 
back riding  $105.00  (children  $85.00).  Daily 
rates.  Please  write  Lloyd  Lane,  P.  0.  Box 
1766TM,  Estes  Park,  Colorado  80517  for  bro- 
chure. 


ONCOLOGY 

ASSOCIATES 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Marcus  J.  Sedimeir,  M.D.,  D.A.B.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Chemotherapy 

Radiation  Therapy 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Consultant-Physicist 

Consultant 

1550  West  Rosedale,  Suite  620 

Fort  Worth  336-2028 

Sfarlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 


Claude  Williams,  M.D.,  M.A.C.R. 
DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices: 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W,  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 


JACKSONVILLE,  TEXAS 


General  Surgery: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Wills,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Urology: 

H.  F.  Rives,  M,D. 

Pathology : 

Harbert  Davenport,  Jr,,  M.D. 


STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecology: 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.  D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.  * 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.  D. , , F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.  * 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 
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TEXAS  MEDICINE 


DIRECTORY  RATES  & DATA:  Space  is  avaifable  to  TMA  members 
at  $8.00  per  column  inch  and  listings  must  run  for  a minimum 
of  six  months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount  of  5% 
Is  allowed  for  six  months’  advance  payment.  Mail  copy  to  Ad- 
vertising Assistant,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  Deadline  is  20th  of  the  month  preceding 
publication  month. 


Texas 

Physicians’  Directory 


Aerospace  Medicine 

PHYLLIS  HUFFMAN,  M.D. 

Fellow  American  Academy  of  Pediatrics 

Certified  by  Sub-Board  of  Pediatric  Allergy 

Pediatric  Allergy  and  Immunology 

606  North  Kent  Street,  Midland,  Texas  79701 

Telephone  915  682-9479 

D.  OWEN  COONS,  M.D.,  F.A.M. 

Diplomate  American  Board  of  Preventive  Medicine 

AEROSPACE  MEDICINE 

Comprehensive  aircrew  examinations  and  FAA  certification 

Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certification 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 

Cardiovascular  Disease 

Allergy 

EVERETT  C.  PRICE,  M.D. 

Consultation,  Cardiac  Catheterization, 
and  Angiography  in  Children  and  Adults 

EKG  interpretation  by  return  mall 

523^3m”“' 523^949®'*'®  ' ’’'exas  77025 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamin,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

Clinics 

H9USTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
fyi*,?  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D. 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology  ' 

W.  H.  Brauns,  M.D.,  Internal  Medicine  O.  Sterling  Gillls,  III,  M.D., 

Roy  E.  Moon,  M.O.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Internal  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Pathology 

R.  A.  Morse,  M.D.,  Internal  Medicine  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics  Consultant  in  Radiology — 

Tom  R Hiinfpr  ivi  John  E.  Ballard,  M.D. 

^ - SufSery  jo^n  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

u J?-  Theodore  J.  Haywood,  M.D. 

Joseph  T,  Queng,  M.D. 

Charles  D.  Haunschild,  M.D.  James  A Murray  M D 

Hermann  Gregory,  M.D.  (Military  Leave  of  Absence)  ' > • • 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  528-5591 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas 

John  M.  Church,  M.D.  Robert  U Sewell,  M.D. 

T.  J.  Coleman,  M.D.  John  H.  Sewell,  M.D. 

O.  M.  Phillips,  M.D.  c.  K.  Holsapple,  M.D. 

Wm.  L.  Asper,  Bus.  Mgr. 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.f  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christi,  Texas,  882-3487 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

Wl  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.IX  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D.  ’ 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 
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THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  884-3861 

SURGERY 

R.  Gayle  Spann,  M.O.,  F.A.C.S. 

(Deceased) 

S.  T.  Coleman,  M.D.,  F.A.C.S. 

(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 

(Consultant) 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 

GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

Carlos  M.  Yanez,  M.D.,  F.A.C.S. 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 
Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


GYNECOLOGY 
J.  H.  Thomas,  M.D. 
INTERNAL  MEDICINE 
William  E.  Morris,  M.D 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
RADIOLOGY 
Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Petit 


John  B.  Chester,  M.D,,  F.A.C.S,,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.D.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 
Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 
Doyle  L.  Sharp,  M.D.,  General  Surgery 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatric  Cardioiogy 

D.  Owen  Coons,  M.D.,  Aerospace  Medicine  & Generai  Practice 
Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 


525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


COUNTRY  CLUB  CORNERS  OFFICE 
7140  Baytree  Drive,  Dallas,  Texas;  Telephone  224-1181 
Rudolf  M.  Flasdick,  M.O.,  Diagnosis  & Diseases  of  the  Heart 
J.  A.  Harris,  M.D.,  General  Practice 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
Herbert  M.  Hinckley,  M.D.,  General  Practice 
David  L.  Webb,  M.D.,  General  Practice 
DUNCANVILLE  OFFICE 

621  Hustead  St.,  Duncanville,  Texas;  Telephone  298-3378 
Terry  S.  Vincent,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 

Complete  X-Ray,  Physical 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 


ADMINISTRATION 

C.  H.  “Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  U Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.r). 

Michael  Gagliardi,  M.D. 


NEUROLOGY 

Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sulliuan,  M.D. 

Harry  R.  Price,  M.D. 

PATHOLOGY 

Paul  8 Radelat.  M.D. 

Ashok  M.  Balsaver,  M.D. 
JacK  f.  Aboott,  M.D. 

PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 
LABORATORY 
Clinical  Pathology 
Cytology 


OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

ORTHOPEDiC  SURGERY 
P.  H.  Rhymes,  M.D. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 

RADIOLOGY 

W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

BUSINESS  MANAGER 
R.  U Heith 


HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 
Ipffrey  Zatorski.  M O 
Oscar  A.  Fonseca,  M.D. 

Consultation  By  Appointment 


NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 
ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonaiy  Functions 
Cardiac  Catheterization 
Eiectrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 

Telephone  774-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin,  M.D.  Harvey  B.  Koch,  M.D. 

Arthur  B.  Conde,  M.D. 

UROLOGY 

OBSTETRICS  & GYNECOLOGY  Glen  E.  Lewis,  M.D. 

LnLn  D DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PED'^R'CS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  5.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGHC.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

Dermatology  and  Syphilology 

703  Hermann  Professional  Bldg.,  Houston,  Texas;  Phone  526-3733 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the  Treatment  of  Skin  Maiignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.,  Fort  Worth,  Texas 

C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Piaza  Drive,  Delias,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE,  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.,  Dallas,  Texas 

JOHN  B.  McMASTER,  JR.,  M.D. 

Dermatology 

Dermabrasion  & Chemosurgery 

416  M & S Tower,  San  Antonio,  Texas  78205;  Phone  222-2147 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Leuris  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 
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Eye,  Ear,  Nose,  Throat 

General  Surgery 

DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  OAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.t.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

1321  Hickory  St.,  Abilene,  Texas,  Phone  673-3751 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Buildings,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

The  advertising  in 

TEXAS  MEDICINE 

keeps  you  informed  and 

pays  for  publishing  costs! 

When  the  local  representative  calls, 

tell  him  you  saw  his  company’s  ad 

in  your  journal. 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 
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Neurology  & Psychiatry 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 

HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
•Abe  Hauser,  M.D. 

•Robert  1.  Hauser,  M.D. 

•Barry  M.  Brown,  M.D. 

•Francisco  J.  Rodriguez,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 

Ethel  Feinsilver,  M.S. 

Administrator 

Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 

PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 

Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 

Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

W.  ROBERT  STOBBE,  M.D. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 

GENERAL  PSYCHIATRY 

706  Medical  Towers,  Houston,  Texas  77025;  Telephone  713  524-1306 

WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

GENERAL  PSYCHIATRY 

140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 

San  Antonio,  Texas  78216;  Telephone  512  3414459 

Perry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Psychiatric  Hospital 

4600  Samuell  Blvd.,  Dallas,  Texas 

Telephone  381-7181 

PAULS.  MICHAELSON,  M.D. 

Adult  and  Pediatric  Neurology 

EEG  Laboratory 

8226  Douglas  Avenue 

Douglas  Plaza  Medical  Building  Suite  729 

Dallas,  Texas  75225,  214-691-6881 

Neurological  Surgery 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

718  Hermann  Professional  Bldg.,  Houston,  Texas  77025 

Office:  528-5373;  Residence:  528-4038 

CHAPMAN  ISHAM,  M.D. 

Diplomate  American  Board  of  Psychiatry 

Child  Psychiatry  and  Marriage  Counseling 

Hypnotherapy  for  Smoking  and  Obesity 

3701  21st  Street,  Lubbock,  Texas  79410,  7954023 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

* Bernard  J.  Dolenz,  M.D. 

^Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 

*Dlplomates  American  Board  of  Psychiatry  and  Neurology 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Make  plans  now  to  attend  the 

1971  TMA  ANNUAL  SESSION 

Houston  May  6-9 

Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 
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Casey  E.  Patterson,  M.D. 

Charles  W.  Simpson,  M.D. 

Tom  M.  Nash,  M.D. 

James  E.  Bland,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blud.,  Dallas,  Texas  75235,  637-0420 

Ophthalmology 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  3364)551 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weidon  0.  Murphy,  M.D. 

John  J.  Aipar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diptomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  826-7060 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

W.  REX  HAWKINS,  M.D. 

Diseases  of  the  Retina 

608  Medical  Center  Professional  Building 

Houston,  Texas  77025,  713  528-6341 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Tow/ers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

DAVID  R.  STAGER.  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

TMA 
ANNUAL 
SESSION 
MAY  6-9 
HOUSTON 


41  guest  speakers 

350  special  and  TMA-member  speakers 

13  section  programs 

20  curbstone  consultations 

13  continental  breakfast  round  tables 

28  specialty  society  programs 

10  special  symposiums 

150  scientific  & technical  exhibits 

Forum  of  original  research 

Film  program 

Physicians’  & wives’  art  exhibition 
Sports  and  entertainment 

REGISTER  IN  ADVANCE 
See  pages  127-130  of 
this  issue  for  details. 
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Orthopedic  Surgery 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arling^ton,  Texas  76010,  817  261-8284 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Olplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

Georgo  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

Otolaryngology 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410.  806  795-8261 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

Donald  A.  Shearer,  Administrator 

‘Special  Attention  to  Surgery  of  the  Hand 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  533-7465 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

B.  C.  HALLEY,  JR.,  M.D. 

DAVIDR.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Volume  67,  March,  1971 


153 


JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  0.  Box  160,  Lufkin,  Texas  75901,  634-4451 

Pathology 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P.,  Walter  Krohn,  M.D.,  F.C.A.P. 

Harold  M.  Block,  Jr.,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

DIplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

GEORGE  J.  RACE,  M.D.  AND  ASSOCIATES 

Pathologists 

421  Medical  Tower  Building, 

712  North  Washington,  Dallas,  Texas  75246,  214  824-1258 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

J S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,%xas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

Physical  Medicine  & Rehabilitation 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TE}(AS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

Plastic  Surgery 

THOMAS  D.  CRONIN.  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 

JAMES  H.  PENOFF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathologor  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  6374)210 
(Mailing  Containers  Available  Upon  Request) 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

SEAT  BELTS  SAVE  LIVES— 

BUT  ONLY  IF  YOU  USE  THEM 
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JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

DIplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904V^  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

Radiology 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

DIplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  nfth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 

CARL  R.  COERS,  III,  MD.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.D.,  D.A.B.R. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 

6011  Harry  Hines  Blvd.,  631-7070 

3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

FRANCIS  A.  MORRIS.  JR.,  M.D. 

PATRICK  H.  BECKHAM,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills.  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont,  Texas 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy,  X-Ray  and 

Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

llll  MEMORIAL  LIBRARY 
nil  TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

CHARLES  T.  MEADOWS,  M.D. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  ISth,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Uroiogy 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Docotrs  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

ERWIN  C.  WINKEL,  M.D. 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Mrs.  Marilyn  Baker 

Present  your  ideas 
in  Texas  Medicine 

-lining  manuscripts, 

"Information  for  Authors." 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

Diplomates  American  Board  of  Urology 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 

Remember  your  less  fortunate  colleagues. 

Give  to  the  TMA  Physicians  Benevolent  Fund. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  nee<le<l  by  19  doctor  prroiip. 
100-be<l  fully  accreditenl  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  H.  Chester.  M.D.,  3330  South 
Lancaster  Road,  Dallas.  Texas  75216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-establishe<l 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffertMl 
a heart  attack  and  has  move<I.  An  eipht  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Gocxl  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals. 18  miles  south  of  Dallas.  48  miles  north  of  Waco.  Contact  C.  (). 
Miller,  P.O.  Box  546,  Milford,  Texas  TC6T0,  ai*ea  code  214,  493-2511. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  require<l.  Adjoining 
accre<lited  hospital.  City  population  35,000.  Contact  AD-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  require<I.  Adjoining 
accre<iited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON.  PEDIATRICIAN.  OBSTETRICIAN  AND 
TW^O  GENERAL  PRACTITIONERS  nee<led  by  19  doctor-group.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association.  3330  South 
Lancaster  Road.  Dallas,  Texas  75216,  Attn:  John  B.  Chester,  M.D. 


GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-be<l 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  opera- 
tions. Excellent  schools,  churches,  and  recreational  facilities  available. 
For  additional  information  contact  Houston  County  Development  Foun- 
dation, P.O.  Box  307,  Crockett,  I’exas  75835.  area  code  713,  544-2359. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP'S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10.  80  miles  from  Austin. 
Modem  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin.  Texas  78701. 


OPPORTUNITIES  IN  YOAKUM  COUNTY.  TEXAS.  DENVER  CITY’, 
TEXAS.  Actual  need  for  four  general  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  15,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modern  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  50  l)eds,  well  equipped 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Y’oakum 
County,  15  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipi>ed  modern  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Y’oakum  County  has  excellent  schools,  good  churches,  Y’oakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course,  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital.  Denver  City,  Texas,  area  code  806. 
592-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806, 
456-8606. 


GENERAL  PRACTITIONER  WANTED  to  associate  with  five-doctor 
clinic,  including  one  general  surgeon.  Community  of  6.000  with  fully 
accredited  53-bed  hospital ; country  club  and  lakes  close  by.  General  sur- 
gery and  Ob/Gyn  interest  especially  wanted.  Contact  Bowie  Clinic,  P.  O. 
Box  681.  Bowie,  Texas  76230. 


$30,000.00  GUARANTEED  FIRST  YEAR  with  little  or  no  practice 
expense.  Private  solo  and  group  practices  available.  Maximum  leisure 
time  with  family.  Both  small  town  and  city  locations.  Not  an  employ- 
ment agency.  No  cost  to  the  doctor.  Sanford  Smith,  Director,  Physician 
and  Personnel  Planning,  P.  O.  Box  9836,  Houston,  Texas  77015.  713- 
453-6324. 


WANTED:  PHYSICIANS  WITH  INTEREST  IN  SURGERY  AND/OR 
OBSTETRICS  to  locate  in  progressive  East  Texas  area  with  complete 
support  of  local  medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur, 
Gladewater,  Texas,  or  phone  AC  214,  845-2281. 

PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec* 
tive  connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000.  $14,000  and  $16,000  per  year.  NIMH  grants 
available.  For  full  information  write  Anthony  P.  Rousos.  M.D.,  Director 
of  Training  and  Research.  Austin  State  Hospital,  4110  Guadalupe,  Austin. 
Texas  78751. 


INTERNIST,  board  certified  or  eligible  to  join  four  internists  in  15- 
doctor,  multi-specialty  clinic  in  West  Texas  city  of  35,000.  Life  and  mal- 
practice insurance,  disability  and  retirement  programs  provided.  Mo<lern 
clinic  building  adjacent  to  accredited  hospital.  Starting  salary  $25,000. 
Contact  Jack  H.  Burnett,  Jr.,  M.D.,  Malone  and  Hogan  Clinic.  901  Main 
Street,  Big  Spring,  Texas  79720. 


EMERGENCY  ROOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-service  basis.  Excellent  eco- 
nomic opportunity.  Hospital  privileges  available.  Call  AC  512  732-3541 
collect  or  write  Texas  Hospital  Consultants,  114  West  Glenview,  San 
Antonio.  Texas  78228. 


FAMILY  PHYSICIAN— Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  Lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2500/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Clombination  of  income  and 
working  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8165,  379-8166,  Newton, 
Texas. 

ATTEN'nON:  GENERAL  PRACTITIONERS-SURGEONS.  If  you 
would  like  the  advantages  of  small  city  living  together  with  a wide 
open  field  for  practicing  your  profession,  contact  the  Board  of  Directors, 
Taft  Hospital  District,  1220  Gregory  Street,  Taft,  Texas  78390.  A modern 
hospital  and  convalescent  home  is  at  your  disposal.  Added  attraction: 
only  15  minutes  by  car  from  the  Sparkling  City  by  the  Sea,  Corpus 
Christi,  Texas.  Ideal  climate,  plus  swimming,  fishing,  sailing,  golfing, 
hunting,  and  social  activities  available.  Write  us  for  more  details,  or 
better  still,  come  and  see  for  yourself.  You  will  be  pleasantly  surprise<l. 


WANTED  GENERAL  SURGEON  to  join  two  GPs  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas.  Beginning  salary 
$3,000  per  month  or  may  be  on  own.  Call  or  write  M.  A.  Childress, 
M.D..  P.  O.  Box  289,  Goldthwaite,  Texas  76844,  AC  915,  648-2212. 


WANTED:  MEDICAL  DOCTOR,  solo,  or  to  share  clinic  with  estab- 
lished general  practitioner  in  West  Texas  town  of  3000.  Excellent 
schools,  good  climate,  fine  hospital  and  nursing  home.  Address  corres- 
pondence to  Charles  F.  Browne,  M.D.,  807  South  Concho  Avenue,  Sonora, 
Texas  76950. 


NEWLY  CONSTRUCTED  AND  EXPANDED  multi-specialty  clinic 
and  120-bed  general  hospital  has  openings  for  physicians  in  fields  of 
general  practice,  radiology,  urology,  pathology,  anesthesiology,  and 
orthopedic  surgery.  Construction  to  be  completed  in  March,  1971.  Lo- 
cated in  growing  West  Texas  city  of  180,000.  Remuneration  open  de- 
pending on  board  certification  and  experience.  Partnership  in  two  years. 
Interested  applicants  send  medical  curriculum  vitae  to  Ad-287,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ADMITTING  PHYSICIAN — Vacancy  in  staff  of  seven  full-time  physi- 
cians. Certification  not  required.  1300-bed  teaching  hospital,  excellent 
facilities,  regularly  scheduled  hours.  Nondiscrimination  in  employment. 
Write  Chief  of  Staff,  VA  Hospital,  Houston,  Texas  77031. 


GENERAL  PRACTITIONER,  Spanish  speaking  preferred.  Due  to 
retirement  of  doctor  after  25  years.  Excellent  location  in  long  estab- 
lished pharmacy.  Waiting  room,  office  and  treatment  rooms  partially 
furnished,  with  all  utilities  available.  Reasonable  lease.  Write  or  call 
Mr.  Loya,  1510  Quitman,  Houston  ; telephone  1-713-227-4645. 


WEST  TEXAS  OB-GYN.  FOUR  MAN  GROUP  desires  associate.  Sal- 
ary $24,000  per  year,  leading  to  partnership.  Military  service  completed 
and  age  under  38  years.  Midland  Women’s  Clinic,  2009  West  Wall, 
Midland,  Texas  79701. 


WANTED  FULL  TIME  STAFF  PHYSICIAN  at  SMU  Health  Center 
and  Hospital  about  May  15.  Excellent  facilities  and  working  conditions. 
Regular  hours,  on  call  one  night  per  week,  weekend  duty  every  fourth 
week.  Excellent  retirement,  fringe  benefits,  group  hospitalization,  paid 
vacation.  Extra  time  off  for  Thanksgiving,  Christmas  and  Easter.  Salary 
competitive.  Under  age  50  preferred.  Write  or  call  J.  E.  Wiedeman, 
M.D.,  Director,  Dallas  75222  ; telephone  363-5611. 


PUBLIC  HEALTH  DIRECTOR:  Opportunity  for  Director  of  Public 
Health  Unit  in  Marshall.  Offers  salary  of  $16,500  with  limited  working 
hours  and  plenty  of  time  for  recreation.  Hunting,  fishing,  etc.  available 
locally.  Contact  Dr.  Waller  Ethridge,  East  Texas  Baptist  College,  Mar- 
shall, Texas  75670. 


GENERAL  PRACTITIONER  WANTED  to  join  three  man  clinic  with 
adjoining  44  bed  hospital.  Salary  to  start  with  option  for  partnership. 
Centrally  located  near  Dallas,  Fort  Worth  and  Waco.  Good  schools, 
churches,  five  miles  from  Lake  Whitney.  Contact  James  G.  Barton.  M.D., 
or  Morris  R.  Hill,  M.D..  Whitney,  Texas.  Phone  AC  817,  694-2222. 

WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  35.  military  com- 
pleted to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-45,  50  miles  from  Dallas.  Beginning 
salary,  $26,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER  to  associate  with  two  GP’s  doing  surger>’. 
obstetrics,  orthopedics.  Salary  open  with  full  partnership  in  one  year.  No 
investment  needed.  Town  with  4,000  population.  Golf  course,  lake,  hunt- 
ing and  fishing.  21  bed  hospital  fully  staffed,  licensed  and  approved  for 
Medicare.  Joins  three  doctor  clinic.  On  call  every  third  weekend.  A.  D. 
Major,  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona,  Texas  76255. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  tovfn  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 50-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 

PHYSICIANS,  PSYCHIATRISTS  — Must  have  Texas  license.  2100-bed 
modern  and  progressive  mental  hospital.  JCAH  accreditation.  Offers 
community  oriented  therapeutic  programs  including  milieu  and  family 
therapy.  Complete  medic^  and  neurology  service.  $20,000  to  $22,500, 
yearly,  dependent  on  experience  and  training.  12  to  14  holidays  per  year, 
vacation  and  sick  leave,  retirement,  social  security  and  group  insurance. 
Located  resort  climate,  lakes,  golfing,  hunting,  fishing,  126  miles  from 
Dallas,  160  miles  from  Houston.  Lex  T.  Neill,  M.D.,  Superintendent, 
James  A.  Hunter,  M.D.,  or  John  H.  Tate,  M.D.,  Rusk  State  Hospital, 
Box  318,  Rusk,  Texas. 

FAMILY  PRACTICE  RESIDENCY  PROGRAM : Openings  now  for  ap- 
proved program  operating  in  community  clinic  now  staffed  by  residents. 
Stipend  $8,000  intem,  $10,000  first  year,  $12,000  second  year.  Apply  to 
Director  of  Medical  Education,  McLennan  County  Medical  Society,  1725 
Colcord,  Waco,  Texas  76703  or  call  collect  AC  817,  754-2471. 


GENERAL  PRACTICE — -The  city  of  George  West  and  environs  need  a 
physician  for  general  practice  due  to  the  retirement  of  the  only  doctor. 
Excellent  opportunity  for  highly  successful  practice  because  of  potential. 
Farming,  ranching  and  oil  main  industries.  Superior  schools,  modern  hos- 
pital within  25  minutes.  Contact  Tom  Martin,  AC512,  566-2244  collect 
on  write  Route  1,  Box  250,  George  West,  Texas  78022. 


PSYCHIATRIST.  Director  of  mental  health  services  for  a community 
Mental  Health-Mental  Retardation  Center.  Interest  in  community  and 
forensic  psychiatry  essential.  Central  Texas  location  near  medical  school. 
Salary  $26,000  with  possibility  of  private  practice.  Contact  Robert  B. 
Sheldon,  M.D..  MH-MR  Center,  110  South  12th,  Waco,  Texas  76701; 
AC817,  752-3451. 


GENERAL  PRACTITIONER  NEEDED  to  associate  with  established 
GP.  North  East  Texas  town  of  14,000,  120  miles  from  Dallas.  New 
clinic  to  open  in  June,  located  next  to  75-bed  Titus  County  Memorial 
Hospital.  Guaranteed  $15,000  net  income  first  year.  Net  should  be  $40.- 
000-$50,000  within  three  years.  Contact  Lee  D.  McKellar,  M.D.,  Mount 
Pleasant,  Texas  75465;  AC214,  724-2200  or  724-4746. 


PHYSICIAN  NEEDED  IN  BEAUTIFUL  OZONA,  TEXAS.  Office 
rent,  nurse,  receptionist  cost  provided.  Should  gross  and  net  $60,000  to 
$80,000  yearly.  Call  collect  AG916,  392-3480  or  write  to  Crockett  County 
Hospital,  Box  640,  Ozona,  Texas  76943. 

YOUNG  PHYSICIAN  WANTED  in  June  to  associate  with  established 
general  practitioner  in  Mount  Pleasant,  Texas.  Population  12,000.  Large 
modern  clinic  centrally  located.  75-bed  county  hospital.  Excellent  oppor- 
tunity. For  details  contact  E.  L.  Fender,  M.D.,  AC214,  724-3103  or 
724-4745. 


TEXAS  PHYSICIANS,  PSYCHIATRISTS,  PSYCHIATRIC  RESI- 
DENTS: Excellent  opportunities  for  progressive  practice  at  state  mental 
hospitals  and  in  state  institutions  for  the  mentally  retarded.  Have  sev- 
eral vacancies  throughout  the  state.  Competitive  salaries,  retirement 
program,  holidays,  vacation  and  sick  leave  benefits;  several  institutions 
in  close  proximity  to  military  bases.  For  further  information  write 
Personnel  Department,  Texas  Department  of  Mental  Health  and  Mental 
Retardation,  Box  12668,  Capitol  Station,  Austin,  Texas  78711. 


Situations  Wanted 


PSYCHIATRIST,  board  eligible,  36,  Caucasian,  male.  American  born 
and  trained,  married,  children,  military  completed.  Currently  private 
solo,  wish  to  relocate  in  Texas,  southwest  or  elsewhere.  Consider  associa- 
tion, group,  MHC,  clinic,  hospital  or  other  offers.  Please  reply  to  Ad-303, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  CERTIFIED  DIAGNOSTIC  RADIOLOGIST,  University 
trained,  aU  special  procedures.  Age  36,  married,  two  children.  Seeks 
office  space  in  a productive  location.  Reply  to  Ad-306.  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON,  31,  board  eligible,  married,  military  service 
completed.  Presently  in  private  practice.  Desires  to  relocate  in  Dallas- 
Fort  Worth  or  Houston  area.  Please  reply  to  Ad-309,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARMY  MEDIC,  young,  vigorous  medical  NCO  retiring  in  July,  wishes 
to  assist  overworked  GP  in  rural  Texas.  Twenty  years  of  ever  increas- 
ing responsibility,  often  as  solo  medic  with  isolated  unit,  has  prepared 
me  for  anything.  Woxild  also  work  for  small  clinic  or  group  practice. 
Married,  male,  Caucasian.  Available  in  August.  Please  reply  to  Ad-304, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN  POSITION  WANTED.  Available  in  July  1971.  Spanish  and 
English  language.  Some  experience  in  general  surgery.  Finishing  OB/ 
GYN  training  in  June.  Please  reply  to  AD-310,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


ANESTHESIOLOGIST  interested  in  locating  in  small  city  in  Texas. 
Age  37,  US  graduate,  Texas  license.  Please  reply  to  Ad-311,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON,  33,  married.  University  of  Texas  trained, 
completing  military  obligation  in  September  1971.  Desires  association 
with  individual  or  specialty  group.  C.  G.  Buckingham,  2nd  General 
Hospital,  APO  New  York,  New  York  09180. 


For  Sale  or  For  Rent 


FOR  RENT:  Two  doctor’s  offices  for  rent.  2,600  square  feet.  X-ray 
and  laboratory.  Contact  Mrs.  W.  A.  Potter.  103  North  Rosemont,  Ama- 
rillo,  Texas  79106.  Telephone  376-6763. 

SETTLING  ESTATE.  One-man  clinic  and  office  in  West  Texas  town. 
Ideal  for  doctor  in  general  practice.  Equipment  is  new  and  up-to-date, 
including  autoclave,  cautery  unit,  electrocardiogram,  Moorhead  suction 
and  pressure  treatment  unit,  centrifuge,  binocular  microscope,  and  NCR 
office  machine.  The  practice  is  large  and  established.  Offered  on  very 
favorable  terms ; would  consider  selling  equipment  separately.  Library  of 
medical  books  and  journals  also  available.  Write  Mrs.  Noble  H.  Price, 
P.  O.  Box  1142,  Lamesa,  Texas  79331. 

FOR  LEASE:  Approximately  1,440  square  feet  of  office  space  located 
at  4013  Marathon,  Austin,  Texas.  For  additional  information  call  Mr. 
Glenn  Ragland.  AC  612,  452-9511. 

DOCTOR— HAVEN’T  YOU  ALWAYS  WANTED  TO  GO  BACK  TO 
AUSTIN?  Prime  location,  1140  sq.  ft.  suite  in  2-suite  medical  building 
at  707  West  19th  Street.  Prominent  OB/GYN  occupied  suite  until  retire- 
ment. Dentist  in  other  side.  Excellent  spot  for  GP,  dermatologist,  or 
eye,  ear,  nose  and  throat  man.  Near  university,  private  dormitories  and 
apartments.  Ample  off-street  parking.  Fringe  benefits:  Austin’s  wonder- 
ful climate,  the  lakes  and  hills,  no  smog  and  easy  living.  Call  or  write 
Robert  P.  Dunnam,  710  Brazos  Street,  Austin,  Texas  78701  ; AC  512, 
472-9927. 


FOR  SALE  FOR  VALUE  OF  EQUIPMENT:  Very  desirable  family 
practice  in  Oak  Forest  Shopping  Center,  Northwest  Houston.  Bank  and 
post  office  in  center.  Available  July  1,  1971.  Terms  to  suit.  Good 
patients  with  above  average  income.  Within  one  mile  of  Memorial 
Baptist  Northwest  Hospital.  References  required.  Please  reply  to  James 
E.  Ryan,  M.D.,  1214  West  43rd  Street,  Houston,  Texas  77018;  AC713, 
686-0721. 


SELLING 

BEAUTIFUL  EAST  TEXAS 
TOLEDO  BEND  COUNTRY 

We  specialize  in  investment  properties,  farms 
and  ranches. 

Management  and  syndication  services  available 
for  the  group  or  individual. 

Outstanding  opportunity  now  available  on  To- 
ledo Bend  Lake. 

TOWN  AND  COUNTRY  REAL  ESTATE 

214  Austin  St.  Center,  Texas 

713  598-5657 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• 104th  Annual  Session,  May  6-9,  1971,  Houston 

• Annual  Fall  Conference,  Oct.  2,  1971,  Austin 

• Annual  Winter  Conference,  Jan.  22,  1972,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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(thyroid-androgen)  tablets 


Choice  of  4 strengths 


Android 

Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.Smg. 
Thyroid  Ell.  (1/6  gr.)  ..lOmg. 


Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 
REFER  TO 

[tor] 


Android-HP 

HJCH  POTENCY 

Each  red  tablet  confains: 


Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  ^ 10  mg. 


Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100.  500.  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 


Thyroid  Ett.  <1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 


Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  ra6/et  contains: 


Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Eit.  ('/«  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 


Dose:  2 tablets  daily. 
Available:  Bottles  Of  60.  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  laundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos* 
terone.  Thyroid  is  not  to  be  used  m heart  disease  and  hypertension. 

Warnings:  Large  do.sages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Montesano,  P..  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962.  4.  Heilman,  L..  Bradlow,  H.  1.,  Zumoff,  D.,  Fukushima,  D.  K.,  and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  ).,  and  Colton.  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

111.,  1959.  pp.  79-99. 


The  treatment  of 

impotence 

\ due  to  androgenic  deficiency  in  the  American  maie. 

- The  concept  of  chemotherapy  pius  the 

physician’s  psychoiogicai  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles.  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
O Placebo 


POOR 


25% 

17% 

FAIR 


GOOD 


; CEREBRO-NICIN®  New  double-blind  study*  shows  how 
; effectively  senility  can  be  forestalled.  Four  times  as  many 
I aging  patients  showed  striking  improvement. 

I 

I *A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
» the  Amer.  Ger.  Soc.  June,  1964 

t.  . - ..... 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

PentylenetetrazolG l(X}  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCl 25  mg.. 

1-Glutamic Acid 50mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500.  1000  capsules. 

Also  elIxirSoz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentyfenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingiing  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  If  the 
patient  is  forewarned  to  expect  the  reaction.  PPB 

Write  for  literature  and  samples.., 

THE  BROWN  PHARMACEUTICAL  CO 

F2500W.6thSt.,Los  Angeles,Calif-90057 
Write  for  Product  Catalog 
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WhvBorden 


It  takes  more  thama*grand  old  name  to  make  ^ it  big  with  the 
up-and-coming  generation.  That’s  why  Borden  goes 
beyond  the  minimum  quality  standards  set  by  federal,  state  and 
city  regulations.  In  purity,  fresh neS'e';^l|dflavor,  every 
Borden  dairy  food  is  better  than  it  has  toBb^For  over  a 
century  now,  each  generation  has  expected  mcnreHrom  Borden. 

We  see  that  they  get 
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TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 


104th  ANNUAL  SESSION  PROGRAM 

May  6-9,  1971 
Houston,  Texas 


HIGHLIGHTS 


member  physicians.  The  registration  and  ticket  sales 
areas  will  be  open  during  the  following  hours: 


HOW  TO  USE  THIS  PROGRAM 
LOOK  FOR—  ON  PAGE— 

Presidents  and  Presidents-Elect 5 

Services  (Registration,  Ticket  Sales,  Messages, 
Information,  First  Aid,  News  Room, 

Stenographers,  Equipment)  3 

Hotels  and  Motels  4 

Special  Programs  5 

Entertainment  (Saturday  Night  at  the  Astroworld, 

Fifty  Year  Club,  Past  Presidents  Association, 

Alumni  Events,  Fraternity  Functions,  Class 
Reunions,  Sports)  6 

Business  Activities  (House  of  Delegates, 

Reference  Committees,  Board,  Council, 

and  Committee  Meetings,  TEXPAC)  7 

Annual  Session  Committees 8 

Guest  Speakers  (with  all  their  speaking  engage- 
ments, hosts,  and  sponsoring  societies)  _ 9 

Special  Speakers 15 

General  Meeting  Luncheons 22 

Memorial  Service  22 

Forum  of  Original  Research 23 

Continental  Breakfast  Round  Table  Presentations-_28 

Curbstone  Consultations  29 

Section  Meetings  30 

Specialty  Programs  (Related  Organizations, 

Other  Specialty  Groups,  Special  Programs 
of  Association) 46 

Exhibits  (Art,  Film  Program,  Scientific,  Technical)  72 


SERVICES 

Registration  and  Ticket  Sales 

There  is  no  registration  fee  for  members  of  the  Texas 
Medical  Association,  participants  in  the  annual  ses- 
sion program,  interns,  residents,  or  individuals  in 
allied  health  disciplines,  such  as  medical  students, 
medical  assistants,  nurses,  and  technicians. 

A registration  fee  of  $10  is  charged  for  all  other  non- 


Shamrock  Hilton  Hotel 
(Grand  Ballroom  Foyer) 

Wednesday 

Thursday 

Friday 

Saturday 


1:30-5:30  p.m. 

7:30  a. m. -5:30  p.m. 
7:30  a. m. -5:30  p.m. 
7:30  a.m.-5  p.m. 


Shamrock  Hilton  Hotel 

(Lobby) 


Sunday 

Astroworld  Hotel 

(Ballroom  Foyer) 

Wednesday 

Thursday 

Friday 

Saturday 


7:30  a.m.-12  Noon 


1:30-8:30  p.m. 

7:30  a. m. -5:30  p.m. 
7:30  a. m. -5:30  p.m. 
7:30  a. m. -3:30  p.m. 


Materials  for  those  who  have  preregistered  may  be 
picked  up  at  sections  designated  for  advance  regis- 
tration. 


SHUTTLE  BUS  SERVICE 

Bus  service  for  annual  session  registrants  will  be 
available.  Buses  will  shuttle  at  20-minute  intervals 
between  the  Astroworld,  Shamrock  Hilton,  and  Mar- 
riott Motor  Hotels  from  7:30  a.m.  to  6:30  p.m.  on 
Thursday,  Friday,  and  Saturday. 


Information  and  Messages 

Messages  may  be  transmitted  and  received  Thursday, 
Friday,  and  Saturday  from  the  Message  Center  (locat- 
ed in  the  Grand  Ballroom  Foyer,  Shamrock  Hilton 
Hotel).  The  message  Center  (telephone  668-0417) 
will  accept  emergency  messages  for  physicians  and 
will  post  messages  on  the  Message  Center  board. 

Physicians  are  asked  to  encourage  their  office  staffs, 
families,  and  patients  to  keep  their  calls  to  the  Mes- 
sage Center  to  a minimum  and  to  check  with  their 
offices  and  homes  at  intervals  to  receive  any  mes- 
sages. Emergency  messages  for  Houston  physicians 
may  be  directed  to  668-0993. 

A Host  City  Information  Desk  will  be  located  in  the 
Grand  Ballroom  Foyer,  Shamrock  Hilton  Hotel.  Per- 
sonnel will  be  able  to  assist  registrants  regarding 
events,  directions,  restaurants,  and  historical  places 
in  Houston. 


Volume  67,  March,  1971 


P-3 


A Program  Information  Center  will  be  located  in  the 
Grand  Ballroom  Foyer,  Shamrock  Hilton  Hotel  (tele- 
phone 668-2523).  Personnel  will  be  able  to  assist 
registrants  regarding  speakers,  topics,  and  locations 
of  annual  session  scientific  programs. 

The  Harris  County  Medical  Assistants  Society  will 
assist  with  ticket  sales  and  with  information  and 
messenger  services  to  physicians  throughout  the 
session.  The  Texas  Medical  Assistants  Association  will 
sponsor  a coffee  for  the  House  of  Delegates  on  Friday 
evening. 

The  Texas  Medical  Association  will  maintain  an  of- 
fice in  Room  1075,  Astroworld  Hotel  (telephone 
748-4700).  Mail  and  telegrams  may  be  addressed 
in  care  of  the  Texas  Medical  Association,  Astroworld 
Hotel,  Houston  77001. 


headquarters.  The  Astroworld  Hotel  (Interstate  610  at 
Kirby  Drive)  has  been  designated  business  sessions 
headquarters.  The  Marriott  Motor  Hotel  (2100  South 
Braeswood)  will  be  headquarters  for  the  Woman’s 
Auxiliary. 

In  addition  to  the  headquarters  hotels,  a partial  list 
of  hotels  and  motels  housing  Association  and  Auxil- 
iary members  is  given  below: 

Holiday  Inn-Astroworld,  Interstate  610  at  Kirby 
Drive 

Howard  Johnson’s  Motor  Lodge-Astroworld,  Inter- 
state 610  at  Kirby  Drive 

Sheraton  Inn  Astroworld,  Interstate  610  at  Kirby 
Drive 

Towers  Hotel,  2130  Holcombe  Boulevard 


First  Aid,  Ambuiance  Service 

A first  aid  and  educational  booth  will  be  set  up  in  the 
scientific  exhibit  area.  Shamrock  Hilton  Hotel.  In  addi- 
tion to  making  available  first  aid  supplies  for  the  ill 
or  injured  during  the  annual  session,  the  area  will 
serve  as  an  educational  booth,  emphasizing  the  fea- 
tures of  a paramedical  personnel  educational  system 
to  train  local  people  in  the  handling  of  coronary  care 
patients. 

Hermann  Hospital,  The  University  of  Texas  System, 
1203  Ross  Sterling  Avenue,  is  the  official  emergency 
aid  hospital. 

Ambulance  service  may  be  obtained  by  telephoning 
Niday  Ambulance  Service,  645-2471. 

News  Room  and  TMA  Bulletin 

A News  Room  will  be  maintained  in  Room  355, 
Shamrock  Hilton  Hotel  (telephone  668-3962)  Thurs- 
day-Sunday. 

Headquarters  for  TMA  Bulletin  will  be  located  in 
Room  352,  Shamrock  Hilton  Hotel  (telephone 
668-4398). 

Reports  Room 

The  Reports  Room  will  be  maintained  in  Room  1075, 
Building  D,  Astroworld  Hotel  (telephone  748-4700). 


LOCATION  OF  EXHIBIT  AREAS  AND  MEETING  ROOMS 
OF  HEADQUARTERS  HOTELS 

Art,  Scientific,  and  Technical  Exhibit  Areas:  Grand  Ball- 
room and  Hall  of  Exhibits  (Street  Level),  Shamrock 
Hilton  Hotel. 

Shamrock  Hilton  Hotel.  Rooms  are  located  as  follows: 


Azalea  Room 
(Street  Level) 
Belvedere  A Room 
(Third  Floor) 
Belvedere  B Room 
(Third  Floor) 
Bluebonnet  Room 
(Street  Level) 
Camelia  Room 
(Street  Level) 
Castilian  Rooms 
(Third  Floor) 
Columbia  Room 
(International  Club, 
Lobby  Level) 
Continental  Room 
(Lobby  Level) 
Embassy  Room 
(Lobby  Level) 


Emerald  Room 
(Lobby  Level) 

Grand  Ballroom 
(Street  Level) 

Hall  of  Exhibits 
(Street  Level) 

Nile  A and  B 
(Third  Floor) 
Normandy  A Room 
(Third  Floor) 
Normandy  B Room 
(Third  Floor) 

Rooms  338  through  346 
(Third  Floor) 

Venetian  Room 
(Third  Floor) 

Walnut  Room 
(Third  Floor) 


Equipment 

Requests  and  problems  involving  equipment  for  meet- 
ing rooms  may  be  directed  to  Room  333  (Belvedere 
B),  Shamrock  Hilton  Hotel  (telephone  668-3672). 


AAGP  ACCREDITATION 

The  Texas  Medical  Association  Annual  Session  Pro- 
gram to  be  given  May  6-9,  1971,  at  the  Shamrock 
Hilton  and  Astroworld  Hotels,  Houston,  Texas,  is  ac- 
ceptable for  32  elective  hours  by  the  American  Acad- 
emy of  General  Practice.  To  insure  credit,  report  hours 
directly  to  the  Texas  Academy  of  General  Practice, 
1905  North  Lamar  Boulevard,  Austin  78701. 


HOTELS  AND  MOTELS 

The  Shamrock  Hilton  Hotel  (Main  Street  at  Holcombe 
Boulevard)  has  been  designated  scientific  sessions 


Astroworld  Hotel.  Rooms  are  located  as  follows: 

Astro  I,  II,  III 

(Basement  Lobby) 

Astro  IV,  V,  VI,  VII 
(Second  Floor) 

Parlors  A,  B,  C,  D,  E 
(Second  Floor) 

Marriott  Motor  Hotel. 

Ground  Floor.) 

Ballroom  Lobby 
Chaparral  South 
Jamaica  Suite 


WOMAN’S  AUXILIARY  HEADQUARTERS 

Business,  social,  and  educational  sessions  of  the 
Woman’s  Auxiliary  to  the  Texas  Medical  Association 
will  be  held  in  the  Marriott  Motor  Hotel,  2100  South 
Braeswood. 


Main  Ballroom 
(Street  Level) 

Rooms  1073  through 
1079  (Street  Level, 
Building  D) 

(All  rooms  are  located  on  the 


Oiler  Suite 

Salons  B,  C,  D,  E,  and  F 
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PRESIDENTS  AND 
PRESIDENTS-ELECT 


Dr.  Walter  Walthall  Dr.  James  H.  Sammons 

San  Antonio,  President  Baytown,  President-Elect 

Texas  Medical  Association  Texas  Medical  Association 


Mrs.  Eugene  P.  Schoch,  Jr.  Mrs.  Andrew  G.  GoesI 

Austin,  President  Texarkana,  President-Elect 

Woman’s  Auxiliary  to  the  Woman's  Auxiliary  to  the 

Texas  Medical  Association  Texas  Medical  Association 


SPECIAL  PROGRAMS 

In  conjunction  with  the  programs  of  the  scientific 
sections  and  related  organizations,  the  following  spe- 
cial programs  will  be  offered.  Details  on  the  various 
programs  appear  elsewhere  in  this  program. 

American  College  of  Emergency  Physicians,  State 
Chapter.  Discussions  on  emergency  medical  care  and 
an  organizational  meeting  of  the  State  Chapter  will  be 
held  Thursday,  9 a.m.-12  Noon,  Parlor  A,  Astroworld 
Hotel. 

Conference  on  Student  Unrest.  The  TMA  Committee 
on  School  Health  has  selected  student  unrest  as  the 
theme  of  its  conference  to  be  held  Thursday,  8:30 
a. m. -4:15  p.m.,  Embassy  Room,  Shamrock  Hilton 
Hotel. 

Conference  on  the  Rehabilitation  Potential  of  the  Car- 
diac Patient.  The  conference  is  jointly  sponsored  by 
the  American  Heart  Association,  Texas  Affiliate,  Inc.; 
Texas  Physical  Medicine  and  Rehabilitation  Society: 
TMA  Committee  on  Rehabilitation;  and  TMA  Com- 
mittee on  Workmen’s  Compensation  and  Industrial 
Health,  and  will  take  place  Saturday,  9 a.m.-4  p.m.. 
Astro  VI  and  VII,  Astroworld  Hotel. 

Forum  of  Original  Research.  For  the  second  year,  the 
Forum  of  Original  Research  will  be  offered.  Short  pres- 
entations and  discussions  of  original  work  In  basic 
medical  sciences  and  clinical  medicine  by  TMA  mem- 
bers and  guests  will  be  given  Thursday,  9 a.m.- 
5:45  p.m.,  and  Friday,  9 a. m. -12:15  p.m.,  Venetian 
Room,  Shamrock  Hilton  Hotel. 

Seminar  on  Drug  Abuse.  The  format  for  the  seminar 
reflects  the  thinking  of  many  practicing  physicians 
who  agree  on  a need  for  more  information  about 


(1)  why  the  pandemic  increase  in  drug  abuse?  (2) 
what  to  do  when  first  consulted  by  the  young  person 
taking  drugs,  or  by  his  parents?  and  (3)  what  are  the 
medical  and  other  resources  at  all  levels  to  help  with 
the  problem?  The  seminar  is  scheduled  Sunday, 
9 a.m.-5  p.m..  Astro  I and  II,  Astroworld  Hotel. 

Seminar  on  Medical  Writing.  A seminar  will  be  spon- 
sored by  the  Southwestern  (Texas)  Chapter  of  the 
American  Medical  Writers’  Association  Sunday,  10 
a.m.-2  p.m.,  Parlor  B,  Astroworld  Hotel. 

Seminar  on  Occupational  Health.  The  seminar  will 
deal  with  the  impact  of  pending  Congressional  legis- 
lation in  the  realm  of  occupational  safety  and  health, 
and  will  concentrate  on  the  increasingly  important 
problem  of  heavy  metals  in  the  environment.  The  pro- 
gram is  sponsored  by  The  University  of  Texas  School 
of  Public  Health,  with  13  organizations  in  the  Hous- 
ton and  the  Gulf  Coast  area  as  cosponsors.  The  semi- 
nar is  scheduled  Thursday,  9 a.m.-5  p.m..  Tower 
Room,  Towers  Hotel. 

Special  Program  on  History  of  Cardiovascular  Surgery. 
“Two  Thousand  Years  of  Heart  Surgery’’  will  be  the 
keynote  address  by  Dr.  Denton  A.  Cooley,  Houston, 
Thursday,  7 p.m..  Doctors’  Club  of  Houston.  The  din- 
ner program  is  sponsored  by  the  TMA  Committee  on 
Medical  History. 

Symposium  on  Alcoholism.  A discussion  of  the  “Early 
Diagnosis  and  Treatment  of  the  Alcoholic”  will  high- 
light the  Thursday,  8 p.m.  session,  to  be  sponsored 
by  the  Texas  Commission  on  Alcoholism;  The  Univer- 
sity of  Texas  Division  of  Extension;  and  Texas  Medical 
Association,  in  the  Castilian  Rooms,  Shamrock  Hilton 
Hotel. 

Symposium  on  Cardiovascular  Diseases.  Topics  re- 
garding medical  and  surgical  management  of  coro- 
nary disease  and  vascular  emergencies  will  be  pre- 
sented Thursday,  9 a.m.-5  p.m.,  Camelia  Room, 
Shamrock  Hilton  Hotel.  The  symposium  is  sponsored 
by  the  TMA  Committee  on  Cardiovascular  Diseases 
in  conjunction  with  the  American  Heart  Association, 
Texas  Affiliate,  Inc. 

Symposium  on  Cerebral  Palsy.  “The  Underachieving 
Child”  is  the  theme  of  the  symposium  to  be  spon- 
sored by  United  Cerebral  Palsy  Association  of  Texas, 
Inc.,  Sunday,  8 a.m.-5  p.m.,  Castilian  Rooms,  Sham- 
rock Hilton  Hotel. 

Symposium  on  Transportation  Safety.  The  TMA  Com- 
mittee on  Transportation  Safety  has  scheduled  a sym- 
posium covering  topics  in  auto  safety  improvements; 
the  habitual  traffic  violator;  preventive  traffic  safety 
as  related  to  pre-crash,  crash,  and  post-crash  stages; 
ambulance:  friend  or  foe?;  and  the  state’s  new  medi- 
cal advisory  board  for  driver  licensing.  The  program 
is  scheduled  Thursday,  2-5  p.m.,  Nile  Rooms,  Sham- 
rock Hilton  Hotel. 

Texas  Academy  of  General  Practice  Seminar.  TAGP 
will  sponsor  a seminar  Thursday,  12:30-5:30  p.m.. 
Azalea  and  Bluebonnet  Rooms,  Shamrock  Hilton 
Hotel. 

Luncheon  Programs.  Two  Texas  Medical  Association 
luncheon  programs  have  been  planned: 

General  Meeting  Luncheon,  Friday,  12:30  p.m.. 
Emerald  Room,  Shamrock  Hilton  Hotel.  Comman- 
der Joseph  P.  Kerwin,  MC  USN,  NASA  astronaut. 
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Manned  Spacecraft  Center,  Houston,  will  discuss 
“Skylab — The  World’s  Swiftest  Research  Labora- 
tory.” 

General  Meeting  Luncheon,  Saturday,  12:30  p.m.. 
Continental  Room,  Shamrock  Hilton  Hotel.  Senator 
Lloyd  M.  Bentsen,  Jr.,  Washington,  D.C.,  will  be 
the  guest  speaker. 

Members  of  the  Association  and  Auxiliary  and  guests 
are  invited  to  attend  the  luncheons.  Tickets,  at  $4.95 
each,  will  be  on  sale  in  the  registration  areas. 


ENTERTAINMENT 

Saturday  Night  at  the  Astroworld 

Texas  Medical  Association  and  the  Astroworld  Hotel 
will  sponsor  a cocktail  party,  dinner,  and  dance  in  the 
Main  Ballroom,  Astroworld  Hotel.  The  cocktail  party 
begins  at  7:30  p.m.,  and  the  dinner  at  8:30  p.m. 
Cost  per  person  (including  cocktail  party,  dinner,  and 
entertainment)  will  be  $18  (inclusive  of  tax  and  gra- 
tuity). Additional  drinks  later  in  the  evening  will  be 
available  on  a chit  basis.  Wine  lists  also  will  be  avail- 
able. Dress  is  semiformal  (black  tie). 

The  Ed  Gerlach  Orchestra,  the  "Name  Band  of  the 
Southwest,”  has  been  obtained.  A former  arranger 
and  musical  director  with  the  Tex  Beneke-Glenn 
Miller  Orchestra,  Gerlach  has  one  of  the  finest  “big 
bands”  of  our  time,  having  earned  national  acclaim 
during  the  current  era. 

Miss  Marilyn  Maye,  who  has  made  numerous  tele- 
vision appearances  on  the  Mike  Douglas,  Merv  Griffin, 
Joey  Bishop,  Kraft  Music  Hall,  and  Johnny  Carson 
Shows,  will  be  guest  vocalist.  Her  rendition  of  the 
title  song  from  the  Broadway  Show  "Cabaret”  has 
made  her  a favorite  of  the  disc  jockeys,  as  well  as 
the  Broadway  composers. 

Fifty  Year  Club 

Members  of  the  Fifty  Year  Club  and  their  wives  will 
be  honored  Friday  at  the  General  Meeting  Luncheon, 
12:30  p.m..  Emerald  Room,  Shamrock  Hilton  Hotel. 
Tickets  will  be  on  sale  in  the  registration  areas. 

Past  Presidents  Association 

Members  of  the  Past  Presidents  Association  and  their 
wives  will  be  honored  Saturday,  12:30  p.m.,  at  the 
General  Meeting  Luncheon,  Continental  Room,  Sham- 
rock Hilton  Hotel.  Tickets  will  be  on  sale  in  the  regis- 
tration areas. 

Alumni  Events 

Alumni  events  have  been  arranged  under  the  general 
direction  of  Dr.  Harry  S.  Lipscomb,  Houston.  Infor- 
mation and  tickets  will  be  available  in  the  registration 
area  of  the  Shamrock  Hilton  Hotel. 

Events  planned,  time,  location,  and  person  in  charge 
are  as  follows: 

Baylor  College  of  Medicine,  Houston.  Annual  Recep- 
tion and  Dinner,  Thursday,  May  6,  7 p.m..  Emerald 
Room,  Shamrock  Hilton  Hotel.  A breakfast  business 
meeting  of  the  Baylor  Medical  Alumni  Association 


will  be  held  Friday,  8 a.m.,  in  the  Emerald  Room, 
Shamrock  Hilton  Hotel.  Mr.  Frank  J.  Weaver,  Assist- 
ant Director,  Development  and  Public  Relations, 
Baylor  College  of  Medicine,  is  in  charge. 

Tulane  University  School  of  Medicine,  New  Orleans. 
Cocktail  Reception,  Friday,  May  7,  7 p.m..  Walnut 
Room,  Shamrock  Hilton  Hotel.  Dr.  Warren  M. 
Jacobs,  Houston,  and  Dr.  Harold  Cummins,  Tulane 
Medical  Alumni  Association,  New  Orleans,  are  in 
charge. 

University  of  Havana,  Havana,  Cuba.  Cocktail  Re- 
ception, Friday,  May  7,  7 p.m.,  Nile  Rooms,  Sham- 
rock Hilton  Hotel.  Dr.  Gonzalez-Fraga,  Baytown, 
is  in  charge. 

University  of  Texas  Medical  Branch,  Galveston. 
Cocktail  Reception  and  Buffet,  Friday,  May  7, 
6:30  p.m..  Embassy  Room,  Shamrock  Hilton  Hotel. 
Dr.  Louis  Daily,  Jr.,  Houston,  and  Miss  Mildred  M. 
Robertson,  Executive  Secretary,  Alumni  Association, 
Galveston,  are  in  charge. 

University  of  Texas  Southwestern  Medical  School, 
Dallas.  Cocktail  Reception,  Friday,  May  7,  7 p.m.. 
Belvedere  Room,  Shamrock  Hilton  Hotel.  Miss  Carol 
Altman,  Alumni  Association,  Southwestern  Medical 
School  at  Dallas,  is  in  charge. 

Fraternity  Furrctions 

Fraternity  functions  have  been  arranged  under  the 
general  direction  of  Dr.  Harry  S.  Lipscomb,  Houston. 
Information  and  tickets  will  be  available  in  the  regis- 
tration area  of  the  Shamrock  Hilton  Hotel.  Events 
planned,  time,  location,  and  person  in  charge  are 
as  follows: 

Phi  Beta  Pi  Medical  Fraternity.  Cocktail  Reception, 
Thursday,  May  6,  6:30  p.m..  Astro  I,  Astroworld 
Hotel,  Dr.  Joseph  M.  Barnhart,  Houston,  and  Mr. 
Tim  Rice,  Galveston,  are  in  charge. 

Class  Reunions 

Class  reunions  have  been  arranged  under  the  general 
direction  of  Dr.  Harry  S.  Lipscomb,  Houston.  Informa- 
tion and  tickets  will  be  available  in  the  registration 
area  of  the  Shamrock  Hilton  Hotel.  Events  are  sched- 
uled Thursday,  May  6,  6:30  p.m.,  at  the  following 
locations: 

University  of  Texas  Medical  Branch  Class  of  1941, 
Cocktail  Reception,  Tower  Room,  Towers  Hotel.  Dr. 
Rudolph  F.  Zepeda,  Houston,  is  in  charge. 

University  of  Texas  Medical  Branch  Class  of  1946, 
Cocktail  Reception,  Normandy  B,  Shamrock  Hilton 
Hotel.  Dr.  Charles  N.  Jones,  DeQueen,  Ark.,  Is  in 
charge. 

University  of  Texas  Medical  Branch  Class  of  1951, 
Cocktail  Reception,  Normandy  A,  Shamrock  Hilton 
Hotel.  Dr.  H.  M.  Seybold,  Houston,  is  in  charge. 

University  of  Texas  Medical  Branch  Class  of  1961, 

Cocktail  Reception,  Astro  VI  and  VII,  Astroworld 
Hotel.  Dr.  Malcolm  L.  Mazow,  Houston,  is  in  charge. 

Alumni  Association 

Officers  and  Board  of  Trustees,  University  of  Texas 
Medical  Branch  Alumni  Association,  will  meet  Friday, 
3:30  p.m.,  Normandy  B,  Shamrock  Hilton  Hotel. 
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Sports 

Golf,  skeet  and  trap,  and  tennis  tournaments  are 
scheduled  during  the  annual  session.  Dr.  Fred  P. 
Thomas,  Hermann  Hospital,  Houston  77025,  is  gen- 
eral sports  events  chairman.  Information  and  direc- 
tions regarding  each  event  may  be  obtained  at  the 
sports  events  desk  located  in  the  registration  area 
of  the  Shamrock  Hilton  Hotel. 

Golf.  The  golf  tournament  will  be  held  Friday,  May  7, 
at  the  Westwood  Country  Club,  8888  Henderson 
Road,  Houston.  Tee-off  time  has  been  scheduled  be- 
tween 8 a.m.  and  1 p.m.  If  possible,  participants 
should  arrange  their  own  games.  If  not  possible,  ar- 
rangements may  be  made  at  the  sports  events  desk 
at  the  Shamrock  Hilton  Hotel  or  at  the  Country  Club. 
Tee  times  also  may  be  made  at  the  sports  events 
desk.  Maps  will  be  available. 

The  entry  fee,  which  includes  green  fees,  will  be  $10 
and  may  be  paid  at  the  Country  Club  before  teeing 
off.  Certified  handicaps  should  be  submitted  to  the 
starter  at  the  Country  Club.  Additional  information 
may  be  obtained  from  Dr.  Thomas. 

Skeet  and  Trap.  The  skeet  and  trap  shoot  will  be  held 
Friday,  May  7,  at  the  Greater  Houston  Gun  Club, 
McHard  Road,  Houston,  beginning  at  1 p.m.  Entry 
fee  will  be  $10.50  per  shooter,  which  includes  targets 
and  trophies.  Preregistration  will  be  necessary  at  the 
sports  events  desk  in  the  Shamrock  Hilton  Hotel. 
Trophies  will  be  given  for  each  event  and  overall  high 
score  for  men  and  ladies.  Dr.  Lester  L.  Hoaglin,  Jr., 
6448  Fannin,  Houston  77025,  is  tournament  chair- 
man. 

Tennis.  The  tennis  tournament  is  planned  for  Thurs- 
day, May  6,  starting  at  9 a.m.  at  the  Memorial  Park 
Tennis  Center,  Memorial  Park,  Houston.  The  tourna- 
ment will  include  (1)  men’s  singles — junior  and  sen- 
ior, (2)  men's  doubles,  and  (3)  mixed  doubles.  Entry 
fee  is  $5  per  person  and  each  person  may  enter  any 
two  events.  Lunch  will  be  provided  as  part  of  the 
entry  fee.  Each  participant  should  bring  his  own  rac- 
quet, tennis  shoes,  and  a new  can  of  Wilson  tourna- 
ment balls.  A can  of  balls  may  be  obtained  from  the 
Club  pro. 

Interested  players  should  preregister  and  send  their 
$5  entry  fee  to  the  tournament  treasurer.  Dr.  Charles 
E.  Russo,  1121  Hermann  Professional  Building,  Hous- 
ton 77025,  by  May  1.  Information  and  maps  may  be 
obtained  at  the  sports  events  desk  at  the  Shamrock 
Hilton  Hotel.  Dr.  Ben  T.  Withers,  904  Hermann  Pro- 
fessional Building,  Houston  77025,  is  tournament 
chairman. 

BUSINESS  ACTIVITIES 

House  of  Delegates 

The  three  sessions  of  the  House  of  Delegates  will  be 
held  as  follows  in  the  Main  Ballroom  of  the  Astroworld 
Hotel: 

Thursday,  10:30  a.m. 

Friday,  7:30  p.m. 

Saturday,  4 p.m. 

The  President  of  the  American  Medical  Association, 


Dr.  Walter  C.  Bornemeier,  will  address  the  House  of 
Delegates  at  approximately  11:30  a.m.,  Thursday.  His 
topic  will  be  ‘‘Medicine  Today — And  Tomorrow.” 

A breakfast  for  the  House  of  Delegates  will  be  held 
at  7:30  a.m.,  Friday,  in  Astro  I,  II,  and  III,  Astroworld 
Hotel. 

A coffee  for  the  House  of  Delegates  will  be  sponsored 
by  the  Texas  Medical  Assistants  Association  Friday 
evening. 

The  agenda,  with  reports  and  resolutions  available  at 
press  time,  and  a list  of  officers  and  committees  are 
included  in  a Handbook  for  Delegates  and  may  be 
obtained  by  others  upon  request.  All  members  of  the 
Association  may  attend  meetings  of  the  House,  but 
may  not  participate  In  discussion  or  voting  unless 
they  are  designated  as  delegates.  However,  all  mem- 
bers of  the  Association  have  the  privilege  of  appear- 
ing before  reference  committees  of  the  House  of  Dele- 
gates in  support  of  or  in  opposition  to  any  proposal. 

Reference  Committees 

Reference  committees  will  hold  their  first  meetings  to 
consider  business  assigned  to  them  by  the  Speaker 
of  the  House  of  Delegates  at  2 p.m.,  Thursday.  Addi- 
tional meetings  will  be  at  such  other  times  as  the 
chairmen  of  the  committees  find  necessary.  Meeting 
places  other  than  the  first  meeting  will  be  assigned 
at  the  Message  Center.  Committee  chairmen  are 
urged  to  inform  Message  Center  staff  when  they  have 
called  meetings  so  that  inquiries  may  be  answered. 
Meetings  of  reference  committees  Thursday  at  2 p.m. 
will  be  held  in  the  Astroworld  Hotel  as  follows: 

Board  of  Councilors,  Suite  534 

Board  of  Trustees,  Suite  8006 

Constitution  and  Bylaws,  Parlor  B 

Legislation,  Astro  III 

Medical  Service  and  Insurance,  Astro  II 

Miscellaneous  Business,  Parlor  D 

Public  Relations,  Astro  V 

Reports  of  Officers  and  Committees,  Parlor  A 

Scientific  Work,  Parlor  E 

Chairmen  of  reference  committees  are  asked  to  at- 
tend a breakfast  session  with  the  Speaker  of  the 
House  of  Delegates  at  7:30  a.m.,  Thursday,  in  Astro 
VII,  Astroworld  Hotel,  to  discuss  procedures  and  to 
expedite  business. 

Board,  Council,  and  Committee  Meetings 

A number  of  Texas  Medical  Association  board,  coun- 
cil, and  committee  meetings  are  being  scheduled  dur- 
ing the  annual  session.  Those  scheduled  at  press 


time  follow: 

Wednesday 
12:30  p.m. 

Committee  on  Nursing  (luncheon), 
lor  B,  Astroworld  Hotel. 

Par- 

2:00  p.m. 

Council  on  Medical  Jurisprudence,  Astro 
IV,  Astroworld  Hotel. 

2:00  p.m. 

Council  on  Scientific  Advancement, 
lor  E,  Astroworld  Hotel. 

Par- 

5:30  p.m. 

Committee  on  Aging  (dinner).  Walnut 
Room,  Shamrock  Hilton  Hotel. 
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6:00  p.m. 
6:00  p.m. 

6:30  p.m. 
6:30  p.m. 

6:30  p.m. 
6:30  p.m. 

6:30  p.m. 


Board  of  Councilors  (dinner),  Astro  1, 
Astroworld  Hotel. 

Council  on  Public  Relations  and  Public 
Service  (dinner),  Astro  VII,  Astroworld 
Hotel. 

Board  of  Trustees  (dinner).  Astro  VI, 
Astroworld  Hotel. 

Committee  on  Government  Health  Pro- 
grams (dinner).  Parlor  D,  Astroworld 
Hotel. 

Council  on  Constitution  and  Bylaws 
(dinner).  Parlor  B,  Astroworld  Hotel. 
Council  on  Medical  Service  and  Insur- 
ance (dinner).  Parlor  C,  Astroworld 
Hotel. 

Council  on  Medical  Education  and  Hos- 
pitals (dinner).  Parlor  A,  Astroworld 
Hotel. 


Thursday 


7:30  a.m. 

8:00  a.m. 
8:00  a.m. 

9:00  a.m. 
10:00  a.m. 
12  Noon 


Delegates  and  Alternates  to  the  Ameri- 
can Medical  Association  (breakfast). 
Astro  I,  Astroworld  Hotel. 

Committee  on  Public  Health  (break- 
fast), Parlor  B,  Astroworld  Hotel. 
Committee  on  Workmen’s  Compensa- 
tion and  Industrial  Health  (breakfast). 
Parlor  D,  Astroworld  Hotel. 

Special  Committee  on  Private  Practice, 
Astro  IV,  Astroworld  Hotel. 

Committee  on  Athletics,  Parlor  C,  Astro- 
world  Hotel. 

Committee  on  Transportation  Safety 
(luncheon),  Normandy  A,  Shamrock 
Hilton  Hotel. 


12  Noon 
5:00  p.m. 
6:30  p.m. 

6:30  p.m. 
7:00  p.m. 


Council  on  Annual  Session  (luncheon). 
Belvedere  A,  Shamrock  Hilton  Hotel. 
Committee  on  Cardiovascular  Diseases, 
Camelia  Room,  Shamrock  Hilton  Hotel. 
Committee  on  Hospital  Accreditation 
(dinner).  Holiday  A,  Holiday  Inn-Astro- 
world. 

Committee  on  Health  Insurance  (din- 
ner), Parlor  C,  Astroworld  Hotel. 
Committee  on  Medical  History  (dinner). 
Doctors’  Club  of  Houston,  Jesse  H. 
Jones  Library  Building. 


11:30  a.m. 

12  Noon 
2:00  p.m. 
2:30  p.m. 
6:30  p.m. 
7:00  p.m. 


Committee  on  Association  Insurance 
Programs  (luncheon).  Roundup  Room 
(Tenth  Floor),  Prudential  Insurance 
Building,  1100  Holcombe  Street. 
Committee  on  Contract  Medicine  (lunch- 
eon), Parlor  D,  Astroworld  Hotel. 
Committee  on  Rural  Health,  Astro  IV, 
Astroworld  Hotel. 

Committee  on  Health  Careers,  Parlor  C, 
Astroworld  Hotel. 

Committee  on  Abortion  Laws  in  Texas 
(dinner).  Parlor  A,  Astroworld  Hotel. 
Committee  on  Nuclear  Medicine  (din- 
ner), Parlor  C,  Astroworld  Hotel. 


Saturday 


7:00  a.m. 

7:00  a.m. 
7:30  a.m. 
8:00  a.m. 

8:00  a.m. 

8:00  a.m. 
8:00  a.m. 
8:30  a.m. 
9:00  a.m. 


Committee  on  Scientific  Exhibits  (break- 
fast), Venetian  Room,  Shamrock  Hilton 
Hotel. 

Committee  on  School  Health  (break- 
fast), Astro  IV,  Astroworld  Hotel. 
Committee  on  Disaster  Medical  Care 
(breakfast).  Parlor  D,  Astroworld  Hotel. 
Committee  on  Mental  Health  and  Mental 
Retardation  (breakfast).  Parlor  E,  Astro- 
world  Hotel. 

Committee  on  Military  and  Veterans 
Affairs  (breakfast).  Holiday  A,  Holiday 
Inn-Astroworld. 

Committee  on  Nutrition  (breakfast). 
Holiday  B,  Holiday  Inn-Astroworld. 
Committee  on  Professional  Insurance 
(breakfast)  Astro  V,  Astroworld  Hotel. 
Committee  on  Maternal  Health  (break- 
fast), Parlor  C,  Astroworld  Hotel. 
Committee  on  Tuberculosis  and  Chronic 
Respiratory  Diseases,  Holiday  C,  Holi- 
day Inn-Astroworld. 


Blue  Cross-Blue  Shield  Breakfast 

Blue  Cross-Blue  Shield  of  Texas  will  have  a breakfast 
for  members  of  the  House  of  Delegates  on  Friday  at 
7:30  a.m.,  in  Astro  I,  II,  and  III,  Astroworld  Hotel. 
Dr.  Doyle  W.  Ferguson,  Medical  Director,  Blue  Cross- 
Blue  Shield,  is  in  charge  of  arrangements. 


Friday 


7:30  a.m. 
7:30  a.m. 

7:30  a.m. 

9:00  a.m. 
9:00  a.m. 

10:00  a.m. 


Committee  on  Medicine  and  Religion 
(breakfast).  Parlor  C,  Astroworld  Hotel. 
Committee  on  Physicians  Benevolent 
Fund  (breakfast).  Astro  IV,  Astroworld 
Hotel. 

Special  Committee  on  Medical  Care 
Needs  of  Children  (breakfast).  Parlor  A, 
Astroworld  Hotel. 

Committee  on  Liaison  With  Blue  Shield 
of  Texas,  Parlor  B,  Astroworld  Hotel. 
Committee  on  Usual,  Customary,  and 
Reasonable  Fees,  Astro  VII,  Astroworld 
Hotel. 

Committee  on  Cancer,  Parlor  E,  Astro- 
world  Hotel. 


TEXPAC 

TEXPAC  (Texas  Medical  Political  Action  Committee) 
Board  and  County  Chairmen  will  meet  Saturday,  May 
8,  at  10:30  a.m..  Parlor  B,  Astroworld  Hotel. 


ANNUAL  SESSION  COMMITTEES 


Members  of  the  Council  on  Annual  Session,  who  have 
coordinated  plans  for  the  annual  session,  are  Drs. 
O.  A.  Fly,  Jr.,  Houston,  Chairman;  Roy  H.  Baskin, 
Waco;  Nathan  Cedars,  Stephenville;  Guy  T.  Denton, 
Jr.,  Dallas:  P-  Clift  Price,  Austin;  Alice  Smith,  Dallas; 
Robert  E.  Stevens,  San  Antonio;  Walter  Walthall,  San 
Antonio,  President  (ex  officio):  and  Mr.  C.  Lincoln 
Williston,  Austin,  Executive  Secretary  (ex  officio).  Mrs. 
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Dale  Willimack,  Austin,  serves  as  Coordinator  of 
Annual  Session. 

The  Committee  on  General  Arrangements  for  the  1971 
annual  session,  all  of  whom  are  members  of  Harris 
County  Medical  Society,  includes  Dr.  Thane  T.  Spon- 
sel,  general  chairman,  and  the  following  subcommit- 
tee chairmen: 

Dr.  Harry  S.  Lipscomb  (alumni  and  fraternity  func- 
tions) 

Dr.  W.  Tom  Arnold  (entertainment) 

Dr.  Sheldon  M.  Tucker  (art  exhibition) 

Dr.  Herbert  C.  Allen,  Jr.  (scientific  exhibits) 

Dr.  Michael  K.  O’Heeron  (technical  exhibits) 

Dr.  Faber  F.  McMullen,  Jr.  (first  aid) 

Dr.  Peter  B.  Fisher  (information) 

Dr.  Thomas  J.  Fatherree  (memorial  service) 

Dr.  Henry  G.  Glass  (public  lectures) 

Dr.  E.  L.  Slataper  (publicity) 

Dr.  Fred  P.  Thomas  (sports) 

Dr.  Ozora  F.  Young  (women  physicians) 

Mr.  Bill  E.  Robertson  is  Executive  Secretary  of  the 
Harris  County  Medical  Society. 

Texas  Medical  Association  staff  members  assisting 
with  phases  of  the  annual  session  include:  Mr.  Donald 
M.  Anderson,  Assistant  Executive  Secretary,  hotels 
and  delegates;  Mrs.  Marilyn  Baker,  special  articles  in 
TEXAS  MEDICINE;  Mr.  John  T.  Boyd,  printing;  Miss 
Pauline  Duffield,  equipment,  memorial  service,  and 
film  program;  Mrs.  Jan  Cayce,  housing  and  commit- 
tees; Mr.  Jon  R.  Hornaday,  publicity  and  public  rela- 
tions; Mr.  E.  Maxwell  Jones,  registration;  and  Mr. 
Dale  R.  Werner,  promotion,  exhibits,  and  equipment. 

Mrs.  Sidney  Schnur,  Houston,  is  convention  chairman 
for  the  Woman’s  Auxiliary.  Mrs.  Mylie  E.  Durham, 
Jr.,  Houston,  is  convention  cochairman.  Mrs.  Martha 
James,  Austin,  is  Auxiliary  staff  secretary. 


ALSO  WATCH  FOR  — 


TMA  BULLETIN  to  be  distributed  at  the  session. 

Memorial  Service  Program,  with  names  of  those  paid 
tribute,  to  be  distributed  at  the  service. 

Handbook  for  Delegates,  containing  agenda  of  House 
of  Delegates,  annual  reports  of  committees,  and  offi- 
cer and  committee  lists,  available  for  distribution  at 
registration. 

Woman’s  Auxiliary  Program,  containing  convention 
details,  to  be  distributed  at  Auxiliary  registration  at 
Marriott  Motor  Hotel,  Astroworld  Hotel,  and  Shamrock 
Hilton  Hotel. 


SPEAKERS 


GUEST  SPEAKERS 


Frank  J.  Ayd,  Jr.,  M.D. 

Editor,  International  Drug  Therapy  News- 
letter, Baltimore. 


The  Current  Status  of  Antidepressant  Drug  Therapy,  Section 
on  Nervous  and  Mental  Diseases,  Friday,  11-11:45  a.m. 

Host: 

Cohost: 

Guest  of  Texas  Department  of  Mental  Health  and  Mental 
Retardation. 


The  Honorable  Lloyd  M.  Bentsen,  Jr. 

United  States  Senate,  Washington,  D.  C. 


Address,  General  Meeting  Luncheon,  Saturday,  12:30  p.m. 

Host:  John  M.  Smith,  Jr.,  San  Antonio. 

Cohosts:  Joseph  T.  Ainsworth,  Houston;  Robert  N.  Smith,  Jr., 
Harlingen. 

Guest  of  Texas  Medical  Association. 


Walter  C.  Bornemeier,  M.D. 

President,  American  Medical  Association, 
Chicago. 


Medicine  Today — and  Tomorrow,  House  of  Delegates,  Thurs- 
day, 11:30  a.m. 

Host:  James  H.  Sammons,  Baytown. 

Cohost:  Harvey  Renger,  Hallettsville. 

Guest  of  American  Medical  Association. 
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Philip  S.  Brachman,  M.D. 

Director,  Epidemiology  Program,  Center 
for  Disease  Control,  Public  Health  Ser- 
vice, Department  of  Health,  Education, 
and  Welfare,  Atlanta. 


The  Role  of  Surveillance  in  the  Prevention  of  Communicable 
Disease,  Conference  of  City  and  County  Health  Officers, 
Saturday,  10  a.m. 

Communicable  Diseases  of  Public  Health  Importance,  Section 
on  Public  Health,  Saturday,  3-3:30  p.m. 


Host:  J.  E.  Peavy,  Austin. 

Cohost:  Albert  G.  Randall,  Houston. 


Guest  of  Conference  of  City  and  County  Health  Officers  and 
Section  on  Public  Health,  Texas  Medical  Association. 


Donald  L.  Cooper,  M.D. 

Director,  Oklahoma  State  University  Stu- 
dent Health  Center,  Stillwater. 


Ergogenic  Aids  in  Athletics,  Texas  Society  of  Athletic  Team 
Physicians,  Friday,  10:10-10:40  a.m. 

Motivation  in  Athletics  (Panel),  Texas  Society  of  Athletic  Team 
Physicians,  Friday,  11-11:45  a.m. 

Host: 

Cohost: 

Guest  of  Texas  Society  of  Athletic  Team  Physicians. 


Alston  Callahan,  M.D. 

President,  The  Eye  Foundation,  Inc., 
Birmingham. 


How  to  Make  a Jones  Tube  Work,  Section  on  Ophthalmol- 
ogy and  Texas  Ophthalmological  Association,  Friday,  8:30- 
9:15  a.m. 

Unsolved  Problems  and  Successful  Technics  of  Reconstruc- 
tion of  Contracted  Sockets,  Section  on  Ophthalmology  and 
Texas  Ophthalmological  Association,  Friday,  11  a.m.-12 

Noon. 

Reconstruction  of  the  Lower  Lid  (Mustarde  Method),  Section 
on  Ophthalmoiogy  and  Texas  Ophthalmological  Association, 
Friday,  2:30-3:15  p.m. 

Tumors  Causing  Ptosis,  Section  on  Ophthalmology  and  Texas 
Ophthalmological  Association,  Friday,  4-5  p.m. 

Host:  Richard  Ruiz,  Houston. 

Cohost:  Robert  B.  Wilkins,  Houston. 

Guest  of  Texas  Ophthalmological  Association  and  Section  on 
Ophthalmology,  Texas  Medical  Association. 


William  H.  Crosby,  Jr.,  M.D. 

Chief  of  Hematology  and  Professor  of 
Medicine,  New  England  Medical  Center 
Hospitals,  Boston. 


Treatment  of  Leukemia — Yea  or  Nay?  Continental  Breakfast 
Round  Table  Presentation,  Friday,  8:15-9:30  a.m. 

Background  Studies  of  Aplastic  Anemia,  Section  on  Internal 
Medicine,  Friday,  10:30-11  a.m. 

Practical  Points  of  Iron  Metabolism,  Section  on  Internal  Medi- 
cine, Friday,  3-3:30  p.m. 

Host:  Robert  A.  Hettig,  Houston. 

Cohost:  Henry  E.  Hynes,  Temple. 

Guest  of  Section  on  Internal  Medicine,  Texas  Medical  Asso- 
ciation. 


Ronald  J.  Catanzaro,  M.D. 

Medical  Director,  Florida  Alcoholic  Re- 
habilitation Program;  Clinical  Instructor 
in  Psychiatry,  University  of  Miami  School 
of  Medicine,  West  Palm  Beach,  Fla. 


Early  Diagnosis  and  Treatment  of  the  Alcoholic,  Symposium 
on  Alcoholism,  Thursday,  8 p.m. 

Host:  Joseph  C.  Schoolar,  Houston. 

Cohost:  Mclver  Furman,  Corpus  Christi. 

Guest  of  Texas  Commission  on  Alcoholism,  The  University  of 
Texas  Division  of  Extension,  and  Texas  Medical  Association. 


Eric  Denhoff,  M.D. 

Chief  of  Pediatrics,  Miriam  Hospital; 
Medical  Director,  Meeting  Street  School, 
Children’s  Rehabilitation  Center,  Provi- 
dence, R.  1. 


Historical  Aspects  of  Treatment  of  CP’s,  Symposium  on  Cere- 
bral Palsy,  Sunday,  12  Noon. 

Medication  for  the  CP,  Symposium  on  Cerebral  Palsy,  Sunday, 
3:30-4  p.m. 

Question  and  Answer  Session,  Symposium  on  Cerebral  Palsy, 
Sunday,  4-5  p.m. 

Host:  Oscar  O.  Selke,  Jr.,  Houston. 

Cohost:  Winston  E.  Cochran,  Houston. 

Guest  of  United  Cerebral  Palsy  Association  of  Texas,  Inc. 
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James  N.  Etteldorf,  M.D. 


Stanley  Deutsch,  M.D. 

Chairman,  Department  of  Anesthesiology, 
Michael  Reese  Hospital  and  Medical 
Center,  Chicago. 


Anesthesia  and  the  Kidney,  Texas  Society  of  Anesthesiolo- 
gists, Saturday,  1-1:45  p.m. 

Anesthetic  Management  of  Patients  With  Chronic  Renal  Dis- 
ease, Texas  Society  of  Anesthesiologists,  Saturday,  4-5  p.m. 
Anesthesia  and  the  Splanchnic  Circulation,  Texas  Society  of 
Anesthesiologists,  Sunday,  9-9:50  a.m. 

Host: 


Goodman  Professor  of  Pediatrics,  De- 
partment of  Pediatrics,  University  of 
Tennessee  College  of  Medicine,  Memphis. 


Cyclophosphamide  in  the  Management  of  Nephrotic  Syndrome 
of  Childhood,  Section  on  Pediatrics,  Saturday,  10-11  a.m. 
Urinary  Tract  Infections,  Texas  Chapter,  American  Academy 
of  Pediatrics  Luncheon,  Saturday,  12:30  p.m. 

Host:  Waldo  Martinez,  Houston. 

Cohost:  Stanley  E.  Crawford,  San  Antonio. 


Cohost:  Guest  of  Texas  Chapter,  American  Academy  of  Pediatrics, 

and  Texas  Medical  Association. 

Guest  of  Texas  Society  of  Anesthesiologists  and  Texas  Medical 
Association. 


Bruce  H.  Drukker,  M.D. 

Associate,  Department  of  Gynecology- 
Obstetrics,  Henry  Ford  Hospital,  Detroit. 


Incompetent  Urethra,  Continental  Breakfast  Round  Table 
Presentation,  Saturday,  8:15-9:30  a.m. 

Suprapubic  Trocar  Cystostomy  for  Postoperative  Bladder 
Drainage,  Section  on  Obstetrics  and  Gynecology,  Saturday, 
10:45-11:30  a.m. 

Laparoscopy — Advantages,  Pitfalls,  and  Dangers,  Section  on 
Obstetrics  and  Gynecology,  Saturday,  3:30-4:15  p.m. 

Host:  George  B.  Coale,  III,  Houston. 

Cohost:  Norman  A.  Miles,  Houston. 

Guest  of  Section  on  Obstetrics  and  Gynecology,  Texas  Medical 
Association. 


Z.  Z.  Godlowski,  M.D. 

Director  of  Immuno-Endocrinological  Re^ 
search  Center,  Chicago. 


Submaxillary  Salivary  Gland  Resection  in  the  Management  of 
Uncontrolled  Diabetes  Mellitus  and  Diabetes  Retinopathy, 
Section  on  Otolaryngology  and  Texas  Otolaryngological  As- 
sociation, Friday,  10-11  a.m. 

Symposium  on  Diagnosis  and  Management  of  Meniere’s  Pa- 
tients, Section  on  Otolaryngology  and  Texas  Otolaryngologi- 
cal Association,  Saturday,  9-10:40  a.m. 

Host:  Ben  T.  Withers,  Houston. 

Cohost:  Richard  M.  Turney,  Houston. 

Guest  of  Texas  Otolaryngological  Association. 


Donald  B.  Effler,  M.D. 

Chief,  Department  of  Thoracic  and  Car- 
diovascular Surgery,  Cleveland  Clinic 
Foundation,  Cleveland. 


Myocardial  Revascularization — The  Cleveland  Clinic  Experience 
(Charles  M.  Hendricks  Memorial  Lecture),  Texas  Chapter, 
American  College  of  Chest  Physicians,  Sunday,  2-3  p.m. 


Robert  W.  Goltz,  M.D. 

Professor  and  Head,  Division  of  Derma- 
tology, University  of  Colorado  School  of 
Medicine,  Denver. 


Cutaneous  Effects  of  Altered  Immunity,  Texas  Dermatological 
Society,  Saturday,  9-9:45  a.m. 


Host: 


Host:  Jerry  H.  Stephens,  Houston. 


Cohost: 


Cohost:  John  M.  Knox,  Houston. 


Guest  of  Texas  Chapter,  American  College  of  Chest  Physicians, 
and  Texas  Medical  Association. 


Guest  of  Texas  Dermatological  Society  and  Texas  Medical 
Association. 
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Edward  J.  Kowalewski,  M.D. 


James  F.  Holland,  M.D. 

Chief  of  Medicine,  Roswell  Park  Memo- 
rial Institute,  Buffalo. 


Treatment  of  Leukemia — Yea  or  Nay?  Continental  Breakfast 
Round  Table  Presentation,  Friday,  8:15-9:30  a.m. 
Chemotherapeutically  Curable  Tumors,  Section  on  Internal 
Medicine,  Friday,  3:30-4  p.m. 


Flost:  Clifton  D.  Howe,  Houston. 


Cohost:  Emil  Frei,  III,  Houston. 

Guest  of  American  Cancer  Society,  Texas  Division. 


William  F.  House,  M.D. 

Otologic  Medical  Group,  Inc..  Los  An- 
geles. 


Diagnosis  and  Management  of  the  Acoustic  Neuroma  Patient, 
Section  on  Otolaryngology  and  Texas  Otolaryngological  As- 
sociation, Friday,  9-10  a.m. 

Management  of  Difficult  Eustachian  Tube  and  Ossicular  Prob- 
lems in  Tympanoplasty,  Section  on  Otolaryngology  and 
Texas  Otolaryngological  Association,  Friday,  4-5  p.m. 

Symposium  on  Diagnosis  and  Management  of  Meniere’s  Pa- 
tients, Section  on  Otolaryngology  and  Texas  Otolaryngologi- 
cal Association,  Saturday,  9-10:40  a.m. 

Facial  Nerve  Surgery,  Section  on  Otolaryngology  and  Texas 
Otolaryngological  Association,  Saturday,  4-5  p.m. 


Host:  John  W.  Herndon,  Houston. 


Cohost:  H.  Edward  Maddox,  III,  Houston. 

Guest  of  Texas  Otolaryngological  Association  and  Section  on 
Otolaryngology,  Texas  Medical  Association. 


Robert  H.  Jebsen,  M.D. 

Professor  and  Director,  Department  of 
Physical  Medicine  and  Rehabilitation,  Uni- 
versity of  Cincinnati  College  of  Medicine, 
Cincinnati. 


Immediate  Past  President,  American 
Academy  of  General  Practice,  Akron,  Pa. 


The  County  Medical  Society — For  Better  or  For  Worse,  Texas 
Academy  of  General  Practice,  Thursday. 

The  Responsibility  of  Community  and  Organized  Medicine  for 
the  Provision  of  Health  Care,  Section  on  General  Practice, 
Friday,  11:15-11:45  a.m. 

Preventive  Medicine — Does  Society  Understand  It?  Section  on 
General  Practice,  Friday,  2:30-3  p.m. 

Host:  Haden  E.  McKay,  Jr.,  Humble. 

Cohost:  Jack  A.  Haley,  Houston. 

Guest  of  Section  on  General  Practice,  Texas  Medical  Associ- 
ation. 


Philip  Kramer,  M.D. 

Associate  Professor  of  Medicine,  Boston 
University  School  of  Medicine,  Boston. 


Hiatus  Hernia:  Facts  and  Fancies,  Continental  Breakfast  Round 
Table  Presentation,  Saturday,  8:15-9:30  a.m. 

Cardiospasm  and  Diffuse  Esophageal  Spasm:  Are  They  Re- 
lated? Section  on  Digestive  Diseases,  Saturday,  10:40- 
11:10  a.m. 

Effect  of  Varying  Sodium  Loads,  Steroids,  and  Drugs  on 
Small  Bowel  Function,  Section  on  Digestive  Diseases,  Sat- 
urday, 3:30-4  p.m. 

Host:  Ralph  D.  Eichorn,  Houston. 

Cohost:  Ted  Hersh,  Houston. 

Guest  of  Section  on  Digestive  Diseases,  Texas  Medical 
Association. 


Electromyography  (EMG)  in  the  Diagnosis  of  Disorder  of  the 
Lower  Motoneuron,  Section  on  Physical  Medicine  and  Re- 
habilitation, Friday,  11-11:30  a.m. 

Electromyography  in  the  Myopathies,  Section  on  Physical 
Medicine  and  Rehabilitation,  Friday,  3:30-4  p.m. 

Host:  Ariel  Bar-Sela,  Houston. 

Cohost:  James  W.  Caldwell,  Dallas. 

Guest  of  Section  on  Physical  Medicine  and  Rehabilitation, 
Texas  Medical  Association. 


Commander  Joseph  P.  Kerwin, 

MC  USN 

NASA  Astronaut,  Manned  Spacecraft 
Center,  Houston. 


Skylab — The  World’s  Swiftest  Research  Laboratory,  General 
Meeting  Luncheon,  Friday,  12:30  p.m. 

Host:  Thane  T.  Sponsel,  Houston. 


Chang  Ling  Lee,  M.D. 

Professor  of  Pathology,  University  of 
Health  Sciences,  Chicago  Medical  School, 
Chicago. 


Associated  Antigen  Hepatitis,  Continental  Breakfast  Round 
Table  Presentation,  Saturday,  8:15-9:30  a.m. 

Laboratory  Diagnosis  of  Infectious  Mononucleosis,  Section  on 
Pathology,  Saturday,  10:20-10:50  a.m. 

Simultaneous  Detection  and  Identification  of  Hepatitis  Associ- 
ated Antigen  and  Its  Antibody  by  Electrophoresis,  Section 
on  Pathology,  Saturday,  2:30-3  p.m. 

Host:  John  D.  Milam,  Houston. 

Cohost:  S.  J.  Skinner,  Houston. 


Guest  of  Texas  Medical  Association. 


Guest  of  Section  on  Pathology,  Texas  Medical  Association. 
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A.  Edward  Maumenee,  M.D. 

Director,  The  Wilmer  Institute,  Johns 
Hopkins  Hospital,  Baltimore. 


Clinical  Entities  in  Uveitis,  Continental  Breakfast  Round  Table 
Presentation,  Saturday,  8:15-9:30  a.m. 

Management  of  Open  Angle  Glaucoma,  Section  on  Ophthal- 
mology and  Texas  Ophthalmological  Association,  Saturday, 
11  a.m. -12  Noon. 

Classification  and  Discussion  of  Macular  Lesions,  Section  on 
Ophthalmology  and  Texas  Ophthalmological  Association, 
Saturday,  1:30-2:30  p.m. 

Classification  and  Discussion  of  Macular  Lesions  (continued). 
Section  on  Ophthalmology  and  Texas  Ophthalmological  As- 
sociation, Saturday,  4-5  p.m. 

Host:  Percy  E.  Lowe,  Houston. 

Cohost:  Henry  E.  Wahlen,  Houston. 

Guest  of  Texas  Ophthalmological  Association  and  Section  on 
Ophthalmology,  Texas  Medical  Association. 


Lloyd  M.  Nyhus,  M.D. 

Warren  H.  Cole  Professor  and  Head,  De- 
partment of  Surgery,  The  Abraham  Lin- 
coln School  of  Medicine,  University  of 
Illinois  College  of  Medicine,  Chicago. 


Inguinal  Hernia — Surgical  Therapy,  Continental  Breakfast 
Round  Table  Presentation,  Friday,  8:15-9:30  a.m. 

Management  of  Massive  Gastrointestinal  Hemorrhage,  Section 
on  Surgery,  Friday,  10:30-10:50  a.m. 

Lesions  of  the  Lower  Esophagus,  Section  on  Surgery,  Friday, 
3-3:30  p.m. 

Surgery  in  the  Aged,  Curbstone  Consultations  Program,  Fri- 
day, 5-6  p.m. 

Host:  John  L.  Perry,  Jr.,  Houston. 

Cohost:  Terry  A.  Sanderson,  Houston. 

Guest  of  Section  on  Surgery,  Texas  Medical  Association. 


Joseph  H.  Ogura,  M.D. 

Lindburg  Professor  and  Head,  Depart- 
ment of  Otolaryngology,  Washington  Uni- 
versity School  of  Medicine,  St.  Louis. 


Conservation  Surgery  Today,  Section  on  Otolaryngology  and 
Texas  Otolaryngological  Association,  Friday,  11  a.m. -12  Noon. 

Current  Concept  on  Nasopulmonary  Mechanics,  Section  on 
Otolaryngology  and  Texas  Otolaryngological  Association, 
Friday,  2:30-3:30  p.m. 

Transplantation  of  the  Canine  Larynx,  Section  on  Otolaryn- 
gology and  Texas  Otolaryngological  Association,  Saturday, 
11:15  a.m. -12  Noon. 

Malignant  Exophthalmos,  A Review  of  76  Cases,  Section  on 
Otolaryngology  and  Texas  Otolaryngological  Association, 
Saturday,  2:30-3:20  p.m. 

Host:  Joseph  S.  Weycer,  Houston. 

Cohost:  Roy  B.  Sessions,  Houston. 

Guest  of  Texas  Otolaryngological  Association  and  Section  on 
Otolaryngology,  Texas  Medical  Association. 


A.  Edward  O’Hara,  M.D. 

Professor  of  Radiology  and  Professor  of 
Pediatrics,  Jefferson  Medical  College  of 
Philadelphia. 


Radiography  in  an  Intensive  Care  Nursery,  Section  on  Radiol- 
ogy, Friday,  10-10:30  a.m. 

Radiographic  Clues  to  Cytogenetic  Disease,  Section  on  Radi- 
ology, Friday,  3-3:30  p.m. 

Host:  Edward  B.  Singleton,  Houston. 

Cohost:  William  H.  Neil,  Fort  Worth. 


Guest  of  Section  on  Radiology,  Texas  Medical  Association. 


Chester  M.  Pierce,  M.D. 

Professor  of  Education,  Harvard  Gradu- 
ate School  of  Education;  Professor  of 
Psychiatry,  Harvard  Medical  School, 
Cambridge. 


Cultural  Pressures  and  Athletic  Motivation,  Texas  Society  of 
Athletic  Team  Physicians,  Friday,  9:30-10  a.m. 

Motivation  in  Athletics  (Panel),  Texas  Society  of  Athletic  Team 
Physicians,  Friday,  11-11:45  a.m. 

Host:  Thomas  O.  Shindler,  Houston. 

Cohost: 


Guest  of  Texas  Society  of  Athletic  Team  Physicians  and  Texas 
Medical  Association. 


Peter  Randall,  M.D. 

Professor  of  Plastic  Surgery,  University 
of  Pennsylvania  School  of  Medicine, 
Philadelphia. 


Aesthetic  Surgery  of  Face,  Ears,  and  Breasts,  Continental 
Breakfast  Round  Table  Presentation,  Friday,  8:15-9:30  a.m. 
The  Significance  and  Evaluation  of  Velopharyngeal  Incompe- 
tence, Texas  Society  of  Plastic  Surgeons,  Saturday,  11- 
11:30  a.m. 

Host:  Melvin  Spira,  Houston. 

Cohost:  Sanford  Glanz,  Corpus  Christi. 

Guest  of  Texas  Society  of  Plastic  Surgeons  and  Texas  Medical 
Association. 


C.  Thorpe  Ray,  M.D. 

Director  of  Graduate  and  Postgraduate 
Medicine  and  Research,  Ochsner  Clinic, 
New  Orleans. 


Modern  Medical  Coronary  Care,  Symposium  on  Cardiovascu- 
lar Diseases,  Thursday,  10:35-11:15  a.m. 

Coronary  Disease — To  Jump  Or  To  Sit?  Symposium  on  Car- 
diovascular Diseases,  Thursday,  3-3:30  p.m. 

Question  and  Answer  Session  (Panel),  Symposium  on  Cardio- 
vascular Diseases,  Thursday,  3:30-5  p.m. 

Host: 

Cohost: 

Guest  of  American  Heart  Association,  Texas  Affiliate,  Inc., 
and  Committee  on  Cardiovascular  Diseases,  Texas  Medical 
Association. 
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Sylvia  O.  Richardson,  M.D. 

Assistant  Director,  Learning  Disabilities 
Program,  Children's  Hospital  and  Chil- 
dren’s Neuromuscular  Diagnostic  Clinic, 
Cincinnati. 


Speech  and  Language  Disorders  in  Young  Children,  Conti- 
nental Breakfast  Round  Table  Presentation,  Saturday, 
8:15-9:30  a.m. 

Learning  Disabilities — Fact  and  Fiction,  Section  on  Pediatrics, 
Saturday,  2:30-3:30  p.m. 

Learning  Disabilities  in  Children,  Curbstone  Consultations 
Program,  Saturday,  5-6  p.m. 

Host:  Charles  B.  Lambeth,  Odessa. 

Guest  of  Section  on  Pediatrics,  Texas  Medical  Association. 


Leon  Saizman,  M.D. 

Clinical  Professor  of  Psychiatry,  Albert 
Einstein  College  of  Medicine,  New  York; 
Deputy  Director,  Bronx  State  Hospital, 
Bronx,  N.Y. 


Female  Sexuality,  Continental  Breakfast  Round  Table  Presen- 
tation, Friday,  8:15-9:30  a.m. 

Obsessions  and  Phobias,  Section  on  Nervous  and  Mental 
Diseases,  Friday,  3-3:45  p.m. 

Host:  Spencer  Bayles,  Houston. 

Cohost:  Lazard  S.  Brener,  Houston. 

Guest  of  Section  on  Nervous  and  Mental  Diseases,  Texas 
Medical  Association. 


Professor  of  Surgery  and  Head,  Section 
of  Orthopaedic  Surgery,  University  of 
Michigan  Medical  School,  Ann  Arbor. 


Injuries  Associated  With  Seat  Belts,  Continental  Breakfast 
Round  Table  Presentation,  Friday,  8:15-9:30  a.m. 

Treatment  of  Congenital  Convex  Pes  Valgus  (Vertical  Talus), 
Texas  Orthopaedic  Association,  Saturday,  10:55-11:45  a.m. 

Host:  Richard  H.  Eppright,  Houston. 

Cohost:  Charles  F.  Gregory,  Dallas. 

Guest  of  Texas  Orthopaedic  Association  and  Texas  Medical 
Association. 


John  P.  Stapp,  M.D. 

Chief  Scientist,  National  Highway  Safety 
Bureau,  U.  S.  Department  of  Transporta- 
tion, Washington,  D.  C. 


Auto  Safety  Improvements — 1965-75,  Symposium  on  Trans- 
portation Safety,  Thursday,  2:10-2:40  p.m. 

Crash  Protection  of  Motor  Vehicle  Occupants,  Continental 
Breakfast  Round  Table  Presentation,  Saturday,  8:15-9:30  a.m. 

Highway  Emergency  Medical  Services,  Texas  Orthopaedic  As- 
sociation, Saturday,  10:05-10:30  a.m. 

Host:  George  Ehni,  Houston. 

Cohost:  W.  R.  Hubler,  Corpus  Christi. 

Guest  of  Committee  on  Transportation  Safety,  Texas  Medical 
Association. 


Wendell  G.  Scott,  M.D. 

Professor  of  Clinical  Radiology,  Washing- 
ton University  School  of  Medicine,  St. 
Louis. 


The  Radiological  Detection  of  Small  Cancers  and  Polyps  of 
the  Colon,  Texas  Proctologic  Society,  Thursday,  12:15- 
12:45  p.m. 

New  Concepts  in  Cancer  Control:  Preventable  and  Avoidable 
Cancers,  Section  on  Radiology,  Friday,  2:30-3  p.m. 

Host:  Murray  M.  Copeland,  Houston. 


Maus  W.  Stearns,  Jr.,  M.D. 

Chief,  Colon  and  Rectal  Service,  Memo- 
rial Hospital,  New  York. 


Present  Memorial  Hospital  Practice  of  Adjuvant  Therapy  in 
Cancer  of  the  Colon  and  Rectum,  Radiation  Therapy,  and 
5-Fluorouracil,  Texas  Proctologic  Society,  Thursday,  10:30- 
11  a.m. 

Present  Concepts  of  Management  of  Recurrent  Cancer  of  the 
Colon  and  Rectum,  Texas  Proctologic  Society,  Thursday, 
11:45-12:15  p.m. 


Cohost:  Robert  D.  Moreton,  Houston. 

Guest  of  American  Cancer  Society,  Texas  Division. 


Mr.  Glenn  P.  Smith 

Vice  President,  Administrative  and  Busi- 
ness Affairs,  San  Francisco  State  College, 
San  Francisco. 


From  the  Eye  of  the  Hurricane:  An  Administrator’s  Observa- 
tions on  Student  Unrest,  Conference  on  Student  Unrest, 
Thursday,  9:15-10  a.m. 

Host: 

Cohost: 


Host:  James  M.  Hampton,  Houston. 

Cohost:  Otho  P.  Griffin,  Fort  Worth. 

Guest  of  Texas  Proctologic  Society  and  Texas  Medical  Asso- 
ciation. 


John  H.  Vaughan,  M.D. 

Chairman,  Clinical  Divisions,  Scripps 
Clinic  and  Research  Foundation,  La  Jolla, 
Calif. 


Procainamide-Induced  Lupus  Syndrome,  Texas  Rheumatism 
Association,  Saturday,  10-11  a.m. 

Host: 

Cohost: 


Guest  of  Committee  on  School  Health,  Texas  Medical  Asso- 
ciation. 


Guest  of  Texas  Rheumatism  Association  and  Texas  Medical 
Association. 
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Henry  N.  Wagner,  Jr.,  M.D. 

Professor  of  Medicine,  Radiology,  and 
Radiological  Science,  Department  of  Ra- 
diological Science,  Johns  Hopkins  Uni- 
versity School  of  Medicine,  Baltimore. 


Pulmonary  Thromboembolism,  Continental  Breakfast  Round 
Table  Presentation,  Saturday,  8:15-9:30  a.m. 

Studies  of  the  Reticuloendothelial  System  in  Man,  Texas 
Association  of  Physicians  in  Nuclear  Medicine,  Saturday, 
11:30-12  Noon. 

Current  Status  of  Nuclear  Medicine,  Texas  Association  of 
Physicians  in  Nuclear  Medicine,  Saturday,  12:45-1:30  p.m. 

Host:  John  A.  Burdine,  Houston. 

Cohost:  F.  Charles  Petty,  Temple. 

Guest  of  Texas  Association  of  Physicians  in  Nuclear  Medicine 
and  Texas  Medical  Association. 


Morton  M.  Ziskind,  M.D. 

Professor  of  Medicine,  Pulmonary  Dis- 
eases Section,  Department  of  Medicine, 
Tulane  University  School  of  Medicine, 
New  Orleans. 


Diagnosis  and  Treatment  of  Bacterial  Pneumonia,  Continental 
Breakfast  Round  Table  Presentation,  Friday,  8:15-9:30  a.m. 

Accelerated  Silicosis  in  Sandblasters,  Texas  Industrial  Medical 
Association,  Friday,  4:10-5  p.m. 

Compressibility  of  Normal  and  Abnormal  Lung  by  Air  and 
Fluid,  Texas  Chapter,  American  College  of  Chest  Physi- 
cians, Sunday,  9:40-10  a.m. 

Host:  Neill  K.  Weaver,  Houston. 

Guest  of  Texas  Industrial  Medical  Association  and  Texas 
Medical  Association. 


SPECIAL  SPEAKERS 

Wallace  L.  Anderson,  Ph.D.,  Department  of  Electrical 
Engineering,  University  of  Houston. 

The  Cardio-Chronotopogram:  A Potential  Aid  to 
the  Cardiologist,  Forum  of  Original  Research, 
Friday,  10:35  a.m. 

Frances  E.  Arrighi,  Ph.D.,  Section  of  Cell  Biology, 
Department  of  Biology,  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor  Institute, 
Houston. 

Comparison  of  the  Distribution  of  Heterochroma- 
tin and  Repeated  Nucleotide  Sequences  of  DNA 
in  Human  Chromosomes,  Forum  of  Original  Re- 
search, Thursday,  2:50  p.m. 

Richard  Austin,  Ph.D.,  Clinical  Psychologist,  Corpus 
Christi. 

Prediction  of  Achievement  Ability,  Symposium  on 
Cerebral  Palsy,  Sunday,  11:30  a.m. 

Question  and  Answer  Session,  Symposium  on 
Cerebral  Palsy,  Sunday,  4 p.m. 

Muhammed  Barakat,  Fellow,  Department  of  Gastro- 
enterology, Baylor  College  of  Medicine,  Houston. 

Isoenzymes  of  Alkaline  Phosphatase  in  Clinical 
Medicine,  Section  on  Digestive  Diseases,  Satur 
day,  10  a.m. 

Mr.  Larry  B.  Barnes,  Graduate  Student  in  Biochemis- 


try, Department  of  Biochemistry,  Baylor  College  of 
Medicine,  Houston. 

Adenylosuccinate:  Structure  and  Function,  Fo- 
rum of  Original  Research,  Friday,  9:35  a.m. 

Lynn  C.  Barnes,  Regional  Flight  Surgeon,  Federal 
Aviation  Agency,  Fort  Worth. 

Report  on  Recent  Accidents,  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  10:30  a.m. 
Federal  Aviation  Forum,  Texas  Air-Medics  Asso- 
ciation and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  3:30  p.m. 

Ernest  S.  Barratt,  Ph.D.,  Research  Professor,  Director 
of  Behavioral  Science  Laboratory,  Department  of 
Neurology  and  Psychiatry,  The  University  of  Texas 
Medical  Branch  at  Galveston. 

Marijuana:  A Hypnotic  or  a Sedative  or  An  Hal- 
lucinogen or  a ?,  Section  on  Nervous  and 

Mental  Diseases,  Friday,  3:45  p.m. 

R.  Ray  Battin,  Ph.D.,  Clinical  Instructor,  Department 
of  Otolaryngology,  The  University  of  Texas  Medical 
Branch  at  Galveston. 

Curbstone  Consultations:  Learning  Disabilities  in 
Children,  Saturday,  5 p.m. 

Alan  Baum,  Resident  in  Ophthalmology,  Hermann 
Hospital,  Houston. 

Intraocular  Hypertension  in  Retinal  Detach- 
ments, Forum  of  Original  Research,  Thursday, 
10:55  a.m. 

John  Baum,  Associate  Professor  of  Internal  Medicine, 
University  of  Rochester  School  of  Medicine  and 
Dentistry,  Rochester,  N.Y. 

Treatment  of  Psoriatic  Arthropathy  With  6-Mer- 
captopurine,  Texas  Rheumatism  Association,  Sat- 
urday, 3:40  p.m. 

Fred  Bieberdorf,  Assistant  Professor  of  Internal  Medi- 
cine, The  University  of  Texas  Southwestern  Medical 
School  at  Dallas. 

What  Can  We  Learn  From  Cholera?,  Section  on 
Digestive  Diseases,  Saturday,  2:30  p.m. 

Stephen  H.  Bishop,  Ph.D.,  Assistant  Professor  of  Bio- 
chemistry, Department  of  Biochemistry,  Baylor 
College  of  Medicine,  Houston. 

Adenylosuccinate:  Structure  and  Function,  Fo- 
rum of  Original  Research,  Friday,  9:35  a.m. 

The  Honorable  William  N.  Blanton,  Jr.,  Judge,  11th 
District  Court,  Houston. 

Curbstone  Consultations:  You  and  the  Law, 
Friday,  5 p.m. 

Carlos  A.  Bonilla,  Ph.D.,  Assistant  Professor;  NIH 
Special  Research  Fellow,  Department  of  Physiology 
and  Biophysics,  Colorado  State  University,  Fort 
Collins,  Colo. 

Serum  Enzyme  Activities  Following  Administra- 
tion of  Purified  Basic  Proteins  From  Rattlesnake 
Venoms,  Forum  of  Original  Research,  Friday, 
9:50  a.m. 

Charles  M.  Brake,  Chief,  Aeromedical  Clinical  Branch, 
CAMI,  Aeronautical  Center,  Oklahoma  City. 

It  Must  Be  Your  Machine — There’s  Nothing 
Wrong  With  Me,  Texas  Air-Medics  Association 
and  Texas  Chapter,  Flying  Physicians  Associa- 
tion, Joint  Session,  Thursday,  11:15  a.m. 

Federal  Aviation  Agency  Forum,  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  3:30  p.m. 
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Herbert  Bunchman,  Resident  in  Surgery,  Department 
of  Surgery,  The  University  of  Texas  Medical  Branch 
at  Galveston. 

Zollinger-Ellison  Syndrome  Without  Peptic  Ulcer- 
ation. Diagnosis  by  Angiography  and  by  Serum 
Gastrin  Measurement,  Forum  of  Original  Re- 
search, Thursday,  3:50  p.m. 

J.  W.  Burleson,  Assistant  Professor  in  Anesthesiology, 
The  University  of  Texas  Southwestern  Medical 
School  at  Dallas. 

Investigation  of  the  Site  of  Action  of  Intravenous 
Perfusion  Techniques,  Texas  Society  of  Anes- 
thesiologists, Sunday,  9:50  a.m. 

Douglas  Cain,  Instructor,  Department  of  Medicine, 
The  University  of  Texas  Medical  Branch  at  Galves- 
ton. 

Isoenzymes  of  Alkaline  Phosphatase  in  Clinical 
Medicine,  Section  on  Digestive  Diseases,  Satur- 
day, 10:15  a.m. 

Joheph  Canzoneri,  M.S.,  Director,  Biomedical  Engi- 
neering Department,  Texas  Institute  for  Rehabil- 
itation and  Research,  Baylor  College  of  Medicine, 
Houston. 

Instrumentation  and  Analysis  Techniques  to  Mea- 
sure Gait  and  Stump  Socket  Pressure  Dynamics, 
Forum  of  Original  Research,  Friday,  11:45  a.m. 

Prentice  Caraway,  Ph.D.,  Professor  of  Biology,  Killgore 
Research  Center,  West  Texas  State  University, 
Canyon. 

Fetal  Malformations  Produced  in  Hamsters  by 
Pentazocine  Lactate,  Forum  of  Original  Research, 
Thursday,  3:05  p.m. 

Helen  Casey,  Ph.D.,  Communicable  Disease  Center, 
US  Public  Health  Service,  Atlanta,  Ga. 

Virus  Antibody  Levels  in  Systemic  Lupus  Erythe- 
matosus, Texas  Rheumatism  Association,  Satur- 
day, 4:20  p.m. 

Miss  Gloria  Catledge,  Research  Assistant,  Department 
of  Biochemistry,  Baylor  College  of  Medicine,  Hous- 
ton. 

Determination  of  Enzyme  Kinetic  Parameters  by 
an  Automated  Substrate  Gradient  Method,  Fo- 
rum of  Original  Research,  Thursday,  5:30  p.m. 

Leslie  Chambers,  Ph.D.,  Professor  of  Environmental 
Health,  The  University  of  Texas  School  of  Public 
Health  at  Houston. 

Curbstone  Consultations:  Air  Conservation,  Sat- 
urday, 5 p.m. 

C.  T.  Cheng,  Fellow,  Section  on  Rheumatology,  The 
University  of  Texas  Medical  School  at  San  Antonio. 

The  False  Positive  Latex  Fixation  Test,  Texas 
Rheumatism  Association,  Saturday,  4 p.m. 

Stephen  S.  Clark,  Assistant  Resident  in  Surgery,  St. 
Paul  Hospital,  Dallas. 

The  Lateral  Repair  of  Venous  Injuries  Using  the 
Week  Hemoclip,  Forum  of  Original  Research, 
Thursday,  4:20  p.m. 

Charles  A.  Coltman,  Jr.,  Chief,  Hematology-Oncology 
Service  Wilford  Hall  Hospital,  Lackland  Air  Force 
Base. 

Vitamin  B-12  and  Vitamin  B-12  Binding  Proteins 
in  the  Diagnosis  of  Hematologic  Disorders,  Sec- 
tion on  Internal  Medicine,  Friday,  10  a.m. 


Ralph  W.  Conant,  Ph.D.,  Director,  Southwest  Center 
for  Urban  Research,  Houston. 

The  Prospects  for  a Revolution,  Conference  on 
Student  Unrest,  Thursday,  10:30  a.m. 

Mr.  Bob  J.  Corbin,  Assistant  Professor  of  Physical 
Education;  Research  Associate,  Department  of  Phy- 
sical Education,  Harding  College,  Searcy,  Ark. 

An  Evaluation  of  Isometric- Isotonic  Exercise  for 
Developing  Physical  Work  Capacity,  Forum  of 
Original  Research,  Friday,  10:20  a.m. 

Mr.  Gordon  Cotton,  Superintendent,  Area  I,  Houston 
Independent  School  District,  Houston. 

Student  Unrest  in  the  High  Schools,  Conference 
on  Student  Unrest,  Thursday,  2 p.m. 

Billy  G.  Creech,  Ph.D.,  Director  of  Clinical  Chemistry, 
Xerox  Center  for  Health  Care  Research,  Baylor 
College  of  Medicine,  Houston. 

Recent  Applications  of  Biochemistry  to  Clinical 
Research,  Forum  of  Original  Research,  Friday, 
9:05  a.m. 

J.  Cuzzi,  Departments  of  Anatomy,  Rehabilitation,  and 
Obstetrics  and  Gynecology,  Baylor  College  of  Medi- 
cine, Houston. 

Stereometric  Measurements  of  Changes  in  Breast 
Volume  During  the  Menstrual  Cycle,  Forum  of 
Original  Research,  Thursday,  10:10  a.m. 

C.  P.  da  Costa,  Department  of  Physiology,  Baylor 
College  of  Medicine,  Houston. 

Electrical  Calibration  of  the  Indicator  Dilution 
Method,  Forum  of  Original  Research,  Friday, 
11:15  a.m. 

F.  J.  Dannemiller,  Chief  of  Anesthesiology,  Depart- 
ment of  Anesthesiology,  Wilford  Hall  Hospital,  Lack- 
land  Air  Force  Base. 

Succinylcholine  Induced  Hyperkalemia — Present 
Status,  Texas  Society  of  Anesthesiologists,  Sat- 
urday, 3:30  p.m. 

Medical  Support  of  the  Apollo  Missions,  Texas 
Society  of  Anesthesiologists,  Sunday,  11:30  a.m. 

Nicola  Di  Ferrante,  Ph.D.,  Associate  Professor,  De- 
partment of  Biochemistry,  Baylor  College  of  Medi- 
cine, Houston. 

Therapeutic  Attempts  in  the  Treatment  of  Muco- 
polysaccharidoses, Forum  of  Original  Research, 
Thursday,  2:20  p.m. 

J.  Robert  Dille,  Chief,  Aeronautics  Medical  Institute, 
Oklahoma  City. 

What’s  New  at  CAMI,  Texas  Air-Medics  Associa- 
tion and  Texas  Chapter,  Flying  Physicians  Asso- 
ciation, Joint  Session,  Thursday,  2:30  p.m. 

Federal  Aviation  Agency  Forum,  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  3:30  p.m. 

M.  Dobrkovsky,  Department  of  Surgery,  Shriners  Hos- 
pital for  Crippled  Children — Burns  Institute,  Gal- 
veston. 

Zinc  Concentrations  in  Plasma,  Red  Blood  Cells, 
Wound  Exudate  and  Tissues  of  Burned  Children, 
Forum  of  Original  Research,  Thursday,  4:05  p.m. 

James  H.  Dobyns,  Department  of  Orthopedics,  Mayo 
Clinic,  Rochester,  Minn. 

A Preliminary  Report  Regarding  Problems  of  the 
Unstable  Wrist,  Texas  Orthopaedic  Association, 
Saturday,  9 a.m. 
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Olga  Dominguez,  Ph.D.,  Assistant  Professor,  Special 
Education  Department,  Southwest  Texas  State  Uni- 
versity, San  Marcos. 

Clinical  Teaching,  Symposium  on  Cerebral  Palsy, 
Sunday,  1 1 a.m. 

Question  and  Answer  Session,  Symposium  on 
Cerebral  Palsy,  Sunday,  4 p.m. 

Walter  Dowdle,  Communicable  Disease  Center,  US 
Public  Health  Service,  Atlanta,  Ga. 

Virus  Antibody  Levels  in  Systemic  Lupus  Erythe- 
matosus, Texas  Rheumatism  Association,  Satur- 
day, 4:20  p.m. 

William  R.  Duff,  Ph.D.,  Program  Director,  Xerox  Cen- 
ter for  Health  Care  Research,  Baylor  College  of 
Medicine,  Houston. 

Safety  Testing  for  Equipotential  Grounding  Sys- 
tems, Forum  of  Original  Research,  Friday,  11:30 
a.m. 

Mr.  Robert  L.  English,  Associate  Executive  Director 
and  Director  of  Planning,  Texas  Hospital  Associa- 
tion, Austin. 

Panel:  Effect  of  New  JCAH  Standards  on  Emer- 
gency Medical  Care,  Texas  Chapter,  American 
College  of  Emergency  Physicians,  Thursday, 
10:30  a.m. 

Mr.  Charles  S.  Eskridge,  Sr.,  Executive  Vice-President, 
Management  Services  Associates,  Inc.,  Educational 
Consulting  Division,  Austin. 

Available  Resources — Present  and  Future,  Sym- 
posium on  Cerebral  Palsy,  Sunday,  9:45  a.m. 
Question  and  Answer  Session,  Symposium  on 
Cerebral  Palsy,  Sunday,  4 p.m. 

Mr.  Dallas  Evans,  Earth  Observation  Division,  NASA, 
Houston. 

Earth  Resources,  Texas  Society  of  Anesthesiolo- 
gists, Saturday,  6:30  p.m. 

Robert  L.  Everett,  Ph.D.,  Assistant  Professor  of  Elec- 
trical Engineering,  Department  of  Electrical  Engi- 
neering, University  of  Houston. 

The  Cardio-Chronotopogram:  A Potential  Aid  to 
the  Cardiologist,  Forum  of  Original  Research, 
Friday,  10:35  a.m. 

Frank  Faick,  Ph.D.,  Chairman,  Speech  Pathology  and 
Audiology,  University  of  Houston. 

Teaching:  A Multidisciplinary  Project,  Symposium 
on  Cerebral  Palsy,  Sunday,  10:30  a.m. 

Question  and  Answer  Session,  Symposium  on 
Cerebral  Palsy,  Sunday,  4 p.m. 

John  Falletta,  Hermann  Hospital,  Houston. 

Toxic  Effects  of  Anticholinergic  Eye  Drops:  Re- 
versal With  Physostigmine  Salicylate,  Forum  of 
Original  Research,  Thursday,  10:40  a.m. 

Miss  M.  Katie  Fiero,  Department  of  Biochemistry,  The 
University  of  Texas  Southwestern  Medical  School 
at  Dallas. 

Serum  Enzyme  Activities  Following  Administration 
of  Purified  Basic  Proteins  From  Rattlesnake 
Venoms,  Forum  of  Original  Research,  Friday, 
9:50  a.m. 

Mr.  Raymond  W.  Flanders,  Senior  Medical  Student, 
Department  of  Virology  and  Epidemiology,  Baylor 
College  of  Medicine,  Houston. 

A Study  of  Genital  Herpes  in  Two  Social  Groups, 
Forum  of  Original  Research,  Thursday,  9:55  a.m. 


Mrs.  Tommy  Frye,  M.A.,  Director  of  Special  Educa- 
tion, Region  IV  Education  Service  Center,  Houston. 

Curbstone  Consultations:  Learning  Disabilities  in 
Children,  Saturday,  5 p.m. 

Maj.  Michael  W.  Galbert,  Department  of  Anesthesiol- 
ogy, Wilford  Hall  Hospital,  Lackland  Air  Force  Base. 

Fate  of  Autologous  Epidural  Blood  in  the  Treat- 
ment of  Post  Spinal  Headache,  Texas  Society 
of  Anesthesiologists,  Saturday,  2:30  p.m. 

C.  E.  Garcia,  Resident  in  Anesthesiology,  The  Univer- 
sity of  Texas  Southwestern  Medical  School  at  Dallas. 

Investigation  of  the  Site  of  Action  of  Intravenous 
Perfusion  Techniques,  Texas  Society  of  Anes- 
thesiologists, Sunday,  9:50  a.m. 

William  T.  Haeck,  Treasurer  and  Member,  Board  of 
Directors,  American  College  of  Emergency  Physi- 
cians, Jacksonville,  Fla. 

Panel:  Effect  of  New  JCAH  Standards  on  Emer- 
gency Medical  Care,  Texas  Chapter,  American 
College  of  Emergency  Physicians,  Thursday, 
10:30  a.m. 

John  K.  Hampton,  Jr.,  Ph.D.,  The  University  of  Texas 
Dental  Science  Institute;  Professor  of  Physiology, 
The  University  of  Texas  Graduate  School  of  Bio- 
medical Sciences,  Houston. 

Bone  Mineral  Distribution  Along  Primate  Femurs 
and  Tibias,  Forum  of  Original  Research,  Thurs- 
day, 5:15  p.m. 

Jasper  Harvey,  Ph.D.,  Chairman,  Department  of  Spe- 
cial Education,  The  University  of  Texas  at  Austin. 

Early  Education  and  Computer  Program,  Sym- 
posium on  Cerebral  Palsy,  Sunday,  2 p.m. 

Question  and  Answer  Session,  Symposium  on 
Cerebral  Palsy,  Sunday,  4 p.m. 

R.  E.  Herron,  Departments  of  Anatomy,  Rehabilitation, 
and  Obstetrics  and  Gynecology,  Baylor  College  of 
Medicine,  Houston. 

Stereometric  Measurements  of  Changes  in  Breast 
Volume  During  the  Menstrual  Cycle,  Forum  of 
Original  Research,  Thursday,  10:10  a.m. 

Mr.  Hays  V.  Hettinger,  Legal  Department,  Federal 
Aviation  Agency,  Houston. 

Recent  Litigation  Involving  Airman  Medical  Cer- 
tification, Texas  Air-Medics  Association  and  Tex- 
as Chapter,  Flying  Physicians  Association,  Joint 
Session,  Thursday,  9:30  a.m. 

Federal  Aviation  Agency  Forum,  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  3:30  p.m. 

Paul  C.  Higgs,  Chief,  Mental  Health  Services,  Student 
Health  Center,  The  University  of  Texas  at  Austin. 

Curbstone  Consultations:  Youthful  Dissent — Poli- 
tics or  Psychopathology,  Saturday,  5 p.m. 

Mr.  John  L.  Hill,  Jr.,  Attorney,  Houston. 

Curbstone  Consultations:  You  and  the  Law, 
Friday,  5 p.m. 

Albert  Himoe,  Ph.D.,  Assistant  Professor,  Department 
of  Biochemistry,  Baylor  College  of  Medicine,  Hous- 
ton. 

Determination  of  Enzyme  Kinetic  Parameters  by 
an  Automated  Substrate  Gradient  Method,  Fo- 
rum of  Original  Research,  Thursday,  5:30  p.m. 
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Dalton  L.  Hoffman,  Assistant  Regional  Flight  Surgeon, 
Federal  Aviation  Agency,  Fort  Worth. 

Recent  Certification  Problems,  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  2 p.m. 
Federal  Aviation  Agency  Forum,  Texas  Air-Medics 
Association  and  Texas  Chapter,  Flying  Physicians 
Association,  Joint  Session,  Thursday,  3:30  p.m. 

Martin  Hrgovcic,  The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute,  Houston. 

Progress  in  the  Treatment  of  Hodgkin’s  Disease 
in  Children,  Forum  of  Original  Research,  Thurs- 
day, 1:50  p.m. 

Makoto  Igarashi,  Associate  Professor  of  Otolaryngol- 
ogy, Baylor  College  of  Medicine,  Houston. 

Vestibulo-Ocular  Coordination  in  the  Squirrel 
Monkey,  Forum  of  Original  Research,  Thursday, 
11:40  a.m. 

Johan  Janake,  Junior  Resident  in  Otolaryngology, 
Baylor  College  of  Medicine,  Houston. 

Effects  of  Thyroid  Deprivation  on  the  Inner  Ear 
of  Cats  and  Monkeys,  Section  on  Otolaryngology, 
Saturday,  10:40  a.m. 

Walter  M.  Kemp,  Ph.D.,  Assistant  Professor  of  Biology, 
Abilene  Christian  College,  Abilene. 

Ultrastructure  and  Serology  of  the  Cercarienhul- 
len  Reaktion  of  Schistosoma  mansoni,  Forum  of 
Original  Research,  Thursday,  9:40  a.m. 

Cecile  Khoury,  Instructor  in  Anesthesiology,  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston. 

Multiple  Anesthetics,  What  Choice,  Texas  Society 
of  Anesthesiologists,  Saturday,  2:05  p.m. 

D.  S.  Kim,  Resident  in  Anesthesiology,  The  University 
of  Texas  Medical  Branch  at  Galveston. 

Multiple  Anesthetics,  What  Choice,  Texas  Society 
of  Anesthesiologists,  Saturday,  2:05  p.m. 

Mr.  Charles  King,  Director,  Civil  Defense  and  Traffic 
Safety,  Texas  State  Department  of  Health,  Austin. 

Panel:  Pressing  Problems  in  Elevating  the  Stan- 
dards of  Emergency  Medical  Care,  Texas  Chap- 
ter, American  College  of  Emergency  Physicians, 
Thursday,  9:45  a.m. 

C.  Knapp,  R.N.,  Anesthesiology  Division,  Shriners 
Hospital  for  Crippled  Children — Burns  Institute, 
Galveston. 

Multiple  Anesthetics,  What  Choice,  Texas  Society 
of  Anesthesiologists,  Saturday,  2:05  p.m. 

Mr.  Donald  E.  Koenig,  BME  Project  Manager,  Texas 
Institute  for  Rehabilitation  and  Research,  Baylor 
College  of  Medicine,  Houston. 

Instrumentation  and  Analysis  Techniques  to 
Measure  Gait  and  Stump  Socket  Pressure  Dy- 
namics, Forum  of  Original  Research,  Friday, 
11:45  a.m. 

H.  M.  Landrum,  Ed.D.,  General  Superintendent, 
Spring  Branch  Independent  School  District,  Hous- 
ton. 

Curbstone  Consultations:  Unplanned  Pregnancy: 
(a)  In  Public  Schools,  (b)  In  College,  Saturday, 

5 p.m. 

Leslie  J.  Lawrence,  Assistant  Professor,  Department 
of  Radiology,  The  University  of  Texas  Medical 
School  at  San  Antonio. 

Renal  Function  Studies  in  Kidney  Transplants  with 


a Scintillation  Camera,  Texas  Association  of  Phy- 
sicians in  Nuclear  Medicine,  Saturday,  10:30  a.m. 

John  Leonard,  Department  of  Health,  Houston. 

Curbstone  Consultations:  Combining  Immunizing 
Agents  in  Infancy,  Friday,  5 p.m. 

Martin  D.  Lidsky,  Chief,  Section  on  Rheumatic  Dis- 
ease, Veterans  Administration  Hospital,  Houston. 

Clinical  Aspects  of  Pseudogout,  Texas  Rheuma- 
tism Association,  Saturday,  2 p.m. 

Infectious  Arthritis,  Texas  Rheumatism  Associa- 
tion, Saturday,  2:40  p.m. 

Curbstone  Consultations:  Management  of  Rheu- 
matoid Arthritis,  Saturday,  5 p.m. 

Robert  A.  Liebelt,  Ph.D.,  M.D.,  Professor  and  Chair- 
man, Department  of  Anatomy,  Baylor  College  of 
Medicine,  Houston. 

Stereometric  Measurements  of  Changes  in  Breast 
Volume  During  the  Menstrual  Cycle,  Forum  of 
Original  Research,  Thursday,  10:10  a.m. 

Joseph  W.  Linhart,  Associate  Professor,  Section  of 
Cardiovascular  Diseases,  The  University  of  Texas 
Medical  School  at  San  Antonio. 

Atrial  Pacing  in  Coronary  Artery  Disease,  Texas 
Chapter,  American  College  of  Chest  Physicians, 
Sunday,  11:40  a.m. 

Lillian  Lockhart,  Assistant  Professor,  Department  of 
Pediatrics,  The  University  of  Texas  Medical  Branch 
at  Galveston. 

Curbstone  Consultations:  Antepartum  Diagnosis 
of  Congenital  Anomalies,  Friday,  5 p.m. 

Robert  J.  Lowe,  Resident  Student  in  Ophthalmology, 
Hermann  Hospital,  Houston. 

Evaluation  of  the  Surgery  of  Congenital  Cata- 
racts, Forum  of  Original  Research,  Thursday, 
11:10  a.m. 

James  F.  Maddux,  Professor  of  Psychiatry,  The  Uni- 
versity of  Texas  Medical  School  at  San  Antonio. 

What  To  Do  on  First  Contact — ^Part  I,  Seminar 
on  Drug  Abuse,  Sunday,  10:50  a.m. 

What  To  Do  on  First  Contact — Part  II,  Seminar 
on  Drug  Abuse,  Sunday,  2 p.m. 

A.  P.  Maheshkumar,  Fellow,  Department  of  Surgery, 
Texas  Children’s  Hospital,  Houston. 

Partial  Splenectomy  and  Pleural  Splenic  Transpo- 
sition, A New  Approach  to  Congestive  Hyper- 
splenism of  Portal  Hypertension,  Forum  of  Origi- 
nal Research,  Thursday,  5:05  p.m. 

Junaid  Mahmoud,  Fellow,  Department  of  Gastroenter- 
ology, Baylor  College  of  Medicine,  Houston. 

Anicteric  Hepatitis,  Section  on  Digestive  Diseas- 
es, Saturday,  3 p.m. 

S.  K.  Malik,  Pulmonary  Disease  Section,  Baylor  Col- 
lege of  Medicine,  Houston. 

Alterations  in  the  Airway  Dynamics  Following 
Inhalation  of  Ultrasonic  Mist,  Texas  Chapter, 
American  College  of  Chest  Physicians,  Sunday, 
10  a.m. 

Mr.  John  H.  Maness,  Bioengineer,  Xerox  Center  for 
Health  Care  Research,  Baylor  College  of  Medicine, 
Houston. 

Safety  Testing  for  Equipotential  Grounding  Sys- 
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terns,  Forum  of  Original  Research,  Friday, 
11:30  a.m. 

Ernest  D.  Mayfield,  Ph.D.,  Biochemist,  Institute  for 
Health  Services  Research,  Baylor  College  of  Medi- 
cine, Houston. 

Recent  Applications  of  Biochemistry  to  Clinical 
Research,  Forum  of  Original  Research,  Friday, 
9:05  a.m. 

Mr.  John  Luke  McConn,  Jr.,  Attorney,  Butler,  Binion, 
Rice,  Cook  & Knapp,  Houston. 

Curbstone  Consultations:  You  and  the  Law, 
Friday,  5 p.m. 

Herbert  C.  McKee,  Ph.D.,  Chairman,  Texas  Air  Control 
Board,  Southwest  Research  Foundation,  Houston. 

Curbstone  Consultations:  Air  Conservation,  Sat- 
urday, 5 p.m. 

Louis  S.  Meharg,  Ph.D.,  Associate  Professor  of  Bio- 
medical Engineering,  The  University  of  Texas  Grad- 
uate School  of  Biomedical  Sciences,  Houston. 

Bone  Mineral  Distribution  Along  Primate  Femurs 
and  Tibias,  Forum  of  Original  Research,  Thurs- 
day, 5:15  p.m. 

Hideo  Miyata,  Research  Associate  of  Otolaryngology, 
Baylor  College  of  Medicine,  Houston. 

Vestibulo-Ocular  Coordination  in  the  Squirrel 
Monkey,  Forum  of  Original  Research,  Thursday, 
11:40  a.m. 

H.  Barry  Molish,  Ph.D.,  Chief  of  Psychological  Ser- 
vices, Texas  Children’s  Hospital,  Houston. 

Curbstone  Consultations:  Learning  Disabilities  in 
Children,  Saturday  5 p.m. 

The  Honorable  Michael  J.  Moncrief,  Texas  State 
House  of  Representatives,  Austin. 

Curbstone  Consultations:  The  Drug  Abuse  Prob- 
lem, Friday,  5 p.m. 

Father  Albert  S.  Moraczewski,  O.P.,  Ph.D.,  Professor 
in  Theology  and  Science,  The  Institute  of  Religion; 
Research  Scientist  and  Consultant,  Drug  Abuse 
Research  Section,  Texas  Research  Institute  of 
Mental  Science,  Houston. 

“Why”  Session,  Seminar  on  Drug  Abuse,  Sun- 
day, 9 a.m. 

K.  Mulkey,  Departments  of  Anatomy  Rehabilitation 
and  Obstetrics  and  Gynecology,  Baylor  College  of 
Medicine,  Houston. 

Stereometric  Measurements  of  Changes  in  Breast 
Volume  During  the  Menstrual  Cycle,  Forum  of 
Original  Research,  Thursday,  10:10  a.m. 

Mr.  John  Novak,  U.  S.  Air  Force  Regional  Hospital, 
Sheppard  Air  Force  Base. 

Serum  Enzyme  Activities  Following  Administra- 
tion of  Purified  Basic  Proteins  From  Rattlesnake 
Venoms,  Forum  of  Original  Research,  Friday, 
9:50  a.m. 

Harry  D.  OIree,  Ph.D.,  Chairman,  Department  of  Phy- 
sical Education;  Director  of  Research,  Harding  Col- 
lege, Searcy,  Ark. 

An  Evaluation  of  Isometric-Isotonic  Exercise  for 
Developing  Physical  Work  Capacity,  Forum  of 
Original  Research,  Friday,  10:20  a.m. 

Robert  H.  Persellin  Associate  Professor  and  Head, 
Section  on  Rheumatology,  The  University  of  Texas 
Medical  School  at  San  Antonio. 

The  False  Positive  Latex  Fixation  Test,  Texas 
Rheumatism  Association,  Saturday,  4 p.m. 


Mr.  Smith  Pettigrew,  Manager  of  Medical  Services, 
Texas  Employers’  Insurance  Association,  Dallas. 
Purposes  and  Objectives  of  Conference,  Confer- 
ence on  the  Rehabilitation  Potential  of  the  Car- 
diac Patient,  Saturday,  9 a.m. 

Paulding  Phelps,  Philadelphia  General  Hospital,  Phila- 
delphia. 

Double  Blind  Evaluation  of  Indomethacin  and 
BLR-743  Versus  Placebo  in  Gout  and  Pseudo- 
gout,  Texas  Rheumatism  Association,  Saturday, 
2:20  p.m. 

Miss  Arlene  Pitre,  ACSW,  Social  Worker,  Moody  State 
School,  Galveston. 

How  Family  Can  Help  Social  Worker,  Symposium 
on  Cerebral  Palsy,  Sunday,  2:40  p.m. 

Question  and  Answer  Session,  Symposium  on 
Cerebral  Palsy,  Sunday,  4 p.m. 

Larry  Putnam,  Medical  Student  Assistant  in  Anes- 
thesiology, The  University  of  Texas  Medical  Branch 
at  Galveston. 

Anesthesia  and  Ventilatory  Support  for  Harring- 
ton Instrumentation,  Texas  Society  of  Anesthe- 
siologists, Saturday,  1:45  p.m. 

P.  Prithvi  Raj,  Assistant  Professor  in  Anesthesiology, 
The  University  of  Texas  Southwestern  Medical 
School  at  Dallas. 

Investigation  of  the  Site  of  Action  of  Intravenous 
Perfusion  Techniques,  Texas  Society  of  Anesthe- 
siologists, Sunday,  9:50  a.m. 

Donald  Rappaport,  Ph.D.,  Biochemist  and  Research 
Associate,  Department  of  Pediatrics,  The  University 
of  Texas  Medical  Branch  at  Galveston. 

Curbstone  Consultations:  Antepartum  Diagnosis 
of  Congenital  Anomalies,  Friday,  5 p.m. 

William  E.  Rawls,  Department  of  Virology  and  Epi- 
demiology, Baylor  College  of  Medicine,  Houston. 

A Study  of  Genital  Herpes  in  Two  Social  Groups, 
Forum  of  Original  Research,  Thursday,  9:55  a.m. 

David  D.  Reeder,  Assistant  Professor  of  Surgery,  The 
University  of  Texas  Medical  Branch  at  Galveston. 
Zollinger-Ellison  Syndrome  Without  Peptic  Ulcera- 
tion. Diagnosis  by  Angiography  and  by  Serum 
Gastrin  Measurement,  Forum  of  Original  Re- 
search, Thursday,  3:50  p.m. 

Norbert  J.  Roberts,  President,  National  Industrial 
Medical  Association,  New  York. 

Principal  Problems  in  Programs  of  Periodic  and 
Multiphasic  Health  Examinations,  Texas  Indus- 
trial Medical  Association,  Friday,  3 p.m. 

Capt.  Elmo  J.  Robison,  Department  of  Anesthesiology, 
Wilford  Hall  Hospital,  Lackland  Air  Force  Base. 

Ventilating  the  Infant  With  Respiratory  Distress 
Syndrome,  Texas  Society  of  Anesthesiologists, 
Sunday,  10:40  a.m. 

Naomi  F.  Rothfield,  Associate  Professor  of  Medicine, 
University  of  Connecticut  School  of  Medicine, 
Hartford. 

The  Diagnosis  and  Management  of  Lupus  Ne- 
phritis, Texas  Rheumatism  Association,  Saturday, 
9 a.m. 
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William  K.  Rundell,  Assistant  Resident  in  Surgery, 
St.  Paul  Hospital,  Dallas. 

The  Lateral  Repair  of  Venous  Injuries  Using  the 
Week  Hemoclip,  Forum  of  Original  Research, 
Thursday,  4:20  p.m. 

Joseph  C.  Rupp,  Forensic  Pathologist;  Coroner, 
Nueces  County,  Corpus  Christi. 

Panel:  Pressing  Problems  in  Elevating  the  Stan- 
dards of  Emergency  Medical  Care,  Texas  Chap- 
ter, American  College  of  Emergency  Physicians, 
Thursday,  9:45  a.m. 

Gary  L.  Schechter,  Assistant  Professor,  Department  of 
Otolaryngology,  The  University  of  Texas  Medical 
Branch  at  Galveston. 

Revascularization  Techniques  for  Head  and  Neck 
Reconstruction,  Forum  of  Original  Research, 
Thursday,  4:50  p.m. 

J.  Edwin  Seegmiller,  Professor  of  Medicine,  University 
of  California  Medical  School,  San  Diego. 

New  Concepts  of  the  Etiology,  Pathogenesis  and 
Treatment  of  Gouty  Arthritis,  Texas  Rheumatism 
Association,  Saturday,  11  a.m. 

Chief  Herman  Short,  Chief  of  Police,  Houston. 

How  the  Police  Department  Can  Help  With  Stu- 
dent Unrest,  Conference  on  Student  Unrest, 
Thursday,  11:30  a.m. 

Richard  D.  Slater,  Ed.D.,  Director  of  Pupil  Appraisal 
and  Psychological  Services,  Region  IV  Education 
Service  Center,  Houston. 

Curbstone  Consultations:  Learning  Disabilities  in 
Children,  Saturday,  5 p.m. 

Carroll  W.  Smith,  Ph.D.,  Assistant  Professor  of  Chem- 
istry, Harding  College,  Searcy,  Ark. 

An  Evaluation  of  Isometric-Isotonic  Exercise  for 
Developing  Physical  Work  Capacity,  Forum  of 
Original  Research,  Friday,  10:20  a.m. 

Reuel  A.  Stallones,  Dean,  The  University  of  Texas 
School  of  Public  Health  at  Houston. 

What’s  New  in  the  School  of  Public  Health,  Sec- 
tion on  Public  Health,  Saturday,  3:30  p.m. 

Mr.  Harold  Stevenson,  Graduate  Student  in  Physical 
Education,  The  University  of  Texas  at  Austin. 

An  Evaluation  of  Isometric-Isotonic  Exercise  for 
Developing  Physical  Work  Capacity,  Forum  of 
Original  Research,  Friday,  10:20  a.m. 

Mr.  R.  Charles  Stiles,  Associate  Counsel,  Hospital 
Services,  Inc.,  Houston. 

Legal  Aspects  of  Emergency  Room  Care,  Texas 
Chapter,  American  College  of  Emergency  Physi- 
cians, Thursday,  9:15  a.m. 

Panel;  Effect  of  New  JCAH  Standards  on  Emer- 
gency Medical  Care,  Texas  Chapter,  American 
College  of  Emergency  Physicians,  Thursday, 
10:30  a m 

Larry  H.  Taber,  Director,  Pediatric  Clinic,  Ben  Taub 
Hospital;  Assistant  Professor  of  Pediatrics,  Baylor 
College  of  Medicine,  Houston. 

Skin  Lesions  of  the  Newborn,  Texas  Dermato- 
logical Society,  Saturday,  10:10  a.m. 

Mr.  Riccardo  J.  Tettamanti,  Special  Assistant  to  the 
Director,  Texas  Institute  for  Rehabilitation  and 
Research,  Houston. 

Evaluation  in  a Specialized  Unit  (Houston  Work 


Evaluation  Unit),  Conference  on  the  Rehabilita- 
tion Potential  of  the  Cardiac  Patient,  Saturday, 
2:05  p.m. 

Paul  C.  Trickett,  Director,  Student  Health  Center,  The 
University  of  Texas  at  Austin. 

Curbstone  Consultations;  Unplanned  Pregnancy: 
(a)  In  Public  Schools,  (b)  In  College,  Saturday, 
5 p.m. 

Alberte  L.  Ungar,  Ph.D.,  Assistant  Professor  in  Anes- 
thesiology, Department  of  Anesthesiology,  Baylor 
College  of  Medicine,  Houston. 

Proteases  in  Normal  and  Pathological  Urine, 
Forum  of  Original  Research,  Thursday,  9:10  a.m. 

Mr.  Carol  S.  Vance,  District  Attorney,  Houston. 

Law  and  Order,  Seminar  on  Drug  Abuse,  Sun- 
day, 12  noon. 

The  Honorable  Dan  E.  Walton,  Judge,  178th  District 
Court,  Houston. 

Curbstone  Consultations:  You  and  the  Law, 
Friday,  5 p.m. 

Curtis  D.  Warrington,  Assistant  Instructor  in  Anes- 
thesiology, Department  of  Anesthesiology,  Baylor 
College  of  Medicine,  Houston. 

Proteases  In  Normal  and  Pathological  Urine,  For- 
um of  Original  Research,  Thursday,  9:10  a.m. 

Mr.  Kirk  S.  Wiggins,  Graduate  Student  in  Biomedical 
Engineering,  The  University  of  Texas  at  Austin. 
Considerations  Relative  to  Power  Requirements 
and  Limitations  in  Cardiac  Replacement  Devices, 
Forum  of  Original  Research,  Friday,  12  Noon. 

James  E.  Womack,  Ph.D.,  Assistant  Professor  of  Biol- 
ogy, Abilene  Christian  College,  Abilene. 

Inheritance,  Substrate  Specificity  and  Tissue 
Origin  of  a Polymorphic  Esterase  in  Rat  Serum, 
Forum  of  Original  Research,  Friday,  9:20  a.m. 

Mr.  Walter  Workman,  Attorney,  Baker,  Botts,  Shep- 
herd & Coats,  Houston. 

Legal  Problems  Encountered  in  Practice  of  Indus- 
trial Medicine,  Texas  Industrial  Medical  Associa- 
tion, Friday,  2:10  p.m. 

Mr.  Marcus  L.  Yancey,  Jr.,  Administrative  Engineer, 
Texas  Highway  Department,  Austin. 

Preventive  Traffic  Safety  as  Related  to  the  Pre- 
Crash,  Crash  and  Post-Crash  Stages,  Symposium 
on  Transportation  Safety,  Thursday,  3:25  p.m. 

Sue  Ellen  Young,  Resident  in  Ophthalmology,  Her- 
mann Hospital,  Houston. 

Toxic  Effects  of  Anticholinergic  Eye  Drops:  Re- 
versal With  Physostigmine  Salicylate,  Forum  of 
Original  Research,  Thursday,  10:40  a.m. 

Empress  Y.  Zedler,  Ph.D.,  Chairman,  Department  of 
Special  Education,  Southwest  Texas  State  Univer- 
sity, San  Marcos. 

Curbstone  Consultations:  Learning  Disabilities  in 
Children,  Saturday,  5 p.m. 

Efrain  N.  Zuniga,  Research  Assistant,  Department  of 
Physical  Medicine,  Baylor  College  of  Medicine, 
Houston. 

Instrumentation  and  Analysis  Techniques  to  Mea- 
sure Gait  and  Stump  Socket  Pressure  Dynamics, 
Forum  of  Original  Research,  Friday,  11:45  a.m. 
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Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Eitablithed  Over  \0  Years  Factory  Direct  Sales 

Please  visit  our  TMA  Booth  No.  73,  Houston,  May  6-8,  1971. 
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GENERAL  MEETING  LUNCHEONS 


2.  (1:15)  Installation  of  Dr.  James  H.  Sammons  as 

President  of  the  Texas  Medical  Association  for  1971- 
1972 


FRIDAY,  MAY  7,  12:30  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

James  H.  Sammons,  Baytown,  President-Elect,  Pre- 
siding 


Commander  Joseph  P.  Kerwin,  MC  USN 

Guest  Speaker 

NASA  Astronaut 
Manned  Spacecraft  Center,  Houston 


1.  (12:30)  Invocation 
Luncheon 


Guy  T.  Denton,  Jr.,  Dallas 


Recognition: 

Fifty  Year  Club 
Council  on  Annual  Session 
Chairman,  Committee  on  General 
Arrangements 

2.  (1:15)  Announcements  of  Scientific  Exhibits 
Awards  and  Recognition  of  Authors  of  Exhibits 

Phillip  W.  Voltz,  Jr.,  San  Antonio 

3.  (1:25)  Announcement  of  Winners  of  Annual  Art 
Exhibition 

Sheldon  M.  Tucker,  Houston 

4.  (1:35)  Presentation  of  Anson  Jones  Awards 

Walter  Walthall,  San  Antonio 

5.  (1:45)  Introduction  of  Speaker 

Thane  T.  Sponsel,  Houston 

6.  (1:50)  Skylab — The  World's  Swiftest  Research 
Laboratory 

Commander  Joseph  P.  Kerwin,  Houston 
(2:10)  Adjournment 


SATURDAY,  MAY  8,  12:30  P.M. 

Continental  Room,  Shamrock  Hilton  Hotel 
Walter  Walthall,  San  Antonio,  President,  Presiding 

Senator  Lloyd  M.  Bentsen,  Jr. 

Guest  Speaker 

United  States  Senate 
Washington,  D.C. 


1.  (12:30)  Invocation 

Byron  P.  York,  Houston 

Luncheon 

Recognition: 

1970-1971  Officers 
Past  Presidents  Association 
Presidents  of  Allied  Health  Professions 
Presidents  of  Paramedical  Groups 


3.  (1:35)  Introduction  of  Speaker 

John  M.  Smith,  Jr.,  San  Antonio 

4.  (1:40)  Address 

Senator  Lloyd  M.  Bentsen,  Jr.,  Washington,  D.C. 
(2:00)  Adjournment 

(The  General  Meeting  Luncheon  Program  is  cospon- 
sored by  Texas  Medical  Political  Action  Committee 
(TEXPAC),  Texas  Society  of  Internal  Medicine,  Inc., 
and  Texas  Medical  Association.) 


MEMORIAL  SERVICE 


SUNDAY,  MAY  9,  9-9:30  A.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 


Thomas  J.  Fatherree,  M.D.,  Houston,  Chairman 

Mrs.  A.  O.  McCary,  Lake  Jackson,  Cochairman 

Mrs.  John  K.  Glen,  Auxiliary  Local  Arrangements 
Chairman 

Prelude;  Sunday  Morning  at  Guion — Bendel 

Mrs.  Thelma  Lindsay,  Houston 


Invocation 


Dolph  L.  Curb,  M.D.,  Houston 


Memorial  Address  For  Deceased  Wives  of  Physicians 

Mrs.  A.  O.  McCary,  Lake  Jackson 


Solo:  Peace  I Leave  With  You — ^Tinney 

Mrs.  Chris  Dixie,  Houston 


Memorial  Address  For  Deceased  Physicians 

Thomas  J.  Fatherree,  M.D.,  Houston 


Solo:  The  Lord’s  Prayer — Malotte 

Mrs.  Chris  Dixie,  Houston 


Benediction 

Belton  G.  Griffin,  M.D.,  Houston 

Postiude:  Eternal  Life — Saint  Francis  of  Assisi 

Mrs.  Thelma  Lindsay,  Houston 
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FORUM  OF  ORIGINAL  RESEARCH 

Coordinator — Thomas  M.  Runge,  Austin 


THURSDAY,  MAY  6,  9 A.M. 

Venetian  Room,  Shamrock  Hilton  Hotel 

(The  Forum  of  Original  Research  provides  an  oppor- 
tunity for  short  presentation  and  discussion  of  orig- 
inal work  in  basic  medical  sciences  and  clinical  medi- 
cine by  members  and  guests  of  the  Texas  Medical 
Association.  Presentations  of  ten  minutes  will  be 
given.  Brief  discussion  periods  will  follow  each  paper. 
A moderator  for  each  specialty  will  be  designated 
and  will  appear  in  the  final  program  of  the  annual 
session.) 

1.  (9:00)  Introductory  Remarks 

Thomas  M.  Runge,  Austin 


PATHOLOGY/OBSTETRICS  AND  GYNECOLOGY 

2.  (9:10)  Proteases  in  Normal  and  Pathological 
Urine 

Arthur  S.  Keats,  Houston 
Alberte  L.  Ungar,  Ph.D.,  Houston 
Curtis  D.  Warrington,  Houston 

Two  neutral  proteases  were  estimated  in  over  400  specimens 
of  urine,  taken  from  44  normal  subjects  and  215  patients 
with  a variety  of  diseases,  as  well  as  before,  during  and 
after  various  surgical  procedures.  Strikingly  high  values  were 
observed  in  some  patients  who  underwent  cardiovascular 
operations  and  during  rejection  of  kidney  transplants.  A 
detailed  analysis  of  these  results  will  be  presented. 

(9:20)  Discussion 

3.  (9:25)  Alterations  of  Middle  Ear  Mucosa  Follow- 
ing Instillations  of  Crude  Tobacco  Tar:  An  Experi- 
mental Study  in  Cats 

S.  Donald  Greenberg,  Houston 

J.  Rayner  Dickey,  Houston 

In  seven  mongrel  cats  an  indwelling  polyethylene  tube  was 
inserted  into  the  middle  ear  bullae  through  a post-auricular 
incision.  The  tympanic  membrane  remained  intact.  At  weekly 
intervals,  0.2  ml  of  crude  tobacco  tar  (obtained  from  a 
cigarette  smoking  machine)  was  instilled  through  the  right 
polyethylene  tube  into  the  middle  ear.  In  each  cat,  the  left 
middle  ear,  having  only  the  polyethylene  tube,  served  as  a 
control.  The  cats  were  killed  at  weekly  intervals — the  first  cat 
having  only  one  instillation  of  tobacco  tar,  while  the  seventh 
cat  had  seven.  The  temporal  bones  were  decalcified  and 
tissue  sections  prepared. 

In  the  middle  ears  where  the  tobacco  tar  was  instilled,  there 
was  acute  and  chronic  inflammatory  reaction,  with  squamous 
metaplasia  of  the  mucosa.  Intercellular  bridges  were  present 
in  some  areas;  however,  keratin  formation  was  not  seen. 
Associated  findings  were  mucoid  epithelial  metaplasia,  mu- 
cous gland  formation,  firbrosis  within  the  tunica  propria,  and 
periosteal  new  bone  formation.  In  the  seven  middle  ears 
with  the  polyethylene  tube  alone,  there  was  only  mild  mucoid 
metaplasia  of  the  mucosa  and  chronic  inflammatory  reaction. 
There  was  no  squamous  metaplasia. 

This  study  demonstrates  that  although  the  usual  form  of 
response  to  injury  of  the  middle  ear  mucosa  is  mucoid 
metaplasia,  with  severe  inflammatory  reaction,  squamous 
metaplasia  can  occur. 

(9:35)  Discussion 


4.  (9:40)  Ultrastructure  and  Serology  of  the  Cer- 
carienhilllen  Reaktion  of  Schistosoma  mansoni 

Walter  M.  Kemp,  Ph.D.,  Abilene 

The  Cercarienhullen  Reaktion  (CHR)  of  Schistosoma  mansoni 
occurs  as  the  result  of  the  interaction  between  a cercarial 
antigen,  probably  the  tegumental  glycocalyx,  and  partially 
complement  dependent  IgG  antibody. 

Sequential  electron  micrographs  of  CHR  sheath  development 
implicate  the  glycocalyx  as  the  antigen.  Both  light  and  elec- 
tron microscope  histochemical  techniques  were  used  to  char- 
acterize the  chemical  nature  of  this  epitegumental  investment. 
Several  standard  serological  studies  were  used  to  determine 
the  serum  factor  responsible  for  CHR  sheath  formation. 

(9:50)  Discussion 

5.  (9:55)  A Study  of  Genital  Herpes  in  Two  Social 
Groups 

Mr.  Raymond  W.  Flanders,  Houston 
Herman  L.  Gardner,  Houston 
William  E.  Rawls,  Houston 

Antibodies  to  genital  strains  of  herpesvirus  (type  2)  have 
been  found  among  80-100%  of  Negro  women  with  carcinoma 
of  the  cervix,  while  a similar  association  between  antibodies 
to  the  virus  and  cervical  cancer  has  not  been  observed  among 
Caucasian  women.  Genital  herpes  was,  therefore,  studied  in 
two  social  groups.  Among  Caucasians  of  the  upper  socio- 
economic class  with  symptomatic  primary  genital  herpes, 
78%  lacked  antibodies  to  either  herpesvirus  type  1 or  type  2 
in  their  initial  serum  samples.  Among  Negroes  of  the  lower 
socioeconomic  class  attending  a venereal  disease  clinic,  only 
29%  of  persons  with  primary  genital  herpes  initially  lacked 
antibodies  to  either  type  of  herpesvirus  and  among  women 
of  this  group,  asymptomatic  infections  occurred.  The  antibody 
response  to  herpesvirus  type  2 among  individuals  with  genital 
herpes  was  similar  in  both  social  groups.  The  occurrence  of 
genital  herpes  among  14  of  18  (78%)  female  sex  contacts 
of  males  with  genital  herpes  indicates  that  the  virus  is 
venereally  transmitted. 

(10:05)  Discussion 

6.  (10:10)  Stereometric  Measurements  of  Changes 
in  Breast  Volume  During  the  Menstrual  Cycle 

Robert  A.  Liebelt,  Ph.D.,  Houston 
J.  Cuzzi,  Houston 
R.  E.  Herron,  Houston 
Raymond  Kaufman,  Houston 

K.  Mulkey,  Houston 

Subjective  sensations  of  breast  enlargement  during  the  men- 
strual cycle  have  yet  to  be  corroborated  by  objective  mea- 
surements. Twenty  volunteer  females  with  a mean  age  of 
19  years  constituted  the  study  group.  Utilizing  the  technique 
of  stereometric  analysis,  preliminary  observations  suggest  the 
following:  (1)  breast  volume  may  increase  as  much  as  15% 
during  the  premenstrual  period  in  some  women,  but  no 
changes  occur  in  others;  (2)  unilateral  premenstrual  enlarge- 
ment may  occur  in  some  women;  and  (3)  a decrease  may 
occur  in  one  or  both  breasts  of  some  women  during  mid-cycle. 

Although  the  measurement  procedures  for  determining  breast 
volume  need  to  be  further  refined,  the  results  of  this  initial 
study  indicate  that  the  stereometric  approach  provides  a 
sensitive  procedure  for  measuring  breast  volume. 

(10:20)  Discussion 

(10:25)  Coffee 
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7.  (10:40)  Toxic  Effects  of  Anticholinergic  Eye  Drops: 
Reversal  With  Physostigmine  Salicylate 

Sue  Ellen  Young,  Houston 
John  Falletta,  Houston 
Richard  S.  Ruiz,  Houston 

Two  cases  with  untoward  reactions  following  both  ingestion 
and  topical  administration  of  scopolamine  eye  drops  are 
presented.  The  predominant  central  nervous  system  involve- 
ment, characterized  in  one  patient  by  a hyperkinetic  response 
and  in  the  other  by  visual  hallucinations  and  drowsiness 
illustrate  the  dual  effects  of  anticholinergic  drugs.  Similar 
observations  have  been  reported  following  topical  adminis- 
tration of  atropine,  homatropine,  and  Cyclogyl.  Physostigmine 
salicylate,  1 mg  administered  intravenously,  intramuscularly, 
or  subcutaneously,  can  safely  and  effectively  reverse  the 
anticholinergic  syndrome. 

(10:50)  Discussion 

8.  (10:55)  Intraocular  Hypertension  in  Retinal  De- 
tachments 

Alan  Baum,  Houston 
Richard  S.  Ruiz,  Houston 

There  have  been  several  investigations  reporting  the  incidence 
of  intraocular  hypertension  in  patients  with  retinal  detach- 
ments. We  have  evaluated  593  patients  with  retinal  detach- 
ments, with  a minimum  follow-up  period  of  six  months.  The 
types  of  surgery  and  materials  used  are  discussed,  and  the 
incidence  of  intraocular  hypertension  found  in  our  patients 
is  reported. 

(11:05)  Discussion 

9.  (11:10)  Evaluation  of  the  Surgery  of  Congenital 
Cataracts 

Robert  J.  Lowe,  Houston 

Congenital  cataracts,  indication  for  surgery,  proper  age  for 
surgery,  and  the  types  of  surgical  procedures  for  treating 
congenital  cataracts  are  discussed.  Reviewed  are  35  patients, 
52  eyes,  operated  upon  at  Hermann  Hospital  over  the  past 
15  years,  comparing  type  of  procedure  to  complications, 
number  of  operations  required,  and  aspiration  results.  The  re- 
view concludes  that  needling  and  aspiration  results  in  fewer 
complications,  requires  fewer  visits  to  the  operating  room,  and 
achieves  as  good  visual  results  as  the  other  methods 
discussed. 

(11:20)  Discussion 

10.  (11:25)  Analysis  of  False  Positive  Eye  Betagrams 

Frank  0.  McGehee,  Jr.,  Houston 
Richard  S.  Ruiz,  Houston 

This  discussion  reviews  nine  false  positive  cases  taken  from 
a series  of  140  eye  betagrams.  A definite  explanation  is  cited 
in  seven  cases  about  why  they  were  confirmed  as  positive. 
The  percentage  uptake  taken  over  definite  choroidal  mela- 
nomas is  reviewed  in  relation  to  today's  criteria  for  positivity. 
The  causes  for  false  positive  results  have  been  carefully 
evaluated  indicating  ways  to  avoid  false  results  in  the  future. 

(11:35)  Discussion 

11.  (11:40)  Vestibulo-Ocular  Coordination  in  the 
Squirrel  Monkey 

Makoto  Igarashi,  Houston 
Hideo  Miyata,  Houston 

Optokinetic  nystagmus  was  measured  in  20  squirrel  monkey 
subjects  under  two  different  conditions.  First,  the  subject  was 
restrained  and  kept  still,  and  only  the  optokinetic  simulator 
cylinder  with  vertical  stripes  was  rotated  around  the  subject. 
Secondly,  the  cylinder  was  kept  still  and  the  subject  was 
rotated,  therefore,  simultaneous  ocular  and  vestibular  stimu- 
lations were  applied  to  the  subject. 

It  was  confirmed  that  even  a subliminal  vestibular  stimulation 
can  facilitate  the  optokinetic  nystagmus  in  the  squirrel 
monkey. 

(11:50)  Discussion 


12.  (11:55)  Corneoscleral  Enucleation  Implant 

Robert  B.  Wilkins,  Houston 

A new  enucleation  implant  made  by  surrounding  an  acrylic 
sphere  with  donor  sclera  has  been  used  in  three  patients. 
This  implant  allows  the  muscles  to  be  directly  attached  to 
the  implant.  This  makes  for  excellent  motility. 

A presentation  that  includes  a short  movie  (60-90  seconds) 
illustrates  the  steps  in  the  procedure  and  the  postoperative 
result. 

(12:05)  Discussion 
(12:10)  Recess 


1:45  P.M. 

Venetian  Room,  Shamrock  Hilton  Hotel 

13.  (1:45)  Introductory  Remarks 

Thomas  M.  Runge,  Austin 


PEDIATRICS/ALLERGY/GENETICS 

14.  (1:50)  Progress  in  the  Treatment  of  Hodgkin’s 
Disease  in  Children 

Margaret  P.  Sullivan,  Houston 
Martin  Hrgovcic,  Houston 
Carl  F.  Tessmer,  Houston 
Jordan  R.  Wilbur,  Houston 

Laparotomy  as  an  adjuvant  to  the  usual  clinical  studies 
permits  more  precise  staging  in  Hodgkin's  disease  of  child- 
hood making  possible  appropriate  initial  therapy.  Two  of  six 
children  receiving  staging  laparotomies  had  significant  altera- 
tion in  initial  treatment  plans  as  a result  of  the  surgical 
explorations.  Serum  copper  levels  are  proving  a reliable  index 
of  disease  activity  following  initial  therapy,  and  allow  the 
physician  to  detect  recurrent  disease  when  it  is  otherwise 
occult.  Effective  combination  chemotherapy  regimens  used 
prior  to  radiation  have  permitted  reduction  in  the  radiation 
field  size.  In  addition,  chemotherapy  has  resulted  in  long- 
term control  of  Stage  IV  disease. 

(2:00)  Discussion 

15.  (2:05)  Morbidity  and  Mortality  of  Acute  Intoxi- 
cation 

Eric  G.  Comstock,  Houston 

The  highly  empathetic  subject  of  accidental  intoxication  in 
childhood  and  the  misinterpretation  of  the  data  published 
by  the  National  Clearinghouse  for  Poison  Control  Information 
have  obscured  the  real  public  health  problems  of  acute 
intoxication.  More  than  50  fatalities  occur  among  adults  for 
each  childhood  death. 

An  investigation  of  the  incidence  of  acute  intoxication  is 
reported  and  factors  which  compromise  the  validity  of  data 
are  discussed. 

(2:15)  Discussion 

16.  (2:20)  Therapeutic  Attempts  in  the  Treatment 
of  Mucopolysaccharidoses 

Nicola  Di  Ferrante,  Ph.D.,  Houston 
Buford  L.  Nichols,  Jr.,  Houston 

Two  children  with  Hunter's  and  one  with  Hurler's  syndrome 
received  infusions  of  compatible  human  plasma.  As  a result, 
the  urinary  excretion  of  mucopolysaccharides  and  their  de- 
gradation increased  considerably.  Although  the  biochemical 
changes  lasted  only  a few  days,  the  clinical  ones  lasted  longer; 
the  skin  became  soft  and  elastic,  the  rigidity  decreased,  the 
behavior  and  the  mental  capacities  improved.  These  improve- 
ments terminated  abruptly,  usually  within  a month  or  two. 

(2:30)  Discussion 


P-24 


TEXAS  MEDICINE 


17.  (2:35)  The  Successful  Treatment  of  Otitis  Ex- 
terna 

Charles  E.  Kime,  Houston 

More  than  1,000  patients  were  treated  for  otitis  externa  of  the 
cellulitis  and  furuncle  types,  and  50%  had  received  penicillin 
or  mycins  without  response.  They  responded  well  to  Neo-Aris- 
toderm  foam,  and  in  some  instances  foam  plus  sulfa  type 
drugs.  Treatment  techniques  and  methods  are  discussed  along 
with  statistical  evaluation. 

(2:45)  Discussion 

18.  (2:50)  Comparison  of  the  Distribution  of  Heter- 
ochromatin and  Repeated  Nucleotide  Sequences  of 
DNA  in  Human  Chromosomes 

Frances  E.  Arrighi,  Ph.D.,  Houston 

A staining  procedure  has  been  developed  recently  from  the 
in  situ  hybridization  technique  of  Pardue  and  Gall  for  the  de- 
tection of  constitutive  heterochromatin.  In  many  mammalian 
species  thus  far  studied,  constitutive  heterochromatin  was 
found  in  all  cases,  generally  located  in  the  centromeric 
regions.  In  general,  this  technique  should  be  able  to  assist 
cytogeneticists  in  analysis  of  human  karyotypes. 

(3:00)  Discussion 

19.  (3:05)  Fetal  Malformations  Produced  in  Ham- 
sters by  Pentazocine  Lactate 

Prentice  A.  Caraway,  Ph.D.,  Canyon 

Abnormalities  most  commonly  noted  in  352  embryos  from 
drug  treated  females  were  brain  and  spinal  cord  disarrange- 
ment, hemorrhaging  and  edema,  eye  anomalies,  and  poor 
differentiation  of  skeletal,  epithelial  and  visceral  tissues,  ac- 
companied by  inhibition  of  growth  of  the  whole  body. 

(3:15)  Discussion 

20.  (3:20)  Provocative  Nasal  Testing  and  Treat- 
ment in  Respiratory  Allergy 

Harris  Hosen,  Port  Arthur 

The  use  of  concentrated  powdered  allergens  in  nasal  provoc- 
ative or  challenging  tests  gives  excellent  proof  of  the  etio- 
logical factors  in  respiratory  allergy.  Confirmation  of  the 
high  diagnostic  accuracy  of  such  tests  is  proven  by  parenteral 
provocative  subcutaneous  tests.  The  use  of  intradermal  skin 
tests  is  shown  to  have  a low  diagnostic  efficiency. 

(3:30)  Discussion 
(3:35)  Coffee 

SURGERY 

21.  (3:50)  Zollinger-Ellison  Syndrome  Without  Pep- 
tic Ulceration.  Diagnosis  by  Angiography  and  by 
Serum  Gastrin  Measurement 

James  C.  Thompson,  Galveston 
Herbert  Bunchman,  Galveston 
Marcel  Patterson,  Galveston 
David  D.  Reeder,  Galveston 

A 70-year-old  woman  was  admitted  to  The  University  of  Texas 
Medical  Branch  Hospitals  in  August,  1970,  with  a 10-month 
history  of  diarrhea  (5  watery  stools/day)  associated  with  a 
50  pound  weight  loss.  There  were  no  symptoms  of  peptic 
ulceration;  the  only  pain  she  experienced  was  occasional  colic 
and  diarrhea. 

At  operation  a 3 cm  rounded  tumor  of  the  distal  pancreas 
was  found  as  well  as  a 4 cm  metastasis  in  the  center  of  the 
left  lobe  of  the  liver.  A distal  pancreatectomy  and  total 
gastrectomy  with  esophagojejunostomy  was  performed.  Intra- 
operative measurements  of  serum  gastrin  revealed  a fall  from 
1133  pg/ml  to  607  ug/ml  on  removal  of  the  primary  tumor. 
By  the  second  postoperative  day,  however,  the  level  was 
2200  ng/ml. 


The  patient  has  done  well  since  operation.  She  is  tree  of 
diarrhea,  is  on  a regular  diet,  and  has  gained  four  pounds. 
The  serum  gastrin  level  six  weeks  postoperatively  was 
>2000  pg/ml.  Her  prognosis  seems  good  as  hepatic  metas- 
tases  usually  grow  slowly  after  removal  of  the  stomach. 

(4:00)  Discussion 

22.  (4:05)  Zinc  Concentrations  in  Plasma,  Red 
Blood  Cells,  Wound  Exudate  and  Tissues  of  Burned 
Children 

Duane  L.  Larson,  Galveston 
Sally  Abston,  Galveston 
M.  Dobrkovsky,  Galveston 
Stephen  R.  Lewis,  Galveston 

Zinc  concentrations  were  determined  in  plasma,  red  blood 
cells,  wound  exudate,  and  skin  of  burned  children.  Those 
children  with  extensive  thermal  injuries  revealed  a zinc  defi- 
ciency. Many  of  these  patients  with  chronic  wounds,  minimal 
epithelization,  and  poor  skin-graft  acceptance  improved  after 
zinc  therapy,  for  the  rate  of  epithelization  increased  and 
graft  acceptance  improved. 

(4:15)  Discussion 

23.  (4:20)  The  Lateral  Repair  of  Venous  Injuries 
Using  the  Week  Hemoclip 

Ernest  Poulos,  Dallas 
Stephen  S.  Clark,  Dallas 
William  K.  Rundell,  Jr.,  Dallas 

During  extensive  abdominal  vascular  procedures  small  rents 
are  made  in  the  major  veins  with  some  frequency.  The  neces- 
sity of  repair  and  the  desirability  of  luminal  patency  is 
obvious.  Two  and  one-half  cm  rents  were  made  in  the  vena 
cava  of  six  dogs  in  the  laboratory  and  lateral  repair  was 
done  with  the  Hemoclip.  Postoperative  studies  showed  patency 
of  the  veins  and  no  harmful  effects  from  the  clips.  Clinical 
application  is  discussed. 

(4:30)  Discussion 

24.  (4:35)  Current  Management  of  Ventricular  An- 
eurysms 

Eugene  T.  Tragus,  Dallas 
Ridlon  J.  Kiphart,  Dallas 
Hugh  E.  Wilson,  III,  Dallas 

The  prognosis  of  patients  who  develop  postinfarction  ventricu- 
lar aneurysms  is  poor.  Nonoperative  mortality  rates  have 
been  reported  to  be  as  high  as  51%  within  the  first  year  and 
88%  within  five  years.  Ventricular  aneurysmectomy  has  had 
a reported  mortality  rate  of  13%  to  33%.  We  are  presenting 
our  experiences  with  25  consecutive  patients  who  have  under- 
gone ventricular  aneurysmectomy  plus  myocardial  revascu- 
larization with  an  operative  mortality  rate  of  8%. 

(4:45)  Discussion 

25.  (4:50)  Revascularization  Techniques  for  Head 
and  Neck  Reconstruction 

Gary  L.  Schechter,  Galveston 

A technique  has  recently  been  developed  in  laboratory  for  the 
formation  of  composite  skin  flaps  which  are  directly  supplied 
by  large  nutrient  blood  vessels.  This  technique  depends  upon 
the  revascularization  of  skin  and  its  subcutaneous  tissue  via 
vessels  from  the  underlying  muscle.  This  vascular  pedicle 
skin  flap  (V-P  flap)  has  been  successfully  autotransplanted 
from  the  thigh  to  the  neck  of  dogs  using  mechanical  vessel 
anastomosis  techniques  to  reconstitute  its  blood  supply.  Simi- 
lar revascularization  procedures  have  been  successfully  ap- 
plied to  the  larynx.  The  use  of  autotransplanted  composite 
skin  flaps  in  reconstructive  problems  accompanying  head  and 
neck  surgery  has  opened  a new  area  for  investigation.  This 
study  deals  with  applications  of  the  autotransplanted  vascular 
pedicle  flap,  and  the  techniques  used  in  revascularizing  tis- 
sues and  preparing  them  for  autotransplantation  to  distant 
sites  will  be  discussed.  Specific  examples  will  be  presented. 
Principles  behind  revascularization  techniques  and  future 
applications  will  be  discussed. 

(5:00)  Discussion 


Volume  67,  March,  1971 


P-25 


26.  (5:05)  Partial  Splenectomy  and  Pleural  Splenic 

Transposition,  A New  Approach  to  Congestive  Hyper- 
splenism of  Portal  Hypertension 

Luke  W.  Able,  Houston 
A.  P.  Maheshkumar,  Houston 

A surgical  reduction  of  the  splenomegaly  is  hemostatically 
possible  and  at  the  same  time  allows  the  preserving  of  the 
spleen's  reticuloendothelial  function.  Congestive  hypersplen- 
ism  does  not  require  complete  splenectomy.  Transposition  of 
the  reduced  spleen  to  the  left  pleural  space  at  the  same  pro- 
cedure adds  extra-abdominal  portal  collaterals  that  further 
portal  decompression  and  prevent  recurrence  of  splenomegaly. 

(5:10)  Discussion 


BIOCHEMISTRY 

27.  (5:15)  Bone  Mineral  Distribution  Along  Primate 
Femurs  and  Tibias 

Louis  S.  Meharg,  Ph.D.,  Houston 
John  K.  Hampton,  Jr.,  Ph.D.,  Houston 

It  is  desirable  in  many  clinical  and  experimental  situations 
to  estimate  skeletal  weight  or  some  function  thereof  in  vivo. 
For  practical  reasons  it  has  become  common  to  make  these 
inferences  from  one  or  several  isolated  measurements  on  a 
peripheral  bone  or  bones.  Such  inferences  are  desirable  in 
several  calcium  metabolism  experiments  underway  or  planned 
in  this  laboratory.  Therefore  some  effort  has  been  directed 
toward  correlating  isolated  measurement  values  with  bone 
and  skeletal  weights.  A first  step  in  this  effort  has  been  to 
determine  the  mineral  per  unit  length  along  Marmoset  monkey 
femurs  and  tibias. 

The  photon  transmission  technique  described  by  Sorenson 
and  Cameron  has  been  used  to  effect  the  bone  mineral 
measurements.  The  mineral  distributions  of  entire  bones  have 
been  determined  and  mineral  per  unit  length  curves  have 
been  plotted.  Data  from  these  curves  are  being  used  to  corre- 
late isolated  measurement  values  with  bone  weights.  The 
bones  used  in  obtaining  these  data  are  from  a collection  of 
preserved  animals  with  known  pathologies. 

Data  obtained  seem  to  agree  generally  with  previously  report- 
ed measurements  for  bones  from  pongids.  The  mineral  per 
unit  length  values  at  the  mid-femur  location  shows  the  best 
correlation  with  femur  weight  (r>.9).  Analysis  of  the  tibia 
data  is  not  yet  complete.  Statements  from  the  literature  that 
demineralization  of  a bone  is  general  over  the  entire  bone 
are  confirmed  by  these  measurements.  There  seems  to  be 
no  region  from  which  bone  disappears  preferentially. 

(5:25)  Discussion 

28.  (5:30)  Determination  of  Enzyme  Kinetic  Para- 
meters by  an  Automated  Substrate  Gradient  Method 

Albert  Himoe,  Ph.D.,  Houston 
Miss  Gloria  Catledge,  Houston 

An  automated  method,  based  on  the  use  of  a continuous 
substrate  gradient  coupled  with  Autoanalyzer  technology,  has 
been  developed  for  the  rapid  determination  of  kinetic  para- 
meters of  ornithine  transcarbamylase.  The  general  method, 
in  principle,  is  capable  of  application  to  many  systems  of 
clinical  interest.  Possible  examples  are  the  determination  of 
heart/muscle  LDH  ratios,  and  the  rapid  characterization  of 
the  properties  of  abnormal  hemoglobin. 

(5:40)  Discussion 

(5:45)  Adjournment 


FRIDAY,  MAY  7,  9 A.M. 

Venetian  Room,  Shamrock  Hilton  Hotel 

1.  (9:00)  Opening  Remarks 

Thomas  M.  Runge,  Austin 

BIOCHEMISTRY  (continued) 

2.  (9:05)  Recent  Applications  of  Biochemistry  to 
Clinical  Research 

Billy  G.  Creech,  Ph.D.,  Houston 
Harry  S.  Lipscomb,  Houston 
Ernest  D.  Mayfield,  Ph.D.,  Houston 

A preventive  health  testing  center  has  been  established  in 
which  physiological  and  biochemical  measurements  are  made 
to  develop  more  relevant  determinations  directed  toward 
specific  clinical  problems. 

Selective  use  of  existing  measurements,  plus  innovative  appli- 
cations of  biochemistry  to  the  development  of  more  appro- 
priate tests  offer  a new  approach  to  preventive  health  testing. 

(9:15)  Discussion 

3.  (9:20)  Inheritance,  Substrate  Specificity  and  Tis- 
sue Origin  of  a Polymorphic  Esterase  in  Rat  Serum 

James  E.  Womack,  Ph.D.,  Abilene 

starch-gel  electrophoresis  and  histochemical  staining  has  re- 
vealed a genetic  polymorphism  of  esterase  in  rat  serum.  The 
inheritance  may  be  described  as  dominant  or  codominant 
depending  upon  the  capacity  of  the  electrophoretic  system 
to  separate  the  cathodal  band  from  the  albumin-associated 
esterase  band.  The  variant  esterase  shows  maximum  activity 
in  alpha-naphthyl  butyrate  and  is  inhibited  by  10-®M  eserine 
sulfate.  The  polymorphic  esterase  is  produced  primarily  in 
the  duodenum  although  its  presence  has  been  verified  in 
other  digestive  tract  tissue.  Linkage  data  have  been  negative 
relative  to  the  three  coat  color  genes  studied  to  date. 
Supported  by  Research  Corporation. 

(9:30)  Discussion 

4.  (9:35)  Adenylosuccinate:  Structure  and  Function 

Mr.  Larry  B.  Barnes,  Houston 
Stephen  H.  Bishop,  Ph.D.,  Houston 

Cellular  metabolism  is  regulated  by  the  ratio  of  adenine 
nucleotides  in  the  cell  (ATP  -f  0.5  ADP/ATP  + ADP  + AMP). 
Adenylosuccinate  (ASA),  a fourth  adenine  nucleotide,  has 
not  been  previously  considered  as  a component  of  the  ade- 
nine nucleotide  pool.  ASA,  a precursor  in  the  biosynthesis 
of  adenylic  acid,  has  been  synthesized  enzymatically,  purified 
and  characterized  using  mass  spectrometry.  Chromatographic 
methods  for  the  identification  of  ASA  in  tissues  have  been 
developed.  The  enzymatic  conversion  of  ASA  to  adenylic  acid 
has  been  demonstrated  in  mammalian  tissue  and  some  proper- 
ties of  the  enzyme  determined. 

(9:45)  Discussion 

5.  (9:50)  Serum  Enzyme  Activities  Following  Admin- 
istration of  Purified  Basic  Proteins  From  Rattlesnake 
Venoms 

Carlos  A.  Bonilla,  Ph.D,  Fort  Collins, 
Colo.;  Miss  M.  Katie  Fiero,  Dallas; 
Mr.  John  Novak,  Sheppard  Air  Force  Base 

The  effects  of  two  small  molecular  weight  basic  protein  toxins 
(SBPT)  isolated  from  C.  adamanteus  (Eastern  diamondback 
rattler)  and  C.  h.  atricaudatus  (Canebrake  rattler)  on  serum 
enzyme  levels  in  mice  were  studied.  For  comparative  pur- 
poses, a third,  larger  protein,  the  anticoagulation  fraction 
from  C.  h.  atricaudatus  venom  fraction  CMC-I,  was  also 
tested. 

Single,  sublethal  injections  of  both  SBPT  elicited  dose-depen- 
dent rises  in  glutamic  oxalacetic  transaminase  (SCOT),  hy- 
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droxybutyric  dehydrogenase  (a-HBD)  and  aldolase  (ALD). 
No  changes  in  the  level  of  alkaline  phosphatase  (AP),  packed 
red  cell  volume  (HTC-hematocrit)  or  total  serum  protein  (TP) 
were,  however,  observed. 

The  onset  and  duration  of  the  elevated  serum  enzyme  levels 
induced  by  the  two  toxins  was  consistent  with  changes  seen 
following  administration  of  the  beta-adrenergic  stimulating 
agent,  isoproterenol,  to  rats. 

The  results  support  the  hypothesis  that  the  isolated  SBPT 
from  rattlesnake  venoms  exert  their  lethal  action  by  produc- 
ing minimal  to  massive  myocardial  infarction  in  animals 
depending  on  the  dose  employed. 

(10:00)  Discussion 


CARDIOVASCULAR  DISEASES/INTERNAL  MEDICINE 

6.  (10:05)  Experiences  With  A Voluntary  Physical 
Conditioning  Program  for  Executives 

Cannon  A.  Owen,  Houston 
Earl  F.  Beard,  Houston 

During  the  past  two  years,  250  executives  at  the  NASA 
Manned  Spacecraft  Center  have  voluntarily  participated  in  a 
testing  program  to  include  quarterly  determinations  of  pul- 
monary and  cardiovascular  function.  Each  participant,  with 
professional  counsel,  followed  his  own  method  of  interim 
physiological  exercise.  Dynamic  testing  was  accomplished 
with  a heart-rate  controlled  bicycle  ergometer.  Preliminary 
observations  of  this  on-going  program  are  presented. 

(10:15)  Discussion 

7.  (10:20)  An  Evaluation  of  Isometric-Isotonic  Exer- 
cise for  Developing  Physical  Work  Capacity 

Mr.  Harold  T.  Stevenson,  Austin 
Mr.  Bob  J.  Corbin,  Searcy,  Ark. 

Harry  D.  OIree,  Ph.D.,  Searcy,  Ark. 
Carroll  W.  Smith,  Ph.D.,  Searcy,  Ark. 

Twenty  college  male  volunteers  were  divided  into  four  groups 
of  five  each.  Three  groups  trained  on  an  exerciser  for  the 
ten  weeks.  One  group  performed  ten  big  fours  three  times 
per  week.  Another  group  performed  20  big  fours  three  times 
per  week.  A third  group  trained  on  a ten-station  circuit, 
executing  three  circuit  repetitions  per  training  session  three 
times  per  week.  The  fourth  group  served  as  controls.  Pre- 
training and  post-training  values  of  a number  of  variables 
were  compared  statistically.  All  training  groups  had  significant 
increases  in  back,  arm,  and  leg  strengths.  Heart  rates  of 
sufficient  magnitude  and  duration  were  attained  by  all  train- 
ing groups  such  that  an  aerobic  training  effect  was  expected. 
All  training  groups  had  a significant  increase  in  vol/kg  of 
body  weight/min  indicating  that  the  PWC  of  college-age  males 
can  be  increased  by  the  use  of  the  specified  exercise  pro- 
grams if  their  initial  capacity  is  poor  to  fair. 

(10:30)  Discussion 

8.  (10:35)  The  Cardio-Chronotopogram:  A Potential 
Aid  to  the  Cardiologist 

Robert  L.  Everett,  Ph.D.,  Houston 
Wallace  L.  Anderson,  Ph.D.,  Houston 

A new  approach  utilizing  photographic  procedures  in  con- 
junction with  certain  modern  optical  techniques  for  the  re- 
cording, processing  and  presentation  of  ECG  data  has  been 
proposed,  implemented,  and  is  now  under  investigation.  The 
purpose  of  the  method  is  to  form  a coherent  pattern,  on 
film,  of  the  ECG  signals,  this  pattern  containing — at  the  very 
least — all  of  the  information  usually  considered  to  be  required 
for  interpretation.  To  insure  completeness,  data  from  pre- 
cordial leads  on  the  right  as  well  as  the  left  side  of  the 
chest  are  included.  Because  all  signals  are  recorded  simul- 
taneously in  a side-by-side  format,  precise  relationships  in 
time  between  the  signals  from  all  leads  are  preserved. 

(10:45)  Discussion 


9.  (10:50)  Practical  Diagnosis  of  Types  of  Hyperlipo- 
proteinemias 

George  R.  Herrmann,  Galveston 

The  Fredrickson  et  al  classification  offers  a means  of  develop- 
ing better  information  as  to  prognosis,  complications,  and 
successful  treatment  and  better  result  of  therapy  in  hyperlipo- 
proteinemias. 

The  practical  points  to  be  made  are  the  fact  that  the  sera 
might  be  fairly  accurately  classified  without  resorting  to  the 
long,  time-consuming  and  costly  electrophoretogram. 

It  should  be  emphasized  that  the  practicing  physician  must 
have  the  serum  levels  of  both  cholesterol  and  triglycerides 
determined.  Then  by  observing  the  physical  characteristics  of 
serum  that  has  stood  overnight  in  the  refrigerator  at  4“  C, 
the  presence  or  absence  of  a supernatant  layer  and  a clear 
or  turbid  infernate  can  be  determined.  With  these  data  he 
may  classify  his  patient  with  hyperlipoproteinemia  fairly  ac- 
curately. 

(11:00)  Discussion 
(11:05)  Coffee 


BIOMEDICAL  ENGINEERING 


10.  (11:15)  Electrical  Calibration  of  the  Indicator 
Dilution  Method 

L.  A.  Geddes,  Ph.D.,  Houston 
C.  P.  Da  Costa,  Houston 

The  indicator-dilution  method  is  perhaps  the  most  popular 
method  for  the  measurement  of  cardiac  output  in  man  and 
experimental  animals.  Although  easily  applied,  calibration  of 
the  detecting  cell  is  time-consuming  because  it  requires  mix- 
ing blood  samples  with  known  concentrations  of  indicator. 
The  use  of  saline  as  an  indicator  offers  the  unique  advantage 
that  calibration  can  be  performed  electrically  by  determining 
the  relationship  between  specific  resistance  in  the  concentra- 
tion of  saline  in  blood  samples  of  various  hematocrits.  This  re- 
lationship has  been  determined  for  human,  cow,  and  dog  blood 
and  using  these  data,  any  conductivity  cell  used  to  detect  the 
saline  dilution  curve  can  be  calibrated  electrically  by  the 
addition  of  a known  electrical  resistance  in  series  with  the 
conductivity  cell. 

Using  the  electrical  calibration  method,  cardiac  outputs  have 
been  measured  in  dogs  and  compared  with  the  values 
obtained  with  the  dye  and  Pick  methods:  excellent  agreement 
has  been  obtained. 

(11:25)  Discussion 


11.  (11:30)  Safety  Testing  for  Equipotential  Ground- 
ing Systems 

William  R.  Duff,  Ph.D.,  Houston 
Mr.  John  H.  Maness,  Houston 

Electrical  accidents  have  occurred  in  the  hospital  environ- 
ment due  to  currents  as  low  as  10  microamps  when  passed 
directly  through  the  myocardium.  Certain  areas  of  the  hospi- 
tal, such  as  intensive  care  units,  coronary  care  units,  and 
operating  rooms,  provide  numerous  avenues  for  an  electrical 
accident.  One  of  the  basic  principles  for  electrical  safety 
is  the  concept  of  an  equipotential  grounding  environment. 
Simply  stated,  an  equipotential  environment  implies  that  all 
possible  grounding  sources  in  the  immediate  vicinity  of  the 
patient  be  connected,  by  low  resistance  conductors,  such  that 
the  voltage  difference  between  any  two  points  of  this  ground 
system  is  no  greater  than  approximately  5 millivolts.  A new 
type  of  test  instrument  has  been  developed  to  determine  the 
efficacy  of  such  an  equipotential  grounding  system  under 
realistic  operating  conditions. 

(11:40)  Discussion 
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12.  (11:45)  Instrumentation  and  Analysis  Techniques 
to  Measure  Gait  and  Stump  Socket  Pressure  Dynamics 

Mr.  Joseph  Canzoneri,  Houston 
Mr.  Donald  E.  Koenig,  Houston 
Lewis  A.  Leavitt,  Houston 
Charles  R.  Peterson,  Houston 
Efrain  N.  Zuniga,  Houston 

Instrumentaion  and  analysis  techniques  have  been  developed 
which  allow  the  physician  to  quantitate  gait  and  stump 
socket  pressure  dynamic  variables.  The  amputee’s  perform- 
ance is  evaluated  in  a clinical  evaluation  laboratory.  Trans- 
ducers are  easily  applied  by  a laboratory  technician  with  no 
alteration  of  the  prosthesis  required. 

With  special  electronic  control  circuits  and  a PDP-8  computer, 
the  evaluation  system  automatically:  (1)  initiates  the  testing 
program,  (2)  generates  start/calibrate  and  stop/calibrate  sig- 
nals, (3)  acquires  analog  signals  from  seven  measuring  trans- 
ducers, (4)  digitizes,  formats,  and  adds  dimensional  units, 
and  (5)  prints  out  62  derived  parameters  in  step-by-step 
and/or  summary  form. 

Within  a few  minutes,  after  the  amputee  walks  a prescribed 
course,  the  physician  can  make  an  assessment  of  the  condi- 
tion of  the  amputee’s  stump-socket  interface,  and  the  me- 
chanical components  of  his  prosthesis  which  determine  his 
walking  pattern.  Dynamic  evaluation  of  the  foot,  knee  and 
load-bearing  surfaces  are  observable  on  the  print  out.  Statis- 
tical studies  are  made  by  further  processing  the  summary 
data  on  an  IBM  360-50  computer. 

From  these  studies,  the  profile  patterns  of  "normal”  and 
"abnormal”  amputees  are  generated  and  significant  para- 
meters are  identified.  As  these  parameters  are  found  to  be 
significant  for  specific  abnormalities  of  fit,  the  physician  could 
examine  the  amputee  on  an  outpatient  basis,  and  with  confi- 
dence, relay  the  necessary  information  to  the  prosthetist  to 
modify  the  amputee’s  prosthesis.  This  modification  will  elimi- 
nate or  limit  the  conditions  which  affect  his  ability  to  use 
his  artificial  leg  effectively. 

(11:55)  Discussion 

13.  (12:00)  Considerations  Relative  to  Power  Re- 
quirements and  Limitations  in  Cardiac  Replacement 
Devices 

Mr.  Kirk  S.  Wiggins,  Austin 
Thomas  M.  Runge,  Austin 

Animal  experimentation  suggests  that  50  watts  can  be  passed 
across  intact  skin  by  induction  without  untoward  effect,  in- 
dicating that  an  electric  motor  of  high  mechanical  efficiency 
coupled  with  a similarly  mechanically  efficient  cardiac  re- 
placement device  might  be  feasible,  affording  cardiac  output 
sufficient  to  sustain  a human  subject  at  a mild  level  of 
physical  activity. 

Approaches  to  measuring  power  consumption  in  a model 
cardiac  replacement  device  are  outlined,  and  the  feasibility 
of  electric  powering  of  such  a device  discussed. 

(12:10)  Discussion 

(12:15)  Adjournment 

CONTINENTAL  BREAKFAST 
ROUND  TABLE 
PRESENTATIONS 


Six  Continental  Breakfast  Round  Table  Presentations 
will  be  held  Friday,  8:15  to  9:30  a.m.,  and  seven  will 
be  held  Saturday,  8:15  to  9:30  a.m.,  in  the  Shamrock 
Hilton  Hotel.  The  round  table  presentations  are  infor- 
mal programs  given  primarily  for  those  in  general 
practice.  They  feature  30  minutes  of  informal  discus- 
sion and  refreshments,  approximately  25  minutes  of 
lecture  by  the  guest  speaker,  and  50  minutes  of  open 


forum.  Tickets  (at  no  charge)  are  required  for  admit- 
tance and  may  be  obtained  at  the  registration  desks. 


Coffee,  rolls,  and  juice  will  be  available  to  those 
attending  through  the  courtesy  of  Geigy  Phar- 
maceuticals. 


Following  is  a list  of  round  table  topics,  discussion 
leaders,  and  meeting  rooms  in  the  Shamrock  Hilton 
Hotel: 


FRIDAY,  MAY  7,  8:15-9:30  A.M. 

1.  Treatment  of  Leukemia — Yea  or  Nay  (Joint  Pres- 
entation) 

(Camelia  Room)  William  H.  Crosby,  Boston 

James  F.  Holland,  Buffalo 

During  the  20  years  of  the  chemotherapeutic  era  the  median 
life  span  of  patients  with  acute  granulocytic  leukemia  has  not 
changed.  Some  patients  enjoy  long,  complete  remissions  but 
these  comprise  a small  minority.  Most  remissions  are  incom- 
plete or  brief  or  both  and  are  purchased  at  a price  of 
miserable  side  effects  of  therapy.  In  attempting  to  treat  AGL 
we  should  avoid  the  destruction  of  patients  in  our  eagerness 
to  destroy  an  indestructible  disease.  (Dr.  Crosby) 

2.  Inguinal  Hernia — Surgical  Therapy 

(Nile  Rooms)  Lloyd  M.  Nyhus,  Chicago 

3.  Aesthetic  Surgery  of  Face,  Ears,  and  Breasts 

(Belvedere  Room)  Peter  Randall,  Philadelphia 

Lay  publications  contain  increasing  numbers  of  articles  on 
cosmetic  surgery.  In  seeking  advice,  patients  usually  direct 
their  questions  to  any  physician  they  know  well.  This  round 
table  discussion  will  cover  for  those  in  other  fields  of  medi- 
cine the  types  of  operations  which  are  being  done.  Stress 
is  placed  on  the  close  working  relationship  which  is  often 
needed  between  the  plastic  surgeon  and  his  medical  col- 
leagues in  handling  these  patients. 

4.  Female  Sexuality 

(Azalea  Room)  Leon  Saizman,  New  York 

5.  Injuries  Associated  With  Seat  Belts 

(Normandy  B)  William  S.  Smith,  Ann  Arbor,  Mich. 

6.  Diagnosis  and  Treatment  of  Bacterial  Pneumonia 

(Normandy  A)  Morton  M.  Ziskind,  New  Orleans 

The  diagnosis  of  bacterial  pneumonia  depends  upon  demon- 
stration of  the  etiologic  agent  and  understanding  of  the  re- 
sponse of  the  patient  to  the  infection.  The  differences  between 
predominant  alveolar  pneumonia  and  bronchopneumonia  that 
influence  diagnosis,  clinical  course,  and  treatment  will  be 
presented.  The  influence  of  age,  smoking  habits,  and  associ- 
ated disease  must  be  considered.  Factors  related  to  unfavor- 
able responses  to  treatment  will  be  listed. 


SATURDAY,  MAY  8,  8:15-9:30  A.M. 

7.  Incompetent  Urethra 

(Azalea  Room)  Bruce  H.  Drukker,  Detroit 

The  ability  of  the  female  urethra  to  maintain  continence  is 
a reflection  of  numerous  factors.  These  include  the  functional 
capacity  of  the  pelvic  diaphragm,  the  tonus  of  urethral 
smooth  muscle,  the  anatomic  relationships  of  the  urethro- 
vesical  junction,  and  the  integrated  control  of  the  smooth 
muscle  detrusor  of  the  bladder.  This  seminar  will  relate 
these  major  factors  to  female  continence  and  attempt  to 
allay  attitudes  of  skepticism  and  controversy  which  are  often 
encountered  when  pondering  female  incontinence.  Diagnostic 
techniques  will  be  presented  which  are  necessary  to  ade- 
quately categorize  incontinence  and  are  useful  for  determin- 
ing the  reason  for  success  or  failure  of  varying  operative 
procedures  for  urinary  incontinence. 
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8.  Hiatus  Hernia:  Facts  and  Fancies 

(Bluebonnet  Room)  Philip  Kramer,  Boston 

9.  Associated  Antigen  Hepatitis 

(Nile  Rooms)  Chang  Ling  Lee,  Chicago 

10.  Clinical  Entities  in  Uveitis 

(Embassy  Room)  A.  Edward  Maumenee,  Baltimore 

The  term  uveitis  refers  to  many  different  types  of  chronic 
endogenous  inflammation  of  the  ocular  tissues.  Some  of  these 
entities  are  known  to  be  caused  by  specific  agents,  such  as 
the  Toxoplu^rma  gondii,  Histoplaxma  capsulatum,  Toxocara 
cania,  and  Treponema  paliiditm.  Other  entities,  such  as  acute 
anterior  nongranulomatous  iritis,  pars  planitis,  and  placoid 
pigment  epitheliopathy,  present  typical  clinical  pictures  but 
the  specific  etiological  agent  is  not  known.  These  entities 
will  be  discussed.  Examples  of  each  will  be  demonstrated 
with  slides. 

11.  Speech  and  Language  Disorders  in  Young  Children 
(Belvedere  Room) 

Sylvia  O.  Richardson,  Cincinnati 

12.  Crash  Protection  of  Motor  Vehicle  Occupants 

(Continental  Room) 

John  P.  Stapp,  Washington,  D.C. 

Average  daily  toll  of  155  killed  and  5,550  injured  is  a 
pandemic  crisis  demanding  priority  effort  on  crash  protection 
of  motor  vehicle  occupants  against  forces  of  collision  at 
60  miles  per  hour  or  less.  Historical  review  of  voluntary  and 
passive  restraint  systems  and  the  supporting  experimental 
and  test  data  are  presented  with  slides  and  motion  pictures. 
Several  concepts  of  passive  restraint  systems  are  described. 
Principles  of  crash  protection  and  human  tolerance  limits 
are  presented.  Use  and  effectiveness  of  seat  belts,  three- 
point  restraint,  head-rest,  infants'  and  children’s  restraints, 
energy  absorbing  steering  columns,  and  laminated  wind- 
shields are  reviewed  for  changing  patterns  of  injury  and 
survival,  for  various  age  and  size  categories  including  preg- 
nant women.  Energy  absorbing  bumpers,  strengthened  door 
locks  and  doors,  de-lethalized  interior  and  protective  padding 
are  discussed. 

13.  Pulmonary  Thromboembolism 

(Normandy  A)  Henry  N.  Wagner,  Jr.,  Baltimore 


CURBSTONE  CONSULTATIONS 


FRIDAY,  MAY  7,  5 to  6 P.M. 


Table  1.  Orthopaedic  Foot  Problems  in  Children 

Sam  A.  Nixon,  Floresville,  Moderator 
George  M.  Boswell,  Jr.,  Dallas 
Newton  E.  Dudney,  League  City 
Arthur  M.  Jansa,  Houston 
Harry  A.  Tubbs,  Post 

Table  2.  Antepartum  Diagnosis  of  Congenital  Anoma- 
lies 

L.  Charles  Powell,  Galveston,  Moderator 
Lillian  Lockhart,  Galveston 
Donald  Rappaport,  Ph.D.,  Galveston 

Table  3.  You  and  the  Law 

Judge  Dan  E.  Walton,  Houston,  Moderator 
Judge  William  N.  Blanton,  Jr.,  Houston 
Mr.  John  L.  Hill,  Jr.,  Houston 
Joseph  A.  Jachimezyk,  Houston 
Mr.  John  Luke  McConn,  Jr.,  Houston 


Table  4.  The  Drug  Abuse  Problem 

Jerry  M.  Lewis,  Dallas,  Moderator 
M.  Theodore  Bronstad,  Jr.,  Fort  Worth 
Doyle  I.  Carson,  Dallas 
Joseph  W.  King,  Dallas 
Rep.  Michael  J.  Moncrief,  Fort  Worth 

Table  5.  Physical  Therapy  Modalities  in  Your  Office 

Ariel  Bar-Sela,  Houston,  Moderator 
James  W.  Caldwell,  Dallas 
Oscar  O.  Selke,  Jr.,  Houston 
Kenneth  B.  Washburn,  San  Antonio 

Table  6.  Combining  Immunizing  Agents  in  Infancy 

Louise  C.  Crow,  Houston,  Moderator 
Charles  L.  Concklin,  Corpus  Christi 
John  Leonard,  Houston 
Robert  A.  MacLean,  Houston 
Randolph  L.  Schaffer,  Houston 
Mary  Ann  South,  Houston 


Twenty  informal,  unrehearsed  round  table  discussions, 
sponsored  by  the  Texas  Medical  Association,  will  be 
held  Friday,  5 to  6 p.m.,  and  Saturday,  5 to  6 p.m., 
in  the  Emerald  Room  of  the  Shamrock  Hilton  Hotel. 
All  registrants  are  invited  to  attend. 

Physicians  may  move  from  one  table  to  another,  if 
and  when  they  wish,  and  are  encouraged  to  ask 
questions  and  to  comment  on  the  various  aspects  of 
each  subject  under  discussion.  Physicians  are  en- 
couraged to  bring  case  histories  and  to  obtain  the 
opinions  of  the  discussion  leaders. 

Complimentary  beer,  coffee,  and  soft  drinks  will  be 
served. 


The  Curbstone  Consultations  are  supported  by 
a grant  from  The  Merck  Sharpe  & Dohme  Post- 
graduate Program. 


Topics,  moderators,  and  discussion  leaders  are  as 
follows: 


Table  7.  What’s  New  in  Treatment  of  Venereal 
Disease 

W.  Christopher  Duncan,  Houston,  Moderator 
Joseph  Morris  Glicksman,  Corsicana 
Lee  J.  Alexander,  Dallas 
Edgar  B.  Smith,  Houston 


Table  8.  Differential  Diagnosis  of  Jaundice 

Robert  S.  Nelson,  Houston,  Moderator 
Frank  L.  Lanza,  Houston 
Dolph  Curb,  Houston 
Theodore  Hersh,  Houston 
Marcel  Patterson,  Galveston 


Table  9.  Surgery  in  the  Aged 

Robert  S.  Sparkman,  Dallas,  Moderator 
Robert  J.  Hall,  Houston 
George  L.  Jordan,  Jr.,  Houston 
Arthur  S.  Keats,  Houston 
Lloyd  M.  Nyhus,  Chicago 
Jesse  E.  Thompson  Dallas 
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Table  10.  Common  Skin  Problems 

J.  Murray  Riddell,  Jr.,  Fort  Worth,  Moderator 
Richard  D.  Cole,  Lubbock 
Oscar  A.  Hamilton,  Harlingen 
Wray  B.  McCash,  Longview 
M.  Gayle  Mullanax,  Arlington 


SATURDAY,  MAY  8,  5 to  6 P.M. 

Table  11.  The  Intrauterine  Contraceptive  Device 

Hiram  P.  Arnold,  Houston,  Moderator 
John  T.  Armstrong,  Houston 
James  A.  Friedman,  Houston 
Raymond  H.  Kaufman,  Houston 

Table  12.  Youthful  Dissent — Politics  or  Psychopath- 
ology 

Doyle  I.  Carson,  Dallas,  Moderator 
Lawrence  J.  Cassard,  Houston 
Paul  C.  Higgs,  Austin 
Jerry  M.  Lewis,  Dallas 
Anne  R.  Race,  Dallas 

Table  13.  Rehabilitation  of  the  Stroke  Patient 

Arthur  E.  Grant,  San  Antonio,  Moderator 
Lewis  A.  Leavitt,  Houston 
Shelly  E.  Liss,  Houston 
Alexander  D.  Raptou,  Dallas 

Table  14.  Diagnosis  and  Treatment  of  Recurrent  Ab- 
dominal Pain  in  Children 

Ben  H.  White,  Austin,  Moderator 
Franklin  J.  Harberg,  Houston 
Jose  T.  Queng,  Houston 

Table  15.  Management  of  Rheumatoid  Arthritis 

John  E.  Norris,  Houston,  Moderator 
Leroy  W.  Hanson,  Houston 
Martin  D.  Lidsky,  Houston 
Oscar  O.  Selke,  Jr.,  Houston 
Earle  U.  Scharff,  Jr.,  Fort  Worth 

Table  16.  Unplanned  Pregnancy:  (a)  In  Public 

Schools,  (b)  In  College 

Paul  C.  Trickett,  Austin,  Moderator 
Philip  J.  Cecala,  Houston 
H.  M.  Landrum,  Ed.D.,  Houston 
Georgia  Legett,  Austin 
P.  Clift  Price,  Austin 

Table  17.  Air  Conservation 

James  H.  Sterner,  Houston,  Moderator 
Leslie  Chambers,  Ph.D.,  Houston 
Daniel  E.  Jenkins,  Houston 
Herbert  C.  McKee,  Ph.D.,  Houston 

Table  18.  Learning  Disabilities  in  Children 

Irvin  A.  Kraft,  Houston,  Moderator 
R.  Ray  Battin,  Ph.D.,  Galveston 
Mrs.  Tommy  Frye,  Houston 
H.  Barry  Molish,  Ph.D.,  Houston 
Sylvia  0.  Richardson,  Cincinnati 
Richard  D.  Slater,  Ed.D.,  Houston 
Empress  Y.  Zedler,  Ph.D.,  San  Marcos 


Table  19.  Psychiatric  Drugs  in  Medical  Practice 

George  K.  Schlagenhauf,  San  Antonio,  Moderator 
James  F.  Considine,  Houston 
Fred  L.  Fason,  Houston 
John  B.  King,  Jr.,  San  Antonio 
Harold  Rockaway,  Houston 

Table  20.  Antibiotics  and  Surgery 

Ronald  C.  Jones,  Dallas,  Moderator 
Charles  R.  Baxter,  Dallas 
Peter  C.  Canizaro,  Dallas 


SECTION  MEETINGS 


SECTION  ON  DIGESTIVE  DISEASES 

Chairman — John  M.  Eiband,  Houston 
Secretary — Philip  S.  Bentlif,  Houston 


SATURDAY,  MAY  8,  8:15  A.M.-12  NOON 

Bluebonnet  Room,  Shamrock  Hilton  Hotel 

1.  (8:15)  Continental  Breakfast  Round  Table  Pres- 
entation: Hiatus  Hernia:  Facts  and  Fancies 

Philip  Kramer,  Boston 

(9:30)  Recess 

Visit  Exhibits 

2.  (10:00)  Isoenzymes  of  Alkaline  Phosphatase  in 
Clinical  Medicine 

Muhammed  Barakat,  Houston 

In  the  normal  adult,  alkaline  phosphatase  activity  is  usually 
derived  from  the  liver.  Bone,  intestine,  placenta,  and  various 
malignancies  may  contribute  to  total  blood  alkaline  phos- 
phatase levels.  The  isoenzymes  possess  different  properties 
in  electrophoretic  mobility  and  in  sensitivity  to  heat,  l-phenyl- 
alanine,  urea  and  neuraminidase.  The  elucidation  of  the  source 
of  elevation  of  serum  alkaline  phosphatase  is  useful  in  the 
diagnosis  of  the  patient.  Isoenzymes  of  alkaline  phosphatase 
have  been  determined  in  over  300  cases  by  means  of  elec- 
trophoresis in  polyacrylamide  gel  slabs.  The  clinical  value  of 
this  technique  will  be  presented  and  will  include  illustrative 
cases. 

(10:15)  Discussion 

Douglas  Cain,  Galveston 

3.  (10:20)  Gastric  Phytobezoar:  A Patient  Treated 
Successfully  With  the  Fibergastroscope 

John  C.  McKechnie,  Houston 

A phytobezoar  was  the  cause  of  gastric  obstructive  symptoms 
in  a patient  who  previously  had  a partial  gastric  resection. 
Gastric  roentgenography  failed  to  show  any  evidence  of 
bezoar.  Gastroscopy  revealed  a bezoar  attached  to  the  wall 
of  the  gastric  pouch.  Complete  removal  was  accomplished 
by  tearing  the  bezoar  apart  with  gastroscopic  biopsy  forceps. 
This  case  is  reported  not  only  because  of  the  unusual  attach- 
ment of  the  bezoar  to  the  gastric  mucosa,  but  also  because 
of  the  indispensable  part  that  gastroscopy  played  in  the 
diagnosis  and  removal  of  the  bezoar.  This  is  the  first  report 
of  a bezoar  being  removed  by  gastroscopy. 

(10:35)  Discussion 

Dolph  L.  Curb,  Houston 
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4.  (10:40)  Cardiospasm  and  Diffuse  Esophageal 
Spasm:  Are  They  Related? 

Philip  Kramer,  Boston 


the  use  of  oral  glucose  containing  electrolyte  solutions  and 
possible  direct  pharmacologic  approaches.  In  addition,  the 
prospect  of  the  widespread  use  of  an  effective  immunization 
against  cholera  appears  near  at  hand. 


Diffuse  spasm  and  cardiospasm  are  considered  to  be  separate 
motor  disorders  of  the  esophagus.  While  pain  is  supposed  to 
be  a distinguishing  feature  of  diffuse  spasm,  25%  of  cardio- 
spasm patients  complain  of  pain  on  swallowing.  Hypersensi- 
tivity of  the  esophagus  to  mecholyl  is  diagnostic  of  cardio- 
spasm. Approximately  60%  of  diffuse  spasm  patients  show  a 
similar  response.  The  transition  from  classical  diffuse  spasm 
to  classical  cardiospasm  is  recorded  in  one  patient.  Both 
diseases  respond  to  pneumatic  dilatation  and  esophagomy- 
otomies. 


5.  (11:10)  Pancreatitis,  Familial  (Type  I)  Hyperlipi* 
demia  and  Pregnancy 

Marcel  Patterson,  Galveston 

A young  woman  developed  severe  pancreatitis  during  the 
eighth  month  of  her  pregnancy  that  resulted  in  a stillbirth. 
A review  of  her  past  history  revealed  previous  episodes  of 
pancreatitis  as  well  as  a striking  family  history  of  Type  I 
hyperlipidemia  and  episodes  of  pancreatitis  in  other  family 
members.  The  possible  pathophysiologic  mechanisms  of  the 
condition  and  problems  in  management  will  be  presented. 


(2:45)  Discussion 


Ted  Hersh,  Houston 


8.  (3:00)  Anicteric  Hepatitis 

Junaid  Mahmoud,  Houston 


Viral  hepatitis  may  occur  without  clinical  jaundice.  Its  diag- 
nosis, anicteric  hepatitis,  is  established  by  elevation  of  serum 
transaminases  and  liver  biopsy.  The  detection  of  Australia 
antigen  in  the  sera  of  these  patients  is  also  diagnostic  and 
its  persistence  is  associated  with  chronic  hepatitis.  Anicteric 
hepatitis  associated  with  the  Australia  antigen  is  a common 
disorder,  occurring  in  0.1%  of  local  blood  donors,  5%  of 
illicit  drug  users,  and  30%  of  institutionalized  patients  with 
Down’s  syndrome.  Detection  of  these  cases  with  anicteric 
hepatitis  is  important  as  they  are  carriers  of  the  hepatitis 
virus;  chronic  liver  disease  may  follow  anicteric  hepatitis  as 
supported  by  detection  of  Australia  antigen  in  patients  with 
postnecrotic  cirrhosis  and  with  hepatomas. 


(11:25)  Discussion 

Michael  A.  LeVine,  Houston 


(3:15)  Discussion 


Belton  G.  Griffin,  Houston 


6.  (11:30)  Peripheral  Serum  Bile  Acid  Levels  in  Nor- 
mal and  Alcoholic  Subj'ects 

Louis  F.  Fabre,  Jr.,  Houston 

The  objective  of  this  investigation  was  to  determine,  in  human 
subjects,  normal  levels  of  bile  acids  and  their  relation  to 
ingestion  of  a meal  or  a standard  glucose  load.  Also,  a few 
subjects  from  our  Alcoholic  Rehabilitation  Unit  not  demon- 
strating liver  disease  by  other  methods  were  studied  at 
fasting  and  after  a glucose  load  in  sober  and  intoxicated 
states.  Serum  bile  acid  levels  were  determined  by  a gas 
chromatographic  procedure.  Normal  fasting  levels  were  2.2 
Hg%  deoxycholic,  25  ng%  chenodeoxycholic  and  18  ng% 
cholic.  Serum  bile  acid  levels  rose  after  a normal  meal  and 
continued  to  be  elevated  four  hours  postprandially.  Similarly, 
serum  bile  acids  rose  after  a standard  glucose  load  with  peak 
values  one  hour  postprandially  and  elevated  levels  continued 
for  four  hours.  Alcoholic  subjects  demonstrated  decreased 
serum  cholic  and  deoxycholic  acid  levels  in  the  fasting  state. 
While  acutely  intoxicated  the  normal  rise  of  serum  bile  acids 
in  response  to  a glucose  load  did  not  occur.  The  conclusion 
is  that  (1)  serum  biie  acid  ievels  are  affected  by  food  intake 
and  (2)  alcohoiic  subjects  appear  to  have  abnormal  bile  acid 
metabolism. 

(11:45)  Discussion 

Ted  L.  Edwards,  Jr.,  Austin 

(12:00)  Recess  for  Lunch 
Visit  Exhibits 


2:30-5  P.M. 

Bluebonnet  Room,  Shamrock  Hilton  Hotel 

7.  (2:30)  What  Can  We  Learn  From  Cholera? 

Fred  Bieberdorf,  Dallas 

The  spread  of  cholera  out  of  its  traditional  home  in  India  and 
Pakistan  since  1958  has  renewed  scientific  interest  in  this 
disease.  As  a result,  in  the  past  decade  substantial  advances 
have  been  made  in  the  areas  of  pathophysiology  and  treat- 
ment of  cholera.  The  diarrhea  of  cholera  is  a massive  out- 
pouring of  isotonic  electrolyte  solution  from  the  small  bowel 
without  any  associated  morphologic  damage.  Evidence  has 
accrued  that  the  mechanism  of  this  fluid  production  is  active 
secretion  of  chloride  and  bicarbonate  ions,  perhaps  mediated 
through  adenyl  cyclase  and  cyclic  AMP.  Hope  for  improve- 
ment and  simplification  of  the  treatment  of  cholera  lies  in 


9.  (3:30)  Effect  of  Varying  Sodium  Loads,  Steroids, 
and  Drugs  on  Small  Bowel  Function 

Philip  Kramer,  Boston 

Studies  on  small  intestinal  function  were  performed  on  ileos- 
tomized  subjects.  The  small  intestine  has  a limited  capacity 
to  conserve  sodium;  evidence  of  sodium  depletion  appeared 
rapidly  on  a 9 mEq/day  (200  mg)  sodium  intake.  As  larger 
amounts  of  sodium  chloride  were  ingested  the  ileal  excreta 
increased  suggesting  an  osmotic  cathartic  effect.  9-alpha- 
fluorohydrocortisone  (FlorineO  produced  an  increased  potas- 
sium but  not  sodium  excretion;  the  small  intestinal  response 
differed  from  that  of  the  colon  or  kidney.  Of  the  antimotility 
and  diarrheal  drugs  listed,  only  opium,  Lomotil,  and  codeine 
decreased  ileal  excretion. 


10.  (4:00)  Nonspecific  Ulcerative  Colitis  and  Crohn's 
Disease  of  the  Colon  in  Patients  Over  50  Years  of  Age 

Edward  Earle,  Houston 

A series  of  18  surgical  cases  of  nonspecific  ulcerative  colitis 
and  granulomatous  colitis  involving  the  colon  in  elderly  pa- 
tients is  presented.  A brief  review  of  the  literature  is  also 
presented.  The  lethal  nature  of  this  disease  in  eideriy  patients 
is  stressed.  The  importance  of  considering  the  diagnosis  is 
emphasized  and  severai  diagnostic  clues  are  given.  Several 
cases  are  presented  in  detail  as  illustrative  examples.  Conclu- 
sions concerning  the  surgical  treatment  of  these  diseases  are 
presented. 

(4:15)  Discussion 

O.  Roger  Hollan,  San  Antonio 

11.  (4:30)  Milk  Rejection  and  Lactose  Intolerance  in 
Elementary  School  Children 

George  D.  Ferry,  Houston 

Milk  rejection  at  school  and  at  home,  lactose  intolerance  and 
a flat  curve  are  significant  findings  among  Negro  non-milk 
drinkers;  suggesting  that,  beyond  the  social  and  economic 
factors  determining  milk  consumption,  the  additional  biologi- 
cal fact  of  lactose  intolerance  exists  in  Negro  non-milk 
drinkers. 

(4:45)  Discussion 

Kermit  B.  Knudsen,  Temple 

(5:00)  Adjournment 
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5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

12.  (5:00)  Curbstone  Consultations  (see  complete 
listing  of  informal  round  table  discussions  on  page 
29) 


SECTION  ON  GENERAL  PRACTICE 

Chairman — J.  T.  Lamar  McNew,  Bryan 
Secretary — Richard  R.  Russell,  Mesquite 


FRIDAY,  MAY  7,  10  A.M.-12  NOON 
Bluebonnet  Room,  Shamrock  Hilton  Hotel 

1.  (10:00)  Conservative  Treatment  of  Fractures  of 
the  Upper  and  Lower  Extremities  With  Demonstration 

Bruce  M.  Cameron,  Houston 

A demonstration  program:  practical  cast  application,  the 
upper  and  lower  extremities,  designed  to  give  the  general 
practitioner  multiple  “pearls”  in  the  "do's”  and  "don'ts”  of 
closed  reduction  in  casting  fractures  of  the  upper  and  lower 
extremities.  This  program  is  a continuous  demonstration  of 
the  application  of  multiple  plaster  casts  most  commonly  used. 

2.  (11:15)  The  Responsibility  of  Community  and 
Organized  Medicine  for  the  Provision  of  Health  Care 

Edward  J.  Kowalewski,  Akron,  Pa. 

Community  considerations  brought  about  by  social  changes 
now  require  that  communities  must  take  certain  important 
steps  to  increase  the  probability  of  their  community  having 
sufficient  medical  personnel  and  medical  care.  The  most  im- 
portant question  that  must  be  satisfactorily  answered  by  each 
community  if  it  is  going  to  prosper  is,  "Is  this  a community 
where  1 can  raise  my  family?’’ 

(11:45)  Discussion 
(12:00)  Recess  for  Lunch 
Visit  Exhibits 


2:30-5  P.M. 

Bluebonnet  Room,  Shamrock  Hilton  Hotel 

3.  (2:30)  Preventive  Medicine — Does  Society  Un- 

derstand It? 

Edward  J.  Kowalewski,  Akron,  Pa. 

To  date,  the  majority  of  people  are  oriented  to  episodic 
crisis  medicine.  If  something  “hurts’’  then  we  seek  attention. 
For  the  most  part,  the  entire  medical  insurance  industry  is 
geared  to  this  kind  of  medical  care.  This  kind  of  medicine 
and  this  kind  of  people  orientation  is  expensive  from  the 
point  of  view  of  actual  cost,  morbidity,  and  mortality.  People 
can  be  taught  preventive  care  whenever  we,  as  a medical 
profession,  make  up  our  minds  to  encourage  preventive 
medicine. 


veys,  and  63  direct  family  history  interviews  of  ambulatory 
population  comprised  of  male  physicians. 

(3:20)  Discussion 

5.  (3:30)  The  Aging  Knee — Conservative  and  Oper- 
ative Treatment 

George  M.  Boswell,  Jr.,  Dallas 

The  often  seen  problem  of  the  aging  knee  with  increased  pain 
and  dysfunction  will  be  discussed  with  methods  of  evaluation 
and  conservative  and  operative  treatment  presented. 

(3:50)  Discussion 

6.  (4:00)  Signposts  of  Cancer  in  Children 

Wataru  W.  Sutow,  Houston 

The  clinical  records  of  more  than  1,000  children  with  malig- 
nant neoplastic  diseases  were  studied  to  explore  the  possi- 
bility that  relative  significance  values  (either  diagnostic  or 
prognostic)  can  be  attached  to  individual  signs  and  symptoms 
or  to  patterns  of  signs,  particularly  in  those  cancers  having 
definite  cure  rates. 

(4:20)  Discussion 

7.  (4:30)  Practical  Computer  Application  for  Today 
in  the  Physician’s  Office 

Donald  H.  Brandt,  Denison 

Recently,  attention  has  been  drawn  to  the  application  of 
computer  usage  for  medical  health  services,  mainly  toward 
research  and  hospital-oriented  activities.  The  author  has  de- 
veloped computer  applications  for  evaluation  of  his  own 
patients.  The  idea  of  orienting  the  computer  toward  practical 
applications  to  establish  "quality  control”  for  patient  care  is 
unique.  The  by-product  of  our  applications  is  included  in 
office  financial  reports.  It  is  important  that  each  physician 
be  ever-mindful  of  the  role  he  can  play  in  establishing  these 
reports  for  improved  patient  care  and  office  utilization. 

(4:50)  Discussion 
(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

8.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29): 

Orthopaedic  Foot  Problems  in  Children 

The  Drug  Abuse  Problem 

What’s  New  in  Treatment  of  Venereal 
Disease 

Common  Skin  Problems 


4.  (3:00)  Clinical  Correlation  of  Lipid  Profiles  and 

History  of  Atherosclerotic  Disease 

H.  Reginald  McDaniel,  Irving 

1,251  lipid  profiles  including  chemical  analysis  of  serum  and 
lipoprotein  electrophoresis  of  plasma  serve  as  the  basis  for 
developing  clinical  correlation  laboratory  values.  Criteria  de- 
veloped in  this  study  are  based  on  150  hospital  charts,  sur- 
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SECTION  ON  INTERNAL  MEDICINE 

Chairman — Maurice  E.  Herring,  Dallas 
Secretary — John  D.  Bonnet,  Temple 


FRIDAY,  MAY  7,  8:15  A.M.-12  NOON 
Camelia  Room,  Shamrock  Hilton  Hotel 

1.  (8:15)  Continental  Breakfast  Round  Table  Pres- 
entation: Treatment  of  Leukemia — Yea  or  Nay? 

William  H.  Crosby,  Jr.,  Boston 
James  F.  Holland,  Buffalo 

During  the  20  years  of  the  chemotherapeutic  era  the  median 
life  span  of  patients  with  acute  granulocytic  leukemia  has  not 
changed.  Some  patients  enjoy  long,  complete  remissions  but 
these  comprise  a small  minority.  Most  remissions  are  incom- 
plete or  brief  or  both  and  are  purchased  at  a price  of  mis- 
erable side  effects  of  therapy.  In  attempting  to  treat  AGL 
we  should  avoid  the  destruction  of  patients  in  our  eagerness 
to  destroy  an  indestructible  disease.  (Dr.  Crosby) 

(9:30)  Recess 

Visit  Exhibits 

2.  (10:00)  Vitamin  8^2  Vitamin  B^2  Binding 

Proteins  in  the  Diagnosis  of  Hematologic  Disorders 

Charles  A.  Coltman,  Jr.,  San  Antonio 

3.  (10:30)  Background  Studies  of  Aplastic  Anemia 

William  H.  Crosby,  Jr.,  Boston 

It  has  been  established  that  the  bone  marrow  is  a hemo- 
poietic organ  and  a vascular  organ.  Normal  hemopoiesis  de- 
pends absolutely  upon  the  marrow’s  unique,  sinusoidal  micro- 
circulation.  Aplastic  anemia  can  result  from  incompetence  of 
the  hemopoietic  cells  or  inadequacy  of  the  microcirculation 
of  the  bone  marrow.  Investigational  evidence  and  clinical 
implications  will  be  discussed. 

4.  (11:00)  Effect  of  Androgenic  Steroids  on  Erythro- 
poiesis 

Raymond  Alexanian,  Houston 

5.  (11:30)  Coagulopathies 

Henry  E.  Hynes,  Temple 

(12:00)  Recess  for  Lunch 
Visit  Exhibits 


2:30-5  P.M. 

Camelia  Room,  Shamrock  Hilton  Hotel 

6.  (2:30)  Rational  Treatment  of  Anemias  in  Malig- 
nant Diseases 

Edward  C.  Lynch,  Houston 

7.  (3:00)  Practical  Points  of  Iron  Metabolism 

William  H.  Crosby,  Jr.,  Boston 

There  is  no  excretory  channel  for  iron.  The  body’s  iron  bal- 
ance is  controlled  by  a complicated  system  for  keeping  out 
available  dietary  iron  that  is  not  needed.  This  intestinal 
“mucosal  block”  is  relaxed  in  iron  deficiency  when  more 
available  iron  is  permitted  to  enter.  It  is  also  relaxed  in 
hemochromatosis  when  unneeded  iron  is  admitted.  Because 


the  excess  iron  cannot  be  excreted  it  is  placed  in  storage, 
causing  detriment  and  destruction  of  the  storage  organs  such 
as  the  liver,  heart,  gonads,  and  pancreas.  Prevention  and 
correction  of  this  damage  is  possible  by  removing  iron  from 
the  body  by  means  of  therapeutic  phlebotomy. 

8.  (3:30)  Chemotherapeutically  Curable  Tumors 

James  F.  Holland,  Buffalo 

9.  (4:00)  The  Clinical  Approach  to  Polycythemia 

Jack  B.  Alperin,  Galveston 

10.  (4:30)  Tumor  Antigens,  Host  Defense  Mechan- 
isms, and  Immunotherapy 

Evan  M.  Hersh,  Houston 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

11.  (5:00)  Curbstone  Consultations  (see  complete 
listing  of  informal  round  table  discussions  on  page 
29): 


SECTION  ON  NERVOUS 
AND  MENTAL  DISEASES 

(With  Texas  District  Branch,  American  Psychiatric 
Association) 

Chairman — Jerry  M.  Lewis,  Dallas 

Secretary — Irvin  M.  Cohen,  Houston 

(Members  of  the  Texas  District  Branch,  American  Psy- 
chiatric Association  will  have  a cocktail  party,  dinner, 
and  dance  Friday,  8:30  p.m..  Emerald  Room,  Shamrock 
Hilton  Hotel.  Texas  District  Branch,  APA,  will  meet 
for  a business  session  Friday,  4:45  to  5:30  p.m.. 
Azalea  Room,  Shamrock  Hilton  Hotel.  See  Specialty 
Programs  section  for  additional  details.) 


FRIDAY,  MAY  7,  8:15  A.M.-12  NOON 
Azalea  Room,  Shamrock  Hilton  Hotel 

1.  (8:15)  Continental  Breakfast  Round  Table  Presen- 
tation: Female  Sexuality 

Leon  Saizman,  New  York 

(9:30)  Recess 

Visit  Exhibits 

2.  (10:00)  Graduate  Studies  in  Psychiatry — A Psychi- 
atrist's Profile 

Harry  K.  Davis,  Galveston 

This  paper  presents  the  results  of  an  on-going  research  survey 
conducted  at  The  University  of  Texas  Medical  Branch  Hospi- 
tals, Galveston,  Texas.  A nine-page  survey  type  questionnaire 
was  mailed  to  all  residents  who  had  graduated  from  The  Uni- 
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versity  of  Texas  Medical  Branch  during  the  past  40  years. 
The  survey  was  designed  to  determine  the  psychiatrist's  pro- 
file of  residents  graduating  from  this  training  program.  An 
effort  was  made  to  ascertain  enough  material  to  determine 
the  type  of  work  and  particular  contribution  that  this  psy- 
chiatrist was  making  in  American  psychiatry.  One  hundred 
ninety-one  questionnaires  were  mailed.  Reported  are  the  com- 
posite results  of  86  returned  questionnaires.  Data  from  the 
questionnaires  were  placed  on  punch  cards  and  the  computer 
was  used  to  compile  the  data.  Theoretical  considerations  of 
residency  training  programs  are  discussed  and  these  are  com- 
pared to  the  best  available  information  on  the  profile  of  the 
American  psychiatrist  of  today. 

3.  (10:30)  Family-Centered  Therapy  of  the  Scape- 
goat Child 

Frank  P.  Schuster,  Jr.,  El  Paso 

This  is  a report  on  the  development  of  a particular  family- 
centered  treatment  approach  for  the  child  who  is  the  “scape- 
goat” in  his  family.  Most  of  the  children  were  (and  are) 
schizophrenic  or  autistic  and  came  from  working  class  Mexi- 
can-American  backgrounds.  Unstructured  approaches  were  not 
effective.  Direct  interpretation  of  the  observed  intrafamilial 
status  patterns  was  fairly  effective  in  helping  clear  up  the 
depressive  component  of  the  youngster's  illness,  making  him 
more  open  to  the  more  specific  therapies  available  to  him  at 
the  center.  Outlined  are  the  presentation  made  to  the  families 
in  the  interactional  areas  of  command,  criticism,  cordiality, 
contradiction,  insensitivity,  and  apology. 

4.  (11:00)  The  Current  Status  of  Antidepressant 
Drug  Therapy 

Frank  J.  Ayd,  Jr.,  Baltimore 

5.  (11:45)  Community  Psychiatry  and  Rising  Com- 
munity Expectations 

Daniel  L.  Creson,  Galveston 

The  author  identifies  four  stages  of  community  expectation 
following  the  introduction  of  a community  psychiatry  program. 
The  stages  have  been  labeled:  (1)  irrelevant  stage;  (2)  demand 
stage  A;  (3)  ambivalent  stage,  and  (4)  demand  stage  B.  These 
stages  are  predicated  upon  changing  community  assumptions 
that  in  some  degree  parallel  the  community  psychiatrist's  own 
development.  Although  the  author's  schema  is  based  upon 
observations  in  only  one  community,  the  described  stages 
appear  to  have  important  implications  in  program  develop- 
ment and  implementation  in  other  communities. 

(12:15)  Recess  for  Lunch 
Visit  Exhibits 


2:30-5  P.M. 

Azalea  Room,  Shamrock  Hilton  Hotel 

6.  (2:30)  Stereotactic  Cingulumotomy  in  the  Treat- 
ment of  Emotional  Disorders 

Glen  A.  Meyer,  Galveston 

Bilateral  stereotactic  cingulumotomies  were  performed  on  32 
patients  including  10  alcoholics  and  drug  abusers,  10  schizo- 
phrenics, 8 with  affective  disorders,  1 obsessive-compulsive, 
and  3 with  intractable  pain.  Overall  results  were  53%  marked 
or  moderate  improvement,  43%  requiring  no  further  treatment. 
Seven  alcoholics  and  drug  abusers  showed  marked  improve- 
ment. There  were  no  operative  mortalities  or  major  complica- 
tions. The  morbidity  consisted  of  transient  confusion  in  three 
patients  and  seizures  in  two  patients,  including  one  with  prior 
seizures. 

7.  (3:00)  Obsessions  and  Phobias 

Leon  Saizman,  New/  York 


8.  (3:45)  Marijuana:  A Hypnotic  or  a Sedative  or  an 

Hallucinogen  or  a ? 

Ernest  S.  Barratt,  Ph.  D.,  Galveston 

Marijuana  is  most  often  described  as  a sedative  and  occa- 
sionally as  an  hallucinogen.  Research  which  suggests  that  clas- 
sifying marijuana  as  a sedative  may  be  misleading  will  be 
summarized.  Behavioral  observations  and  neurophysiological 
data  will  be  presented  which  indicate  that  marijuana  produces 
alternating  periods  of  “arousal”  and  “sedation.”  Possible 
neurophysiological  mechanisms  related  to  the  effects  of  the 
chronic  use  of  marijuana  will  be  discussed. 

9.  (4:15)  Psychiatrists'  Attitudes  Toward  the  Aged 
and  Medicare 

Charles  M.  Gaitz,  Houston 

This  study  is  the  result  of  a mail  survey  of  the  members  of 
the  Texas  District  Branch  of  the  APA  in  1970.  Predominant 
attitudes  and  values  of  the  psychiatrists  are  discussed  as 
they  related  to  choice  of  and  involvement  with  aged  patients. 
Comparative  results  of  the  1967  and  1970  Medicare  surveys 
indicated  some  shifts  in  responses  concerning  types  of  prob- 
lems encountered  and  the  extent  of  utilization  of  hospital 
facilities  by  Medicare  patients. 

(4:45)  Adjournment 


4:45  P.M. 

Azalea  Room,  Shamrock  Hilton  Hotel 

10.  (4:45)  Business  Session,  Texas  District  Branch, 
American  Psychiatric  Association 

(5:30)  Adjournment 


SECTION  ON  OBSTETRICS 
AND  GYNECOLOGY 

Chairman — Daniel  A.  Chester,  McAllen 
Secretary — Charles  A.  Primer,  Tyler 


SATURDAY,  MAY  8,  8:15  A.M.-12  NOON 
Azalea  Room,  Shamrock  Hilton  Hotel 

1.  (8:15)  Continental  Breakfast  Round  Table  Pres- 

entation: Incompetent  Urethra 

Bruce  H.  Drukker,  Detroit 

The  ability  of  the  female  urethra  to  maintain  continence  is  a 
reflection  of  numerous  factors.  These  include  the  functional 
capacity  of  the  pelvic  diaphragm,  the  tonus  of  urethral 
smooth  muscle,  the  anatomic  relationships  of  the  urethro- 
vesical  junction,  and  the  integrated  control  of  the  smooth 
muscle  detrusor  of  the  bladder.  This  seminar  will  relate  these 
major  factors  to  female  continence  and  attempt  to  allay 
attitudes  of  skepticism  and  controversy  which  are  often  en- 
countered when  pondering  female  incontinence.  Diagnostic 
techniques  will  be  presented  which  are  necessary  to  ade- 
quately categorize  incontinence  and  are  useful  for  determin- 
ing the  reason  for  success  or  failure  of  varying  operative 
procedures  for  urinary  incontinence. 

(9:30)  Recess 

Visit  Exhibits 
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2.  (10:00)  Focal  Fungal  Infections  Treated  by  Immu- 
nological Technique 

Harris  Hosen,  Port  Arthur 

Saprophytic  or  nonpathogenic  fungi  frequently  become  patho- 
genic under  certain  circumstances.  As  a result,  chronic  fungal 
infections  occur  especially  in  the  external  auditory  canal,  nail 
beds,  gastrointestinal  tract,  and  the  vaginal  tract.  Many  fungi 
may  be  involved  but  Monilia  albicans  is  most  commonly 
involved. 

Local  therapy  with  nystatin  gives  excellent  results  when  ap- 
plied topically,  but  recurrences  are  frequent  when  the  fungal 
infection  penetrates  into  the  dermal  layers  of  the  involved 
tissue  which  cannot  be  reached  by  local  therapy. 

The  use  of  immunological  technique  with  the  specific  fungi 
can  successfully  eradicate  such  deeply  imbedded  infections. 

3.  (10:45)  Suprapubic  Trocar  Cystostomy  for  Post- 
operative Bladder  Drainage 

Bruce  H.  Drukker,  Detroit 

The  use  of  suprapubic  trocar  cystostomy  during  the  postopera- 
tive period  has  produced  significant  advantages  for  the  care 
of  the  gynecologic  patient  requiring  urinary  bladder  drainage 
following  gynecologic  surgery.  During  the  past  five  years,  this 
technique  has  been  used  more  than  300  times  at  the  Henry 
Ford  Hospital.  This  experience  has  demonstrated  the  advan- 
tages of  this  technique  versus  standard  urethral  catheter 
drainage.  This  report  describes  the  technique  of  suprapubic 
trocar  cystostomy,  demonstrates  its  advantages,  emphasizes 
means  to  eliminate  complications,  and  compares  the  various 
available  suprapubic  drainage  systems. 

4.  (11:30)  Management  of  Ovarian  Masses 

Arthur  B.  Lunin,  Houston 

(12:00)  Recess  for  Lunch 
Visit  Exhibits 


2:30-5  P.M. 

Azalea  Room,  Shamrock  Hilton  Hotel 

5.  (2:30)  The  Hairy  Female 

Alan  L.  Kaplan,  Houston 

H.  Leland  Kaplan,  Houston 

The  presentation  extensively  covers  the  medical  and  gyne- 

cological aspects  of  hirsutism.  Part  I is  presented  by  a medi- 
cal endocrinologist  and  is  a summary  of  basic  physiology, 
differential  diagnosis,  and  diagnostic  workup.  Part  II  demon- 
strates the  role  of  the  gynecologist  in  the  evaluation  of  the 
problem. 

6.  (3:30)  Laparoscopy — Advantages,  Pitfalls,  and 
Dangers 

Bruce  H.  Drukker,  Detroit 

Laparoscopy,  although  not  a new  technique,  is  being  used 
more  frequently  by  gynecologists  as  a diagnostic  and  thera- 
peutic modality.  The  development  of  refined  optical  systems, 
high  intensity  fiber-optic  light  sources,  and  calibrated  auto- 
mated devices  for  inducing  and  maintaining  pneumoperi- 
toneum has  contributed  to  the  improved  practicality  of  the 
laparoscope.  This  report  describes  the  technique  of  laparos- 
copy, its  indications,  and  potential  complications.  By  utilizing 
a resume  of  three  years’  experience  with  this  technique, 
objective  points  will  be  emphasized  pertaining  to  routine 
clinical  use  by  the  physician  practicing  gynecology. 

7.  (4:15)  Spectrophotometric  Amniotic  Fluid  Analy- 
sis 

Ed  J.  Hendricks,  Houston 

The  most  common  method  in  use  for  analysis  of  spectro- 


photometric scans  of  amniotic  fluid  from  rhesus-sensitized 
pregnancies  is  that  of  determining  the  net  absorptivity  at 
450  nm  (^OD,i.ki)  which  is  an  expression  of  amniotic  fluid 
bilirubin  concentration.  There  are  two  techniques  for  this 
determination,  one  using  linear  graph  paper  and  the  other 
semilogarithmic  graph  paper.  Experimental  evidence  will  be 
presented  to  prove  that  linear  ^ODi.w  is  the  most  precise 
variation  of  the  two  methods.  The  use  of  scans  and  of  other 
data  in  the  management  of  rhesus-sensitized  pregnancies 
will  be  discussed  using  illustrative  cases.  Pitfalls  in  the  inter- 
pretation of  such  data  will  be  illustrated  and  useful  ancillary 
laboratory  determinations  mentioned. 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

8.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29): 

The  Intrauterine  Contraceptive  Device 

Unplanned  Pregnancy:  (a)  In  Public 
Schools,  (b)  In  College 


SECTION  ON  OPHTHALMOLOGY 
AND  TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Ophthalmology,  and  President, 
Texas  Ophthalmological  Association — Edwin  G. 
Grafton,  Dallas 

Secretary,  Section  on  Ophthalmology,  and  President- 
Elect  and  Program  Chairman,  Texas  Ophthalmo- 
logical Association — Joe  L.  Bussey,  Fort  Worth 

(The  Executive  Council,  Texas  Ophthalmological  Asso- 
ciation, will  meet  Thursday,  May  6,  1 p.m..  Minuet 
Room,  Towers  Hotel.) 

(Members  of  Texas  Ophthalmological  Association  will 
have  a refreshment  reception  Thursday,  May  6,  6 to 
8 p.m.,  Nile  Rooms,  Shamrock  Hilton  Hotel.) 

(Medical  Advisory  Committee  Chairmen,  Texas  Soci- 
ety for  the  Prevention  of  Blindness,  will  have  a break- 
fast session  Friday,  May  7,  7:30  a.m..  Minuet  Room, 
Towers  Hotel.) 


FRIDAY,  MAY  7,  8:30  A.M.-5  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 

Edwin  G.  Grafton,  Dallas,  Presiding 

1.  (8:30)  How  to  Make  a Jones  Tube  Work 

Alston  Callahan,  Birmingham 

Improper  positioning  of  the  lower  end  and  incorrect  length 
cause  most  of  the  failures  of  the  Jones  Pyrex  tube.  Cox, 
photographer  and  technical  assistant  of  the  Eye  Foundation 
Hospital  staff,  has  developed  instruments  for  the  easy  inser- 
tion (and  removal)  of  a Jones  tube,  and  determining  the 
optimal  length  for  each  patient.  These  are  accompanied  by 
a set  of  20  tubes  varying  in  1 mm  lengths  from  10  to  30  mm. 
When  properly  placed,  the  flange  of  the  upper  end  of  a Jones 
tube  must  be  above  the  conjunctiva  and  the  bell  of  the 
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lower  end  must  project  into  the  nasal  cavity  but  not  impinge 
on  the  septum.  Inspection  of  the  lower  end  is  as  important 
as  that  of  the  upper  end. 


2.  (9:15)  Upper  Eyelid  Reconstruction  Using  the 

Cutler-Beard  Technique 

Charles  R.  Leone,  Jr.,  San  Antonio 


3.  (9:45)  Total  Upper  Eyelid  Reconstruction  by 

Median  Forehead  Flap 

Robert  B.  Wilkins,  Houston 

(10:00)  Intermission 


4.  (10:20)  The  Current  Status  of  Hydrophilic  Contact 
Lenses 

Whitney  G.  Sampson,  Houston 


5.  (10:40)  Useful  Techniques  for  Correcting  Com- 
mon Disorders  of  the  Lacrimal  Drainage  System 

Everett  R.  Veirs,  Temple 


6.  (11:00)  Unsolved  Problems  and  Successful  Tech- 
nics of  Reconstruction  of  Contracted  Sockets 

Alston  Callahan,  Birmingham 

Unsolved  problems  are  (1)  badly  distorted  lid  margins  and 
severe  marginal  entropion:  (2)  severely  contracted  sockets; 
(3)  sockets  that  have  received  irradiation  for  malignancies; 
and  (4)  sockets  that  have  sustained  several  unsuccessful 
reconstructive  attempts  (after  an  unsuccessful  try,  two  or 
three  years  must  be  allowed  to  elapse  before  another  effort 
is  made). 

Successful  technics  are  (1)  when  only  the  inferior  cul-de-sac 
has  been  lost,  and  the  rest  of  the  mucosal  cavity  has  not 
contracted,  the  reconstructive  technic  is  likely  to  be  success- 
ful: (2)  moderately  contracted  sockets  with  little  or  no  fibrosis 
may  be  reconstructed  with  buccal  mucosa  fixed  to  the 
levator  muscle  and  arcus  marginalis  of  the  upper  rim  and 
to  the  inferior  orbital  septum;  and  (3)  moderately  contracted 
sockets  with  moderate  fibrosis  can  sometimes  be  enlarged 
with  a mucosa-covered  acrylic  plate  fixed  to  the  orbital  rims 
to  prevent  expulsion.  The  lids  can,  however,  contract  around 
the  plate  or  be  impaled  over  it,  requiring  removal  of  the 
plate  and  collapse  of  the  reconstructive  efforts. 

(12:00)  Recess  for  Lunch 


12:15  P.M. 

Columbia  Room  (International  Club),  Shamrock  Hilton 
Hotel 


7.  (12:15)  Luncheon,  Texas  Ophthalmological  Asso- 
ciation 


2:30  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 

John  C.  Kuppinger,  Harlingen,  Presiding 


9.  (2:30)  Reconstruction  of  the  Lower  Lid  (Mus- 

tarde  Method) 

Alston  Callahan,  Birmingham 

The  formation  of  part  or  all  of  the  lower  lid  by  rotating  a 
flap  of  zygomatic  facial  skin  and  subcutaneous  tissue,  lined 
by  mucosa  from  the  nasal  septum  or  the  lips,  has  been 
developed  by  Mustarde.  As  the  malignancy  or  post-traumatic 
scar  tissue  is  removed  from  the  lower  lid,  the  medial  cut 
is  made  vertically  downward  and  the  lateral  cut  diagonally 
toward  the  lower  end  of  the  medial  cut.  Thus,  when  the 
flap  is  rotated  it  will  fit  evenly  without  folds.  The  incision 
for  the  rotation  flap  is  arched  upward  until  it  passes  the 
zygomatic  region  and  then  it  is  curved  downward  posteriorly 
and  vertically  in  front  of  the  ear.  It  is  important  to  attach 
the  flap  to  the  temporal  periosteum  with  several  permanent 
sutures  to  prevent  sagging  of  the  flap. 


10.  (3:15)  Management  of  Extrascleral  Extension  of 

Uveal  Melanomas 

Milton  Boniuk,  Houston 


11.  (3:30)  Iris  Retractor  Mounted  Lateral  on  An- 
terior Chamber  Irrigator 

David  S.  Dow,  Waco 

(3:45)  Intermission 

12.  (4:00)  Tumors  Causing  Ptosis 

Alston  Callahan,  Birmingham 

Lymphangiomas,  neurofibromas,  and  hemangiomas  of  the  lid 
cause  ptosis  by  their  weight  and  displacement  of  tissue. 
Neurofibromas  always  and  lymphangiomas  frequently  are 
continuing  problems  because  of  persistent  growth.  When 
hemangiomas  are  cavernous  and  recurrent,  surgical  inter- 
vention and  irradiation  may  be  required  for  several  years. 
A large  lipoma  of  the  upper  cul-de-sac  was  removed  by  a 
surgeon  unfamiliar  with  mucosal  grafting  and  a profound 
ptosis  resulted.  A child  whose  ptosis  was  caused  by  a 
rhabdomyosarcoma  has  survived  4 years  after  exenteration. 
A 38-year-old  woman  developed  ptosis  from  a metastasis  to 
the  upper  lid  after  a breast  had  been  removed  for  carcinoma. 
Osteomata  caused  ptosis  without  exophthalmos  in  two 
patients  by  pressure  against  the  levator  muscle. 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 


13.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29). 


1:30  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 


8.  (1:30)  Business  Meeting,  Texas  Ophthalmologi- 

cal Association 
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TEXAS  MEDICINE 


SATURDAY,  MAY  8,  8:15  A.M.-5  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 

Edward  C.  Ferguson,  III,  Galveston,  Presiding 

14.  (8:15)  Continental  Breakfast  Round  Table  Pres- 
entation: Clinical  Entities  in  Uveitis 

A.  Edward  Maumenee,  Baltimore 

The  term  uveitis  refers  to  many  different  types  of  chronic 
endogenous  inflammation  of  the  ocular  tissues.  Some  of 
these  entities  are  known  to  be  caused  by  specific  agents, 
such  as  the  Toxoplasma  gondii,  Histoplasma  capsnilatum, 
Toxocara  canis,  and  Treponema  pallidum.  Other  entities,  such 
as  acute  anterior  nongranulomatous  iritis,  pars  planitis,  and 
placoid  pigment  epitheliopathy,  present  typical  clinical  pic- 
tures but  the  specific  etiological  agent  is  not  known.  These 
entities  will  be  discussed.  Examples  of  each  will  be  demon- 
strated in  slides. 

(9:15)  Recess 

15.  (9:30)  The  Effect  of  Salicylates  on  Aqueous 
Fibrinolysin 

Gerald  R.  Christensen,  Galveston 

16.  (9:45)  Photocoagulation  of  Macular  Diseases 

W.  Rex  Hawkins,  Houston 

(10:00)  Intermission 

17.  (10:20)  Report  on  Cases  at  the  Texas  State 
School  for  the  Blind 

Henry  L.  Hilgartner,  Austin 

18.  (10:40)  Treatment  of  Diabetic  Retinopathy  With 
Xenon-arc,  Ruby  Laser  and  Argon  Laser  Photocoagu- 
lation: A Comparison  of  Results 

Alice  R.  McPherson,  Houston 

19.  (11:00)  Management  of  Open  Angle  Glaucoma 

A.  Edward  Maumenee,  Baltimore 

A diagnosis  and  management  of  open  angle  glaucoma  still 
presents  a major  problem  in  spite  of  the  extensive  studies 
and  writings  on  this  subject.  The  value  of  changes  in  the 
optic  disc,  diurnal  intraocular  pressures,  home  tonometry, 
tonography,  and  suction  cup  studies  of  the  facility  of  out- 
flow, plus  visual  fields  and  provocative  tests,  will  be  dis- 
cussed. 

(12:00)  Recess  for  Lunch 
Visit  Exhibits 


1:30  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 

Joe  L.  Bussey,  Fort  Worth,  Presiding 

20.  (1:30)  Classification  and  Discussion  of  Macular 

Lesions 

A.  Edward  Maumenee,  Baltimore 

The  advent  of  fluorescein  angiography,  slit  lamp  examination 
of  the  macula,  indirect  ophthalmoscopy,  and  clinicopathologic 
correlations,  plus  electrophysiological  studies  have  made  it 
possible  to  classify  macular  lesions  on  anatomical,  rather 
than  on  an  eponym,  basis.  The  significance  of  this  classifica- 
tion and  treatment  implications  derived  from  this  will  be  dis- 
cussed. 


21.  (2:30)  Field  Loss  in  Glaucoma 

Robert  H.  Stewart,  Houston 

22.  (2:45)  Eccentric  Disciform  Degeneration 

Malcolm  L.  Mazow,  Houston 

(3:00)  Intermission 

23.  (3:20)  Prevention  and  Management  of  Vitreous 
Loss 

Louis  J.  Girard,  Houston 

24.  (3:40)  Classification  and  Discussion  of  Macular 
Lesions  (Continuation) 

A.  Edward  Maumenee,  Baltimore 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

25.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29). 


SECTION  ON  OTOLARYNGOLOGY 
AND  TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION 

Chairman,  Section  on  Otolaryngology:  and  Vice  Presi- 
dent and  Program  Chairman,  Texas  Otolaryngologi- 
cal  Association — ^William  L.  Draper,  Houston 

Secretary,  Section  on  Otolaryngology — Denton  W. 
Smith,  Beaumont 

President,  Texas  Otolaryngological  Association — Ed- 
ward A.  Newell,  Dallas 

President-Elect,  Texas  Otolaryngological  Association — 
Jesse  D.  Gomillion,  Midland 

Secretary,  Texas  Otolaryngological  Association — 
James  L.  Baldwin,  Dallas 

Treasurer,  Texas  Otolaryngological  Association — Er- 
nest Nalle,  Jr.,  Lubbock 


FRIDAY,  MAY  7,  9 A.M.-12  NOON 
Castilian  Rooms,  Shamrock  Hilton  Hotel 

William  L.  Draper,  Houston,  Presiding 

1.  (9:00)  Diagnosis  and  Management  of  the  Acous- 

tic Neuroma  Patient 

William  F.  House,  Los  Angeles 

The  diagnostic  aspects  of  acoustic  neuromas  have  greatly 
improved  over  the  last  five  years.  This  has  made  it  possible 
for  us  to  diagnose  these  tumors  at  a much  earlier  stage  and 
thus  prevent  serious  complications  from  large  tumors  in  many 
cases.  The  surgical  techniques  have  now  become  more  sta- 
bilized over  a period  of  time  and  these  techniques  will  be 
outlined. 
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2.  (10:00)  Submaxillary  Salivary  Gland  Resection  in 
the  Management  of  Uncontrolled  Diabetes  Mellitus 
and  Diabetes  Retinopathy 

Z.  Z.  Godlowski,  Chicago 

Diabetes  mellitus  caused  by  “high  output"  of  proinsulin,  bio- 
logically inactive,  responds  favorably  to  submaxillary  and 
sublingual  salivary  gland  resection.  The  most  spectacular  re- 
sults were  obtained  in  arresting  or  reducing  the  frequency  of 
hemorrhaging  into  retina  and/or  vitreous,  which  coexisted  in 
diabetic  retinopathy.  Submaxillary  and  sublingual  salivary 
glands  manufacture  a proteinase  inhibitor  which  interferes 
with  proteolytic  conversion  of  proinsulin  into  biologically  ac- 
tive insulin. 

3.  (11:00)  Conservation  Surgery  Today 

Joseph  H.  Ogura,  St.  Louis 

The  term  conservation  surgery  implies  the  use  of  partial 
surgical  techniques  for  vocal  cord,  epiglottis,  pyriform  fossa 
and  base  of  tongue  lesions.  Cumulative  experience,  which 
extends  back  to  1955,  will  be  given  from  the  standpoint  of 
specific  surgical  techniques  and  results.  The  results  of  pre- 
operative irradiation  will  also  be  mentioned.  In  effect,  the 
operation  is  quite  successful  as  a radical  procedure  which 
destroys  the  functioning  [jortions  of  the  larynx. 

(12:00)  Recess  for  Lunch 


12  NOON 

Normandy  A and  B,  Shamrock  Hilton  Hotel 

4.  (12:00)  Luncheon 

Business  Meeting 


2:30-5  P.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 

Edward  A.  Newell,  Dallas,  Presiding 

5.  (2:30)  Current  Concept  of  Nasopulmonary  Me- 
chanics 

Joseph  H.  Ogura,  St.  Louis 

The  evidence  of  the  reflex  arc,  which  operates  when  nasal 
obstruction  is  present  affecting  pulmonary  airway  resistance, 
will  be  described,  starting  with  the  control  experiments  of 
patients  with  obstruction  and  their  improvement  following 
surgery.  The  baseline  measurements  for  those  cases  in  which 
surgery  is  indicated  and  those  in  which  surgery  is  contra- 
indicated will  be  presented.  The  animal  model  system,  which 
confirms  findings  in  humans  (i.e.,  that  pulmonary  airway 
mechanics  is  aitered  in  the  presence  of  nasal  obstruction  or 
any  other  obstructive  abnormality  such  as  infection  in  the 
upper  airway  passage)  will  be  discussed. 

6.  (3:30)  Management  of  Old  Nasal  Fractures 

William  K.  Wright,  Houston 

Correction  of  deformity  secondary  to  old  fractures  has  al- 
ways been  undependable.  Elevation  of  a depressed  fracture 
tends  to  redepress.  Straightening  of  a deviated  nose  tends 
to  redeviate  and  the  older  the  fracture  the  greater  this  ten- 
dency. This  is  because  of  the  special  way  in  which  membrane 
bones  heal  and  because  of  the  unequal  release  of  stress 
within  the  cartilaginous  skeleton.  These  factors  will  be  dis- 
cussed aiong  with  methods  which  have  been  successful  in 
overcoming  them. 

7.  (4:00)  Management  of  Difficult  Eustachian  Tube 
and  Ossicular  Problems  in  Tympanoplasty 

William  F.  House,  Los  Angeles 

At  one  time  a blocked  eustachian  tube  was  considered  to  be 


a contraindication  to  tympanoplasty  surgery.  Over  a period 
of  time  various  techniques  have  been  developed  to  reopen  the 
eustachian  tube  and  to  promote  adequate  lining  of  the  middle 
ear  cleft  with  mucous  membrane.  Today,  the  surgical  opening 
of  the  eustachian  tube  has  been  extended  through  a middle 
fossa  approach. 

Ossicular  chain  problems  are  being  better  treated  through 
the  use  of  homografts  and  the  air-bone  gap  is  being  closed 
in  an  increasing  number  of  tympanoplasty  cases. 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 


8.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29). 


6:30  P.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 


9.  (6:30)  Social  Hour 


SATURDAY,  MAY  8,  9 A.M.-12  NOON 
Camelia  Room,  Shamrock  Hilton  Hotel 
William  L.  Draper,  Houston,  Presiding 


10.  (9:00)  Symposium  on  Diagnosis  and  Manage- 

ment of  Meniere’s  Patients 

Moderator:  Aram  Glorig,  Dallas 

Panelists:  William  F.  House,  Los  Angeles 
Z.  Z.  Godlowski,  Chicago 

The  diagnosis  of  Meniere’s  disease  is  becoming  much  more 
restricted  to  a particular  type  of  dizzy  patient.  The  manage- 
ment seems  to  be  improving  with  better  methods  of  quanti- 
tating the  patient’s  symptoms  and  through  more  detailed 
study  of  these  patients.  (Dr.  House) 

Endolymphatic  hydrops  (Meniere’s  disease)  is  a local  expres- 
sion of  general  deficiency  in  the  de-poiymerizing  action  of 
hyaluronidase  which  may  iead  to  the  accumuiation  of  hydro- 
philic hyaluronate  mucopoiysaccharides  which,  in  turn,  attract 
water  to  the  endolymphatic  space.  Resulting  from  it,  endo- 
lymphatic hypertension  by  mechanical  action  is  responsible 
for  many  diversified  anatomical  and  clinical  manifestations. 
Conservative  and/or  surgical  decompression  of  the  endolym- 
phatic hypertension,  as  a palliative  measure,  may  faciiitate 
the  recovery  from  the  aural  disease,  but  immunometaboiic 
management  must  be  continued  sometimes  for  life.  (Dr. 
Godlowski) 


11.  (10:40)  Effects  of  Thyroid  Deprivation  on  the 
Inner  Ear  of  Cats  and  Monkeys 

Johan  Janake,  Houston 
Ben  T.  Withers,  Houston 
S.  Harold  Reuter,  Houston 


12.  (10:55)  Acoustic  Neuroma 

H.  Edward  Maddox,  III,  Houston 
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13.  (11:15)  Transplantation  of  the  Canine  Larynx 

Joseph  H.  Ogura,  St.  Louis 

A summary  of  the  present  role  of  the  technical  aspects  of 
microvascular  anastomosis,  pitch  dynamics,  reinnervation, 
immunosuppression,  and  the  development  of  antilymphocytic 
serum  will  be  coordinated  in  an  overview  of  the  future 
transplantation  of  the  larynx. 

(12:00)  Recess  for  Lunch 
Visit  Exhibits 


2:30-5  P.M. 

Camelia  Room,  Shamrock  Hilton  Hotel 

Edward  A.  Newell,  Dallas,  Presiding 


14.  (2:30)  Malignant  Exophthalmos,  A Review  of 

76  Cases 

Joseph  H.  Ogura,  St.  Louis 

The  transantral  decompression  for  progressive  exophthalmos 
and  cosmetic  purposes  will  be  described.  The  pathology, 
indications,  operative  technique,  and  end  results  in  76  cases 
will  be  described. 


15.  (3:20)  Management  of  Laryngeal  Injuries 

Jack  P.  Gunter,  Dallas 
Robert  J.  Frank,  Dallas 

There  has  been  an  increasing  frequency  of  the  diagnosis  of 
laryngeal  injuries  over  the  past  several  years.  The  manage- 
ment of  these  injuries  will  be  discussed  with  respect  to  the 
diagnosis,  immediate  treatment,  and  delayed  treatment.  In- 
teresting cases  seen  at  Parkland  Memorial  Hospital  in  Dallas 
during  the  past  two  years  will  be  presented. 

16.  (3:40)  Management  of  Vascular  Tumors  of  the 
Head  and  Neck 

Robert  M.  Komorn,  Houston 


17.  (4:00)  Facial  Nerve  Surgery 

William  F.  House,  Los  Angeles 

The  entire  facial  nerve,  with  the  exception  of  the  portion 
within  the  brain  stem,  is  now  surgically  accessible.  Therefore, 
expanded  surgical  possibilities  have  developed  for  various 
types  of  facial  nerve  problems.  These  problems  will  be  re- 
viewed. 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 


18.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29) 


SECTION  ON  PATHOLOGY 

Chairman — Rolland  C.  Reynolds,  Dallas 
Secretary — Samuel  J.  Skinner,  Houston 


SATURDAY,  MAY  8,  8:15  A.M.-12  NOON 
Nile  Rooms,  Shamrock  Hilton  Hotel 


1.  (8:15)  Continental  Breakfast  Round  Table  Pres- 

entation: Associated  Antigen  Hepatitis 

Chang  Ling  Lee,  Chicago 

(9:30)  Recess 

Visit  Exhibits 


2.  (10:00)  Transformation  of  Differentiated  Thyroid 
Tumors  to  Lethal  Anaplastic  Carcinoma 

William  O.  Russell,  Houston 

The  55  cases  of  anaplastic  carcinoma  observed  in  a series  of 
846  primary  thyroid  tumors  studied  since  1944  at  The  Uni- 
versity of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute 
at  Houston  demonstrate  transition  of  slowly  growing  differ- 
entiated neoplasms  to  highly  lethal  anaplastic  carcinoma. 
Case  histories  will  illustrate  examples  such  as  anaplastic 
transformation  in  metastatic  differentiated  thyroid  carcinoma 
as  initial  clinical  symptom,  and  anaplastic  transformation 
following  total  thyroidectomy  and  25-year  history  of  differ- 
entiated metastatic  disease. 


3.  (10:20)  Laboratory  Diagnosis  of  Infectious  Mono- 
nucleosis 

Chang  Ling  Lee,  Chicago 


4.  (10:50)  Some  Aspects  of  Viral  Hepatitis 

A.  Bennett  Jenson,  Houston 

Two  immunologically  distinct  types  of  viral  hepatitis  (short 
incubation  and  long  incubation)  are  now  recognized.  It  is 
clinically  important  to  distinguish  between  them.  Short-incu- 
bation-period  hepatitis  (infectious  hepatitis)  is  highly  conta- 
gious, contacts  can  be  passively  immunized  with  gamma 
globulin,  and  the  virus  can  be  passaged  in  cell  culture.  Long- 
incubation-period  hepatitis  (serum  hepatitis)  is  mildly  con- 
tagious, gamma  globulin  has  little  prophylactic  effect  on 
contacts,  and  some  patients  become  long-term  carriers  of 
the  virus.  Immunologic  tests  are  now  becoming  available  to 
detect  an  antigen  (Australian  antigen)  in  the  acute  phase  of 
long-incubation-period  hepatitis. 


5.  (11:10)  Problems  in  the  Diagnosis  of  Thymic  Neo- 
plasms 

Robert  E.  Fechner,  Houston 

Several  problems  deserve  clarification  to  determine  best 
therapy  for  thymomas.  For  instance,  Hodgkin’s  disease  orig- 
inating in  the  thymus  should  not  be  designated  as  "granu- 
lomatous thymoma.”  Other  terminology  is  complicated  by  the 
surgeon's  skill  which  has  blurred  the  usefulness  of  extra- 
thymic  invasion  as  a criterion  of  malignancy.  Conversely, 
recurrent  thymomas  are  not  necessarily  malignant  and  may 
deserve  further  surgery. 

(11:30)  Discussion 


(12:00)  Recess  for  Lunch 
Visit  Exhibits 
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2:30-5  P.M. 

Nile  Rooms,  Shamrock  Hilton  Hotel 


6.  (2:30)  Simultaneous  Detection  and  Identification 

of  Hepatitis  Associated  Antigen  and  Its  Antibody  by 
Electrophoresis 

Chang  Ling  Lee,  Chicago 


7.  (3:00)  Application  of  Histochemistry  and  Elec- 

tron Microscopy  in  the  Diagnosis  of  Pulmonary  Dis- 
ease 

S.  Donald  Greenberg,  Houston 

Electron  microscopic  examination  of  percutaneous  lung  biop- 
sies in  a variety  of  diffuse  pulmonary  diseases  disclosed  the 
following  important  findings:  (1)  in  pneumonias,  swollen  and 
degenerating  capillary  endothelium  (the  "shock  cells”);  (2) 
in  rheumatoid  lungs,  imbibitous  edema  and  fraying  of  capil- 
lary basement  membranes;  (3)  in  fibrosing  disease  of  the  lung 
("Hamman-Rich”),  immature  totifiotent  mesenchymal  cells; 
(4)  in  sarcoidosis,  unique  cytoplasmic  inclusions;  and  (5)  in 
lupus  erythematosus,  branched  tubular  inclusions  within  cap- 
illary endothelial  cells. 

(3:20)  Discussion 


8.  (3:30)  Degeneratio  Spongiosa  Diffusa  Cerebri 

Infantum 

Coloman  de  Chenar,  Austin 

A 3-year-old  Latin-American  girl  with  macrocephaly  had  am- 
blyopia, nystagmoid  movements,  muscular  weakness,  flexed 
upper  and  extended  lower  extremities,  convulsions,  and  died 
of  pneumonia. 

In  the  brain  there  were  spongy  cavitations  in  the  cortex, 
basal  ganglia,  brain  stem,  and  cerebellum;  diffuse  myelin 
defects  and  gliosis,  Alzheimer’s  glia  cells,  but  no  neuro- 
nophagia. 

(3:50)  Discussion 


9.  (4:00)  Symposium  on  the  Impact  of  Machines  on 

Laboratory  Medicine 

Moderator;  David  Marrack,  Houston 

Panelists:  Robert  E.  Howard,  San  Antonio 
Harry  S.  Lipscomb,  Houston 

The  panel  will  discuss  the  changes  in  laboratory  medicine 
stemming  from  the  capabilities  for  faster  analysis  of  many 
tests  by  the  newer  machines  now  being  introduced  into  lab- 
oratories as  well  as  the  potential  of  data  processing. 

The  economics  of  possessing  large  analytical  engines  requires 
large  numbers  of  samples  for  analysis  to  give  reasonable 
utilization  rates.  While  the  real  cost  per  test  decreases,  the 
physical  problems  of  reporting  results  are  compounded.  Pres- 
sures exist  to  bring  the  cost  per  test  closer  to  the  real  cost. 
These  factors  affect  the  structure  and  operations  of  pathology 
practice. 

(4:50)  Discussion 
(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

10.  (5:00)  Curbstone  Consultations  (see  complete 
listing  of  informal  round  table  discussions  on  page 
29) 


SECTION  ON  PEDIATRICS 

Chairman — Charles  B.  Lambeth,  Odessa 
Secretary — Mary  Ellen  Haggard,  Galveston 


SATURDAY,  MAY  8,  8:15  A.M.-12  NOON 
Belvedere  A,  Shamrock  Hilton  Hotel 

1.  (8:15)  Continental  Breakfast  Round  Table  Pres- 

entation: Speech  and  Language  Disorders  of  Young 
Children 

Sylvia  O.  Richardson,  Cincinnati 

(9:30)  Recess 

Visit  Exhibits 


2.  (10:00)  Cyclophosphamide  in  the  Management  of 
Nephrotic  Syndrome  of  Childhood 

James  N.  Etteldorf,  Memphis 

Cyclophosphamide  has  been  a useful  adjunct  to  adrenocor- 
ticoid  therapy  in  the  nephrotic  syndrome.  It  is  useful  in 
steroid  dependent  and  steroid  resistant  forms  of  the  syn- 
drome; permanent  remission  has  occurred  in  approximately 
80%  of  our  patients  as  a result  of  combined  steroid  and 
cyclophosphamide  therapy.  When  remission  has  not  occurred 
following  combined  therapy  in  steroid  resistant  patients, 
steroid  responsiveness  has  been  observed  at  a later  date.  A 
method  of  treatment  and  toxic  manifestations  will  be  outlined. 


3.  (11:00)  The  Newborn 

Arnold  J.  Rudolph,  Houston 

To  examine  newborn  infants  adequately,  the  physician  must 
have  a knowledge  of  the  normal  variations  and  minor  depar- 
tures from  the  normal,  in  addition  to  an  awareness  of  the 
disorders  that  commonly  afflict  them.  These  variations  and 
abnormal  findings  will  be  discussed  with  slides. 


4.  (11:30)  Neonatal  Correction  of  Hypospadias 

Luke  W.  Able,  Houston 

This  simple  bucket-handle  transposition  of  the  dorsal  foreskin 
to  the  ventral  perineal  area  allows  early  construction  of  the 
missing  distal  urethra.  Psychologically,  early  correction  re- 
lieves the  parents  of  anxiety  and  early  correction  is  easier 
on  both  the  patient  and  doctor. 

(12:00)  Recess  for  Lunch 
Visit  Exhibits 


2:30-5  P.M. 

Belvedere  A,  Shamrock  Hilton  Hotel 


5.  (2:30)  Learning  Disabilities — Fact  and  Fiction 

Sylvia  O.  Richardson,  Cincinnati 


6.  (3:30)  Cromylin,  A New  Drug  Administered  by 

Inhalation  for  Asthma 

A.  Lobdell  Exline,  Austin 

My  subject  material  will  be  a double  blind  prospective  cross- 
over study  on  disodium  chromoglycate.  This  is  a new  drug 
not  yet  available  in  the  United  States  used  by  inhalation  for 
the  treatment  of  asthma.  It  is  effective  in  about  75%  of  the 
cases  as  compared  to  a placebo.  No  significant  side  effects 
were  noted. 
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7.  (4:00)  Nocturnal  Enuresis 

Warren  F.  Dodge,  Galveston 

This  current  prospective  longitudinal  study  of  renal  disease 
in  about  10,000  school  children,  begun  in  1967,  presented  an 
opportunity  to  evaluate  the  role  of  abnormal  urinary  findings 
in  enuretic  children  and  their  non  enuretic  classmates  and 
permitted  a reexamination  of  association  with  sex,  ethnic 
group,  socioeconomic  level,  birth  order,  and  mother’s  level  of 
education,  and  her  marital  status. 

At  6 years  of  age,  one  of  each  four  boys  and  one  of  each 
five  girls  were  reported  to  be  bedwetters  by  their  parents. 
Thereafter,  the  rate  decreased  about  1 to  3%  per  year  for 
both  sexes.  The  prevalence  of  bed-wetting  was  noted  to  differ 
significantly  by  ethnic  group  for  girls  but  not  boys;  by  socio- 
economic group  and  family  size  for  boys  but  not  girls;  and 
for  both  sexes  by  mother’s  education  but  not  by  the  other 
demographic  characteristics  examined. 

For  girls,  prevalence  of  significant  bacteriuria  increased  in 
association  with  both  the  presence  and  frequency  of  bed- 
wetting and  past  complaint  of  dysuria.  No  significant  differ- 
ence for  prevalence  of  proteinuria  in  boys  or  girls  was  found 
when  analyzed  by  current  enuresis  or  past  complaint  of 
dysuria. 


8.  (4:30)  The  Delivery  of  Adequate  Medical  Care  to 

Children  With  Cancer 

Jordan  R.  Wilbur,  Houston 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

9.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29): 

Diagnosis  and  Treatment  of  Recurrent 
Abdominal  Pain  in  Children 

Unplanned  Pregnancy:  (a)  In  Public 
Schools,  (b)  In  College 

Learning  Disabilities  in  Children 


SECTION  ON  PHYSICAL  MEDICINE 
AND  REHABILITATION 

Chairman — Robert  M.  Izard,  Jr.,  Gonzales 
Secretary — Ariel  Bar-Sela,  Houston 


Current  Diagnostic  Methodology 
in  Neuromuscular  Disorders 

FRIDAY,  MAY  7,  10  A.M.-12  NOON 
Walnut  Room,  Shamrock  Hilton  Hotel 


Disorders  Affecting  the  Lower  Motoneuron 

1.  (10:00)  The  Peripheral  Neuropathies 

William  S.  Fields,  Houston 

2.  (10:30)  Electromyography  (EMG)  in  the  Diagnosis 
of  Disorders  of  the  Lower  Motoneuron 

Robert  H.  Jebsen,  Cincinnati 


3.  (11:00)  General  Discussion:  Differential  Diagnosis 
in  Disorders  of  the  Lower  Motoneuron 

(11:30)  Recess  for  Lunch 

Visit  Exhibits 


2:30-4:30  P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 


The  Myopathies 

4.  (2:30)  Muscle  Weakness — Differential  Diagnosis 

Robert  M.  Gordon,  Houston 

5.  (3:00)  Enzyme  Studies  in  Primary  Muscle  Dis- 
orders 

Marc  Moldawer,  Houston 
Harold  L.  Dobson,  Houston 

6.  (3:30)  Electromyography  in  the  Myopathies 

Robert  H.  Jebsen,  Cincinnati 

7.  (4:00)  General  Discussion:  Differential  Diagnosis 
of  the  Myopathies 

(4:30)  Adjournment 


4:30  P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

8.  (4:30)  Business  Meeting,  Texas  Society  of  Phy- 

sical Medicine  and  Rehabilitation 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

9.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29): 

Physical  Therapy  Modalities  in  Your  Office 
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For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Peritrate*SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionaily  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tabiet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 

PE-GP-11 


PRimEr 

PLUS 

FIcKoplasf 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  .with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


...  Edward  Taylor  Ltd.  ••••• 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City  

State Zip 
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SECTION  ON  PUBLIC  HEALTH 

Chairman — Marjorie  E.  Sewell,  Dallas 
Secretary — Mary  Jo  Tonelli,  Sherman 

(The  Texas  Association  of  Public  Health  Physicians 
will  have  a dinner  meeting  Thursday,  6:30  p.m..  Bel- 
vedere A,  Shamrock  Hilton  Hotel.  The  Conference 
of  City  and  County  Health  Officers  will  be  held  on 
Saturday  from  10  a.m.  to  12  Noon,  Venetian  Room, 
Shamrock  Hilton  Hotel.  See  Specialty  Programs  sec- 
tion for  details.) 


SATURDAY,  MAY  8,  2:30-5  P.M. 

Venetian  Room,  Shamrock  Hilton  Hotel 

1.  (2:30)  Highlights  of  the  San  Antonio  Cervical 
Cancer  Project 

John  W.  Simpson,  San  Antonio 

2.  (3:00)  Communicable  Diseases  of  Public  Health 
Importance 

Philip  S.  Brachman,  Atlanta,  Ga. 

Infectious  diseases  are  significant  public  health  problems  de- 
serving our  intensive  efforts  at  control  and  prevention.  Eradi- 
cation is  a concept  that  has  merit  for  some  infectious 
diseases,  but  should  not  be  the  immediate  goal  for  others. 
In  some  instances,  diseases  can  be  prevented  by  vaccination, 
but  difficulties  have  arisen  in  delivering  the  product  to  the 
consumer.  With  other  diseases,  control  is  the  goal  toward 
which  we  should  direct  our  efforts. 

Mechanization  and  "progress”  have  created  new  communica- 
ble disease  problems  that  public  health  officials  have  not  yet 
solved.  For  example,  mass  processing  of  foods  has  increased 
food-borne  disease  problems.  The  expansion  of  hospital  ser- 
vices in  all  parameters  has  led  to  an  entire  new  area  of 
responsibility  with  regard  to  nosocomial  infections.  These  and 
other  problems  should  be  discussed  and  wrestled  with  wher- 
ever those  interested  in  the  public  health  gather. 


3.  (3:30)  What's  New  in  the  School  of  Public 

Health 

Reuel  A.  Stallones,  Houston 


4.  (4:00)  Public  Health  Aspects  of  Emphysema 

George  A.  Hurst,  Tyler 

In  Texas,  chronic  obstructive  lung  disease  is  the  second  most 
common  cause  of  total  and  permanent  disability  and  is 
increasing  more  rapidly  than  any  other  cause  of  disability.  In 
1968,  the  average  family  benefits  to  wage  earners  and  de- 
pendents disabled  with  respiratory  diseases  was  $21,402,946. 
Most  patients  in  the  respiratory  disease  category  have 
chronic  obstructive  lung  disease. 

A pulmonary  rehabilitation  project  financed  largely  by  the 
Vocational  Rehabilitation  Agency  was  established  at  the  East 
Texas  Tuberculosis  Hospital  in  1967.  The  various  facets  of 
the  project  and  the  preliminary  data  on  the  patients  dis- 
charged will  be  presented. 

All  patients  referred  by  their  private  physicians  are  screened 
by  the  vocational  rehabilitation  counselor  and  pulmonary 
physiologist  prior  to  admission  into  the  rehabilitation  project. 
Each  patient  is  admitted  to  the  hospital  for  an  average  of 
four  weeks’  evaluation,  treatment,  education,  and  group  ther- 
apy. Medical,  physiological,  psychological,  social,  and  voca- 
tional areas  are  evaluated. 

The  vocational  status  of  145  patients,  as  of  August  31,  1970, 
will  be  presented. 


5.  (4:30)  Comprehensive  Community  Clinics 

Louis  S.  Riley,  Jr.,  Dickinson 

The  family-oriented  neighborhood-based  indigent  health  care 
clinic  is  a totally  new  concept  in  Texas.  Private  health  care  to 
indigents  has  been  via  the  private  physician;  fragmented,  un- 
coordinated, extremely  limited  public  health  department  clinics 
and  university  specialty  outpatient  facilities  which  treat  the 
disease;  and/or  an  individual  outside  the  framework  of  the 
family  or  community  picture. 

This  paper  presents  some  of  the  problems  of  defining,  plan- 
ning, funding,  and  organizing  such  a program. 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 


6.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29): 

Air  Conservation 

SECTION  ON  RADIOLOGY 

Chairman — George  E.  Plum,  Dallas 
Secretary — Gerald  D.  Dodd,  Houston 


FRIDAY,  MAY  7,  10  A.M.-12  NOON 
Belvedere  Room,  Shamrock  Hilton  Hotel 

1.  (10:00)  Radiography  in  an  Intensive  Care  Nursery 

A.  Edward  O’Hara,  Philadelphia 

In  the  past  decade  improvement  in  the  care  and  management 
of  premature  and  immature  infants  has  achieved  an  increase 
in  their  survival.  This  then  necessarily  requires  an  accurate 
radiographic  examination  of  these  little  patients.  The  installa- 
tion of  permanent  equipment  in  our  Intensive  Care  Nursery 
has  done  much  to  avoid  the  transport  of  these  infants  to 
the  department  and  has  the  capacity  of  performing  many 
types  of  radiographic  studies  including  magnification.  Experi- 
ence with  this  facility  will  be  discussed. 


2.  (10:30)  Unusual  Destructive  Bone  Diseases  in 
Children 

Edward  B.  Singleton,  Houston 


3.  (10:45)  The  Treatment  of  Head  and  Neck  Soft 
Tissue  Sarcomas  in  Children 

Joseph  R.  Castro,  Houston 

4.  (11:00)  X-ray  Changes  in  Acute  Appendicitis 

David  M.  Rulfs,  Houston 


5.  (11:15)  Limitation  of  High  Dose  Effects  of  Radio- 
therapy 

Vincent  P.  Collins,  Houston 


6.  (11:30)  Discography 

Joseph  Colquhoun,  Houston 
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7.  (11:45)  Use  of  the  Inferior  Venocavogram  in 
Renal  Carcinoma 

Sidney  Wallace,  Houston 
William  D.  Davis,  Houston 

(12:00)  Recess  for  Lunch 
Visit  Exhibits 


2:30-5  P.M. 

Belvedere  Room,  Shamrock  Hilton  Hotel 

8.  (2:30)  New  Concepts  in  Cancer  Control:  Pre- 

ventable and  Avoidable  Cancers 

Wendell  G.  Scott,  St.  Louis 


SECTION  ON  SURGERY 

Chairman — LeRoy  J.  Kleinsasser,  Dallas 
Secretary — Frank  R.  Denman,  Houston 

FRIDAY,  MAY  7,  8:15  A.M.-12:10  P.M. 

Nile  Rooms,  Shamrock  Hilton  Hotel 

1.  (8:15)  Continental  Breakfast  Round  Table  Pres- 

entation: Inguinal  Hernia — Surgical  Therapy 

Lloyd  M.  Nyhus,  Chicago 

(9:30)  Recess 

Visit  Exhibits 


9.  (3:00)  Radiographic  Clues  to  Cytogenetic  Disease 

A.  Edward  O’Hara,  Philadelphia 

The  study  of  human  genetics  was  estabiished  on  a firm 
basis  when  Lejeunne  documented  mongolism  as  a chromo- 
somal aberration  in  1959.  Since  then  a large  number  of  dis- 
ease entities  have  been  described  due  to  abnormalities  of 
both  somatic  and  sex  chromosomes  such  as  gonadal  dysgen- 
esis, various  trisomy  syndromes  and  syndromes  involving 
deletion  of  parts  of  chromosomes.  It  soon  became  evident 
in  these  conditions  that  radiographic  findings  were  of  aid 
in  the  screening  of  patients  and  in  some  instances  a diagnosis 
could  be  suggested  before  karyotype  analysis  was  completed. 
These  radiographic  findings  and  their  value  will  be  discussed. 


10.  (3:30)  Indications  for  Hysterectomy  in  the  Man- 
agement of  Carcinoma  of  the  Cervix 

Alan  L.  Kaplan,  Houston 
Fred  Y.  Durrance,  Houston 

11.  (3:45)  Sources  of  Error  in  Diagnostic  Scans 

Thomas  P.  Haynie,  III,  Houston 

12.  (4:00)  Jam  Session  in  Diagnostic  Radiology 

Moderator:  Gerald  D.  Dodd,  Houston 

Panelists:  Lois  C.  Collins,  Houston 

Arnold  M.  Goldman,  Houston 
Kenneth  M.  Jensen,  Houston 
Arthur  F.  Barrett,  Houston 


(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

13.  (5:00)  Curbstone  Consultations  (see  complete 
listing  of  informal  round  table  discussions  on  page 
29) 


2.  (10:00)  Calcitonin  and  Medullary  (Solid)  Carci- 
noma of  the  Thyroid 

C.  Stratton  Hill,  Jr.,  Houston 

Calcitonin  is  elaborated  by  medullary  carcinoma  of  the  thy- 
roid. A sensitive  radioimmunoassay  has  been  developed  to 
measure  this  substance  in  serum.  This  assay  is  accurate  in 
diagnosing  this  tumor  preoperatively  in  patients  with  thyroid 
nodules.  The  same  accuracy  has  been  observed  in  high  risk 
individuals  with  normal  thyroid  glands  on  physical  and  lab- 
oratory examination.  Studies  monitoring  patients  treated  for 
medullary  carcinoma  for  recurrence  will  be  reported.  The 
distinctive  clinical  course  of  this  tumor  will  be  discussed. 

(10:20)  Discussion 

John  F.  McKenney,  Jr.,  Temple 


3.  (10:30)  Management  of  Massive  Gastrointestinal 
Hemorrhage 

Lloyd  M.  Nyhus,  Chicago 


4.  (10:50)  Carcinoma  of  the  Lung:  Experience  and 
Results  of  Efforts  to  Extend  Survival 

Lester  L.  Hoaglin,  Jr.,  Houston 

160  patients  with  primary  carcinoma  of  the  lung  were  diag- 
nosed and  treated  in  Hermann  Hospital  from  1962  to  1967. 
144  cases  were  treated  within  one  month  from  the  earliest 
evidence  of  disease  with  an  average  survival  of  18  months. 
Of  the  16  patients  whose  treatment  was  delayed,  those  with  a 
three  month  delay  had  an  average  survival  of  seven  months 
and  those  with  a four  month  delay  had  an  average  survival 
of  one  month.  Of  the  126  patients  who  were  treated  in  a 
definitive  fashion  for  their  malignancy,  a 14.2%  five-year  sur- 
vival was  noted.  A scheme  of  immediate  postoperative  chemo- 
therapy and  radiotherapy  for  resectable  but  not  curable  dis- 
ease was  explored  and  the  improved  survival  attributable  to 
the  postoperative  treatment  is  discussed. 

(11:10)  Discussion 


5.  (11:20)  Surgery  of  Coronary  Artery  Disease 

Michael  E.  DeBakey,  Houston 

(11:40)  Discussion 

6.  (11:50)  Flexible  Fiberoptic  Bronchoscopy 

Joel  E.  Reed,  Houston 

The  introduction  of  the  flexible  bronchofiberoscope  by  Dr. 
Ikeda,  et  al,  in  1968,  provided  a major  advance  in  broncho- 
scopy as  a diagnostic  tool.  The  visible  area  of  the  bronchial 
tree  is  considerably  increased  and  the  collection  of  specimens 
for  cytological  and  bacteriological  analysis  is  improved.  Sev- 
eral cases  are  discussed  to  demonstrate  the  technique,  ad- 
vantages, and  disadvantages  of  flexible  fiberoptic  broncho- 
scopy over  conventional  bronchoscopy. 

(12:10)  Recess  for  Lunch 
Visit  Exhibits 
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2:30-5  P.M. 

Nile  Rooms,  Shamrock  Hilton  Hotel 


7.  (2:30)  Surgical  Therapy  for  Strokes 

Grady  L.  Hallman,  Jr.,  Houston 

Intermittent  symptoms  of  unilateral  weakness  or  numbness, 
speech  difficulties,  or  dizziness  are  frequently  the  result  of 
cerebrovascular  insufficiency.  These  ischemic  episodes  are 
often  caused  by  stenosis  or  occlusion  of  major  vessels  in  the 
neck,  the  carotid  and  vertebral  arteries,  and  a bruit  can 
usually  be  heard  there.  Cerebral  arteriography  is  mandatory. 
Prompt  surgical  removal  of  the  obstructing  plaque,  before 
complete  occlusion  occurs,  generally  relieves  all  symptoms 
with  low  morbidity. 

(2:50)  Discussion 

8.  (3:00)  Lesions  of  the  Lower  Esophagus 

Lloyd  M.  Nyhus,  Chicago 

9.  (3:30)  Polypoid  Lesions  of  the  Gallbladder 

B.  David  Vanderpool,  Jr.,  Dallas 

This  paper  reviews  the  experience  at  Baylor  University  Medi- 
cal Center  with  polypoid  lesions  of  the  gallbladder.  A brief 
history  is  presented  and  pathological  classification  is  dis- 
cussed. Twenty-three  patients  were  found  to  have  benign 
polypoid  lesions  at  Baylor  University  Medical  Center  in  the 
years  1963-1968.  This  was  an  incidence  of  .91%  of  patients 
undergoing  cholecystectomy.  Cholecystectomy  is  indicated  for 
polypoid  lesions  of  the  gallbladder,  especially  those  which 
produce  symptoms  which  are  associated  with  gallstones. 

(3:50)  Discussion 

William  D.  Barnett,  Dallas 

10.  (4:00)  Management  of  Venous  Thromboembolic 
Disease 

Charles  H.  Fuller,  Dallas 

Newer  diagnostic  technics  such  as  pulmonary  angiography, 
lung  scan,  and  the  1-125  fibrinogen  test,  plus  more  frequent 
use  of  phlebography,  render  diagnosis  of  thrombophlebitis 
and  pulmonary  embolism  more  accurate.  Heparin  remains 
the  crux  of  treatment  for  venous  thrombosis,  and  vena  cava 
interruption  for  most  cases  of  pulmonary  embolism,  indica- 
tions of  which  are  discussed.  Preventive  measures,  especially 
the  wearing  of  elastic  stockings,  are  reemphasized.  Prophylac- 
tic vena  cava  interruption  with  a Teflon  clip  is  a safe  and 
effective  preventive  measure  in  selected  cases. 

(4:20)  Discussion 

LeRoyJ.  Kleinsasser,  Dallas 

11.  (4:30)  Extraintestinal  Diseases  Associated  With 
Ulcerative  Colitis 

Charles  D.  Chamberlain,  Jr.,  Houston 

The  several  diseases  which  are  distinctly  associated  with 
ulcerative  colitis  are  uvulitis:  arthritis:  nutritional  disorders; 
hematologic  disorders;  skin  diseases,  polyarteritis  nodosum 
and  pyoderma  gangrenosum;  hepatic  diseases,  hepatitis  and 
cirrhosis;  and  pseudoinfantilism.  Each  of  these  is  discussed 
and  characteristic  pictures  are  shown.  It  is  stressed  that  the 
surgeon  as  well  as  the  internist  should  be  familiar  with  these 
diseases,  as  they  can  be  more  dangerous  than  the  ulcerative 
colitis  causing  crippling  and  death,  just  as  surely  as  when 
the  ulcerative  colitis  is  undiagnosed  or  uncontrolled  medically 
or  surgically. 

(4:50)  Discussion 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 


12.  (5:00)  Curbstone  Consultations  (see  complete 
listing  of  informal  round  table  discussions  on  page 
29): 

Surgery  in  the  Aged 


SPECIALTY  PROGRAMS 


AMERICAN  ACADEMY  OF  PEDIATRICS, 
TEXAS  CHAPTER 

(Related  Organization) 

Chairman — Clarence  E.  Gilmore,  Paris 
Secretary — William  S.  Conkling,  Navasota 
Treasurer — George  Thannisch,  Lufkin 


SATURDAY,  MAY  8,  12:30  P.M. 

Columbia  Room,  Shamrock  Hilton  Hotel 

1.  (12:30)  Luncheon 

Urinary  Tract  Infections 

James  N.  Etteldorf,  Memphis 

Infections  of  the  urinary  tract  in  children  may  be  difficult  to 
cure  or  control.  Early  detection,  appropriate  antibacterial 
treatment  of  these  infections,  and  correction  of  anatomical 
abnormalities  of  the  urinary  tract  are  important  if  serious 
sequelae  with  renal  insufficiency  are  to  be  avoided  or  mini- 
mized. The  diagnosis  and  treatment  of  these  problems  will 
be  discussed. 

AMERICAN  CANCER  SOCIETY, 

TEXAS  DIVISION 

(Related  Organization) 

President — Grover  L.  Bynum,  Jr.,  Austin 

Executive  Vice  President — Mr.  Curt  W.  Reimann,  Austin 

(The  Texas  Division,  American  Cancer  Society,  will 
sponsor  Dr.  James  F.  Holland,  Buffalo,  and  Dr.  Wen- 
dell G.  Scott,  St.  Louis,  as  guest  speakers  on  pro- 
grams of  the  Texas  Medical  Association  1971  Annual 
Session.  See  Speakers  section  for  appearances.) 


(5:00)  Adjournment 
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TEXAS  MEDICINE 


AMERICAN  COLLEGE  OF  CHEST 
PHYSICIANS,  TEXAS  CHAPTER 

(Related  Organization) 

President — Daniel  E.  Jenkins,  Houston 

Vice  President — W.  Cone  Johnson,  Abilene 

Secretary-Treasurer  and  Program  Chairman — George 
P.  Noon,  Houston 


SUNDAY,  MAY  9,  9 A.M.-4;40  P.M. 

Astro  IV  and  V,  Astroworld  Hotel 

1.  (9:00)  Therapy  of  Primary  and  Metastatic  Carci- 
noma of  the  Lung  With  Bleomycin 

Melvin  L.  Samuels,  Houston 

Bleomycin,  a sulfur-containing  polypeptide  antibiotic  derived 
from  the  Streptomyces  verticiUus,  has  been  reported  by  Japa- 
nese investigators  to  possess  unique  activity  against  epithelial 
neoplasms.  Human  pharmacology  studies  have  shown  that 
the  compound  does  tend  to  localize  in  epithelial  structures 
but  also  in  lymph  nodes,  peritoneum,  and  lung.  It  does  not 
produce  bone  marrow  suppression.  The  major  toxicity  is 
interstitial  fibrosis  of  the  lung  with  death  from  pulmonary 
insufficiency  in  about  5%  of  patients  receiving  high  dosage. 
Preliminary  studies  have  shown  striking  activity  in  malignant 
lymphomas  and  certain  metastatic  tumors  to  the  lung,  espe- 
cially germinal  tumors  of  the  testes.  Occasionally  certain  strik- 
ing responses  have  been  shown. 

2.  (9:20)  Cytology  of  Sputum  and  Bronchial  Wash- 
ings in  Primary  Pulmonary  Carcinoma 

M.  J.  Ortiz,  Houston 

This  study  was  undertaken  to  correlate  cytology  of  sputa  and 
bronchial  washings  with  tissue  preparations  of  the  lungs.  All 
inconclusive  and  positive  sputa  and  bronchial  washings  from 
1964  through  1970,  from  Jefferson  Davis  Hospital  and  Ben 
Taub  General  Hospital  were  reviewed. 

Cytology  of  approximately  100  cases  was  interpreted  as  either 
inconclusive  or  positive  for  carcinoma.  Approximately  60  % 
were  positive  for  carcinoma  in  both  cytology  and  tissue 
examination;  35%  had  inconclusive  cytology  examination  and 
were  subsequently  positive  in  tissue  examination;  and  5% 
had  positive  cytology  examination  but  tissue  confirmation  is 
not  available. 


3.  (9:40)  Compressibility  of  Normal  and  Abnormal 
Lung  by  Air  and  Fluid 

Morton  Ziskind,  New  Orleans 

Normal  lung  is  compressible  and  can  often  be  distinguished 
from  abnormal  lung  by  volume  changes  in  the  presence  of 
large  pleural  effusions,  pneumothoraces,  or  giant  bullae.  Il- 
lustrative cases  will  be  presented  with  pulmonary  function 
data,  angiograms,  and  radio  photoscans. 

4.  (10:00)  Alterations  in  the  Airway  Dynamics  Fol- 
lowing Inhalation  of  Ultrasonic  Mist 

S.  K.  Malik,  Houston 

Lung  mechanics  were  studied  in  16  normal  persons  and  22 
patients  with  COPD  following  inhalation  of  various  ultrasonic 
mists.  In  contrast  to  the  normal  individuals,  patients  had 
cough,  wheezing,  and  a slight  increase  in  airway  resistance; 
these  side  effects  were  short-lived  and  easily  reversed  with 
bronchodilator.  Furthermore,  the  magnitude  of  fall  in  fre- 
quency-dependent compliance  was  greater  in  the  chronic 
bronchitic  as  compared  to  the  asthmatic  patients;  these 
effects  may  be  related  to  the  different  mechanisms  of  under- 
lying airways  obstruction,  especially  in  upstream  segments. 

(10:20)  Intermission 


5.  (10:40)  Unusual  Pulmonary  Infections  in  the  Pedi- 
atric Patient 

Edward  B.  Singleton,  Houston 

The  pediatric  patient  is  susceptible  to  the  same  pulmonary 
infections  found  in  the  adult  and  also  is  subject  to  a number 
of  infections  found  only  in  the  pediatric  age  group.  Some  of 
these  infections  may  be  acquired  in  utero,  others  may  be 
associated  with  mechanical  or  congenital  abnormalities  and 
others  may  be  associated  with  various  hypo-immune  syn- 
dromes. The  discussion  will  include  primarily  the  unusual 
infections  in  the  pediatric  patient  with  emphasis  upon  the 
importance  of  lung  biopsy  in  the  diagnosis. 


6.  (11:00)  Blunt  Trauma  to  the  Chest,  A Reappraisal 

Donald  L.  Bricker,  Lubbock 

Significant  alterations  in  concepts  of  management  of  blunt 
trauma  to  the  chest  have  occurred  over  the  past  decade. 
Treatment  today  is  markedly  different  from  that  which  would 
have  been  rendered  ten  years  ago.  A review  of  100  patients 
admitted  to  the  intensive  care  unit  of  the  Ben  Taub  General 
Hospital  with  severe  blunt  trauma  to  the  chest  is  compared 
to  a similar  group  of  patients  presenting  from  1950  to  1961. 
A detailed  plan  of  management  is  presented  based  upon 
newer  concepts  of  pulmonary  physiology  which  has  notably 
improved  results. 


7.  (11:20)  Stiff  Lung  Syndrome — A Reversible  Pro- 
cess 

Charles  H.  Williams,  Houston 

This  presentation  deals  with  the  management  of  35  cases  of 
post-traumatic  stiff  lung  syndrome  with  only  one  death.  Man- 
agement consisted  of  early  recognition,  correction  of  fluid 
and  blood  loss,  early  operative  intervention  for  surgical  cor- 
rection of  other  organ  injuries,  and  early  continuous  vent! 
latory  assistance  with  volume  limited  respirators  and  strict 
adherence  to  controlled  oxygen  administration.  Management 
of  complications  will  be  discussed,  which  include  oxygen 
toxicity  and  tracheal  stenosis. 

Follow. up  pulmonary  function  studies  on  a number  of  these 
patients  will  also  be  presented. 


8.  (11:40)  Atrial  Pacing  in  Coronary  Artery  Disease 

Joseph  W.  Linhart,  San  Antonio 

Atrial  pacing  may  be  used  to  increase  diagnostic  accuracy  in 
patients  suspected  of  coronary  artery  disease  or  with  border- 
line lesions  by  precipitation  of  angina  and  various  hemody- 
namic and  ECG  changes.  It  may  disclose  abnormalities  in 
myocardial  function  even  in  the  absence  of  chest  pain.  Angina 
is  usually  associated  with  a decrease  in  myocardial  function, 
but  decreases  in  compliance  also  may  occur. 


12  NOON 

Parlor  A,  Astroworld  Hotel 


9.  (12:00)  Luncheon 

Business  Session,  Texas  Chapter,  Ameri- 
can College  of  Chest  Physicians 


2 P.M. 

Astro  IV  and  V,  Astroworld  Hotel 

10.  (2:00)  The  Charles  M.  Hendricks  Memorial  Lec- 
ture: Myocardial  Revascularization — The  Cleveland 
Clinic  Experience 

Donald  B.  Effler,  Cleveland 
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11.  (3:00)  Congenital  Abnormalities  of  the  Coronary 
Arterial  Circulation 

John  M.  Lewis,  Houston 

Various  congenital  abnormalities  of  the  coronary  arterial  cir- 
culation will  be  reviewed  with  particular  emphasis  on  those 
coronary  arterial  abnormalities  which  have  medical  or  surgi- 
cal significance.  There  are  several  examples  of  various  con- 
genital abnormalities  which  are  amenable  to  surgical  approach 
and  these  will  be  outlined  in  detail.  A review  of  the  entire 
problem  of  congenital  coronary  arterial  abnormalities  will  be 
presented  for  educational  purposes  since,  even  though  perfu- 
sion of  the  left  ventricular  mass  may  be  normal,  the  aberrant 
location  of  various  portions  of  the  coronary  arterial  bed  may 
be  confusing  to  the  surgeon  at  the  time  of  cardiac  operative 
procedures  of  other  types. 


12.  (3:20)  Recent  Advances  in  Surgical  Therapy  of 
Acquired  Valvular  Heart  Disease 

Arthur  C.  Beall,  Jr.,  Houston 

Recent  advances  in  prosthetic  heart  valve  design  have  been 
toward  covering  increasing  amounts  of  the  prostheses  with 
cloth,  in  order  to  allow  for  more  complete  tissue  encapsula- 
tion. Experience  with  one  such  prosthesis  has  been  most 
encouraging.  Recently,  a follow-up  of  our  original  202  con- 
secutive cases  in  which  this  prosthesis  was  employed  has 
demonstrated  a total  incidence  of  thromboembolic  complica- 
tions of  only  4.5%.  All  of  these  patients  had  been  followed 
for  at  least  one  year  prior  to  review,  and  some  have  been 
followed  for  three  years.  Data  such  as  this  now  plays  an 
important  role  in  decisions  regarding  indications  for  valve 
replacement. 

(3:40)  Intermission 


13.  (4:00)  Left  Ventricular  Outflow  Obstruction  in 
Hypertrophic  Subaortic  Stenosis — The  Importance  of 
the  Mitral  Valve 

Roberto  Lufschanowski,  Houston 

The  role  of  the  mitral  valve  in  the  dynamics  of  obstructive 
cardiomyopathy  has  received  wide  and  primarily  angiographic 
support. 

The  authors  recently  had  the  opportunity  to  follow  two  pa- 
tients with  subaortic  stenosis  who  also  required  mitral  valve 
replacement;  in  one  case  for  rheumatic  disease  and  in  the 
other  case  for  severe  incompetence.  In  both  cases,  they  ob- 
served after  surgery  the  disappearance  of  the  gradient  across 
the  outflow  tract.  They  believe  that  these  two  cases  confirm 
with  direct  evidence  the  importance  of  the  mitral  valve  in  the 
development  of  dynamic  outflow  obstruction  in  at  least  some 
cases  of  subaortic  stenosis. 


14.  (4:20)  Pectus  Excavatum — Its  Physiologic  Signif- 
icance 

Milton  V.  Davis,  Dallas 

In  the  past  many  authorities  have  intimated  that  certain 
respiratory  disabilities  accrue  in  patients  who  have  pectus 
excavatum.  There  apparently  have  been  little  or  no  data  to 
support  this.  On  the  other  hand,  little  has  been  written  about 
cardiac  dysfunction  related  to  pectus  excavatum.  Many 
authors  have  reported  murmurs,  but  virtually  no  cardiac 
physiologic  studies  have  been  reported.  It  is  the  theme  of 
this  paper  that  the  pectus  excavatum  deformity  can  result 
in  interference  with  right  ventricular  filling  and  prevention  of 
adequate  responses  in  cardiac  output  to  stress. 

(4:40)  Adjournment 


AMERICAN  COLLEGE  OF 
EMERGENCY  PHYSICIANS, 
TEXAS  CHAPTER 


THURSDAY,  MAY  6,  9 A.M.-12  NOON 
Parlor  A,  Astroworld  Hotel 


1. 

(8:45) 

Registration 

2. 

(9:10) 

Call  to  Order 

Ben  E.  Moore,  Dallas 

3. 

(9:15) 

Legal  Aspects  of  Emergency  Room  Care 

Mr.  R.  Charles  Stiles,  Houston 

4. 

(9:45) 

Panel:  Pressing  Problems  in  Elevating  the 

Standards  of  Emergency  Medical  Care 

Moderator:  N.  Peter  Plechas, 

Corpus  Christi 

(1)  Medical  Complications  Associated 
With  Drug  Abuse 

Joseph  C.  Rupp,  Corpus  Christi 

(2)  Criteria  for  Organizing  Emergency 
Physicians  Hospital  Groups 

Stanley  K.  Taylor,  Dallas 

(3)  Grading  Systems  Method  for  Emer- 
gency Services  in  Community  Hospitals: 
(a)  Aged  Drivers  Licensing,  (b)  The  Drunk- 
en Driver 

Mr.  Charles  King,  Austin 


(10:15)  Coffee 


5.  (10:30)  Panel:  Effect  of  New  JCAH  Standards  on 
Emergency  Medical  Care 

Moderator:  Ben  E.  Moore,  Dallas 

Panelists:  Mr.  Robert  L.  English,  Austin 

William  T.  Haeck,  Jacksonville,  Fla. 
Mr.  R.  Charles  Stiles,  Houston 


6.  (11:00)  Organizational  Meeting — Texas  Chapter, 
American  College  of  Emergency  Physicians 

(12:00)  Adjournment 
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TEXAS  MEDICINE 


AMERICAN  HEART  ASSOCIATION, 
TEXAS  AFFILIATE,  INC. 

(Related  Organization) 

President — John  R.  Derrick,  Galveston 

Executive  Director — Mr.  Dudley  H.  Hafner,  Austin 

Director  of  Medical  Programming — Mr.  Dale  String- 
fellow,  Austin 

(The  American  Heart  Association,  Texas  Affiliate,  Inc., 
will  cosponsor  the  Symposium  on  Cardiovascular  Dis- 
eases with  the  Texas  Medical  Association  Committee 
on  Cardiovascular  Diseases  Thursday,  9 a.m.  to 
5 p.m.,  Camelia  Room,  Shamrock  Hilton  Hotel.  Amer- 
ican Heart  Association,  Texas  Affiliate,  Inc.,  also  will 
cosponsor  the  Conference  on  the  Rehabilitation  Po- 
tential of  the  Cardiac  Patient  Saturday,  9 a.m.  to 
4 p.m..  Astro  VI  and  VII,  Astroworld  Hotel.  See 
Specialty  Programs  section  for  details  of  these  pro- 
grams. Texas  Affiliate  will  cosponsor  Dr.  C.  Thorpe 
Ray,  New  Orleans,  as  guest  speaker.  See  Speakers 
section  for  appearances.) 


AMERICAN  PSYCHIATRIC 
ASSOCIATION,  TEXAS  DISTRICT 
BRANCH 

(Related  Organization) 

President — M.  Lake  Fowler,  Jr.,  Galveston 

Sec retary-Trea surer — Harry  K.  Davis,  Galveston 

(The  Texas  District  Branch,  American  Psychiatric 
Association,  will  cosponsor  the  Section  on  Nervous 
and  Mental  Diseases  program  Friday,  10  a.m. -5  p.m.. 
Azalea  Room,  Shamrock  Hilton  Hotel.  See  Section 
Meetings  section  for  details.  The  Executive  Council, 
Texas  District  Branch,  APA,  will  meet  for  a breakfast 
session  Friday,  7 a.m.,  Columbia  Room,  Shamrock 
Hilton  Hotel.) 


FRIDAY,  MAY  7,  4:45  P.M. 

Azalea  Room,  Shamrock  Hilton  Hotel 


1.  (4:45)  Business  Session 

(5:30)  Adjournment 


CONFERENCE  OF  CITY  AND 
COUNTY  HEALTH  OFFICERS 

(Related  Organization) 

Chairman — J.  E.  Peavy,  Austin 

(The  Texas  Association  of  Public  Health  Physicians 
will  have  a dinner  meeting  Thursday,  6:30  p.m..  Bel- 
vedere A,  Shamrock  Hilton  Hotel.  The  meeting  of  the 
Section  on  Public  Health  will  be  held  Saturday  from 


2:30  to  5 p.m.,  Venetian  Room,  Shamrock  Hilton 
Hotel.  See  Section  Meetings  section  and  elsewhere  in 
this  Specialty  Programs  section  for  details.) 


SATURDAY,  MAY  8,  10  A.M.-12  NOON 
Venetian  Room,  Shamrock  Hilton  Hotel 

See  final  program  of  annual  session  for  details. 


CONFERENCE  ON  THE 
REHABILITATION  POTENTIAL 
OF  THE  CARDIAC  PATIENT 

(The  Conference  on  the  Rehabilitation  Potential  of  the 
Cardiac  Patient  is  sponsored  by  American  Heart  Asso- 
ciation, Texas  Affiliate:  Texas  Physical  Medicine  and 
Rehabilitation  Society;  Texas  Medical  Association 
Committee  on  Rehabilitation;  and  Texas  Medical 
Association  Committee  on  Workmen’s  Compensation 
and  Industrial  Health.  The  program  is  acceptable  for 
five  elective  hours  by  the  American  Academy  of  Gen- 
eral Practice.) 


SATURDAY,  MAY  8,  9 A.M. 

Astro  VI  and  VII,  Astroworld  Hotel 

Conference  Chairman — Mr.  Smith  Pettigrew,  Dallas 

1.  (9:00)  Purposes  and  Objectives  of  Conference 

Mr.  Smith  Pettigrew,  Dallas 

2.  (9:05)  Evaluation  in  Physician's  Office 

George  H.  Carman,  Dallas 

The  author  will  describe  the  criteria  and  methods  the  physi- 
cian can  use  in  his  office  to  evaluate  the  rehabilitation  po- 
tential of  the  cardiac  patient. 

3.  (10:05)  Evaluation  In-Plant 

F.  W.  Wilson,  Houston 
E.  Lowell  Berry,  Dallas 

Methods  used  by  physicians  in  industry  to  aid  in  rehabilita- 
tion of  patients  suffering  from  coronary  heart  disease,  hyper- 
tensive heart  disease,  valvular  heart  disease,  and  congenital 
heart  disease  will  be  described. 

New  monitoring  procedures  to  assess  the  performance  of 
cardiac  patients  in  the  job  situation  will  be  demonstrated. 

(12:05)  Recess  for  Lunch 


2 P.M. 

Astro  VI  and  VII,  Astroworld  Hotel 

4.  (2:00)  Evaluation  in  A Specialized  Unit  (Houston 

Work  Evaluation  Unit) 

David  Cardus,  Houston 
Mr.  Riccardo  J.  Tettamanti,  Houston 

The  evaluation  process  of  a cardiac  patient  in  a specialized 
unit  at  the  service  of  a cardiac  rehabilitation  program  will  be 
described  and  demonstrated. 

(4:00)  Adjournment 
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FIRE!!! 

The  victim,  a fireman 
with  angina  pectoris 

Are  your  angina  patients 


IStBDIL 

(is6S(^de  dinitrate) 


For  prescribing  information,  please  see  facing  page. 


ISORDII! 

(isosorbide  dinitrate) 

The  nature  of  his  work  may  make  the  fire- 
man more  vulnerable  to  an  attack  of 
angina  pectoris.  Long  periods  of  relative 
inactivity  are  interrupted  by  episodes  of 
great  physical  and  emotional  stress— a 
combination  which  may  favor  the  occur- 
rence of  such  attacks.  ISORDIL  (isosor- 
bide dinitrate)  dilates  coronary  arteries 
and  significantly  reduces  the  number, 
duration,  and  severity  of  angina  attacks. 
In  a stress  situation  or  in  the  ordinary 
stresses  of  everyday  living,  ISORDIL 
SUBLINGUAL  provides  its  therapeutic 
effect  rapidly — within  two  to  five  min- 
utes. Moreover,  it  has  a sustained  dura- 
tion of  action— from  one  to  two  hours. 
Consider  ISORDIL  for  your  angina 
patients;  ISORDIL  is  available  in  six  for- 
mulations for  prescribing  flexibility. 
ISORDIL  SUBLINGUAL,  2.5-mg.  tablets 
ISORDIL*^SUBLINGUAL,  5-mg.  tablets 
ISORDIL  ORAL,  5-mg.  scored,  oral  tablets 
ISORDIlf,  10  mg.  scored,  oral  tablets 
ISORDIL®TEMBIDS  TABLETS,  40-mg. 
sustained  action  tablets 
ISORDILwithPHENOBARBITAL,  contain- 
ing 10  mg.  isosorbide  dinitrate  and  15  mg. 
(’/«  gr.)  phenobarbital,  U.S.P.,  (Warning: 
Phenobarbital  may  be  habit  forming) 

Indications:  Sublingual— prevention  and 
treatment  of  angina  pectoris.  Ora! — for  relief 
of  angina  pectoris  (pain  of  coronary  artery 
disease):  the  oral  dosage  forms  are  not  in- 
tended to  abort  the  acute  anginal  episode, 
but  are  widely  regarded  as  useful  in  the  pro- 
phylactic treatment  of  angina  pectoris. 
Contraindication:  Idiosyncrasy  to  this  drug. 
Warnings:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
Precautions:  Intraocular  pressure  is  in- 
creased; therefore,  caution  is  required  in 
administering  to  patients  with  glaucoma.  Tol- 
erance to  this  drug  and  cross-tolerance  to 
other  nitrites  and  nitrates  may  occur.  In 
patients  with  functional  or  organic  gastroin- 
testinal hypermotility  or  malabsorption  syn- 
drome, It  IS  suggested  that  either  the  5 mg. 
or  10  mg.  oral  tablets  or  the  2.5  mg.  or  5 mg. 
sublingual  tablets  be  the  preferred  therapy. 
The  reason  for  this  is  that  a few  patients  have 
reported  passing  partially  dissolved  Tembids 
tablets  in  their  stools.  This  phenomenon  is 
believed  to  be  on  the  basis  of  physiologic 
variability  and  to  reflect  rapid  gastrointesti- 
nal transit  of  the  sustained  action  tablet. 
TEMBIDS  SHOULD  NOT  BE  CHEWED. 
Adverse  Reactions:  Cutaneous  vasodilation 
with  flushing.  Headache  is  common  and  may 
besevereand  persistent.  Transient  episodes  of 
dizziness  and  weakness  as  well  as  other  signs 
of  cerebral  ischemia  associated  with  postural 
hypotension  may  occasionally  develop.  This 
drug  can  act  as  a physiological  antagonist  to 
norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual 
exhibits  marked  sensitivity  to  the  hypotensive 
effects  of  nitrite,  and  severe  responses  (nau- 
sea, vomiting,  weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may 
enhance  this  effect.  Drug  rash  and/or  exfolia- 
tive dermatitis  may  occasionally  occur. 

Consult  direction  circular  before  prescribing. 

May  we  send  you  reprints,  detailed  infor- 
mation and/or  professional  samples? 


TEMBIDS  - TRAOEAAAftK  FOR  SUSTAINED  ACTION  TABLETS 

IVES  LABORATORIES  INC. 

685  Third  Avenue,  New  York,  N Y.  10017 

DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE 
THROUGH  MEDICINE 


Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 


I ARCH  LABORATORIES 

1 319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell.  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 
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CONFERENCE  ON  STUDENT  UNREST 

(The  Conference  on  Student  Unrest  is  sponsored  by 
the  Committee  on  School  Health  of  the  Texas  Medical 
Association.) 

Chairman,  Committee  on  School  Health,  Texas  Medi- 
cal Association — Robert  S.  Ray,  Seguin 


THURSDAY,  MAY  6,  8:30  A.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 


1.  (8:30)  Registration 


2.  (9:00)  Welcome 

Woodrow  Watts,  Ed.D.,  Houston 

Introductory  Remarks 

Robert  S.  Ray,  Seguin 


3.  (9:15)  From  the  Eye  of  the  Hurricane;  An  Admin- 

istrator’s Observations  on  Student  Unrest 

Mr.  Glenn  P.  Smith,  San  Francisco 

(10:00)  Coffee 


4.  (10:30)  The  Prospects  for  a Revolution 

Ralph  W.  Conant,  Ph.D.,  Houston 


5.  (11:30)  How  the  Police  Department  Can  Help  With 
Student  Unrest 

Chief  Herman  Short,  Houston 


12  NOON 

Continental  Room,  Shamrock  Hilton  Hotel 

6.  (12:00)  Luncheon 

Panel:  What  Students  Think  of 

Student  Unrest 

Moderator;  Mr.  MyrI  Ed  Johnson,  Houston 
Participants:  Students 


2 P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 


7.  (2:00)  Student  Unrest  in  the  High  Schools 

Mr.  Gordon  M.  Cotton,  Houston 


8.  (2:30)  Student  Unrest  and  the  High  Venereal 
Disease  Rate 

Albert  G.  Randall,  Houston 

(3:00)  Coffee 

9.  (3:15)  Student  Unrest  and  Drug  Abuse 

Joseph  C.  Schoolar,  Houston 


10.  (3:45)  Helping  Students  to  Adjust:  A Trip  to 
Somewhere 

Russell  L.  Deter,  El  Paso 

(4:15)  Adjournment 


INTERNATIONAL  COLLEGE  OF 
SURGEONS,  TEXAS  STATE 
SURGICAL  DIVISION 

President — Robert  B.  Elliott,  Houston 


THURSDAY,  MAY  6,  7 P.M. 

Astro  IV,  Astroworld  Hotel 

1.  (7:00)  Cocktail  Party  and  Dinner  (Members, 

Wives,  and  Guests) 


ORIENTATION  PROGRAM  OF 
TEXAS  MEDICAL  ASSOCIATION 

FRIDAY,  MAY  7,  8 A.M. 

Continental  Room,  Shamrock  Hilton  Hotel 

1.  (8:00)  Registration 


Charles  Max  Cole,  Dallas,  Presiding 

2.  (9:00)  Welcome 

Charles  Max  Cole,  Dallas 

3.  (9:05)  New  Vistas  and  Challenges  for  Texas 
Medicine 

Walter  Walthall,  San  Antonio 

4.  (9:25)  An  Accounting  of  Stewardship;  What  Hap- 
pens to  Your  Dues 

James  A.  Hallmark,  Fort  Worth 

5.  (9:45)  Medical  Ethics — Obligations  of  the  Physi- 
cian to  His  Colleagues  and  to  the  Medical  Profession 

Charles  B.  Dryden,  Wichita  Falls 

6.  (10:05)  Issues  of  the  Day 

Mr.  C.  Lincoln  Williston,  Austin 

(10:35)  Coffee — Courtesy  of  Texas  Central  Credit 
Union 


G.  V.  Brindley,  Jr.,  Temple,  Presiding 

7.  (10:50)  Serving  the  Doctors  of  Texas 

Mr.  Donald  M.  Anderson,  Austin 


P-52 


TEXAS  MEDICINE 


8.  (11:10)  Doctor-Patient  Relations 

2 P.M. 

Robert  Mayo  Tenery,  Waxahachie 

Astro  1 and  II,  Astroworld  Hotel 

9.  (11:30)  Legal  Aspects  of  Medical  Practice;  Mal- 
practice— How  to  Avoid  It 

Mr.  Sam  V.  Stone,  Jr.,  Austin 

4.  (2:00)  What  To  Do  on  First  Contact — Part  II 

James  F.  Maddux,  San  Antonio 

(12:10)  Adjournment 

(3:00)  Coffee 

12:30  P.M. 

5.  (3:20)  Resources 

Timothy  L.  D.  Sharma,  Houston 

Emerald  Room,  Shamrock  Hilton  Hotel 

(5:00)  Adjournment 

10.  (12:30)  General  Meeting  Luncheon 

Skylab — The  World’s  Swiftest  Research 

Laboratory 

Commander  Joseph  P.  Kerwin,  MC,  DSN 

SEMINAR  ON  MEDICAL  WRITING 

NASA  Astronaut 

SEMINAR  ON  DRUG  ABUSE 

(The  Seminar  on  Medical  Writing  is  sponsored  by 
Southwestern  (Texas)  Chapter  of  the  American  Medi- 
cal Writers’  Association.  Details  will  appear  in  the 
final  program  of  the  annual  session.) 

(The  format  for  the  Seminar  on  Drug  Abuse  reflects 
the  thinking  of  many  practicing  physicians  who 
agree  on  a need  for  more  information  about  (1) 

SUNDAY,  MAY  9,  10  A.M. 

why  the  pandemic  increase  in  drug  abuse?  (2)  what 
to  do  when  first  consulted  by  the  young  person  tak- 
ing drugs,  or  by  his  parents?  and  (3)  what  are  the 

Parlor  B,  Astroworld  Hotel 

medical  and  other  resources  at  all  levels  to  help  with 

1.  (10:00)  Program 

the  problem?  Core  faculty  will  include  William  A. 
Cantrell,  Houston;  Jerry  M.  Lewis,  Dallas;  and  Joseph 

C.  Schoolar,  Houston.  Others  expert  in  facets  of  the 
subject  will  augment  the  core  faculty  from  time  to 

(12:00)  Recess  for  Lunch 

time.) 

12  NOON 

Program  Coordinator:  Grant  Taylor,  Houston 

Parlor  C,  Astroworld  Hotel 

Instructor-! n-Charge:  William  A.  Cantrell,  Houston 

2.  (12:00)  Luncheon 

Drugs— Who,  Why,  What 

Business  Meeting 

SUNDAY,  MAY  9,  9 A.M. 

Astro  1 and  II,  Astroworld  Hotel 

1.  (9:00)  “Why”  Session 

SOCIETY  OF  LIFE  INSURANCE 

MEDICAL  DIRECTORS  OF  TEXAS 

Father  Albert  S.  Moraczewski,  Houston 

(10:30)  Coffee 

Corresponding  Secretary — Miss  Florence  Ferguson, 
Dallas 

2.  (10:50)  What  To  Do  on  First  Contact — Part  1 

FRIDAY,  MAY  7,  12:30  P.M. 

James  F.  Maddux,  San  Antonio 

Astro  VI,  Astroworld  Hotel 

12  NOON 

Astro  VI  and  VII,  Astroworld  Hotel 

1.  (12:30)  Luncheon  Meeting 

3.  (12:00)  Luncheon 

Law  and  Order 

Mr.  Carol  S.  Vance,  Houston 
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SPECIAL  PROGRAM  ON  HISTORY  OF 
CARDIOVASCULAR  SURGERY 

(The  Special  Program  on  History  of  Cardiovascular 
Surgery  is  sponsored  by  the  Committee  on  Medical 
History  of  the  Texas  Medical  Association.) 

Chairman — Joe  C.  Rude,  Austin 


THURSDAY,  MAY  6,  7 P.M. 

Doctors'  Club  of  Houston,  Jesse  H.  Jones  Library 
Building,  Texas  Medical  Center 

I.  (7:00)  Dinner 

Two  Thousand  Years  of  Heart  Surgery 

Denton  A.  Cooley,  Houston 

Progress  in  heart  surgery  until  the  past  two  decades  was 
retarded  by  many  influences  largely  based  upon  ignorance 
and  superstitions  regarding  the  human  heart.  An  attempt 
will  be  made  to  trace  from  the  crucifixion  of  Jesus  (a  death 
from  coronary  insufficiency  as  later  proved  by  physiologists) 
to  the  modern  era.  Some  surgeons  have  not  accepted  the 
belief  that  the  heart  should  be  protected  from  manipulation. 
About  150  A.D.  Galen  was  convinced  otherwise  and  attempted 
surgery  on  two  patients  with  pericardial  disease.  Yet  late  in 
the  19th  Century  Theodore  Billroth,  the  intrepid  Viennese 
surgeon,  admonished  surgeons  from  operating  upon  the  heart 
at  risk  of  losing  respect  of  their  colleagues.  Gradually  there- 
after isolated  reports  of  cardiac  procedures  appeared  from 
Rehn  (suture  of  a penetrating  wound);  Trendelenburg  and 
Kirschner  (pulmonary  embolectomy);  Cutler  (mitral  valvot- 
omy),  and  a few  others.  While  "closed”  heart  surgery  was 
being  performed  with  increasing  frequency  after  World  War 

II,  the  true  dawn  of  modern  heart  surgery  occurred  with  the 
advent  of  temporary  extracorporeal  circulatory  support,  Lil- 
lehei  and  associates  when  they  successfully  performed  opera- 
tions using  cross  circulation  from  parent  to  child  revealed 
the  truly  heroic  attributes  which  have  typified  the  bold 
pioneers  in  this  new  and  rapidly  expanding  field  of  surgery. 
Recent  addition  of  definitive  operations  for  coronary  insuffi- 
ciency offer  additional  promise  for  the  future. 


SYMPOSIUM  ON  ALCOHOLISM 

(The  Symposium  on  Alcoholism  is  sponsored  by  the 
Texas  Commission  on  Alcoholism  and  The  University 
of  Texas  Division  of  Extension.) 

Executive  Director — Mr.  K.  E.  Beahan,  Austin 


THURSDAY,  MAY  6,  8 P.M, 

Castilian  Rooms,  Shamrock  Hilton  Hotel 

1.  (8:00)  Early  Diagnosis  and  Treatment  of  the 

Alcoholic 

Ronald  J.  Catanzaro,  West  Plam  Beach,  Fla. 

The  number  one  drug  abuse  problem  in  the  United  States 
today  is  still  alcoholism.  Since  the  regular  social  usage  of 
alcohol  is  practiced  by  50%  of  adult  Americans,  determining 
the  fine  line  between  "social  drinking”  and  "problem  drink- 
ing” becomes  difficult.  This  is  particularly  accentuated  by 
the  fact  that  many  physicians  themselves  regularly  use  alco- 
hol. It  has  been  facetiously  said  that  a physician  makes  a 
diagnosis  of  "no  alcohol  problem”  in  any  patient  who  drinks 
less  than  the  physician  himself  drinks,  and  "a  possible  alcohol 
problem”  in  any  patient  who  drinks  more  than  the  physician 
himself  drinks. 

There  are,  however,  specific  indications  which  the  physician 


can  use  as  criteria  to  evaluate  whether  a patient  he  is  seeing 
may  be  in  the  early  phases  of  developing  an  alcohol  problem. 
Symptoms  which  should  make  the  physician  aware  of  the  pos- 
sibility of  a diagnosis  of  alcoholism  fall  into  five  major  cate- 
gories: (a)  social  maladjustment  symptoms:  (b)  accidental 
fractures;  (c)  vague  neurologic  symptoms:  (d)  recent  onset 
of  psychiatric  symptoms;  and  (e)  intermittent  gastrointestinal 
complaints.  These  categories  will  be  described  in  detail.  Fur- 
ther steps  will  be  given  to  help  the  physician  make  a definite 
diagnosis  and  plan  a course  of  treatment  when  alcoholism  is 
suspected. 

(8:40)  Discussion 


SYMPOSIUM  ON  CARDIOVASCULAR 
DISEASES 

(The  Symposium  on  Cardiovascular  Diseases  is  spon- 
sored by  the  Committee  on  Cardiovascular  Diseases 
of  the  Texas  Medical  Association  in  conjunction  with 
the  American  Heart  Association,  Texas  Affiliate,  Inc.) 

Chairman,  Committee  on  Cardiovascular  Diseases, 
Texas  Medical  Association — John  R.  Derrick,  Gal- 
veston 


CORONARY  CARE  '71 


THURSDAY,  MAY  6,  9 A.M. 

Camelia  Room,  Shamrock  Hilton  Hotel 

Cochairmen — J.  Morris  Horn,  Dallas;  Ralph  G.  Green- 
lee, Midland 


1.  (9:00)  Acute  Myocardial  Infarction 

Robert  J.  Hall,  Houston 


2.  (9:20)  On  Line  Computer  Care  of  the  Coronary 
Patient 

Philip  C.  Richardson,  Austin 

The  computer  program  that  is  being  developed  within  The  Uni- 
versity of  Texas  Biomedical  Engineering  Program  is  designed 
to  detect  a variety  of  potentially  dangerous  cardiac  arrhyth- 
mias as  they  occur.  Rather  than  do  waveform  analysis,  as  is 
classically  done  with  other  computer  programs,  the  algorithm 
in  this  program  deals  only  with  continuous  and  careful  meas- 
urement of  the  R to  R interval.  This  permits  low  data  rate 
transmission  on  telephone  lines  to  a central  computer  that 
can  handle  multiple  patients  simultaneously.  The  program 
currently  is  being  set  up  to  monitor  patients  at  the  St. 
David’s  Community  Hospital  in  Austin  using  The  University 
of  Texas  College  of  Engineering  computing  facility. 

3.  (9:40)  Mechanical  Circulatory  Support  As  Pre- 
operative Preparation 

John  Hines  Kennedy,  Houston 

The  concept  of  mechanical  support  of  circulation  (and  res- 
piration) for  patients  in  terminal  cardiorespiratory  failure  has 
become  well  established.  Exactly  upon  whom  this  method  of 
treatment  should  be  applied  has  been  less  clear. 

Of  a total  of  37  patients  whom  the  project  group  evaluated 
for  the  question  of  mechanical  circulatory  support  (the  heart- 
lung  machine),  the  indication  was  preparation  for  surgery  in 
nine;  seven  were  resuscitated;  and  four  became  long-term 
survivors. 
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4.  (10:00)  Pacing  for  Arrhythmia  Control 

Everett  C.  Price,  Houston 

Pacemakers  have  been  used  for  several  years  in  the  treat- 
ment of  syncopal  attacks,  congestive  heart  failure,  and  low 
cardiac  output  related  to  high  grade  A-V  block  and  other 
types  of  bradycardia.  More  recently,  temporary  and  perma- 
nent pacemakers  have  been  used  for  treatment  and  preven- 
tion of  tachyarrhythmias  related  to  bradycardias.  Suppressive 
drugs  may  be  used  more  safely  when  required  along  with  the 
pacemaker.  Pacing  may  also  be  used  for  repetitive  ventricu- 
lar or  occasionally  atrial  arrhythmias  in  certain  situations.  In 
unusual  incidences,  special  types  of  pacemakers  have  been 
used  for  conversion  of  tachyarrhythmias  with  pacing  briefly 
at  very  rapid  rates  or  using  paired  pacing  or  coupled  pacing. 

(10:20)  Coffee  Break 

6.  (10:35)  Modern  Medical  Coronary  Care 

C.  Thorpe  Ray,  New  Orleans 

7.  (11:15)  Panel  (Questions  and  Answers) 

Moderator:  John  M.  Wallace,  Galveston 

Panelists:  Morning  Speakers 

(12:00)  Lunch 


1:00  P.M. 

Camelia  Room,  Shamrock  Hilton  Hotel 

Cochairmen — Faber  F.  McMullen,  Jr.,  Houston;  Byron 
W.  Wright,  Dumas 

8.  (1:00)  Selection  of  the  Patient  for  Coronary 

Angiography 

William  J.  Block,  San  Antonio 


9.  (1:20)  Evaluation  of  the  Patient  by  Coronary 

Angiography 

John  M.  Lewis,  Houston 


Texas  Jump — For  Coronary  Disease 

10.  (1:35)  The  Single  Jump 

Thomas  D.  Kirksey,  Austin 


11.  (1:50)  The  Double  Jump 

Jimmy  F.  Howell,  Houston 

utilizing  the  techniques  evolved  from  experience  in  the  surgi- 
cal treatment  of  atherosclerotic  vascular  disease,  a successful 
procedure  for  treatment  of  disabling  coronary  artery  disease 
and  potentially  catastrophic  coronary  artery  lesions  has  been 
developed.  The  procedure  of  coronary  artery  bypass  grafting 
can  be  safely  employed  with  excellent  results  in  most  patients 
with  coronary  artery  disease  and  its  complications.  Mortality 
rate  parallels  severity  of  disease.  Therefore,  early  surgical 
treatment  of  patients  with  angina  pectoris  and  significant 
occlusive  lesions  on  coronary  arteriograms  is  recommended. 


12.  (2:05)  The  Triple  Jump 

Ben  F.  Mitchel,  Dallas 

Over  50%  of  patients  evaluated  for  coronary  artery  disease 
have  significant  obstructions  in  all  three  major  coronary  ves- 
sels. Ideally,  patients  with  three  vessel  disease  should  have  a 
bypass  graft  into  each  area  of  obstruction,  whether  or  not 
collateral  flow  from  one  area  into  another  is  present.  The 
technique  employed  and  the  results  of  more  than  100  triple 
bypass  procedures  will  be  presented. 


13.  (2:20)  The  Jump  with  Gas 

Harold  C.  Urschel,  Jr.,  Dallas 

Vein  bypass  graft  is  the  procedure  of  choice  for  palliative 
coronary  artery  surgery  when  the  vessel  distal  to  the  obstruc- 
tion is  patent.  However,  for  a vessel  with  a long,  total  occlu- 
sion or  severe  diffuse  disease  in  which,  although  it  might  ac- 
cept a vein  graft,  the  flow  would  be  less  than  30  cc  per  min- 
ute, a carbon  dioxide  gas  endarterectomy  is  performed.  To 
employ  the  carbon  dioxide  endarterectomy  in  the  left  coro- 
nary artery  and  its  branches,  distal  endarterectomy  is  per- 
formed with  the  carbon  dioxide  and  a proximal  vein  graft  for 
inflow  is  used.  Patency  results  of  the  vein  bypass  graft  are 
90%  for  a 3-year  period  and  70%  for  carbon  dioxide  gas 
endarterectomy  over  two  years. 

(2:35)  Coffee  Break 


14.  (2:45)  Postoperative  Management  of  the  Jump 
Patient 

Charles  H.  Williams,  Houston 

15.  (3:00)  Coronary  Disease — To  Jump  Or  To  Sit? 

C.  Thorpe  Ray,  New  Orleans 

16.  (3:30)  Panel 

Moderator:  Michael  E.  DeBakey,  Houston 

Panelists:  Ben  F.  Mitchel,  Dallas 

C.  Thorpe  Ray,  New  Orleans 
William  J.  Block,  San  Antonk) 
John  M.  Wallace,  Galveston 

(5:00)  Adjournment 


SYMPOSIUM  ON  CEREBRAL  PALSY 

(The  Symposium  on  Cerebral  Palsy  is  sponsored  by 
United  Cerebral  Palsy  Association  of  Texas,  Inc.) 

Acting  Executive  Director — Mr.  Bryan  Smith,  Austin 

Program  Chairman — Lewis  M.  Heifer,  San  Antonio 


The  Underachieving  Child 

SUNDAY,  MAY  9,  8 A.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 
Moderator:  E.  Winston  Cochran,  Beaumont 

1.  (8:00)  Registration 

2.  (8:30)  Special  Cerebral  Palsy  Film,  University  of 
Alabama 


3.  (9:15)  Certification  of  the  Neurologically  Handi- 
capped Underachieving  Child 

Lewis  M.  Heifer,  San  Antonio 

4.  (9:45)  Available  Resources — Present  and  Future 

Mr.  Charles  S.  Eskridge,  Sr.,  Austin 

(10:15)  Coffee 
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5.  (10:30)  Teaching:  A Multidisciplinary  Project 

Frank  Faick,  Ph.D.,  Houston 

6.  (11:00)  Clinical  Teaching 

Olga  Dominguez,  Ph.D.,  San  Marcos 

7.  (11:30)  Prediction  of  Achievement  Ability 

Richard  Austin,  Ph.D.,  Corpus  Christi 


12  NOON 

Continental  Room,  Shamrock  Hilton  Hotel 

Moderator:  Oscar  O.  Selke,  Jr.,  Houston 

8.  (12:00)  Luncheon 

Historical  Aspects  of  Treatment  of  CP’s 

Eric  Denhoff,  Providence,  R.l. 


2 P.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 

Moderator:  Lewis  M.  Heifer,  San  Antonio 

9.  (2:00)  Early  Education  and  Computer  Program 

Jasper  Harvey,  Ph.D.,  Austin 

10.  (2:20)  Emotional  and  Psychiatric  Problems 

Alberto  C.  Serrano,  San  Antonio 

11.  (2:40)  How  Family  Can  Help  Social  Worker 

Miss  Arlene  Pitre,  Galveston 

(3:15)  Coffee 

12.  (3:30)  Medication  for  the  CP 

Eric  DenhoTT,  Providence,  R.l. 

13.  (4:00)  Question  and  Answer  Session 

Panelists:  Speakers  of  the  Day 

(5:00)  Adjournment 


SYMPOSIUM  ON  TRANSPORTATION 
SAFETY 

(The  Symposium  on  Transportation  Safety  is  spon- 
sored by  the  Committee  on  Transportation  Safety  of 
the  Texas  Medical  Association.) 

Chairman,  Committee  on  Transportation  Safety,  Texas 
Medical  Association — W.  R.  Hubler,  Corpus  Christi 


2.  (2:10)  Auto  Safety  Improvements — 1965-75 

John  P.  Stapp,  Washington,  D.C. 

Changing  attitudes  and  organized  efforts  of  the  automotive 
industry  and  of  federal  and  state  governments  constitute  a 
revolution  in  automotive  vehicle  safety  manifested  by  devel- 
opments in  protective  restraints,  collapsing  steering  columns, 
laminated  windshields,  reinforced  doors  with  strengthened 
locks,  energy  absorbing  bumpers,  and  safer  tires,  brakes,  and 
lighting.  Federal  standards  and  state  regulations  fix  minimum 
safety  criteria.  Completion  of  Experimental  Safety  Vehicle 
development  will  add  many  more  safety  features  and  stan- 
dards. Federal  vehicle  speed  standards  will  define  perform- 
ance patterns.  By  1975  passive  restraints  (quick-inflation  air 
bags)  and  many  other  improvements  will  be  standard.  The 
tide  of  death  and  injury  on  streets  and  highways  is  turning. 

(2:40)  Discussion 

3.  (2:50)  The  Habitual  Traffic  Violator 

Thomas  H.  Allison,  Dallas 

There  is  an  increasing  body  of  knowledge  which  indicates 
that  most  "accidents”  are  not  fortuitous  occurrences.  Al- 
though the  concept  of  permanently  "accident  prone"  people 
is  highly  questionable,  there  are  some  identifiable  personality 
and  social  patterns  which  make  some  people  high  accident 
risks  at  certain  times  in  their  lives.  With  appropriate  psycho- 
logical and  social  study  these  people  could  be  identified.  The 
use  of  such  data  could  possibly  reduce  auto  accidents  by 
10-15%,  but  raises  serious  philosophical  questions. 

(3:10)  Coffee 

4.  (3:25)  Preventive  Traffic  Safety  as  Related  to  the 
Pre-Crash,  Crash  and  Post-Crash  Stages 

Mr.  Marcus  L.  Yancey,  Jr.,  Austin 

Texas  Highway  Department  experience  indicates  that  road 
defects  are  a contributing  cause  in  approximately  6%  of  all 
fatal  or  injury  accidents.  The  vehicle  is  a contributing  cause 
in  about  3%  of  such  crashes.  Thus,  the  Department  is  not 
ready  to  give  up  on  the  possibility  of  educating  and  reeducat- 
ing the  driver  relative  to  those  behavioral  and  circumstantial 
characteristics  which  cause  drivers  to  be  involved  in  traffic 
crashes.  There  is  ample  evidence  from  information  gained 
from  in-depth  investigations  of  crashes  to  update  the  driving 
capabilities  of  all  licensed  drivers  for  preventive  safety.  Adult 
education,  as  well  as  education  of  the  young,  should  include 
basic  first  aid,  protection  of  an  accident  scene,  maneuvers 
under  different  weather  and  traffic  circumstances,  as  well  as 
education  concerning  the  effects  of  varying  amounts  of  alco- 
hol. In  addition,  the  use  of  helicopters  and  other  transporta- 
tion facilities  must  be  employed  to  save  lives. 

5.  (3:45)  Ambulance:  Friend  or  Foe? 

William  H.  Kolter,  Jr.,  Houston 

6.  (4:05)  Texas’  New  Medical  Advisory  Board  for 
Driver  Licensing 

Otto  Lippmann,  Austin 

The  history  of  the  development  of  driver  licensing  in  Texas 
and  other  states  will  be  discussed  briefly.  The  Texas  Board, 
its  organization,  procedural  policies,  present  experience,  and 
future  development  will  be  reviewed.  Comparisons  of  Texas 
Board  results  with  those  of  other  states  will  be  discussed. 
Examples  of  interesting  cases  will  be  given. 

(4:30)  Discussion 

(5:00)  Adjournment 


THURSDAY,  MAY  6,  2 P.M. 

Nile  Rooms,  Shamrock  Hilton  Hotel 

1.  (2:00)  Welcome  and  Introductions 

W.  R.  Hubler,  Corpus  Christi 
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TEXAS  ACADEMY  OF  GENERAL 
PRACTICE  SEMINAR 

President — B.  B.  Westbrook,  Jr.,  Beaumont 

Coordinator  of  Postgraduate  Planning — Jack  A.  Haley, 
Houston 


THURSDAY,  MAY  6,  12:30-5:30  P.M. 

Azalea  and  Bluebonnet  Rooms,  Shamrock  Hilton  Hotel 

Details  of  the  Texas  Academy  of  General  Practice 
Seminar  will  appear  in  the  final  program  of  the  annual 
session. 


TEXAS  AIR-MEDICS  ASSOCIATION 
AND  TEXAS  CHAPTER,  FLYING 
PHYSICIANS  ASSOCIATION, 

JOINT  SESSION 

(Related  Organizations) 

Texas  Air-Medics  Association 
President — William  C.  Nowlin,  Littlefield 
President-Elect — A.  Morriss  Reagan,  Dallas 
Secretary-Treasurer — C.  F.  Miller,  Waco 

Texas  Chapter,  Flying  Physicians  Association 

President — John  L.  Wright,  Jr.,  Big  Lake 

Vice  President — James  R.  Old,  Beaumont 

Acting  Secretary — Richard  L.  Gilkey,  Waxahachie 

(A  social  hour  for  members  of  Texas  Air-Medics  Asso- 
ciation and  Texas  Chapter,  Flying  Physicians  Associ- 
ation, and  their  wives  will  be  held  Wednesday,  5 p.m., 
in  the  suite  of  Dr.  and  Mrs.  W.  A.  Ostendorf,  Sham- 
rock Hilton  Hotel.) 


THURSDAY,  MAY  6,  9 A.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 

William  C.  Nowlin,  Littlefield,  and  John  L.  Wright,  Jr., 
Big  Lake,  Presiding 

1.  (9:00)  Invocation 

P.  W.  Malone,  Big  Spring 

Welcoming  Address 

William  C.  Nowlin,  Littlefield 

Introduction  of  Guests 

John  L.  Wright,  Jr.,  Big  Lake 

2.  (9:30)  Recent  Litigation  Involving  Airman  Medi- 
cal Certification 

Mr.  Hays  V.  Hettinger,  Houston 

3.  (10:00)  Allergy  and  Airman  Standards 

Dor  W.  Brown,  Jr.,  Fredericksburg 


4.  (10:30)  Report  on  Recent  Accidents 

Lynn  C.  Barnes,  Fort  Worth 

(11:00)  Coffee 

5.  (11:15)  It  Must  Be  Your  Machine — There’s  Noth- 
ing Wrong  With  Me 

Charles  M.  Brake,  Oklahoma  City 
(12:00)  Recess  for  Lunch 


12:15-2:00  P.M. 

Normandy  B,  Shamrock  Hilton  Hotel 

6.  (12:15)  Business  Luncheon,  Texas  Chapter,  Flying 
Physicians  Association 

2 P.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 

7.  (2:00)  Recent  Certification  Problems 

Dalton  L.  Hoffman,  Fort  Worth 

8.  (2:30)  What’s  New  at  C.  A.  M.  I. 

J.  Robert  Dille,  Oklahoma  City 

9.  (3:00)  Federal  Aviation  Agency  Forum 

Moderators:  William  C.  Nowlin,  Littlefield 
John  L.  Wright,  Jr.,  Big  Lake 

Panelists:  Lynn  C.  Barnes,  Fort  Worth 

Charles  M.  Brake,  Oklahoma  City 
J.  Robert  Dille,  Oklahoma  City 
Mr.  Hays  V.  Hettinger,  Houston 
Dalton  L.  Hoffman,  Fort  Worth 

(4:30)  Adjournment 


4:30  P.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 

10.  (4:30)  Business  Meeting,  Texas  Air-Medics  Asso- 
ciation 

(5:00)  Adjournment 


6:30  P.M. 

Kaphan’s,  7900  South  Main 

11.  (6:30)  Refreshment  Hour  and  Annual  Banquet — 
Members,  Wives,  Guests — Texas  Air-Medics  Associa- 
tion and  Texas  Chapter,  Flying  Physicians  Association 


Volume  67,  March,  197 J 


P-57 


TEXAS  ASSOCIATION  OF  PHYSICIANS 
IN  NUCLEAR  MEDICINE 

(Related  Organization) 

President — Thomas  P.  Haynie,  Houston 
Vice  President — John  A.  Burdine,  Jr.,  Houston 


SATURDAY,  MAY  8,  9:30  A.M. 

Normandy  B,  Shamrock  Hilton  Hotel 

1.  (9:30)  Protection  of  the  Hands  in  Handling  In- 
jectable Radioactive  Isotopes 

Ralph  S.  Clayton,  El  Paso 

2.  (9:50)  Image  Aberrations  Produced  by  Multi- 
channel Collimators  for  a Scintillation  Camera 

Frederick  J,  Bonte,  Dallas 

3.  (10:10)  Brain  Imaging  with  Radionuclides,  the 
Problems  and  Perplexities 

Frederick  C.  Petty,  Temple 

4.  (10:30)  Renal  Function  Studies  in  Kidney  Trans- 
plants With  a Scintillation  Camera 

Leslie  J.  Lawrence,  San  Antonio 

5.  (10:50)  Cardiopulmonary  Studies  with  99mjc  La- 
beled Human  Albumin  Microspheres 

John  A.  Burdine,  Jr.,  Houston 

6.  (11:10)  Pulmonary  Accumulation  of  Technetium 
— 99m  Sulfur  Colloid  During  Liver  Scanning 

Herbert  L.  Steinbach,  Jr.,  Dallas 

7.  (11:30)  Studies  of  the  Reticuloendothelial  System 
in  Man 

Henry  N.  Wagner,  Jr.,  Baltimore 


12  NOON 

Normandy  A,  Shamrock  Hilton  Hotel 

8.  (12:00)  Luncheon 

9.  (12:45)  Current  Status  of  Nuclear  Medicine 

Henry  N.  Wagner,  Jr.,  Baltimore 

10.  (1:30)  Business  Meeting 


TEXAS  ASSOCIATION  OF 
PUBLIC  HEALTH  PHYSICIANS 

(Related  Organization) 

(The  Conference  of  City  and  County  Health  Officers 
will  meet  Saturday,  10  a.m.-12  Noon,  Venetian 
Room,  Shamrock  Hilton  Hotel.  The  Section  on  Public 
Health  is  scheduled  Saturday,  2:30-5  p.m.,  Venetian 
Room,  Shamrock  Hilton  Hotel.  See  Section  Meetings 
section  and  elsewhere  in  this  Specialty  Programs 
section  for  details.) 

President — G.  M.  Kahn,  Amarillo 

Secretary-Treasurer — Joe  Stoeitje,  Beaumont 


THURSDAY,  MAY  6,  6:30  P.M. 
Belvedere  A,  Shamrock  Hilton  Hotel 

1.  (6:30)  Cocktails 

(7:30)  Dinner 


TEXAS  DEPARTMENT  OF  MENTAL 
HEALTH  AND  MENTAL  RETARDATION 

Commissioner — David  Wade,  Austin 

(The  Texas  Department  of  Mental  Health  and  Mental 
Retardation  will  sponsor  Dr.  Frank  J.  Ayd,  Baltimore, 
as  guest  speaker  on  programs  of  the  Texas  Medical 
Association  1971  Annual  Session.  See  Speakers  sec- 
tion for  appearances.) 


TEXAS  DERMATOLOGICAL  SOCIETY 

(Related  Organization) 

President — Morris  Polsky,  Austin 
Secretary-Treasurer — Coleman  Jacobson,  Dallas 
Program  Chairman — Donald  W.  Owens,  Houston 


SATURDAY,  MAY  8,  9 A.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 


1.  (9:00)  Cutaneous  Effects  of  Altered  Immunity 

Robert  W.  Goltz,  Denver 

2.  (9:45)  Office  Screening  for  Photosensitivity 

Fred  F.  Castrow,  II,  Houston 

(10:05)  Discussion 


3.  (10:10)  Skin  Lesions  of  the  Newborn 

Larry  H.  Taber,  Houston 

(10:30)  Discussion 
(10:35)  Intermission 
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4.  (10:45) 
(11:15) 

5.  (11:20) 
(11:40) 

6.  (11:45) 
(12:15) 


Toxic  Epidermal  Necrolysis 

Oscar  A.  Hamilton,  Harlingen 


Discussion 


Rat-Mite  Dermatitis 

George  W.  Hetherington,  Jr.,  Houston 

Discussion 


Presidential  Address 

Morris  Polsky,  Austin 


Adjournment 


TEXAS  INDUSTRIAL 
MEDICAL  ASSOCIATION 

(Related  Organization) 

President — Carolyn  K.  Veatch,  Corpus  Christi 

President-Elect  and  Program  Chairman — F.  W.  Wilson, 
Houston 

Secretary-Treasurer — John  G.  Lione,  Baytown 


FRIDAY,  MAY  7,  2-5  P.M. 

Venetian  Room,  Shamrock  Hilton  Hotel 

1.  (2:00)  Welcome 

Introductions 


6-7  P.M. 

Normandy  A,  Shamrock  Hilton  Hotel 

6.  (6:00)  Cocktail  Reception  (Members,  Wives, 

Guests) 


TEXAS  OPHTHALMOLOGICAL 
ASSOCIATION  AND  SECTION 
ON  OPHTHALMOLOGY 


President,  Texas  Ophthalmological  Association,  and 
Chairman,  Section  on  Ophthalmology — Edwin  G. 
Grafton,  Dallas 

President-Elect  and  Program  Chairman,  Texas  Ophthal- 
mological Association,  and  Secretary,  Section  on 
Ophthalmology — Joe  L.  Bussey,  Fort  Worth 

(The  Executive  Council,  Texas  Ophthalmological  Asso- 
ciation, will  meet  Thursday,  May  6,  1 p.m..  Minuet 
Room,  Towers  Hotel.) 

(Members  of  Texas  Ophthalmological  Association  will 
have  a refreshment  reception  Thursday,  May  6,  6 to 
8 p.m.,  Nile  Rooms,  Shamrock  Hilton  Hotel.) 

(Medical  Advisory  Committee  Chairmen,  Texas  Soci- 
ety for  the  Prevention  of  Blindness,  will  have  a break- 
fast session  Friday,  May  7,  7:30  a.m..  Minuet  Room, 
Towers  Hotel.) 


FRIDAY,  MAY  7,  8:30  A.M.-5  P.M. 
Embassy  Room,  Shamrock  Hilton  Hotel 

Edwin  G.  Grafton,  Dallas,  Presiding 


2.  (2:10)  Legal  Problems  Encountered  in  Practice 

of  Industrial  Medicine 

Mr.  Walter  Workman,  Houston 


3.  (3:00)  Principal  Problems  in  Programs  of  Peri- 

odic and  Multiphasic  Health  Examinations 

Norbert  J.  Roberts,  New  York 

(3:50)  Intermission 


4.  (4:10)  Accelerated  Silicosis  in  Sandblasters 

Morton  M.  Ziskind,  New  Orleans 

Accelerated  silicosis  occurs  in  inadequately  protected  sand- 
blasters after  less  than  ten  years  of  exposure.  Since  the 
patients  are  relatively  young  w/ith  short  smoking  histories,  a 
restrictive  ventilatory  disorder  is  the  rule.  Chest  roentgeno- 
grams often  show  diffuse  rather  than  nodular  disease.  Tu- 
berculosis or  mycobacteriosis  complicates  one-third  of  the 
cases.  Removal  from  exposure  and  control  of  infection  do 
not  prevent  the  progression  of  the  disease  and  severe  res- 
piratory impairment. 


1.  (8:30)  How  to  Make  a Jones  Tube  Work 

Alston  Callahan,  Birmingham 

Improper  positioning  of  the  lower  end  and  incorrect  length 
cause  most  of  the  failures  of  the  Jones  Pyrex  tube.  Cox, 
photographer  and  technical  assistant  of  the  Eye  Foundation 
Hospital  staff,  has  developed  instruments  for  the  easy  inser- 
tion (and  removal)  of  a Jones  tube,  and  determining  the 
optimal  length  for  each  patient.  These  are  accompanied  by 
a set  of  20  tubes  varying  in  1 mm  lengths  from  10  to  30  mm. 
When  properly  placed,  the  flange  of  the  upper  end  of  the  Jones 
tube  must  be  above  the  conjunctiva  and  the  bell  of  the 
lower  end  must  project  into  the  nasal  cavity  but  not  impinge 
on  the  septum.  Inspection  of  the  lower  end  is  as  important 
as  that  of  the  upper  end. 


2.  (9:15)  Upper  Eyelid  Reconstruction  Using  the 

Cutler-Beard  Technique 

Charles  R.  Leone,  Jr.,  San  Antonio 


3.  (9:45)  Total  Upper  Eyelid  Reconstruction  by 

Median  Forehead  Flap 

Robert  B.  Wilkins,  Houston 

(10:00)  Intermission 


5-5:45  P.M. 

Venetian  Room,  Shamrock  Hilton  Hotel  4 (io:20)  The  Current  Status  of  Hydrophilic  Contact 

Lenses 

5.  (5:00)  Business  Meeting  Whitney  G.  Sampson,  Houston 
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5.  (10:40)  Useful  Techniques  for  Correcting  Com- 
mon Disorders  of  the  Lacrimal  Drainage  System 

Everett  R.  Veirs,  Temple 

6.  (11:00)  Unsolved  Problems  and  Successful  Tech- 
nics of  Reconstruction  of  Contracted  Sockets 

Alston  Callahan,  Birmingham 

Unsolved  problems  are  (1)  badly  distorted  lid  margins  and 
severe  marginal  entropion;  (2)  severely  contracted  sockets; 
(3)  sockets  that  have  received  irradiation  for  malignancies; 
and  (4)  sockets  that  have  sustained  several  unsuccessful 
reconstructive  attempts  (after  an  unsuccessful  try,  two  or 
three  years  must  be  allowed  to  elapse  before  another  effort 
is  made). 

Successful  technics  are  (1)  when  only  the  inferior  cul-de-sac 
has  been  lost,  and  the  rest  of  the  mucosal  cavity  has  not 
contracted,  the  reconstructive  technic  is  likely  to  be  success- 
ful; (2)  moderately  contracted  sockets  with  little  or  no  fibrosis 
may  be  reconstructed  with  buccal  mucosa  fixed  to  the 
levator  muscle  and  arcus  marginalis  of  the  upper  rim  and 
to  the  inferior  orbital  septum;  and  (3)  moderately  contracted 
sockets  with  moderate  fibrosis  can  sometimes  be  enlarged 
with  a mucosa-covered  acrylic  plate  fixed  to  the  orbital  rims 
to  prevent  expulsion.  The  lids  can,  however,  contract  around 
the  plate  or  be  impaled  over  it,  requiring  removal  of  the 
plate  and  collapse  of  the  reconstructive  efforts. 

(12:00)  Recess  for  Lunch 


12:15  P.M. 

Columbia  Room  (International  Club),  Shamrock  Hilton 
Hotel 

7.  (12:15)  Luncheon,  Texas  Ophthalmological  Asso- 
ciation 


1:30  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 

8.  (1:30)  Business  Meeting,  Texas  Ophthalmologi- 

cal Association 


2:30  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 

John  C.  Kuppinger,  Harlingen,  Presiding 

9.  (2:30)  Reconstruction  of  the  Lower  Lid  (Mus- 
tarde  Method) 

Alston  Callahan,  Birmingham 

The  formation  of  part  or  all  of  the  lower  lid  by  rotating  a 
flap  of  zygomatic  facial  skin  and  subcutaneous  tissue,  lined 
by  mucosa  from  the  nasal  septum  or  the  lips,  has  been 
developed  by  Mustarde.  As  the  malignancy  or  post-traumatic 
scar  tissue  is  removed  from  the  lower  lid,  the  medial  cut 
is  made  vertically  downward  and  the  lateral  cut  diagonally 
toward  the  lower  end  of  the  medial  cut.  Thus,  when  the 
flap  is  rotated  it  will  fit  evenly  without  folds.  The  incision 
for  the  rotation  flap  is  arched  upward  until  it  passes  the 
zygomatic  region  and  then  it  is  curved  downward  posteriorly 
and  vertically  in  front  of  the  ear.  It  is  important  to  attach 
the  flap  to  the  temporal  periosteum  with  several  permanent 
sutures  to  prevent  sagging  of  the  flap. 

10.  (3:15)  Management  of  Extrascleral  Extension  of 
Uveal  Melanomas 

Milton  Boniuk,  Houston 


11.  (3:30)  Iris  Retractor  Mounted  Lateral  on  An- 
terior Chamber  Irrigator 

David  S.  Dow,  Waco 

(3:45)  Intermission 

12.  (4:00)  Tumors  Causing  Ptosis 

Alston  Callahan,  Birmingham 

Lymphangiomas,  neurofibromas,  and  hemangiomas  of  the  lid 
cause  ptosis  by  their  weight  and  displacement  of  tissue. 
Neurofibromas  always  and  lymphangiomas  frequently  are 
continuing  problems  because  of  persistent  growth.  When 
hemangiomas  are  cavernous  and  recurrent,  surgical  inter- 
vention and  irradiation  may  be  required  for  several  years. 
A large  lipoma  of  the  upper  cul-de-sac  was  removed  by  a 
surgeon  unfamiliar  with  mucosal  grafting  and  a profound 
ptosis  resulted.  A child  whose  ptosis  was  caused  by  a 
rhabdomyosarcoma  has  survived  4 years  after  exenteration. 
A 38-year-old  woman  developed  ptosis  from  a metastasis  to 
the  upper  lid  after  a breast  had  been  removed  for  carcinoma. 
Osteomata  caused  ptosis  without  exophthalmos  in  two 
patients  by  pressure  against  the  levator  muscle. 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

13.  (5:00)  Curbstone  Consultations  (see  complete 
listing  of  informal  round  table  discussions  on  page 
29) 

SATURDAY,  MAY  8,  8:15  A.M.-5  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 
Edward  C.  Ferguson,  III,  Galveston,  Presiding 

14.  (8:15)  Continental  Breakfast  Round  Table  Pres- 
entation: Clinical  Entities  in  Uveitis 

A.  Edward  Maumenee,  Baltimore 

The  term  uveitis  refers  to  many  different  types  of  chronic 
endogenous  inflammation  of  the  ocular  tissues.  Some  of 
these  entities  are  known  to  be  caused  by  specific  agents, 
such  as  the  Toxoplasma  gondii,  Histoplasma  capsulatum, 
Toxocara  cania,  and  Treponema  pallidum.  Other  entities,  such 
as  acute  anterior  nongranulomatous  iritis,  pars  planitis,  and 
placoid  pigment  epitheliopathy,  present  typical  clinical  pic- 
tures but  the  specific  etiological  agent  is  not  known.  These 
entities  will  be  discussed.  Examples  of  each  will  be  demon- 
strated with  slides. 

(9:15)  Recess 

15.  (9:30)  The  Effect  of  Salicylates  on  Aqueous 
Fibrinolysin 

Gerald  R.  Christensen,  Galveston 

16.  (9:45)  Photocoagulation  of  Macular  Diseases 

W.  Rex  Hawkins,  Houston 

(10:00)  Intermission 

17.  (10:20)  Report  on  Cases  at  the  Texas  State 
School  for  the  Blind 

Henry  L.  Hilgartner,  Austin 

18.  (10:40)  Treatment  of  Diabetic  Retinopathy  With 
Xenon-arc,  Ruby  Laser  and  Argon  Laser  Photocoagu- 
lation: A Comparison  of  Results 

Alice  R.  McPherson,  Houston 
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19.  (11:00)  Management  of  Open  Angle  Glaucoma 

A.  Edward  Maumenee,  Baltimore 

A diagnosis  and  management  of  open  angle  glaucoma  still 
presents  a major  problem  in  spite  of  the  extensive  studies 
and  writings  on  this  subject.  The  value  of  changes  in  the 
optic  disc,  diurnal  intraocular  pressures,  home  tonometry, 
tonography,  and  suction  cup  studies  of  the  facility  of  out- 
flow, plus  visual  fields  and  provocative  tests,  will  be  dis- 
cussed. 

(12:00)  Recess  for  Lunch 
Visit  Exhibits 

1:30  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 
Joe  L.  Bussey,  Fort  Worth,  Presiding 

20.  (1:30)  Classification  and  Discussion  of  Macular 
Lesions 

A.  Edward  Maumenee,  Baltimore 

The  advent  of  fluorescein  angiography,  slit  lamp  examination 
of  the  macula,  indirect  ophthalmoscopy,  and  clinicopathologic 
correlations,  plus  electrophysiological  studies  have  made  it 
possible  to  classify  macular  lesions  on  anatomical,  rather 
than  on  an  eponym,  basis.  The  significance  of  this  classifica- 
tion and  treatment  implications  derived  from  this  will  be  dis- 
cussed. 

21.  (2:30)  Field  Loss  in  Glaucoma 

Robert  H.  Stewart,  Houston 

22.  (2:45)  Eccentric  Disciform  Degeneration 

Malcolm  L.  Mazow,  Houston 

(3:00)  Intermission 

23.  (3:20)  Prevention  and  Management  of  Vitreous 
Loss 

Louis  J.  Girard,  Houston 

24.  (3:40)  Classification  and  Discussion  of  Macular 
Lesions  (Continuation) 

A.  Edward  Maumenee,  Baltimore 

(5:00)  Adjournment 
5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

25.  (5:00)  Curbstone  Consultations  (see  complete 
listing  of  informal  round  table  discussions  on  page 
29) 


TEXAS  ORTHOPAEDIC  ASSOCIATION 

(Related  Organization) 

President — Hanes  H.  Brindley,  Temple 
Program  Chairman — Thomas  E.  Cain,  Houston 


SATURDAY,  MAY  8,  8 A.M. 

Astro  I,  II,  III,  Astroworld  Hotel 

1.  (8:00)  Opening  Remarks 

Hanes  H.  Brindley,  Temple 

Moderator:  Ralph  E.  Donnell,  Jr.,  Abilene 

2.  (8:10)  Sensory  Nerve  Injury  at  the  Wrist 

David  P.  Green,  San  Antonio 

The  trio  of  sensory  nerves  at  the  wrist — superficial  branch  of 
radial,  palmar  cutaneous  branch  of  median,  and  dorsal  sen- 
sory branch  of  ulnar — loom  as  a constant  hazard  to  the 
traumatic  and  reconstructive  surgeon.  Neuromata  involving 
these  nerves  can  lead  to  symptoms  ranging  from  mild 
annoyance  to  major  hand  disability.  The  surgeon  must  not 
only  be  fully  aware  of  the  exact  anatomic  location  of  these 
nerves,  but  sufficiently  impressed  with  their  importance  to 
avoid  damage  to  them.  When  one  of  these  nerves  is  severed, 
either  as  a result  of  a traumatic  laceration  or  inadvertently 
at  surgery,  repair  of  the  nerve  is  not  advised.  Because  of  the 
extreme  likelihood  of  neuroma  formation  following  repair,  re- 
section of  the  involved  branch  is  suggested  as  the  treatment 
of  choice. 

Representative  cases  illustrate  the  problems  of  these  neuro- 
mata secondary  to  traumatic  lacerations  and  following  numer- 
ous frequently  performed  operations  on  the  hand  and  wrist. 
Management  of  the  well  established  neuroma  is  also  discussed. 

Discussion 

Gerald  S.  Ahern,  Corpus  Christi 

3.  (8:35)  Techniques  and  Indications  for  Osteotomy 
of  the  Hip 

William  C.  Head,  Dallas 

A brief  history  of  osteotomy  of  the  hip  will  be  considered. 
The  specific  criteria  necessary  for  a patient  to  be  a candidate 
for  osteotomy  or  some  other  type  of  hip  surgery  will  be  re- 
viewed. The  specific  indications  and  contraindications  will  be 
discussed  in  detail.  The  exposure,  the  technique  of  an  osteot- 
omy, and  the  technique  of  fixation  will  be  demonstrated  by 
35  mm  slides,  and  postoperative  management  will  be  ex- 
plained briefly. 

Discussion 

Richard  H.  Eppright,  Houston 

4.  (9:00)  A Preliminary  Report  Regarding  Problems 
of  the  Unstable  Wrist 

James  H.  Dobyns,  Rochester 

The  effect  of  wrist  position  and  wrist  motion  upon  hand 
function  has  long  been  known.  Increasing  awareness  of  the 
importance  of  the  wrist  in  this  regard  has  led  to  a more 
critical  survey  of  all  forms  of  carpal  instability  and  malalign- 
ment. Severe  forms  of  this  problem  have  been  handled,  his- 
torically, by  some  type  of  carpal  excision,  carpal  arthrodesis, 
radial  osteotomy,  or  distal  ulna  excision.  Indications  for  these 
procedures  still  abound  but  additional  procedures  are  being 
found  useful  for  more  subtle  manifestations  of  instability  or 
malalignment  in  the  wrist  area.  One  of  the  most  common 
examples  in  current  orthopedic  surgery  is  the  rheumatoid 
wrist  where  certain  patterns  of  deformity  repeatedly  appear 
and  almost  invariably  occur  if  the  disease  process  is  per- 
sistent. A description  of  these  patterns  of  deformity,  their 
probable  causes,  and  useful  techniques  of  management  will 
be  given.  Another  equally  common  group,  where  similar  prob- 
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lems  are  noted,  is  the  post-traumatic  wrist.  The  original 
trauma  may  have  involved  the  ligaments,  the  bones,  or  both. 
Again  the  common  patterns  of  deformity,  the  probable  causes, 
and  certain  techniques  of  management  will  be  discussed. 

Discussion 

L.  Lee  Lankford,  Dallas 

5.  (9:25)  Cruciate  Repair  of  the  Extensor  Mechan- 

ism Following  Patellectomy 

Royce  C.  Lewis,  Jr.,  Lubbock 

It  has  become  increasingly  apparent  that  the  removal  of  the 
patella  itself  is  only  incidental  to  the  more  important  part 
of  the  procedure  which  is  proper  repair  of  the  extensor 
mechanism  of  the  knee. 

A recollection  of  established  principles  concerning  muscle 
physiology,  with  special  attention  to  the  classic  work  of  Blix 
in  relating  contractile  force  of  a muscle  to  its  optimal  length 
and  tone,  has  led  the  authors  to  believe  that  the  point  of 
primary  importance  in  extensor  repair  is  the  restoration  of 
normal  or  optimal  length  and  tone  to  the  quadriceps  mecha- 
nism. Abnormal  lengthening  of  the  muscle  fibers  in  an  exces- 
sively tight  repair  seems  to  be  just  as  detrimental  as  exces- 
sive shortening  of  the  quadriceps  mechanism  in  a repair  that 
is  too  loose,  or  that  pulls  out  and  thereby  allows  the  muscle 
fibers  to  shorten. 

The  clinical  application  of  these  physiological  principles  con- 
stitutes the  basis  for  the  cruciate  repair  following  patellec- 
tomy. This  presentation  describes  in  detail  the  physiological 
principles  involved,  the  surgical  technique,  and  postoperative 
care,  as  well  as  follow-up  information  in  cases  treated  by 
this  method. 

Discussion 

Thurston  Dean,  Midland 

(9:50)  Coffee 

Moderator:  Hanes  H.  Brindley,  Temple 


6.  (10:05)  Highway  Emergency  Medical  Services 

John  P.  Stapp,  Washington,  D.C. 

Survival  of  critically  injured  occupants  of  crashed  motor 
vehicles  relates  to  (1)  prompt,  effective  treatment  of  survival 
crisis  such  as  respiratory  obstruction,  pneumothorax,  hemor- 
rhage, shock,  and  circulatory  failure  by  medical  or  paramedi- 
cal personnel  with  adequate  equipment:  (2)  expeditious 
transportation  with  competent  attendance  to  the  nearest  ap- 
propriate facility  for  definitive  care;  <3)  communications  sys- 
tems to  assure  prompt  emergency  treatment,  expeditious 
transportation  and  routing;  and  (4)  educational  and  equipment 
standards  and  programs  for  training  and  certifying  paramedi- 
cal personnel.  Contributions  of  the  National  Research  Council, 
the  American  Medical  Association,  the  College  of  Surgeons, 
the  American  Red  Cross,  and  the  National  Safety  Bureau 
Emergency  Medical  Service  State  Demonstration  Programs 
toward  these  objectives  are  reviewed.  Methods  of  supplying 
emergency  medical  care  and  transportation  in  urban,  sub- 
urban, rural,  and  remote  environments  are  compared.  Co- 
operative programs  of  the  Department  of  Defense — Depart- 
ment of  Transportation  on  helicopter  ambulance  highway 
emergency  service  are  reported  upon.  Recommendations  for 
upgrading  existing  medical  emergency  care  and  transporta- 
tion in  urban,  suburban,  rural,  and  remote  communities  are 
presented. 

7.  (10:30)  Skin  and  the  Orthopaedist 

Spencer  A.  Rowland,  San  Antonio 

The  purpose  of  this  paper  is  to  make  the  orthopedic  surgeon 
more  aware  of  the  skin  and  how  it  can  be  used  to  his 
advantage.  Disfiguring  skin  incisions  are  still  being  used  in 
surgical  approaches  when  hair  line  scars  could  result  by  fol- 
lowing incisions  of  skin  cleavage.  Slides  will  be  shown  illus- 
trating scars  of  poor  but  commonly  used  incisions  and 
preferred  skin  incisions. 

The  use  of  split  thickness  skin  grafts  and  the  method  of 


taking  them  will  be  shown.  The  use  of  local  pedicle  grafts 
will  also  be  illustrated. 

Discussion 

Leroy  W.  Hanson,  Houston 

8.  (10:55)  Treatment  of  Congenital  Convex  Pes  Val- 
gus (Vertical  Talus) 

William  S.  Smith,  Ann  Arbor 

(11:45)  Recess 


12  NOON 

Section  A,  Main  Ballroom,  Astroworld  Hotel 

9.  (12:00)  Luncheon 

Business  Meeting  (Members  Only) 


2 P.M. 

Astro  I,  II,  III,  Astroworld  Hotel 

Moderator:  Charles  F.  Gregory,  Dallas 

10.  (2:00)  Three-Dimensional  Photography  in  the 
Detection,  Evaluation  and  Documentation  of  Struc- 
tural Abnormality 

Paul  R.  Harrington,  Houston 

structural  abnormalities  are  inherently  three-dimensional,  yet, 
recording  of  human  deformities  is  still  almost  invariably  re- 
stricted to  the  two  dimensions  afforded  by  conventional  pho- 
tographs and  x-rays.  This  presentation  deals  with  an  explora- 
tory study  into  the  use  of  three-dimensional  photography  or 
"stereophotogrammetry”  in  the  detection,  evaluation,  and 
documentation  of  scoliosis.  The  study  involved  20  scoliotic 
and  20  normal  subjects.  In  addition  to  its  possible  use  as  a 
simple  screening  device,  three-dimensional  recording  of  body 
form  offers  a powerful  tool  for  improving  our  understanding 
of  structural  grovrth  changes  and  for  evaluating  alterations  of 
body  configuration  following  treatment.  Clinical  and  research 
applications  of  the  technique  are  being  further  examined. 

Discussion 

Thomas  I.  Lowry,  Austin 

11.  (2:25)  Clinical  and  Electromyographic  Evaluation 
After  Chemonucleolysis  for  Lumbar  Disc  Disease 

Richard  B.  Herrick,  Dallas 

Each  case  selected  for  chemonucleolysis  is  one  that  I would 
previously  have  considered  as  a candidate  for  hemi-laminec- 
tomy.  The  decision  is  based  upon  clinical  evaluation,  electro- 
myographic findings,  and  myelographic  findings.  If  there  is 
precise  or  generally  satisfactory  correlation,  chemonucleolysis 
is  performed.  It  is  during  this  procedure  that  a discogram  is 
done  through  the  lateral  approach.  This  allows  me  a fourth 
diagnostic  aid  determining  into  which  intervertebral  space  I 
will  inject  the  chymopapain,  the  effective  enzyme. 

A number  of  slides  will  be  shown,  most  of  them  having  to  do 
with  the  technique  and  analysis  of  the  statistics. 

This  is  an  evaluation  of  the  first  100  cases  performed  by  the 
author.  Five  cases  were  lost  to  follow-up. 

An  analysis  of  the  failures  and  their  disposition  will  be 
discussed. 

The  author  concludes  with  a warning  (for  the  young  ortho- 
pedists and  residents,  primarily)  that  the  simplicity  of  this 
technique  might  lead  to  premature  overutilization  and  too 
enthusiastic  misapplication. 

Discussion 

Phillip  L.  Day,  San  Antonio 
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12.  (2:50)  The  Wedge-Shaped  Variable  Height  Tibial 
Plateau  Prosthesis  for  Knee  Arthroplasty 

Bernard  E.  McConnell,  Greenville 

Genu  varus  or  genu  valgus  in  osteoarthritis  and  rheumatoid 
arthritis  produces  an  increasing  deformity  on  the  concave 
side  which  bears  most  of  the  weight,  and  the  convex  side  of 
the  deformity  is  relatively  nonweight  bearing.  This  is  a meas- 
urable angle  of  nonweight  bearing  which  requires  a prosthesis 
of  the  same  angle  on  the  concave  side  to  realign  the  extrem- 
ity so  that  the  convex  side  comes  to  bear  its  "fair  share  of 
the  weight." 

The  extensive  articular  wearing,  proliferative  spurs  and  exos- 
toses in  many  knees  requires  arthrotomy  for  removal  of  these 
elements  of  internal  derangement  which  cannot  be  corrected 
by  osteotomy  alone.  This  procedure  allows  removal  of  the 
elements  of  internal  derangement  and  proliferative  spurs 
which  block  motion,  and  at  the  same  time  realigns  the  joint 
for  proper  weight  distribution.  This  requirement  is  met  by  a 
wedge-shaped  variable  height  tibial  plateau  prosthesis  which, 
by  design,  provides  early  stability  allowing  early  recovery  of 
joint  motion.  The  same  stabilizing  design  continues  to  hold 
the  prosthesis  securely  in  place  over  the  years. 

This  prosthesis  has  been  in  use  for  approximately  ten  years, 
and  since  time  has  proven  the  efficacy  of  this  method,  we 
are  using  it  with  increasing  frequency. 

Discussion 

Arthur  L.  Glassman,  Houston 

(3:15)  Coffee 

Moderator:  L.  Ray  Lawson,  Dallas 


13.  (3:30)  Complications  in  Total  Hip  Replacements 

Thomas  O.  Moore,  Jr.,  Houston 

Complications  in  the  Charnley  total  hip  replacement  in  our 
hands  have  been  few.  The  usual  complications  of  hip  surgery 
such  as  pulmonary  embolus,  phlebitis,  and  non-union  of  the 
trochanter  have  been  observed.  Infection  has  not  been  a 
major  problem  in  our  series.  The  neurotrophic  (Charcot)  hip 
joint  continues  to  evade  surgical  reconstruction.  Barium  im- 
pregnation of  the  cement  is  essential  in  detecting  problems 
that  may  arise  with  the  total  hip  replacement. 

Discussion 

Louis  J.  Levy,  Fort  Worth 

14.  (3:55)  The  Current  Status  of  Cup  Arthroplasty 

James  E.  Butler,  III,  Houston 

Reasons  for  failure  of  mold  arthroplasty  will  be  described 
with  cases.  Expectations  of  cup  arthroplasty  in  properly  se- 
lected cases  approach  85%  relief  of  pain,  with  one-fourth 
complete;  a satisfactory  motion  which  improves  for  years:  a 
long-lasting  effect;  a low  revision  rate  with  satisfactory  sal- 
vage procedures;  unlimited  walking  in  one-fourth,  with  no 
support  in  almost  one-third,  and  the  use  of  a cane  in  a little 
over  50%.  The  cup  arthroplasty  has  withstood  the  test  of 
time,  and  is  a very  important  part  of  our  surgical  arma- 
mentarium to  the  diseased  hip. 

Discussion 

Charles  F.  Gregory,  Dallas 

15.  (4:20)  Gunshot  Wounds  of  the  Hand 

W.  Malcolm  Granberry,  Houston 

Patients  with  gunshot  wounds  of  the  hand,  seen  at  the  Harris 
County  Charity  Hospital,  have  been  reviewed  for  the  last 
three  years.  Approximately  50  patients  have  been  seen  and 
treated. 

Aside  from  the  obvious  severe  high  velocity  of  shotgun  blast 
of  the  hand,  the  injuries  have  produced  very  little  impairment 
of  function  of  the  hand.  The  wounds  involving  soft  tissues 
only  were  particularly  benign.  The  fractures  produced  are 
striking  on  x-ray,  with  considerable  comminution,  but  also 
tended  to  heal  surprisingly  well  for  the  type  of  injury. 


Several  complications,  problems,  and  pitfalls  will  be  reviewed. 
Interesting  case  histories  will  be  given. 

Discussion 

Spencer  A.  Rowland,  San  Antonio 


16.  (4:45)  Comminuted  Fractures  of  the  Distal  Tibia 
Into  the  Ankle  Joint 

Coyle  W.  Williams,  Jr.,  San  Antonio 

A series  of  patients  and  x-rays  are  presented  with  com- 
minuted fractures  of  the  distal  tibia  into  the  ankle  joint, 
most  of  which  were  compound  fractures.  After  preliminary 
debridement,  a pin  was  placed  in  the  os  calcis  and  the 
proximal  tibia  and  a cast  was  applied  from  just  above  the 
ankle  joint  to  just  below  the  knee  joint  incorporating  the 
proximal  pin.  The  ankle  joint  was  free  to  move  in  traction 
and  the  patient  was  started  on  immediate  motion  of  the 
ankle  joint.  The  traction  was  continued  for  six  weeks.  The 
ankle  joint  was  never  placed  in  a cast.  This  method  is  felt 
to  be  superior  to  both  open  reduction  and  closed  reduction 
and  casting  and  the  results  are  presented. 

Discussion 

Michael  M.  Donovan,  Houston 

(5:10)  Adjournment 


TEXAS  OTOLARYNGOLOGICAL 
ASSOCIATION  AND  SECTION  ON 
OTOLARYNGOLOGY 

President,  Texas  Otolaryngological  Association — Ed- 
ward A.  Newell,  Dallas 

Vice  President  and  Program  Chairman,  Texas  Otolar- 
yngological Association;  Chairman,  Section  on  Oto- 
laryngology— ^William  L.  Draper,  Houston 

Secretary,  Texas  Otolaryngological  Association — James 
L.  Baldwin,  Dallas 

Treasurer,  Texas  Otolaryngological  Association — Er- 
nest Nalle,  Jr.,  Lubbock 

Secretary,  Section  on  Otolaryngology — Denton  W. 
Smith,  Beaumont 


FRIDAY,  MAY  7,  9 A.M.-12  NOON 
Castilian  Rooms,  Shamrock  Hilton  Hotel 
William  L.  Draper,  Houston,  Presiding 


1.  (9:00)  Diagnosis  and  Management  of  the  Acous- 

tic Neuroma  Patient 

William  F.  House,  Los  Angeles 

The  diagnostic  aspects  of  acoustic  neuromas  have  greatly 
improved  over  the  last  five  years.  This  has  made  it  possible 
for  us  to  diagnose  these  tumors  at  a much  earlier  stage  and 
thus  prevent  serious  complications  from  large  tumors  in  many 
cases.  The  surgical  techniques  have  now  become  more  sta- 
bilized over  a period  of  time  and  these  techniques  will  be 
outlined. 


Volume  67 j March,  1971 


P-63 


2.  (10:00)  Submaxillary  Salivary  Gland  Resection  in 
the  Management  of  Uncontrolled  Diabetes  Mellitus 
and  Diabetes  Retinopathy 

Z.  Z.  Godlowski,  Chicago 

Diabetes  mellitus  caused  by  “high  output”  of  proinsulin,  bio- 
logically inactive,  responds  favorably  to  submaxillary  and 
sublingual  salivary  glands  resection  in  terms  of  improvement 
in  clinical  and  biomedical  manifestations.  The  most  spectacu- 
lar results  were  obtained  in  arresting  or  reducing  the  fre- 
quency of  hemorrhaging  into  retina  and/or  vitreous,  which 
coexisted  in  diabetic  retinopathy.  Submaxillary  and  sublingual 
salivary  glands  manufacture  a proteinase  inhibitor  which  in- 
terferes with  proteolytic  conversion  of  proinsulin  into  biolog- 
ically active  insulin. 

3.  (11:00)  Conservation  Surgery  Today 

Joseph  H.  Ogura,  St.  Louis 

The  term  conservation  surgery  implies  the  use  of  partial 
surgical  techniques  for  vocal  cord,  epiglottis,  pyriform  fossa 
and  base  of  tongue  lesions.  Cumulative  experience,  which 
extends  back  to  1955,  will  be  given  from  the  standpoint  of 
specific  surgical  techniques  and  results.  The  results  of  pre- 
operative irradiation  will  also  be  mentioned.  In  effect,  the 
operation  is  quite  successful  as  a radical  procedure  which 
destroys  the  functioning  portions  of  the  larynx. 

(12:00)  Recess  for  Lunch 


12  NOON 

Normandy  A and  B,  Shamrock  Hilton  Hotel 


4.  (12:00)  Luncheon 

Business  Meeting 


2:30-5  P.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 
Edward  A.  Newell,  Dallas,  Presiding 

5.  (2:30)  Current  Concept  of  Nasopulmonary  Me- 

chanics 

Joseph  H.  Ogura,  St.  Louis 

The  evidence  of  the  reflex  arc,  which  operates  when  nasal 
obstruction  is  present  affecting  pulmonary  airway  resistance, 
will  be  described,  starting  with  the  control  experiments  of 
patients  with  obstruction  and  their  improvement  following 
surgery.  The  baseline  measurements  for  those  cases  in  which 
surgery  is  indicated  and  those  in  which  surgery  is  contra- 
indicated will  be  presented.  The  animal  model  system,  which 
confirms  findings  in  humans  (i.e.,  that  pulmonary  airway  me- 
chanics is  altered  in  the  presence  of  nasal  obstruction  or  any 
other  obstructive  abnormality  such  as  infection  in  the  upper 
airway  passage)  will  be  discussed. 


6.  (3:30)  Management  of  Old  Nasal  Fractures 

William  K.  Wright,  Houston 

Correction  of  deformity  secondary  to  old  fractures  has  al- 
ways been  undependable.  Elevation  of  a depressed  fracture 
tends  to  redepress.  Straightening  of  a deviated  nose  tends 
to  redeviate  and  the  older  the  fracture  the  greater  this  ten- 
dency. This  is  because  of  the  special  way  in  which  membrane 
bones  heal  and  because  of  the  unequal  release  of  stress 
within  the  cartilagenous  skeleton.  These  factors  will  be  dis- 
cussed along  with  methods  which  have  been  successful  in 
overcoming  them. 


7.  (4:00)  Management  of  Difficult  Eustachian  Tube 

and  Ossicular  Problems  in  Tympanoplasty 

William  F.  House,  Los  Angeles 

At  one  time  a blocked  eustachian  tube  was  considered  to  be 
a contraindication  to  tympanoplasty  surgery.  Over  a period 
of  time  various  techniques  have  been  developed  to  reopen  the 
eustachian  tube  and  to  promote  adequate  lining  of  the  middle 
ear  cleft  with  mucous  membrane.  Today,  the  surgical  opening 
of  the  eustachian  tube  has  been  extended  through  a middle 
fossa  approach. 

Ossicular  chain  problems  are  being  better  treated  through 
the  use  of  homografts  and  the  air-bone  gas  is  being  closed 
in  an  increasing  number  of  tympanoplasty  cases 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

8.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29) 


6:30  P.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 

9.  (6:30)  Social  Hour 


SATURDAY,  MAY  8,  9 A.M.-12  NOON 
Camelia  Room,  Shamrock  Hilton  Hotel 

William  L.  Draper,  Houston,  Presiding 

10.  (9:00)  Symposium  on  Diagnosis  and  Manage- 
ment of  Meniere’s  Patients 

Moderator:  Aram  Glorig,  Dallas 

Panelists:  William  F.  House,  Los  Angeles 
Z.  Z.  Godlowski,  Chicago 

The  diagnosis  of  Meniere's  disease  is  becoming  much  more 
restricted  to  a particular  type  of  dizzy  patient.  The  manage- 
ment seems  to  be  improving  with  better  methods  of  quanti- 
tating the  patient’s  symptoms  and  through  more  detaiied 
study  of  these  patients.  (Dr.  House) 

Endolymphatic  hydrops  (Meniere’s  disease)  is  a local  expres- 
sion of  general  deficiency  in  the  de-polymerizing  action  of 
hyaiuronidase  which  may  lead  to  the  accumulation  of  hydro- 
philic hyaiuronate  mucopolysaccharides  which,  in  turn,  attract 
water  to  the  endolymphatic  space.  Resulting  from  it,  endo- 
lymphatic hypertension  by  mechanical  action  is  responsible 
for  many  diversified  anatomicai  and  clinicai  manifestations. 
Conservative  and/or  surgicai  decompression  of  the  endolym- 
phatic hypertension,  as  a palliative  measure,  may  faciiitate 
the  recovery  from  the  aural  disease,  but  immunometabolic 
management  must  be  continued  sometimes  for  iife.  (Dr. 
Godlowski) 

11.  (10:40)  Effects  of  Thyroid  Deprivation  on  the 
Inner  Ear  of  Cats  and  Monkeys 

Johan  Janake,  Houston 
Ben  T.  Withers,  Houston 
S.  Harold  Reuter,  Houston 

12.  (10:55)  Acoustic  Neuroma 

H.  Edward  Maddox,  III,  Houston 
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13.  (11:15)  Transplantation  of  the  Canine  Larynx 

Joseph  H.  Ogura,  St.  Louis 

A summary  of  the  present  role  of  the  technical  aspects  of 
microvascular  anastomosis,  pitch  dynamics,  reinnervation, 
immunosuppression,  and  the  development  of  antilymphocytic 
serum  will  be  coordinated  in  an  overview  of  the  future 
transplantation  of  the  larynx. 

(12:00)  Recess  for  Lunch 

Visit  Exhibits 


2:30-5  P.M. 

Camelia  Room,  Shamrock  Hilton  Hotel 

Edward  A.  Newell,  Dallas,  Presiding 


14.  (2:30)  Malignant  Exophthalmos,  A Review  of 

76  Cases 

Joseph  H.  Ogura,  St.  Louis 

The  transantral  decompression  for  progressive  exophthalmos 
and  cosmetic  purposes  will  be  described.  The  pathology, 
indications,  operative  technique,  and  end  results  in  76  cases 
will  be  described. 


15.  (3:20)  Management  of  Laryngeal  Injuries 

Jack  P.  Gunter,  Dallas 
Robert  J.  Frank,  Dallas 

There  has  been  an  increasing  frequency  of  the  diagnosis  of 
laryngeal  injuries  over  the  past  several  years.  The  manage- 
ment of  these  injuries  will  be  discussed  with  respect  to  the 
diagnosis,  immediate  treatment  and  delayed  treatment.  In- 
teresting cases  seen  at  Parkland  Memorial  Hospital  in  Dallas 
during  the  past  two  years  will  be  presented. 


16.  (3:40)  Management  of  Vascular  Tumors  of  the 

Head  and  Neck 

Robert  M.  Komorn,  Houston 


17.  (4:00)  Facial  Nerve  Surgery 

William  F.  House,  Los  Angeles 

The  entire  facial  nerve,  with  the  exception  of  the  portion 
within  the  brain  stem,  is  now  surgically  accessible.  Therefore, 
expanded  surgical  possibilities  have  developed  for  various 
types  of  facial  nerve  problems.  These  problems  will  be  re- 
viewed. 

(5:00)  Adjournment 


5-6  P.M. 

Emerald  Room,  Shamrock  Hilton  Hotel 

18.  (5:00)  Curbstone  Consultations  (see  complete 

listing  of  informal  round  table  discussions  on  page 
29) 


TEXAS  PEDIATRIC  SOCIETY, 
EXECUTIVE  BOARD 

President — A.  L.  Alfieri,  Dallas 
Secretary — Pat  A.  Cato,  Austin 

SATURDAY,  MAY  8,  6:30  P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

1.  (6:30)  Dinner  Meeting 


TEXAS  PHYSICAL  MEDICINE 
AND  REHABILITATION  SOCIETY 

(Related  Organization) 

President — Robert  M.  Izard,  Jr.,  Gonzales 
President-Elect — James  W.  Caldwell,  Dallas 
Secretary-Treasurer — Ariel  Bar-Sela,  Houston 

FRIDAY,  MAY  7,  4:30  P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

1.  (4:30)  Business  Meeting 

(5:30)  Adjournment 


TEXAS  PROCTOLOGIC  SOCIETY 

(Related  Organization) 

President — James  M.  Hampton,  Houston 
Secretary-Treasurer — Lewis  E.  Tucker,  San  Antonio 

THURSDAY,  MAY  6,  10  A.M. 

Nile  Rooms,  Shamrock  Hilton  Hotel 

1.  (10:00)  Malignant  Melanoma  of  the  Anal  Canal 

Edward  Earle,  Houston 

Reported  is  a case  of  malignant  melanoma  of  the  anal  canal 
in  a 48-year-old  white  male.  The  presenting  symptoms,  surgi- 
cal approach,  and  outcome  of  treatment  in  this  case  are  given. 
A review  of  the  recent  literature  on  surgical  management  of 
melanoma  of  the  anal  canal  is  discussed. 


2.  (10:30)  Present  Memorial  Hospital  Practice  of  Ad- 
juvant Therapy  in  Cancer  of  the  Colon  and  Rectum, 
Radiation  Therapy,  and  5-Fluorouracil 

Maus  W.  Stearns,  Jr.,  New  York 
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3.  (11:00)  A Review  of  Carcinoma  of  the  Rectum 
and  Colon  at  Hermann  Hospital  Treated  with  5 FN- 
Fluorouracil  and  Surgery 

Donald  R.  Butts,  Houston 

The  paper  is  a review  of  cases  of  carcinoma  of  the  rectum 
and  colon  treated  at  Hermann  Hospital  from  1964  to  1967 
and  compares  the  results  of  the  ones  treated  with  chemo- 
therapy and  surgery  with  those  treated  by  surgery  alone. 

(11:30)  Intermission 

4.  (11:45)  Present  Concepts  of  Management  of  Re- 
current Cancer  of  the  Colon  and  Rectum 

Maus  W.  Stearns,  Jr.,  New  York 

5.  (12:15)  The  Radiological  Detection  of  Small  Can- 
cers and  Polyps  of  the  Colon 

Wendell  G.  Scott,  St.  Louis 

6.  (12:45)  Business  Session 


1:15  P.M. 

Columbia  Room,  Shamrock  Hilton  Hotel 

7.  (1:15)  Luncheon 


TEXAS  RHEUMATISM  ASSOCIATION 

(Related  Organization) 

President — Morris  Ziff,  Dallas 
Secretary — J.  E.  Norris,  Houston 


SATURDAY,  MAY  8,  9 A.M.-5  P.M. 
Walnut  Room,  Shamrock  Hilton  Hotel 


1.  (9:00)  The  Diagnosis  and  Management  of  Lupus 
Nephritis 

Naomi  F.  Rothfield,  Hartford,  Conn. 

2.  (10:00)  Procainamide-Induced  Lupus  Syndrome 

John  H.  Vaughan,  La  Jolla,  Calif. 

The  development  of  a syndrome  resembling  idiopathic  sys- 
temic lupus  erythematosus  after  prolonged  treatment  with 
procainamide  is  characterized  particularly  by  musculoskeletal 
symptoms,  fever,  and  polyserositis.  The  syndrome  remits  with 
discontinuation  of  the  procainamide. 

The  mechanism  of  induction  of  the  syndrome  by  the  drug  is 
unknown,  but  a favored  concept  is  that  chemical  coupling  of 
the  drug  with  potential  autoantigens  of  cell  nuclei  and  other 
tissues  renders  them  effectively  autoantigenic. 

Prospective  studies  on  patients  given  procainamide  for  heart 
disease  revealed  that  50%  converted  from  negative  to  posi- 
tive for  antinuclear  antibodies  in  a few  months.  A quarter  of 
these  developed  symptoms  along  with  their  seroconversion. 


2 P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 


4.  (2:00)  Clinical  Aspects  of  Pseudogout 

Martin  D.  Lidsky,  Houston 
John  T.  Sharp,  Houston 


5.  (2:20)  Double  Blind  Evaluation  of  Indomethacin 

and  BLR-743  Versus  Placebo  in  Gout  and  Pseudogout 

A.  Dean  Steele,  Temple 
Paulding  Phelps,  Philadelphia 


6.  (2:40)  Infectious  Arthritis 

John  T.  Sharp,  Houston 
Martin  D.  Lidsky,  Houston 


7.  (3:00)  Antibodies  Against  Cell  Membrane  Con- 

stituents in  Systemic  Lupus  Erythematosus 

Peter  Stastny,  Dallas 
Morris  Ziff,  Dallas 

(3:20)  Coffee 


8.  (3:40)  Treatment  of  Psoriatic  Arthropathy  With 

6-Mercaptopurine 

Eric  R.  Hurd,  Dallas 
John  Baum,  Rochester,  N.  Y. 

Morris  Ziff,  Dallas 


9.  (4:00)  The  False  Positive  Latex  Fixation  Test 

Robert  H.  Persellin,  San  Antonio 
C.  T.  Cheng,  San  Antonio 


10.  (4:20)  Virus  Antibody  Levels  in  Systemic  Lupus 
Erythematosus 

Eric  R.  Hurd,  Dallas 
Walter  Dowdle,  Atlanta 
Helen  Casey,  Ph.D.,  Atlanta 
Morris  Ziff,  Dallas 

(4:40)  Adjournment 


3.  (11:00)  Newer  Concepts  of  the  Etiology,  Patho- 
genesis and  Treatment  of  Gouty  Arthritis 

J.  Edwin  Seegmiller,  San  Diego,  Calif. 

(12:00)  Recess  for  Lunch 
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TEXAS  SOCIETY  OF 
ANESTHESIOLOGISTS 

(Related  Organization) 

President — Val  F.  Borum,  Fort  Worth 

Vice  President  and  Program  Chairman — M.  Jerome 
Strong,  Houston 

(The  Board  of  Directors,  Texas  Society  of  Anesthesi- 
ologists, will  meet  Saturday,  May  8,  9 a.m.,  in  Con- 
ference Room  225,  Towers  Hotel.) 


SATURDAY,  MAY  8,  1 P.M. 

Castilian  Rooms,  Shamrock  Hilton  Hotel 
Alexander  Goldstein,  Jr.,  Houston,  Moderator 


1.  (1:00)  Anesthesia  and  the  Kidney 

Stanley  Deutsch,  Chicago 

Significant  alterations  in  renal  hemodynamics,  water,  and 
electrolyte  excretion  have  been  observed  during  general  and 
regional  anesthesia  in  the  absence  of  operation  and  its 
attendant  variables  such  as  pain  and  hemorrhage.  These 
changes  are  temporary  and  return  towards  preanesthetic 
levels  following  discontinuation  of  anesthesia.  Recently  meth- 
oxyflurane  anesthesia  has  been  found  to  be  associated  with 
renal  dysfunction  characterized  by  postoperative  polyuria, 
dehydration,  azotemia  and  reduced  uric  acid  clearance.  The 
mechanisms  by  which  anesthetics  produce  these  changes  will 
be  discussed,  as  will  the  clinical  significance  of  these  changes. 


2.  (1:45)  Anesthesia  and  Ventilatory  Support  for 

Harrington  Instrumentation 

John  A.  Jenicek,  Galveston 
Larry  Putnam,  Galveston 
R.  Allen,  Galveston 


3.  (2:05)  Multiple  Anesthetics,  What  Choice 

Roy  D.  Wilson,  Galveston 
D.  S.  Kim,  Galveston 
Mrs.  C.  Knapp,  R.  N.,  Galveston 
Cecile  Khoury,  Galveston 


4.  (2:30)  Fate  of  Autologous  Epidural  Blood  in  the 

Treatment  of  Post  Spinal  Headache 

Maj.  Michael  W.  Galbert,  Lackland  Air  Force  Base 

(3:00)  Coffee 


5.  (3:30)  Succinylcholine  Induced  Hyperkalemia — 

Present  Status 

F.  J.  Dannemiller,  Lackland  Air  Force  Base 


6.  (4:00)  Anesthetic  Management  of  Patients  With 

Chronic  Renal  Disease 

Stanley  Deutsch,  Chicago 

With  the  ability  to  sustain  life  in  patients  with  renal  failure 
greater  numbers  of  patients  with  chronic  renal  failure  come 
to  anesthesia  and  operation  for  many  procedures  including 
renal  transplantation.  The  many  medical  and  biochemical  ab- 
normalities in  these  patients  will  be  considered  and  a rational 
approach  to  their  anesthetic  management  will  be  discussed. 

(5:00)  Adjournment 


(6:30)  P.M. 

Embassy  Room,  Shamrock  Hilton  Hotel 

7.  (6:30)  Cocktail  Reception  and  Banquet  (Members 

and  Guests) 

Earth  Resources 

Mr.  Dallas  Evans,  NASA,  Houston 


SUNDAY,  MAY  9,  9 A.M. 

Nile  Rooms,  Shamrock  Hilton  Hotel 
P.  Lamar  Jackson,  Houston,  Moderator 


8.  (9:00)  Anesthesia  and  the  Splanchnic  Circulation 

Stanley  Deutsch,  Chicago 

The  splanchnic  circulation  receives  approximately  20  to  25% 
of  the  cardiac  output.  During  general  anesthesia  with  all  the 
commonly  employed  agents  and  techniques,  significant  al- 
terations in  the  splanchnic  circulation  have  been  observed. 
Studies  of  metabolism  and  mild  hemorrhage  within  this  area 
have  been  performed  during  anesthesia.  The  significance  of 
these  studies  will  be  discussed. 


9.  (9:50)  Investigation  of  the  Site  of  Action  of  In- 
travenous Perfusion  Techniques 

P.  Prithvi  Ra],  Dallas 
J.  W.  Burleson,  Dallas 
C.  E.  Garcia,  Dallas 
Marion  T.  Jenkins,  Dallas 

(10:15)  Coffee 

10.  (10:40)  Ventilating  the  Infant  With  Respiratory 
Distress  Syndrome 

Capt.  Elmo  J.  Robison,  Lackland  Air  Force  Base 


11.  (11:05)  Medical  Support  of  the  Apollo  Missions 

F.  J.  Dannemiller,  Lackland  Air  Force  Base 

(11:35)  Recess  for  Lunch 


12  NOON 

Embassy  Room,  Shamrock  Hilton  Hotel 


12.  (12:00)  Luncheon 

Business  Meeting 
(2:00)  Adjournment 


Volume  67,  March,  1971 


P-67 


TEXAS  SOCIETY  OF  ATHLETIC 
TEAM  PHYSICIANS 

(Related  Organization) 

President — Albert  A.  Tisdale,  Austin 
Program  Chairman — Ronald  F.  Garvey,  Dallas 

FRIDAY,  May  7,  9 A.M. 

Tower  Room,  Towers  Hotel 


TEXAS  SOCIETY  OF 
INTERNAL  MEDICINE,  INC. 

President — Jay  J.  Welch,  Houston 

(The  Texas  Society  of  Internal  Medicine,  Inc.,  will  co- 
sponsor Senator  Lloyd  M.  Bentsen,  Jr.,  Washington, 
D.C.,  as  guest  speaker  for  the  General  Meeting  Lunch- 
eon, Saturday.  See  General  Meeting  Luncheons  sec- 
tion for  details.  The  Board  of  Directors  of  TSIM  will 
meet  Thursday,  7 p.m.,  Venetian  Room,  Shamrock 
Hilton  Hotel.) 


1.  (9:00)  Physical  Examination  for  Athletics 

Julian  Mardock,  Dallas 


(9:20)  Discussion 

2.  (9:30)  Culturai  Pressures  and  Athletic  Motivation 

Chester  M.  Pierce,  Boston 

The  possible  influence  of  current  cultural  phenomena  as  they 
influence  athletic  participation  is  examined.  Among  the  cul- 
tural elements  considered  are  youthful  rebellion,  affluence, 
ethnicity,  and  the  influence  of  the  mass  media.  Problems 
that  arise  from  conflicts  in  these  areas  are  related  to  the 
everyday  business  of  coaching  a team.  Some  guidelines  are 
offered  concerning  how  one  might  deal  with  such  problems. 

(10:00)  Discussion 


3.  (10:10)  Ergogenic  Aids  in  Athletics 

Donald  L.  Cooper,  Stillwater,  Okla. 

The  problem  of  non-therapeutic  drug  usage  in  athletics  is 
possibly  paralleling  the  general  problem  of  substance  misuse 
in  our  society  at  large.  This  is  not  a particularly  new  problem 
as  the  first  death  associated  with  doping  in  sports  occurred 
in  1886  to  an  English  cyclist.  The  unfortunate  problem  in 
this  entire  area  is  that  to  date  such  use  of  non-therapeutic 
substances  scientifically  shows  little  or  no  beneficial  effects 
on  performance  and  in  many  instances  is  actually  detrimental. 
The  medical  profession  is  often  guilty  of  creating  this  in- 
creasing dependence  on  chemical  substances  to  cope  with 
life  and  should  examine  its  own  attitudes  very  carefully. 

(10:40)  Discussion 
(10:50)  Coffee 

4.  (11:00)  Panel:  Motivation  in  Athletics 

Moderator:  Ronald  F.  Garvey,  Dallas 

Panelists:  Chester  M.  Pierce,  Boston 

Donald  L.  Cooper,  Stillwater,  Okla. 
Mr.  William  E.  Peterson,  Houston 


5.  (11:45)  Business  Meeting 
Albert  A.  Tisdale,  Austin,  Presiding 
(12:00)  Adjournment 


TEXAS  SOCIETY  OF 
PATHOLOGISTS,  INC. 

(Related  Organization) 

President — Jack  L.  Smith,  Beaumont 
Secretary-Treasurer — James  C.  Stinson,  Temple 

SUNDAY,  MAY  9,  9 A.M. 

Venetian  Room,  Shamrock  Hilton  Hotel 

(The  Executive  Board  of  the  Texas  Society  of  Pathol- 
ogists, Inc.,  will  meet  Saturday,  1:30  p.m.,  Normandy 
B,  Shamrock  Hilton  Hotel.) 

1.  (9:00)  Business  Session 

(12:00)  Adjournment 


TEXAS  SOCIETY  OF  PLASTIC 
SURGEONS 

(Related  Organization) 

President — Sanford  Glanz,  Corpus  Christi 

Vice  President  and  Program  Chairman — David  A. 
Grant,  Fort  Worth 


SATURDAY,  MAY  8,  8:30  A.M. 

Tower  Room,  Towers  Hotel 

1.  (8:30)  Registration 

2.  (8:45)  Introductory  Remarks 

Announcements 

Sanford  Glanz,  Corpus  Christi 

3.  (9:00)  Total  Reconstruction  of  the  Upper  Eyelid 
(Movie) 

Robert  W.  Wood,  Jr.,  Houston 

4.  (9:20)  Osteotomies  of  the  Facial  Bones  for  Crou- 
zon’s  and  d’Apert  Syndromes 

Thomas  D.  Cronin,  Houston 
Raymond  0.  Brauer,  Houston 
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5.  (9:40)  Panel:  Lipectomy  of  the  Abdomen,  But- 
tock, and  Extremities 

Moderator;  Sanford  Glanz,  Corpus  Christi 

Panelists:  Robert  J.  Wise,  Houston 

John  B.  Lynch,  Galveston 
Francis  A.  Morris,  Jr.,  Austin 

(10:30)  Coffee 

6.  (11:00)  The  Significance  and  Evaluation  of  Velo- 
pharyngeal Incompetence 

Peter  Randall,  Philadelphia 

Plastic  surgeons  are  becoming  much  more  adept  at  evaluat- 
ing speech  results  in  their  cleft  palate  patients.  Other  speech 
problems  which  can  be  of  surgical  importance  are  also  being 
assessed  by  plastic  surgeons.  This  improvement  has  been  due 
largely  to  a close  association  with  speech  pathologists  and 
those  in  related  fields  and  should  be  developed  further. 
Techniques  of  diagnosis  and  methods  of  treatment  will  be 
discussed. 

(11:30)  Recess 


12  NOON 

Minuet  Room,  Towers  Hotel 

7.  (12:00)  Luncheon 
1 P.M. 

Tower  Room,  Towers  Hotel 

8.  (1:00)  Panel:  Secondary  Cheiloplasty 

Moderator:  David  A.  Grant,  Fort  Worth 

Panelists:  S.  Baron  Hardy,  Houston 

Jeff  R.  Moore,  Amarillo 
James  R.  Smith,  San  Antonio 

9.  (1:50)  Innovations  and  Problem  Cases  (Round 
Table  Discussion) 

10.  (2:40)  Business  Meeting  (Members  Only) 


TEXAS  SOCIETY  FOR  THE 
PREVENTION  OF  BLINDNESS,  INC., 
MEDICAL  CHAIRMEN 

Executive  Director — Mrs.  Pauline  Outland,  Houston 

FRIDAY,  MAY  7,  7:30  A.M. 

Minuet  Room,  Towers  Hotel 

1.  (7:30)  Breakfast  Meeting 

(9:00)  Adjournment 

TEXAS  TRAUMATIC  SURGICAL  SOCIETY 

(Related  Organization) 

President — A.  Ross  Davis,  Houston 
Secretary-Treasurer — C.  Marshall  Ashmore,  Bellaire 

THURSDAY,  MAY  6,  5 P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

1.  (5:00)  Business  Session 

2.  (5:30)  Cocktails 

WEST  TEXAS  PSYCHIATRIC  SOCIETY 

Secretary — Dan  J.  Croy,  Lubbock 

SUNDAY,  MAY  9,  8 A.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

1.  (8:00)  Breakfast  Meeting 

(10:45)  Adjournment 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 


no  treatment 
eonfliet 
reported 


L 


VhSODlUW 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators’'^  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement’’’  and  observation  of  clinical  improvement.’’’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition;  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  5'^B021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and 
G.  E.,  and  Johnson,  P.  C 
(4)  Dhrymiotis,  A.  D., 

^:124-128  (April)  196 
J5:82-87  (Feb.)  1964. 


LePere,  D.  M. : Angiology  77  :190-192  (June)  1960.  (3)  Horton, 
.,  Jr. : Angiology  75:70-74  (Feb.)  1964. 

and  Whittier,  J.  R.:  Curr.  Ther.  Res.  H hmTTim 

2.  (5)  Whittier,  J.  R.:  Angiology  IwluflUjU  1 1 1 OUJ 1 1 
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EXHIBITS 


ART  EXHIBITION 


The  Fourth  Annual  Physicians’  and  Wives'  Art  Exhi- 
bition of  the  Texas  Medical  Association  will  be  held 
Thursday  through  Saturday  of  the  annual  session  in 
the  Grand  Ballroom  and  Hall  of  Exhibits,  Shamrock 
Hilton  Hotel.  The  Art  Exhibition  will  be  open  the  fol- 
lowing hours; 

Thursday  8:30  a. m. -5:30  p.m. 

Friday  8:00  a. m. -5:30  p.m. 

Saturday  8:00  a. m. -4:00  p.m. 

Paintings  (including  water  color,  drawings,  and  graph- 
ics), sculpture,  photographs,  and  arts  and  crafts  by 
Texas  Medical  Association  members  and  Auxiliary 
members  will  be  displayed. 

Awards,  to  be  given  in  each  category,  plus  a Best  of 
Show  award  will  be  presented  at  the  General  Meeting 
Luncheon,  Friday,  12:30  p.m..  Emerald  Room,  Sham- 
rock Hilton  Hotel. 

Information  and  application  forms  may  be  secured 
by  writing  the  Texas  Medical  Association  Art  Exhibi- 
tion, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
A $5  fee  per  item  displayed  will  be  charged.  Dead- 
line for  receipt  of  applications  is  April  1,  1971.  Dr. 
Sheldon  M.  Tucker,  Houston,  is  Chairman  of  the  Art 
Exhibition.  Mrs.  Louis  Daily,  Houston,  serves  as  Wom- 
an’s Auxiliary  representative. 


FILM  PROGRAM 


THURSDAY,  MAY  6,  9 A.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

1.  (9:00)  The  Anticoagulation  Dilemma 

Black  and  White.  National  Medical  Audiovisual  Center.  A dis- 
cussion of  the  anticoagulation  dilemma  is  presented  by  the 
moderator,  Arthur  Seizer,  M.  D.,  Director,  Cardiopulmonary 
Laboratory,  The  Pacific  Medical  Center,  San  Francisco,  and 
panelists,  Richard  V.  Ebert,  M.  D.,  Professor  and  Chairman, 
Department  of  Medicine,  University  of  Minnesota  Medical 
School,  and  Dean  Mason,  M.  D.,  Chief,  Cardiopulmonary  Sec- 
tion, University  of  California  School  of  Medicine.  Dr.  Ebert 
presents  a case  in  favor  of  the  discriminate  use  of  anti- 
coagulants with  myocardial  infarction  patients.  Dr.  Mason 
presents  a case  against  their  use. 

2.  (9:35)  As  We  See  It 

Color.  Suggested  for  lay  audiences.  An  unusual  and  effective 
production  regarding  smoking,  showing  a group  of  elementary 
students  who  have  produced  a closed-circuit  television  pro- 
gram for  their  parents  showing  the  causes  and  effects  of 
smoking  "as  they  see  it.”  Charles  Tate,  M.  D.,  a noted 
Florida  physician,  and  other  specialists  present  simplified 
explanations  regarding  the  harmful  effects  of  smoking. 


3.  (10:10)  Total  Upper  Eyelid  Reconstruction  by 

Median  Forehead  Flap 

Robert  B.  Wilkins,  M.  D.,  Houston.  Successful  total  upper 
eyelid  reconstruction  results  in  a functioning  lid  that  will 
open  and  close  normally.  The  lid  also  must  be  cosmetically 
acceptable.  Several  standard  methods  of  total  upper  eyelid 
reconstruction  are  described  (Cutler-Beard;  Mustarde).  None 
of  these  could  be  used  in  a male,  age  55,  with  recurrent 
basal-cell  carcinoma.  The  patient  had  undergone  two  previous 
incomplete  resections  and  irradiation,  and  the  tissues  of  both 
upper  and  lower  lids  were  highly  vascularized  and  scarred.  A 
median  forehead  flap  lined  with  buccal  mucous  membrane  and 
attached  to  the  levator  muscle  was  used  in  the  reconstruction. 
Four  separate  procedures  were  necessary  to  reach  what  we 
considered  an  excellent  postoperative  result.  The  movie  de- 
picts each  step  of  the  operation  and  the  patient’s  postopera- 
tive appearance. 


4.  (10:30)  Treatment  of  Venereal  Disease 

Color.  Pfizer  Laboratories  Division.  A postgraduate  seminar 
dealing  with  venereal  disease,  an  acute  medical  and  social 
problem  of  our  time,  with  the  solution  dependent,  in  part,  on 
fuller  cooperation  between  the  medical  profession  and  public 
health  agencies.  Under  the  chairmanship  of  Walter  H.  Smartt, 
M.  D.,  Chief  of  the  Venereal  Control  Division,  Los  Angeles 
County  Health  Department,  the  roundtable  discussion  explores 
the  epidemiology,  pathogenesis,  diagnosis,  and  treatment  of 
venereal  disease.  Panelists  are  William  J.  Brown,  M.  D.,  Harry 
Pariser,  M.  D.,  Eugene  W.  Fowinkle,  M.  D.,  Malcolm  T.  Foster, 
Jr.,  M.  D.,  and  David  D.  Sachs,  M.  D.,  authorities  on  the  medi- 
cal and  public  health  aspects  of  venereal  disease. 


5.  (11:05)  Transcallosal  Removal  of  Brain  Tumors 

George  Ehni,  M.  D.,  Houston.  The  anterior  transcallosal  route 
is  highly  advantageous  for  removal  of  cysts  and  tumors  aris- 
ing from  the  paraphysis,  septum,  fornix,  caudate  nucleus  and 
thalamus,  and  occupying  or  projecting  into  the  anterior  horns 
and  bodies  of  the  lateral  ventricle  as  well  as  the  third.  This 
film  describes  the  advantages  of  this  operation  including  the 
avoidance  of  making  an  epileptogenic  cortical  wound,  and 
the  excellent  exposure  of  either  or  both  lateral  ventricles 
from  a craniotomy  on  either  side,  and  explains  in  detail  the 
technique  to  be  employed  for  satisfactory  conduct  of  this 
type  of  operation,  including  the  capability  of  simultaneous 
subfrontal  exploration.  The  statements  in  this  film  are  based 
on  an  experience  with  15  transcallosal  operations,  one  of 
which,  the  removal  of  a very  large  septum  pellucidum  sub- 
ependymoma, is  shown  in  detail. 


6.  (11:25)  Depression 

Color.  Medcom  & Associates.  1970.  Depression — a three-part 
total  learning  system — prepared  as  a continuing  education 
project  for  general  practitioners,  obstetricians  and  gynecolo- 
gists, internists,  surgeons,  and  teaching  psychiatrists.  A new 
film  presenting  a definitive  learning  system  on  depression 
for  physicians  in  practice.  Samplings  include;  For  general 
practitioners — When  are  back  pain  and  headache  actually 
masked  depression?  When  to  suspect  a potential  suicide. 
What’s  the  difference  between  grief  and  depression?  For  sur- 
geons— Postoperative  depression.  Its  causes  and  danger  sig- 
nals. For  obstetricians  and  gynecologists — Postpartum  and 
menopausal  depression.  Why  they  occur  and  what  to  do. 
For  internists — Depression  with  Parkinson’s  or  other  serious 
illness.  How  to  recognize  the  symptoms.  How  to  alleviate 
them.  The  new  three-part  learning  system  explains  the  etiol- 
ogy. symptoms,  and  causes,  and  suggests  treatment  of 
choice.  When  to  use  counseling,  antidepressant  drugs,  or 
electroconvulsive  therapy.  When  to  hospitalize. 

(11:55)  Recess 


2 P.M. 

Walnut  Room,  Shamrock  Hilton  Hotel 

7.  (2:00)  Control  Programs  for  Cross  Infection  in  a 

Modern  Hospital 

Color.  The  film,  produced  at  The  University  of  Texas  Medical 
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Branch  and  the  John  Sealy  Hospital  in  Galveston,  offers  a 
methodical  presentation  of  some  of  the  Important  bacterio- 
logic  facts  regarding  so-called  resistant  Staphylococcus  and 
shows  how  infection  caused  by  this  bacteria  may  spread 
throughout  a hospital.  S.  aureus  may  literally  be  carried  by 
hand;  it  may  be  found  on  blankets,  linens,  mattresses,  and 
in  laundry  containers.  Newborn  infants,  their  mothers,  the 
aged,  and  other  patients  are  its  prey.  The  importance  of 
making  nasal  cultures  from  both  patients  and  hospital  per- 
sonnel is  stressed.  The  film  shows  what  has  been  done  at 
the  John  Sealy  Hospital  to  forestall  the  development  of  a 
serious  epidemic  of  S.  aureus  infections.  The  control  pro- 
gram, depicted  in  considerable  detail,  includes  the  proper 
study  of  nasal  cultures,  bactericidal  handwashing,  and  the 
use  of  an  isolation  unit  for  patients.  Also  shown  are  the  care 
of  the  patients'  personal  effects,  the  handling  of  laundry,  the 
procedures  followed  in  cleaning  beds  and  other  furnishings, 
and  the  transferral  of  patients  from  the  isolation  unit  to 
other  areas  in  the  hospital.  Adequate  detection  methods  and 
efficient  hospital  hygiene  practices  aid  in  the  control  of  infec- 
tion in  hospitals. 

8.  (2:30)  Primary  Colon  Resection  for  Hirsch- 

sprung’s Obstruction  in  Infants 

Luke  W.  Able,  M.  D.,  Houston.  The  film  records  the  course 
of  an  acutely  ill  infant,  age  two  months,  who  had  never  had  a 
normal  bowel  movement  and  required  frequent  enemas.  Di- 
agnostic plain  x-rays  show  a dilated  colon  and  peritoneal 
fluid.  After  acute  hydration,  further  diagnostic  studies  were 
made.  The  film  presents  the  detailed  step-by-step  operation. 
Postoperatively  the  patient  has  healed  with  almost  an  invisi- 
ble scar. 


9.  (2:55)  The  Runaround 

Color.  Suggested  for  lay  audiences.  Animation,  satire,  and  a 
dramatic  statement  by  Senator  Edmund  S.  Muskie  are  the 
key  elements  in  the  new  film  just  completed  by  National 
Tuberculosis  and  Respiratory  Disease  Association  on  air  pol- 
lution. The  film  presents  the  material  in  unique  fashion. 

10.  (3:20)  Surgical  Separation  of  Conjoined  Thora- 
copagus Twins 

Luke  W.  Able,  M.  D.,  Houston.  These  neonates  were  joined 
from  their  upper  most  sternum  to  their  single  umbilical  hernia. 
This  film  shows  the  surgical  scrub,  anesthesia  induction,  posi- 
tioning and  draping,  surgical  division  of  the  conjoined  "wish- 
bone" sternums,  epigastrium  diaphragms,  livers  and  tubular 
pericardial  sacs.  The  enormous  anterior  space  deficit  of  the 
divided  twins  and  its  closure  utilizing  Silastic  film  and  poly- 
propylene mesh  is  shown  along  with  the  subsequent  healing. 
These  patients  are  now  active  schoolgirls. 

11.  (3:40)  Clinical  Applications  of  Lasers 

Color.  The  term  "laser"  is  derived  from  the  initial  letters  of 
the  words  comprising  the  definition:  Light  Amplification  by 
Stimulated  Emission  of  Radiation.  It  Is  a method  to  produce 
pure  light  of  previously-unattainable  possibility  of  enormous 
power.  When  it  is  absorbed  by  darker  tissue  (for  which  it 
has  a greater  affinity),  this  intense  light  energy  is  converted 
into  heat,  which  vaporizes  tissue.  The  film  demonstrates  the 
clinical  application  of  lasers  in  dermatology  (to  remove  birth- 
marks, tatoos,  melanomas),  ophthalmology  (photocoagulation 
of  affected  vascular  branches  in  diabetic  retinopathy,  and 
"spot-welding"  of  retinal  perforations  and  tears  to  prevent 
detachment  of  the  retina),  and  surgery  (ablation  of  brain 
tumors  with  the  so-called  "laser  knife").  Participants  in  this 
film  include  Leon  Goldman,  M.  D.,  and  James  Rockwell, 
M.  D.,  (dermatology);  Francis  L’Esperance,  M.  D.,  and  Hans 
Remky,  M.  D.,  (ophthalmology);  and  Stanley  Stellar,  M.  D., 
(surgery). 

(4:00)  Adjournment 


SCIENTIFIC  EXHIBITS 


All  Scientific  Exhibits  are  located  in  the  Grand  Ball- 
room and  Hall  of  Exhibits,  Shamrock  Hilton  Hotel. 
Exhibits  will  be  displayed  during  the  following  hours: 

Thursday  8:30  a. m. -5:30  p.m. 

Friday  8:00  a. m. -5:30  p.m. 

Saturday  8:00  a. m. -4:00  p.m. 

Exhibitors  may  register  Wednesday,  1:30-5:30  p.m.,  in 
the  Grand  Ballroom  Foyer,  Shamrock  Hilton  Hotel. 

Awards 

First,  second,  and  honorable  mention  awards  will  be 
given  in  each  of  the  four  categories:  Group  1,  Indi- 
vidual Exhibits:  Group  2,  Group  Exhibits;  Group  3, 
Institutional  Exhibits;  and  Group  4,  Educational  Pro- 
motional Exhibits. 

Aesculapius  Award:  An  additional  award  also  will  be 
given  for  the  most  outstanding  scientific  exhibit  dis- 
played by  a Texas  physician. 

Announcement  of  the  winners  will  be  made  at  the 
General  Meeting  Luncheon,  Friday,  12:30  p.m..  Emer- 
ald Room,  Shamrock  Hilton  Hotel. 


Identification  and  Floor  Plans 

Scientific  exhibitors  may  be  recognized  by  special 
ribbons  attached  to  their  identification  badges. 

Floor  plans,  showing  location  of  scientific  and  tech- 
nical exhibits,  will  be  in  the  program  and  posted  in 
the  exhibit  hall. 

Following  is  a roster  of  scientific  exhibitors  and  their 
exhibits: 

S-202  Texas  Association  of  Physicians  in  Nuclear 
Medicine 

Texas  Medical  Association  Committee  on  Nuclear 
Medicine 

S-203  Association  of  American  Physicians  and  Sur- 
geons 
Chicago 

S-204  Echocardiography:  An  Aid  in  Cardiac  Diagnosis 
James  C.  Wright,  M.D.;  Milton  R.  Hejtmancik,  M.D., 
Galveston 

S-205  Surgery  For  Coronary  Artery  Disease 

Harold  C.  Urschel,  M.D.;  Donald  L.  Paulson,  M.D., 
Dallas 


S-206  Surgical  Treatment  of  Coronary  Heart  Disease 
Michael  E.  DeBakey,  M.D.;  Henry  D.  McIntosh, 
M.D.;  Edward  B.  Diethrich,  M.D.;  George  P.  Noon, 
M.D.;  John  E.  Liddicoat,  M.D.;  Kinsman  Wright,  Jr., 
M.D.;  Edward  W.  Dennis,  M.D.;  Samuel  A.  Kinard, 
M.D.;  Evan  C.  Horning,  Ph.D.,  Houston 
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S-207  Preservation  of  the  Human  Heart 

Edward  B.  Diethrich,  M.D.;  John  E.  Liddicoat,  M.D.; 
L A.  Sordahl,  Ph.D.;  Arnold  Schwartz,  Ph.D.;  David 
Brooks,  M.D.;  Michael  E.  DeBakey,  M.D.,  Houston 

S-208  Diagnosis  and  Treatment  of  Cerebrovascular 
Insufficiency 

George  P.  Noon,  M.D.;  Michael  E.  DeBakey,  M.D.; 
Edward  B.  Diethrich,  M.D.;  John  Stirling  Meyer, 
M.D.,  Houston 

S-209  Pulmonary  Disease  Studied  by  Electron  Micro- 
scopy— Pathogenesis  and  Pathophysiology 

S.  Donald  Greenberg,  M.D.;  F.  Gydrkey,  M.D.;  J.  G. 
Weg,  M.D.;  D.  E.  Jenkins,  M.D.;  P.  Gyorkey,  M.S., 
Houston 

S-210  American  Heart  Association,  Texas  Affiliate, 
Inc. 

Austin 

S-211  Hydrocortisone  and  Fasciotomy — Severe  Rat- 
tlesnake Bite 

Thomas  G.  Glass,  Jr.,  M.D.,  San  Antonio 

S-212  Surgical  Management  of  Jaw  Deformities 

John  N.  Kent,  D.D.S.;  Edward  C.  Hinds,  D.D.S., 
M.D.;  John  E.  Pleasants,  D.D.S.,  Houston 

S-213  Shoulder  Pain — Acromioclavicular  Joint — Analy- 
sis of  1,000  Cases 

Peter  Zanca,  M.D.,  San  Antonio 

S-214  Roentgenographic  Measurements  of  Diaphrag- 
matic Motion — Respiratory  Compliance 

Peter  Zanca,  M.D.,  San  Antonio 

S-215  Projection  70's:  The  Total  Environment 

The  University  of  Texas  Medical  Branch,  Galveston 

S-216  Cancer  Consultation — Dial  Access 
Robert  C.  Hickey,  M.D.,  Houston 

S-217  Pseudomonas  Infection — A Serious  Threat  to 
Cancer  Patients 

Gerald  P.  Bodey,  M.D.;  Michael  A.  Burgess,  M.D., 
Houston 

S-218  Spindle  and  Giant  Cell  Carcinoma  of  the  Thy- 
roid Gland 

C.  Stratton  Hill,  Jr.,  M.D.;  Michael  L.  Ibanez,  M.D.; 
William  O.  Russell,  M.D.;  R.  Lee  Clark,  M.D.,  Hous- 
ton 

S-219  Clinical  and  Genetic  Aspects  of  Medullary 
(Solid)  Carcinoma  of  the  Thyroid  Gland 
C.  Stratton  Hill,  Jr.,  M.D.;  Michael  L.  Ibanez,  M.D.; 
Niguib  Samaan,  M.D.,  Ph.D.;  David  E.  Anderson, 
Ph.D.;  R.  Lee  Clark,  M.D.,  Houston 

S-220  Management  of  Esophageal  Carcinoma 
Walter  J.  Burdette,  Ph.D.,  M.D.,  Houston 

S-221  Spontaneous  Esophageal  Perforation:  A Patho- 
physiologic-Roentgenographic  Correlation 
Lee  F.  Rogers,  M.D.;  Winston  Puig,  M.D.;  Byron 
Neal  Dooley,  M.D.;  Leo  Cuello,  M.D.,  San  Antonio 


S-222  Wire  Mesh-Acrylic  Cranioplasty  with  Contrast 
Radiography 

H.  Stephen  Goldberg,  M.D.;  Richard  H.  Moiel,  M.D.; 
Alexander  Gol,  M.D.,  Houston 

S-223  Optimizing  Patient  Care  Through  Computer 
Usage 

Texas  Institute  for  Rehabilitation  and  Research, 
R.  Edward  Carter,  M.D.,  Houston 

S-224  Early  Medical  Management  of  Spinal  Cord 
Injuries 

Texas  Institute  for  Rehabilitation  and  Research, 
R.  Edward  Carter,  M.D.,  Houston 

S-225  Reconstruction  of  Nasal  Defects  with  Local 
Skin  Flaps 

Jack  P.  Gunter,  M.D.;  Robert  J.  Frank,  M.D.;  James 

A.  Holliday,  M.D.,  Dallas 

S-226  3-D  Film  Visualization  of  Isodose  Curves  Uti- 
lizing the  Sabattier  Effect 

Robert  G.  Waggener,  Ph.D.;  Frank  C.  Wilson,  M.D.; 
Lee  F.  Rogers,  M.D.;  Peter  Zanca,  M.D.,  San 
Antonio 

S-227  The  Wedge-Shaped  Variable  Height  Tibial  Pla- 
teau Prosthesis  for  Knee  Arthroplasty 

B.  E.  McConnell,  M.D.,  Greenville 

S-228  Continuous  Cyclic  Hormonal  Therapy 
F.  P.  Rhoades,  M.D.,  Detroit 

S-229  Skin  Allotransplantation  Studies  and  Selected 
Surgical  Office  Procedures 

D.  B.  Stough,  III,  M.D.,  Hot  Springs 

S-230  The  University  of  Texas  Graduate  School  of 
Biomedical  Sciences  at  Houston,  Division  of  Continu- 
ing Education 

Grant  Taylor,  M.D.,  Houston 

S-231  Texas  State  Commission  for  the  Blind 
Austin 

S-232  Texas  State  Library  Division  for  the  Blind  and 
Physically  Handicapped 
Texas  State  Library,  Austin 

S-233  Steps  in  Conducting  a Preschool  Vision  Screen- 
ing Program 

Texas  Society  for  the  Prevention  of  Blindness,  Inc., 
Houston 

S-234  Lay  Health  Education 
Milford  0.  Rouse,  M.D.,  Dallas 

S-235  Rubella:  Stop  the  Spread  from  Child  to  Mother 
Texas  State  Department  of  Health,  Austin;  Center 
for  Disease  Control,  Atlanta 

S-236  Variation  in  Sodium  Content  of  Water 
Texas  Dietetic  Association,  San  Antonio 

S-237  Temporal  Bone  Banks  Program 

Southern  TempKjral  Bone  Banks  Center,  F.  R.  Guil- 
ford, M.D.;  B.  R.  Alford,  M.D.;  M.  Igarashi,  Houston 
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S-240  Texas  Research  Institute  of  Mental  Sciences 
William  M.  Mclsaac,  M.D.,  Houston 

S-243  Environmental  Health  in  the  Space  Program 
Paul  E.  Wright,  M.D.,  Houston 

S-244  Regional  Medical  Program  of  Texas 

O.  B.  McCall,  M.D.;  William  H.  Lane,  Jr.,  Austin 

S-245  Texas  Rehabilitation  Commission 
Albert  F.  Vickers,  M.D.,  Austin 

S-246  Hyperproteinemias,  Recognition  of  Types  and 
Management 

George  R.  Herrmann,  M.D.,  Galveston 

S-247  Comparison  of  the  Milhon-Crites  Esophageal 
Motility  Probe  with  Conventional  Open-Tip  Probe 
Wm.  A.  Millhon,  M.D.,  Columbus,  Ohio;  George  A. 
Martin,  M.D.;  E.  Clinton  Texter,  Jr.,  M.D.,  Temple 

S-251  University  of  Texas  Biomedical  Units  at  Houston 
The  University  of  Texas  Medical  School  at  Houston 


TECHNICAL  EXHIBITS 

Technical  Exhibits  are  displayed  in  the  Grand  Ballroom 
and  Hall  of  Exhibits,  Shamrock  Hilton  Hotel.  Repre- 
sentatives from  the  pharmaceutical  industry,  business 
equipment  companies,  insurance  and  investment 
companies,  and  other  related  fields  will  be  present  to 
discuss  equipment  and  products  with  physicians. 

Exhibits  will  be  displayed  during  the  following  hours: 

Thursday  8:30  a.m.-5:30  p.m. 

Friday  8:00  a.m.-5:30  p.m. 

Saturday  8:00  a. m. -4:00  p.m. 

The  President’s  Reception  for  Technical  Exhibitors  will 
be  held  Thursday,  5:45  to  6:45  p.m..  Embassy  Room, 
Shamrock  Hilton  Hotel, 

Exhibitors  may  register  for  the  annual  session  Wed- 
nesday, 1:30-5:30  p.m.,  in  the  Grand  Ballroom  Foyer, 
Shamrock  Hilton  Hotel. 

Floor  Plans 

Floor  plans,  showing  location  of  scientific  and  techni- 
cal exhibits,  will  be  in  the  program  and  posted  in 
the  exhibit  hall. 

Following  is  a list  of  exhibitors; 


EXHIBITOR  BOOTH 

A 

Abbott  Laboratories,  North  Chicago  83 

American  Medical  Facilities  Corp.,  Bridgeton,  Mo.  12 

American  Optical  Co.,  Dallas  80 

Armour  Pharmaceutical  Co.,  Chicago  81 

Arnar-Stone  Laboratories,  Inc.,  Mt.  Prospect,  III.  97 

Astra  Pharmaceutical  Products,  Inc.,  Worcester,  Mass.  17 

Ayerst  Laboratories,  New  York  76 

B 

Barron  Systems,  Inc.,  Dallas  5 

Blue  Cross-Blue  Shield  of  Texas,  Dallas  46 

Borden  Inc.,  Houston  109,  110,  111 
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Borden  Pharmaceutical  Div.,  New  York  112 

Breon  Laboratories,  Inc.,  New  York  36 

Bristol  Laboratories,  Syracuse,  N.Y.  86 

The  Brown  Schools,  Austin  1 

Burroughs  Wellcome  Co.,  Research  Triangle  Park,  N.C.  8 
Burton,  Parsons  & Co.,  Inc.,  Washington,  D.C.  52 

Business  Data  Center,  Inc.,  San  Antonio  34 

C 

Carnrick  Laboratories,  Cedar  Knolls,  N.J.  92 

Coca-Cola  USA  66 

Comatic  Laboratories,  Inc.,  New  York  48 

Cooper  Laboratories,  Inc.,  Bedford  Hills,  N.Y.  39 

Cornish  Medical  Electronics  Co.,  Dallas  63 

Creative  Systems,  Inc.,  Houston  77 

D 

Dairy  Council,  Inc.  74 

Devereux  School,  Victoria,  Tex.  31 

Dictaphone  Corp.,  Rye,  N.Y.  62 

E 

Emerson  Laboratories,  Dallas  82 

Encyclopaedia  Britannica,  Inc.,  Chicago  32 

F 

Flint  Laboratories,  Morton  Grove,  III.  103 

G 

General  Electric  Co.,  Medical  Systems  Department,  Dallas  93 
Gerber  Products  Co.,  Fremont,  Mich.  71 

Gilbert  X-Ray  Co.  of  Texas,  Dallas  2 

Russell  Grace  Insurance,  Fort  Worth  30 

Great  American  Reserve  Insurance  Co.,  Dallas  84 

H 

Hastings  Radiochemical  Works,  Inc.,  Friendswood,  Tex.  38 
Hoechst  Pharmaceutical  Co.,  Somerville,  NJ.  37 

Home  Health  Agencies  Association  of  Texas,  Inc.  3 

I 

Ives  Laboratories,  Inc.,  New  York  61 

J 

Mead  Johnson  Laboratories,  Evansville,  Ind.  59 

L 

Lakeside  Laboratories,  Inc.,  Milwaukee  16 

Landry  Pharmaceuticals,  Inc.,  Houston  101 

Lederle  Laboratories,  Pearl  River,  N.Y.  49 

Eli  Lilly  and  Co.,  Indianapolis  44 

J.  B.  Lippincott  Co.,  Philadelphia  19 

Loma  Linda  Foods,  Riverside,  Calif.  50 

M 

Marion  Laboratories,  Inc.,  Kansas  City,  Mo.  20 

The  Medical  Protective  Co.,  Fort  Wayne,  Ind.  35 

Medical  Specialty  Co.,  Fort  Worth  90,  91 

Medica  Rents,  Inc.,  Fort  Worth  96 

Medi-Graphics,  Inc.,  Dallas  4 

Metro  Med  Inc.,  Houston  56 

Mission  Pharmacal  Co.,  San  Antonio  43 

N 

Neutrogena  Corp.,  Los  Angeles  51 

Niagara  Therapy  Manufacturing  Corp.,  Dallas  25 

O 

Ortho  Comfort  Stores,  Phoenix  18 

Ortho  Pharmaceutical  Corp.,  Raritan,  N.J.  53 

P 

Pacific  Medical  Equipment  Co.,  Los  Angeles  104 

Parke,  Davis  & Co.,  Detroit  64 

Person  & Covey,  Inc.,  Glendale,  Calif.  75 

Pharmacraft  Div.,  Pennwalt  Corp.,  Rochester,  N.Y.  58 

William  P.  Poythress  & Co.,  Inc.,  Richmond,  Va.  45 

Professional  Pharmacal  Co.,  Inc.,  San  Antonio  72 

R 

A.  H.  Robins  Co.,  Richmond,  Va.  94 

William  H.  Rorer,  Inc.,  Fort  Washington,  Pa.  118 

S 

Sandoz  Pharmaceuticals,  Hanover,  N.J.  29 

W.  B.  Saunders  Co.,  Philadelphia  99 

Savage  Laboratories,  Inc.,  Houston  6 

Sobering  Laboratories,  Union,  N.J.  28 

G.  D.  Searle  & Co.,  Chicago  9 

Smith,  Miller  & Patch,  Inc.,  New  Brunswick,  N.J.  113 

E.  R.  Squibb  & Sons,  Inc.,  New  York  95 

Storz  Instrument  Co.,  St.  Louis  108 
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Stuart  Pharmaceuticals,  Pasadena,  Calif.  100 

Surgical  Mechanical  Research,  Inc.,  Newport  Beach,  Calif.  73 
Syntex  Laboratories,  Inc.,  Palo  Alto,  Calif.  26 

T 

Terrell  Supply  Co.,  Fort  Worth  47 

Texas  Employers  Insurance  Assn.,  Dallas  65 

Texas  Medical  Association  Insurance  Program  67 

Texas  Pharmacal  Co.,  San  Antonio  7 

U 

The  Upjohn  Co.,  Kalamazoo,  Mich.  21 

W 

Warner-Chilcott  Laboratories,  Morris  Plains,  N.J.  33 

Winthrop  Laboratories,  New  York  22 

Wyeth  Laboratories,  Philadelphia  42 
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PROGRAM 
Woman's  Auxiliary 
to  the 

Texas  Medical  Association 

53rd  Annual  Convention 
Houston  — May  6-9,  1971 


WEDNESDAY,  MAY  5 

12  noon-4  p.m.  Registration  and  Information 

Ballroom  Lobby 
Marriott  Motor  Hotel 

3 p.m.-5  p.m.  Advisory  Committee  Meeting 

Jamaica  Suite 
Marriott  Motor  Hotel 

5 p.m.-6  p.m.  Advisory-Finance  Committees 

Hospitality  Hour 

Jamaica  Suite 
Marriott  Motor  Hotel 

6 p.m.-7  p.m.  Advisory-Finance  Committees  Dinner 

Oiler  Suite 
Marriott  Motor  Hotel 

7 p.m.-lO  p.m.  Finance  Committee  Meeting 

Jamaica  Suite 
Marriott  Motor  Hotel 

THURSDAY,  MAY  6 

8 a.m.-lO  a.m.  Reference,  Revisions,  and  Ad  Hoc 

Committee  for  Study  of  Bylaws- 
Continental  Breakfast  Meeting 

Jamaica  Suite 
Marriott  Motor  Hotel 

8 a.m.-4  p.m.  Registration  and  Information 

Marriott  Motor  Hotel-Ballroom  Lobby 
Astroworld  Hotel-Ballroom  Foyer 
Shamrock  Hilton-Grand  Ballroom  Lobby 


Chairmen,  Past  State  Presidents,  County  Presi- 
dents or  their  Alternates.)  All  incoming  Board  Mem- 
bers and  State  Committee  Members  welcome. 


Mrs.  Eugene  P.  Schoch,  Jr.,  Austin,  President, 
presiding 

Invocation  Mrs.  James  A.  Hallmark,  Fort  Worth 
Welcome  Mrs.  Sidney  Schnur,  Houston, 

Convention  Chairman 

Response  Mrs.  Philip  T.  Weisbach,  Beaumont 

Greetings  Walter  Walthall,  M.D.,  San  Antonio, 

President,  Texas  Medical  Association 

Presentation  of  President-Elect 
Introduction  of  Past  Presidents  and 
Presentation  of  Special  Guests 

Mrs.  Russell  L.  Deter,  El  Paso 

Business: 

Approval  of  Convention  Agenda 
Appointment  of  Reading  Committee: 

Mrs.  Clinton  Woodson,  Wharton 
Mrs.  Joe  Ed  Smith,  Athens 
Mrs.  Ralph  Clayton,  El  Paso 

Convention  Rules 

Minutes  Mrs.  C.  W.  Castle,  Liberty, 

Recording  Secretary 

Treasurer’s  Re[X)rt  Mrs.  Jack  D.  Gerdes, 

Houston,  Treasurer 

Reading  of  Correspondence 

Mrs.  Albert  F.  Vickers,  Austin, 
Corresponding  Secretary 

Report  of  President  Mrs.  Eugene  P.  Schoch,  Jr., 

Austin 


8 a.m.-4  p.m.  Hospitality  Room  Open 

Salon  C 
Marriott  Motor  Hotel 
(Courtesy  of  International 
Travel  Advisors,  Inc.) 

10  a.m.-12  noon  Exhibits 

Salon  D 
Marriott  Motor  Hotel 

10:30  a.m.  WATMA  President’s  Report  to 

TMA  House  of  Delegates 
Main  Ballroom 
Astroworld  Hotel 

(Everyone  invited) 

12  noon-2  p.m.  Executive  Board  Luncheon-Meeting 

“My  Wild  Irish  Rose” 
Salons  A and  B 
Marriott  Motor  Hotel 
(State  Officers,  Council  Women,  State  Committee 


Recommendations  of  Officers 
and  Committee  Chairmen 
Announcements  Mrs.  Mylie  E.  Durham,  Jr., 

Houston,  Convention  Cochairman 

Adjournment 

2:30  p.m.-5:30  p.m.  SPECIAL  EVENTS 

“Ramblin’  Rose”  Afternoon 

Gala  Card  Party 
Salon  F-Marriott  Motor  Hotel 

Shopping  Tour* 
The  Fabulous  Galleria 

* Buses  depart  Greenbria  r entra  nce  of  Marriott. 
(Tickets  available  only  through  Advance  Registra- 
tion.) 

7 p.m.  Past  Presidents'  Dinner 

River  Oaks  Country  Club 
(By  invitation  only) 
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7:30  p.m.  Organization-Membership  Committee 

Workshop  and  "Dessert  Party" 
Salon  A 
Marriott  Motor  Hotel 
(Outgoing  and  incoming  First  Vice  President,  Coun- 
cil Women,  Regional  Vice-Presidents,  State  Trea- 
surer, Members-at-Large  and  MAL  Chairman  in- 
vited.) 

Mrs.  Richard  B.  Johns,  Abilene,  First  Vice  Presi- 
dent, presiding 


FRIDAY,  MAY  7 


8 a.m.-4  p.m.  Registration  and  Information 

Marriott  Motor  Hotel-Ballroom  Lobby 
Astroworld  Hotel -Ball  room  Foyer 
Shamrock  Hilton-Grand  Ballroom  Lobby 


8 a.m.-4  p.m.  Hospitality  Room  Open 

Salon  C 
Marriott  Motor  Hotel 
(Courtesy  of  International 
Travel  Advisors,  Inc.) 

8 a.m.-4  p.m.  Exhibits 

Salon  D 
Marriott  Motor  Hotel 


8:30  a.m.  First  Business  Meeting 

Salons  E and  F 
Marriott  Motor  Hotel 
Mrs.  Eugene  P.  Schoch,  Jr.,  Austin,  President,  pre- 
siding 

Invocation  Mrs.  Michael  Kurilecz,  Dallas 

Auxiliary  Credo  and  Pledge  (stand) 

Pledge  of  Allegiance  (stand) 

Mrs.  Travis  Smith,  Abilene 
Welcome  Mrs.  Mylie  E.  Durham,  Jr., 

Houston,  Convention  Cochairman 
Greetings  Mrs.  Ramsay  H.  Moore,  Dallas, 

President,  Woman’s  Auxiliary  to  the 
Southern  Medical  Association 
Reports  of  Regional  Vice-Presidents, 

Council  Women,  and  County  Presidents 
Announcements  Mrs.  Mylie  E.  Durham,  Jr., 

Houston,  Convention  Cochairman 
Recess  for  Luncheon 


12  noon-2  p.m.  Luncheon  Honoring  County 

Presidents 
"Roomful  of  Roses” 
Chaparral  North 
Marriott  Motor  Hotel 
(Everyone  invited) 

Mrs.  Eugene  P.  Schoch,  Jr.,  Austin,  President,  pre- 
siding 

Invocation  Mrs.  Walter  B.  King,  Waco 

Introduction  of  Sf>ecial  Guests  and 
Recognition  of  Past  Presidents 

Mrs.  W.  D.  Nicholson,  Lake  Jackson 
Introduction  of  Speaker 

Mrs.  George  Turner,  El  Paso 
Address  Mrs.  R.  C.  L.  Robertson,  Houston, 

President,  Woman's  Auxiliary  to  the 
American  Medical  Association 


Musical  Bouquet  to  County  Presidents 

Medilarks,  Harris  County  Auxiliary 
Presentation  of  Awards  Mrs.  Braswell  Locker, 
Brownwood,  Awards  Chairman 
Announcements  Mrs.  Mylie  E.  Durham,  Jr., 

Houston,  Convention  Cochairman 

2:30  p.m.-4  p.m.  First  Business  Meeting 

Reconvenes 
Salons  E and  F 
Marriott  Motel  Hotel 
(All  Executive  Board  members  and  Delegates  ex- 
pected to  attend.) 

Mrs.  Eugene  P.  Schoch,  Jr.,  Austin,  President,  pre- 
siding 

Presentation  of  Revised  Bylaws 

Mrs.  Frank  M.  Posey,  San  Antonio, 
Chairman,  Ad  Hoc  Committee  for 
Study  of  Bylaws 

Announcements  Mrs.  Mylie  E.  Durham,  Jr., 

Houston,  Convention  Cochairman 

Adjournment 

5 p.m.-7  p.m.  Cocktail  Reception  (honoring 

Mrs.  R.  C.  L.  Robertson,  President, 
Woman’s  Auxiliary  to  the  AMA) 
The  Criterion  Club 
(Atop  the  Fannin  Bank  Building) 
Hosted  by  Harris  County  Medical  Society  and 
Harris  County  Auxiliary 
Featuring  other  “Texas  Pride”  Roses:  Mrs.  Eugene 
P.  Schoch,  Jr.,  President,  WATMA;  Mrs.  Ramsay  H. 
Moore,  President,  WASMA.  (Ticket  Reservations  ob- 
tained only  through  WATMA  Advance  Registration.) 


SATURDAY,  MAY  8 

8 a.m.-ll  a.m.  Registration  and  Information 

Marriott  Motor  Hotel-Ballroom  Lobby 
Shamrock  Hilton  Hotel-Grand  Ballroom  Lobby 

8 a.m.-ll  a.m.  Hospitality  Room  Open 

Salon  C 
Marriott  Motor  Hotel 
(Courtesy  of  International 
Travel  Advisors,  Inc.) 

8 a.m.-ll  a.m.  Exhibits  Open 

Salon  D 
Marriott  Motor  Hotel 

8:30  a.m.-10:30  a.m.  Second  Business  Meeting 

Salon  E 
Marriott  Motor  Hotel 
Mrs.  Eugene  P.  Schoch,  Jr.,  Austin,  President,  pre- 
siding 

Invocation  Mrs.  T.  June  Melton,  Midland 

Reports  of  Officers  (except  Regional 
Vice  Presidents)  and  Committee 
Chairmen — Standing  and  Special 
Business: 

Recommendations  from  Executive  Board 
Election  of  Officers 

Announcements  Mrs.  Mylie  E.  Durham,  Jr., 

Houston,  Convention  Cochairman 

Adjournment 
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*11  a.m.-2:30  p.m.  Installation-Style  Show  Luncheon 

“One  Dozen  Roses” 
River  Oaks  Country  Club 
♦(Buses  depart  Greenbriar  Entrance  of  Marriott.) 
Mrs.  Eugene  P.  Schoch,  Jr.,  Austin,  President,  pre- 
siding 

Invocation  Mrs.  Ramsay  H.  Moore,  Dallas, 

President,  Woman’s  Auxiliary  to  the 
Southern  Medical  Association 
Recognition  of  Past  Presidents 

and  Guests  Mrs.  Marvin  P.  Knight,  Dallas 

Fashions  Joske’s  of  Houston 

Courtesy  Resolutions  Mrs.  Charles  T.  Stone,  Jr., 

Galveston 

Installation  of  Officers  Mrs.  R.  C.  L.  Robertson, 
Houston,  President,  Woman’s  Auxiliary 
to  the  American  Medical  Association 
Presentation  of  Gavel  and  President’s  Pin 

Mrs.  Eugene  P.  Schoch,  Jr.,  Austin 
Acceptance  of  Gavel  and  President’s  Pin 

Mrs.  Andrew  G.  GoesI,  Texarkana 
Presentation  of  Past  President’s  Pin 

Mrs.  G.  G.  Zedler,  Austin 

Presentation  of  Medallion 

Eugene  P.  Schoch,  Jr.,  M.D.,  Austin 
Announcements  Mrs.  Sidney  Schnur,  Houston, 

Convention  Chairman 
Adjournment  of  1970-1971  Convention 
(Buses  return  to  Marriott  Motor  Hotel.) 

3 p.m.-4:30  p.m.  Post-Convention  Executive 

Board  Meeting 

Salon  E 
Marriott  Motor  Hotel 
(All  1971-1972  Executive  Board  members  expected 
to  attend.) 

Mrs.  Andrew  G.  GoesI,  Texarkana,  President,  pre- 
siding 

Invocation  Mrs.  Wm.  David  Barnett,  Dallas 

Introduction  of  TMA  Advisors  to  the 
Woman’s  Auxiliary  Walter  C.  Barnes,  M.D., 

Texarkana,  Chairman 
Albert  F.  Vickers,  M.D.,  Austin 
Appointment  by  President-Elect 
Greetings  Walter  C.  Barnes,  M.D., 

Texarkana,  Chairman 

Introduction  of  President-Elect 

Mrs.  R.  C.  L.  Robertson,  Houston 
Response  of  President-Elect 
Presentation  of  Past  Presidents 

and  Special  Guests  Mrs.  G.  G.  Zedler,  Austin 
Introduction  of  Officers,  Council 
Women,  Council  Women-Elect, 

County  Presidents  and  Presidents- 
Elect,  Standing  and  Special 
Committee  Chairmen 
1971-1972  Workbook  Presentation 

Mrs.  Walter  C.  Barnes,  Texarkana, 
Program  Workbook  Chairman 

Business: 

Reading  of  Correspondence 
Appointment  of  Reading  Committee 

Mrs.  Albert  F.  Vickers,  Austin 
Mrs.  Joe  King,  Houston 
Mrs.  Haden  E.  McKay,  Humble 


Presentation  and  Adoption  of  Budget 

Mrs.  Bland  H.  Schwarting, 
San  Antonio,  Finance  Chairman 
Treasurer’s  Recommendations 
Delegate  Appointments  to  WA-AMA 
Convention 

Election  of  Nominating  Committee 
Announcements 
Adjournment 

7:30  p.m.  “Saturday  Night  at  the  Astroworld” 

Ballroom 
Astroworld  Hotel 
Cocktails  and  Dinner-7:30  p.m. 
Dancing-8:30  p.m. -12  midnight 

SUNDAY,  MAY  9 

9 a.m.-9:30  a.m.  Memorial  Service 

Embassy  Ballroom 
Shamrock  Hilton  Hotel 

Thomas  J.  Fatherree,  M.D.,  Houston,  Chairman 
Mrs.  A.  O.  McCary,  Lake  Jackson,  Cochairman 
Mrs.  John  King  Glen,  Auxiliary  Local  Arrangements 
Chairman 

Prelude:  Sunday  Morning  at  Guion — Bendel. 

Mrs.  Thelma  Lindsay,  Houston 
Invocation  Dolph  L.  Curb,  M.D.,  Houston 

Memorial  Address  for  Deceased  Wives  of 

Physicians  Mrs.  A.  0.  McCary,  Lake  Jackson 
Solo:  Peace  I Leave  With  You — Tinney. 

Mrs.  Chris  Dixie,  Houston 
Memorial  Address  for  Deceased  Physicians 

Thomas  J.  Fatherree,  M.D.,  Houston 
Solo:  Lord’s  Prayer — Malotte. 

Mrs.  Chris  Dixie,  Houston 
Benediction  Belton  G.  Griffin,  M.D.,  Houston 
Postlude:  Eternal  Life — Saint  Francis  of  Assisi. 

Mrs.  Thelma  Lindsay,  Houston 

THE  YELLOW  ROSE  OF  TEXAS-IN  HOUSTON 
RELATED  ACTIVITIES 

REGISTRATION:  At  the  Marriott  from  12  noon  to 
4 p.m.  on  Wednesday,  May  5,  for  the  “early  roses.” 
Three  convenient  locations — The  Marriott,  Astroworld 
Hotel,  and  Shamrock  Hilton  Hotel  (exhibit  center) — 
from  8 a.m.  to  4 p.m.,  Thursday  and  Friday,  May  6- 
May  7.  On  Saturday,  May  8,  from  8 a.m.  to  11  a.m., 
at  the  Marriott  and  Shamrock.  Advance  registrations 
may  be  picked  up  at  the  Marriott  during  the  same 
hours.  Tickets  for  all  functions  available  at  all  loca- 
tions, same  hours. 

HOSPITALITY:  Through  the  courtesy  of  International 
Travel  Advisors,  Inc.,  full-blown  Texas  hospitality  will 
abound  from  8 a.m.  to  4 p.m.  on  Thursday  and  Fri- 
day, May  6-May  7,  and  from  8 a.m.  to  11  a.m.  on 
Saturday,  May  8!  Do  drop  in  ...  to  relax,  visit, 
refresh,  and  enjoy  the  comfort  of  the  Hospitality 
Room.  Located  in  the  Marriott’s  lovely  Salon  C — just 
around  the  corner  from  Registration! 

HOUSE  OF  DELEGATES  REPORT:  Mrs.  Eugene  P. 
Schoch,  Jr.,  President  of  the  Woman’s  Auxiliary  to  the 
Texas  Medical  Association,  will  report  Auxiliary  ac- 
complishments to  the  TMA  House  of  Delegates  at 
10:30  a.m.,  Thursday,  May  6,  in  the  Astroworld  Hotel 
Ballroom.  All  members  are  encouraged  to  attend  and 
share  the  applause! 
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SPECIAL  EVENTS:  A “Ramblin’  Rose”  afternoon 
Thursday,  May  6 — featuring  YOUR  choice  of  pleasure! 
Take  your  “pick”:  A gala  card  party  for  the  “never 
say  die”  card  buffs.  To  be  held  in  Salon  F at  the 
Marriott.  Name  your  game,  make  up  your  own  table, 
or  we  will.  There  will  be  prizes — surprises — refresh- 
ments— card  happiness!  OR  join  the  exciting  shop- 
f>ing  tour  to  the  fabulous,  new  GALLERIA!  You  will 
walk  from  Neiman  Marcus  into  a breath-taking  new 
world,  with  a ceiling  of  glass,  and  a floor  of  dazzling 
ice.  Then,  three  carpeted  levels  of  100  shops  and 
boutiques,  each  the  ultimate  in  excitement.  A refresh- 
ment break  at  Joske’s  Post  Oak  (just  across  the 
street)  before  boarding  buses  for  the  return  trip. 
Buses  leave  the  Marriott  at  2:30  p.m.  and  return  at 
5:30  p.m. 


Shamrock  Hilton  Hotel,  on  Thursday,  May  6,  from 
8:30  a.m.  to  5:30  p.m.;  Friday,  May  7,  from  8 a.m. 
to  5:30  p.m.;  and  Saturday,  May  8,  from  8 a.m.  to 
4 p.m. 

CLASS  REUNIONS,  FRATERNITIES,  ALUMNI  FUNC- 
TIONS (TMA):  Thursday,  May  6,  6:30  p.m. — Class  Re- 
unions and  Fraternities;  Friday,  May  7,  7 p.m. — Alum- 
ni Functions  (except  Baylor  Alumni  Dinner  scheduled 
on  Thursday  night). 

SHUTTLE  BUSES:  Shuttle  bus  service  between  the 
Marriott,  Shamrock  Hilton,  and  Astroworld  Hotels  will 
be  provided  all  day  Thursday,  Friday,  and  Saturday 
for  the  convenience  of  physicians  and  wives. 

Houston  Convention  Committee  Chairmen 


COCKTAIL  RECEPTION:  To  honor  “THE”  Yellow  Rose 
of  Texas,  Mrs.  R.  C.  L.  Robertson,  President,  Woman's 
Auxiliary  to  AMA,  the  Harris  County  Medical  Society 
and  Harris  County  Auxiliary  will  host  a sparkling  cock- 
tail reception  from  5 p.m.  to  7 p.m.,  Friday,  May  7, 
in  the  lovely  Criterion  Club  atop  the  Fannin  Bank 
Building.  The  jeweled  lights  of  the  city  will  twinkle 
in  all  directions  outside  the  completely  glass  walled 
top  level.  In  a setting  enhanced  by  the  music  of 
Bob  Smith's  combo,  Mrs.  Robertson  will  be  assisted 
by  other  “Texas  Pride”  roses,  Mrs.  Eugene  P.  Schoch, 
Jr.,  president,  WATMA;  and  Mrs.  Ramsay  H.  Moore, 
president,  WASMA.  All  members  and  their  husbands 
are  invited,  but  ticket  reservations  may  be  obtained 
only  through  WATMA  advance  registration. 

ENTERTAINMENT:  Day  and  night,  Houston  offers 
something  for  everyone!  You  can  choose  between 
seeing  a Mercury  space  rocket  ...  or  a hippopota- 
mus; ships  loading  goods  for  Turkey  ...  or  the 
largest,  “poshiest,”  air-conditioned  stadium  in  the 
world.  You  can  breakfast  at  Brennan’s,  go  antiquing, 
enjoy  the  best  in  theatre — ^the  symphony — the  ballet 
— opera.  You  may  tour  Bayou  Bend,  Jones  Hall,  the 
unique  Museum  of  Medical  Science,  or  the  Texas 
Medical  Center.  Baseball,  golf,  tennis,  and  all  sports 
are  available  with  the  best  facilities.  You  can  dance 
the  night  away,  watch  top  stars  perform,  and  enjoy 
the  best  in  every  type  of  food  in  restaurants  you’ll 
love.  For  full  information,  ticket  assistance,  and  any 
kind  of  help,  visit  the  Information  Desks  in  WATMA’s 
three  registration  locations. 

SPECIAL  ATTRACTION:  For  guests  attending  the  re- 
ception to  honor  our  National  President,  special 
arrangements  have  been  made  with  the  Criterion 
Club  (a  private  club)  to  serve  dinner  for  a limited 
number.  Those  wishing  to  remain  at  the  Criterion 
Club  for  dinner  may  make  reservations  through  the 
WATMA  Information  Desks  before  10  a.m.  Friday, 
May  7.  Only  a limited  number  can  be  accommodated, 
so  please  make  reservations  early. 

DINNER-DANCE:  The  TMA  dinner-dance  (“Saturday 
Night  at  the  Astroworld”)  will  be  held  in  the  Main 
Ballroom  of  the  Astroworld  Hotel,  Saturday,  May  8. 
Cocktails  at  7:30  p.m.;  dinner  at  8:30  p.m.;  dancing 
from  8:30  p.m.  to  12  midnight.  Dress-optional. 

PHYSICIANS’  AND  WIVES’  ART  EXHIBIT:  Paintings, 
sculpture,  drawings,  prints,  photography,  and  other 
objects  of  art  and  crafts  by  TMA  physicians  and 
their  wives  will  be  exhibited  in  the  Regency  Room, 


Convention  Chairman  Mrs.  Sidney  Schnur 

Convention  Cochairman 

(Acting  Chairman)  Mrs.  Mylie  E.  Durham,  Jr. 

Liaison  Chairmen: 

East  Harris  County  (Baytown) 

Mrs.  Louis  B.  Hughes,  Baytown 
Southeast  Harris  County  (Pasadena) 

Mrs.  Donald  Klein,  Friendswood 
Baylor  Medical  Student  Wives 

Mrs.  Neal  G.  Sutherland 
Baylor  House  Staff  Wives  Mrs.  Melvin  A.  Anhalt 
Baylor  Faculty  Wives  Mrs.  Lawrence  J.  Cassard 


General  Chairmen: 

Finance 

Advance  Registration 
Convention  Registration 
Tickets 
Information 


Mrs.  Ralph  C.  Patrick 
Mrs.  Robert  A.  McClure 
Mrs.  Robert  L.  Donald 
Mrs.  Edward  L.  Wall 
Mrs.  Thomas  P.  Shearer 


Courtesy  (includes  Convention 

Dress  and  Pages)  Mrs.  Gerald  S.  Dowdy,  Jr. 

Mrs.  Harry  B.  Burr 
Mrs.  Marvin  E.  Chernosky 
Mrs.  P.  J.  Hoovestol 
Mrs.  J.  Peyton  Barnes 
Mrs.  Thomas  J.  Vanzant 
Mrs.  Louis  Daily, 
Auxiliary  Representative 


Hospitality 

Publicity 

Decorations 

Exhibits 

Business  Meetings 
TMA  Art  Exhibit 


Special  Activities  Chairmen: 
Executive  Board  Luncheon 


Mrs.  Carlos  R.  Hamilton 
Special  Events  Mrs.  Daniel  Gordon  Walker 

Card  Party  Mrs.  Hal  B.  Snyder 

Mrs.  Hugh  F.  Arnold 

Galleria  Tour  Mrs.  John  W.  Herndon 

Mrs.  W.  C.  Owsley 
Mrs.  Richard  Gordon  Martin 

Luncheon  Honoring  County  Presidents 

Mrs.  J.  Griffin  Heard 
Presidential  Reception  Mrs.  C.  C.  Shullenberger 
Installation-Style  Show  Luncheon 

Mrs.  Joe  W.  King 

Past  Presidents’  Dinner  Mrs.  Mark  H.  Latimer 
Memorial  Service  Mrs.  John  King  Glen, 

Auxiliary  Local  Arrangements 
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TEXAS  MEDICINE 


Officers  and  Committees 


Past  Presidents 


Elected  Officers  1970-1971 


Honorary  Life  Presidents 

•Mrs.  E.  H.  Cary,  Dallas 
•Mrs.  S.  C.  Red,  Houston 
•Mrs.  M.  L.  Graves.  Houston 
•Mrs.  W.  A.  Wood,  Waco 
•Mrs.  John  O.  McReynolds,  Dallas 
•Mrs.  S.  A.  Collom,  Texarkana 
•Mrs.  E.  V.  DePew,  San  Antonio 
•Mrs.  H.  B.  Trigg,  Fort  Worth 
•Mrs.  Joe  Gilbert.  Austin 
•Mrs.  H.  C.  Haden,  Houston 
Mrs.  O.  M.  Marchman,  Dallas 
•Mrs.  H.  R.  Dudgeon,  Waco 
Mrs.  G.  V.  Brindley,  Temple 
Mrs.  Frank  N.  Haggard,  San  Antonio 
•Mrs.  Preston  Hunt,  Texarkana 
•Mrs.  S.  D.  Whitten,  Greenville 
•Mrs.  John  T.  Moore,  Houston 
•Mrs.  R.  B.  Homan,  El  Paso 
•Mrs.  W.  R.  Thompson,  Fort  Worth 
Mrs.  F.  F.  Kirby,  Waco 
•Mrs.  S.  H.  Watson,  Waxahachie 
Mrs.  Scott  C.  Applewhite,  San  Antonio 
Mrs.  William  Hibbitts,  Texarkana 
Mrs.  S.  F.  Harrington,  Dallas 
Mrs.  P.  R.  Denman,  Houston 
Mrs.  A.  B.  Pumphrey,  Fort  Worth 
•Mrs.  Sam  E.  Thompson,  Kerrville 
•Mrs.  Charles  B.  Alexander,  San  Antonio 
Mrs.  George  Turner,  El  Paso 
Mrs.  Edward  C.  Ferguson,  Beaumont 
Mrs.  S.  Minter  Hill,  Dallas 
Mrs.  Joseph  B.  Foster,  Houston 
•Mrs.  William  M.  Gambrell,  Texas  City 
Mrs.  Oscar  W.  Robinson,  Paris 
Mrs.  Robert  Farris  Thompson,  El  Paso 
Mrs.  E.  W.  Coyle,  San  Antonio 
Mrs.  Mark  H.  Latimer,  Houston 
•Mrs.  Joseph  H.  McCracken,  Jr.,  Dallas 
Mrs.  Richard  C.  Bellamy,  Liberty 
Mrs.  H.  S.  Renshaw,  Fort  Worth 
Mrs.  John  D.  Gleckler,  Denison 
Mrs.  Haskell  D.  Hatfield,  El  Paso 
Mrs.  Ramsay  H.  Moore,  Dallas 
Mrs.  G.  G.  Zedler,  Austin 
Mrs.  R.  C.  L.  Robertson,  Houston 
Mrs.  Hamilton  Ford,  LaMarque 
Mrs.  W.  D.  Nicholson,  Lake  Jackson 
Mrs.  Russell  L.  Deter,  El  Paso 
Mrs.  James  A.  Hallmark,  Fort  Worth 
Mrs.  Frank  M.  Posey,  San  Antonio 
Mrs.  Travis  Smith,  Abilene 
Mrs.  Marvin  Knight,  Dallas 


•Deceased 


National  Honorary  Members 

Mrs.  Frank  N.  Haggard,  San  Antonio 
Mrs.  George  Turner,  El  Paso 


State  Honorary  Members 

Mrs.  O.  M.  Marchman,  Dallas 
Mrs.  Frank  N.  Haggard,  San  Antonio 
Mrs.  George  Turner,  El  Paso 


Honorary  Life  Members 

Mrs.  H.  Leslie  Moore,  Dallas 
May  Owen,  M.D.,  Fort  Worth 
Mrs.  James  C.  Terrell,  Stephenville 
Mrs.  W.  Frank  Armstrong,  Fort  Worth 
Mrs.  V.  M.  Longmire,  Temple 


President  Mrs.  Eugene  P.  Schoch,  Jr.,  Austin 

President-Elect  Mrs.  Andrew  G.  GoesI,  Texarkana 

First  Vice-President  Mrs.  Richard  B.  Johns,  Abilene 

Western  Regional  Vice-President  (Districts 

1,  2,  3,  and  4)  Mrs.  T.  June  Melton,  Midland 

Southern  Regional  Vice-President  (Districts 

5,  6,  7,  and  8)  Mrs.  Clinton  Woodson,  Wharton 

Eastern  Regional  Vice-President  (Districts 

9,  10,  11,  and  15)  Mrs.  Philip  T.  Weisbach,  Beaumont 

Northern  Regional  Vice-President  (Districts 

12,  13,  and  14)  Mrs.  B.  L.  Aronoff,  Dallas 

Recording  Secretary  Mrs.  Charles  W.  Castle,  Liberty 

Corresponding  Secretary  Mrs.  Albert  F.  Vickers,  Austin 

Treasurer  Mrs.  Jack  D.  Gerdes,  Houston 

Publicity  Secretary  Mrs.  James  H.  Kreimeyer,  Big  Spring 

Parliamentarian  Mrs.  Frank  M.  Posey,  San  Antonio 


Auxiliary  Secretary  Mrs.  Martha  D.  James,  Austin 


Council  Women  1970-1971 


District  1 
District  2 
District  3 
District  4 
District  5 
District  6 
District  7 
District  8 
District  9 
District  10 
District  11 
District  12 
District  13 
District  14 
District  15 


Mrs.  George  W.  Dowling,  Kermit 
Mrs.  Albert  M.  Horne,  Midland 
Mrs.  Paul  L.  Spring,  Friona 
Mrs.  E.  C.  Winkelmann,  San  Angelo 
Mrs.  Dor  Brown,  Fredericksburg 
Mrs.  George  C.  Hudson,  Corpus  Christi 
Mrs.  V.  C.  Smart,  Jr.,  Austin 
Mrs.  Joseph  S.  Montgomery,  Jr.,  Angleton 
Mrs.  Haden  Edwards  McKay,  Humble 
Mrs.  Charles  R.  Tanner,  Beaumont 
Mrs.  Tynus  McNeel,  Tyler 
Mrs.  Seth  L.  Witcher,  Clifton 
Mrs.  Drue  0.  D.  Ware,  Fort  Worth 
Mrs.  Hal  V.  Norgaard,  Denton 
Mrs.  Walter  C.  Barnes,  Jr.,  Texarkana 


Auxiliary  Membership  Clerk  Mrs.  Barbara  Duke,  Austin 


Standing  Committees  1970-1971 

Advisory:  Mrs.  Marvin  P.  Knight,  Dallas,  Chairman;  Mrs. 
Travis  Smith,  Abilene;  Mrs.  Frank  M.  Posey,  San  Antonio; 
Mrs.  James  A.  Hallmark,  Fort  Worth;  Mrs.  Russell  L.  Deter. 
El  Paso 

AMA-ERF:  Mrs.  Wm.  F.  McLean,  Austin,  Chairman;  Mrs,  J. 
Nelson  Sanders,  Austin,  Cochairman 

Awards;  Mrs.  Braswell  Locker,  Brownwood,  Chairman;  Mrs. 
J.  B.  Stephens,  Bangs,  Cochairman;  Mrs.  Paul  Wheelis, 
Brownwood;  Mrs.  Ned  Snyder,  Brownwood;  Mrs.  Rogers 
Coleman,  Brownwood 

Civil  Defense  (Disaster  Preparedness):  Mrs.  John  C.  Koch, 
Lufkin,  Chairman;  Mrs.  Doyle  H.  Brashear,  Lufkin,  Cochair- 
man 

Convention:  Mrs.  Sidney  Schnur,  Houston,  Chairman;  Mrs. 
Mylie  E.  Durham,  Jr.,  Houston,  Cochairman  (Acting  Chair- 
man) 

Courtesy  Resolutions;  Mrs.  Charles  T.  Stone,  Jr.,  Galveston 

Finance:  Mrs.  Bland  H.  Schwarting,  San  Antonio,  Chairman; 
Mrs.  Jack  D.  Gerdes,  Houston;  Mrs.  O.  P.  Griffin,  Fort 
Worth;  Mrs.  Marvin  P.  Knight,  Dallas;  Mrs.  Richard  B. 
Johns,  Abilene 

Health  Careers:  Mrs.  F.  Murphy  Nelson,  Austin,  Chairman; 
Mrs.  Robert  Zschappel,  Austin,  TACH  Convention  Chairman; 
Mrs.  Richard  C.  Norton,  Lubbock,  Western  Region;  Mrs. 
Raleigh  Gleason,  Wharton,  Southern;  Mrs.  Richard  Atkins, 
Baytown,  Eastern;  Mrs.  W.  C.  Sellman,  Jr.,  Dallas,  Northern 

Historical:  Mrs.  James  A.  Hallmark,  Fort  Worth,  Chairman: 
Mrs.  E.  W.  Coyle,  San  Antonio,  Cochairman;  Mrs.  Robert  N. 
Snider,  Austin;  Mrs.  Sam  Key,  Jr.,  Austin 

Library  Fund:  Mrs.  0.  Wendell  Lowrey,  Gatesville,  Chairman; 
Mrs.  E.  Elworth  Lowrey,  Gatesville,  Cochairman:  Mrs.  N.  D. 
Buie,  Houston 
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Memorial  Service:  Mrs.  A.  O.  McCary,  Lake  Jackson,  Chair- 
man; Mrs.  John  King  Glen,  Houston,  Cochairman 

Mental  Health:  Mrs.  C.  B.  Bruner,  Fort  Worth,  Chairman; 
Mrs.  John  E.  Douglas,  Austin,  Cochairman 

News  Letter:  Mrs.  Brad  Oxford,  San  Antonio,  Editor;  Mrs. 
Edward  Held,  San  Antonio,  Coeditor;  Mrs.  James  H.  Krei- 
meyer.  Big  Spring 

Nominating:  Mrs.  Marvin  P.  Knight,  Dallas,  Chairman;  Mrs. 
James  A.  Hallmark,  Fort  Worth;  Mrs.  Edwin  Goodall,  Breck- 
enridge;  Mrs.  John  C.  Kennedy,  Houston;  Mrs.  Clyde  Danks, 
Austin;  Mrs.  Herbert  Liberty,  Seguin;  Mrs.  Oliver  H.  Tim- 
mins, San  Antonio 

Organization  and  Membership:  Mrs.  Richard  B.  Johns,  Abilene, 
Chairman;  Mrs.  Edwin  Goodall,  Breckenridge,  Cochairman; 
Mrs.  T.  June  Melton,  Midland,  Western  Region;  Mrs.  Clinton 
Woodson,  Wharton,  Southern;  Mrs.  Philip  T.  Weisbach, 
Beaumont,  Eastern;  Mrs.  B.  L.  Aronoff,  Dallas,  Northern 

Physicians  Benevolent  Fund  of  Texas  Medical  Association  and 
Woman’s  Auxiliary:  Travis  Smith,  M.D.,  Abilene,  Chairman: 
Mrs.  Travis  Smith,  Abilene,  Cochairman;  Mrs.  W.  D.  Nichol- 
son, Lake  Jackson;  Mrs.  W.  Cone  Johnson,  Abilene:  Mrs. 
G.  G.  Zedler,  Austin;  Mrs.  Marvin  P.  Knight,  Dallas;  Mrs. 
Braswell  Locker,  Brownwood;  Mrs.  Russell  L.  Deter,  El  Paso; 
Mrs.  Jack  D.  Gerdes,  Houston 

Program  (Workbook):  Mrs.  John  R.  Rainey,  Austin,  Chairman; 
Mrs.  Walter  Moore,  Austin,  Cochairman;  Mrs.  Donald  E. 
Pohl,  Austin:  Mrs.  P.  Clift  Price,  Austin;  Mrs.  Robert  B. 
Morrison,  Austin 

Public  Affairs:  Mrs.  Elmer  Vogelpohl,  Jr.,  Galveston,  Chair- 
man; Mrs.  Paul  J.  Cunningham,  Galveston,  Cochairman: 
Mrs.  Bradford  Hardie,  El  Paso,  Western  Region;  Mrs.  War- 
ren Sears,  Lake  Jackson,  Southern  Chairman;  Mrs.  R.  A. 
Stevenson,  Victoria,  Southern  Cochairman;  Mrs.  George 
Crawford,  Beaumont,  Eastern;  Mrs.  S.  B.  Morrison,  Waco, 
Northern 

Public  Relations  (Community  Service):  Mrs.  John  Chester 
Kennedy,  Houston,  Chairman;  Mrs.  Hugh  F.  Arnold,  Hous- 
ton, Cochairman;  Mrs.  Joe  Lehman,  Lubbock,  Western:  Mrs. 
Joe  A.  Lewis,  Corpus  Christi,  Southern;  Mrs.  Joseph  Selman, 
Tyler,  Eastern;  Mrs.  W.  Cone  Johnson,  Abilene,  Northern 

Reference:  Mrs.  Ramsay  H.  Moore,  Dallas,  Chairman;  Mrs. 
Clarence  W.  Schoenvogel,  Brenham;  Mrs.  Joseph  Selman, 
Tyler 

Research  and  Romance  of  Medicine;  Mrs.  J.  Hardin  Perry, 
Fredericksburg,  Chairman;  Mrs.  L.  Bonham  Jones,  San 
Antonio,  Cochairman;  Mrs.  O.  W.  Robinson,  Paris,  Honorary 
Chairman;  Mrs.  Ralph  Crawford,  Longview;  Mrs.  Wm.  E. 
Bell,  Kerrville;  Mrs.  J.  Peyton  Barnes,  Houston 

Revisions;  Mrs.  James  L.  Fitzgerald,  Corpus  Christi,  Chairman; 
Mrs.  Herbert  Liberty,  Seguin;  Mrs.  Ray  C.  Jordan,  Lake 
Jackson 

Safety:  Mrs.  Robert  C.  Page,  Dallas,  Chairman;  Mrs.  William 
John  Bean,  Temple,  Cochairman 

School  of  Instruction:  Mrs.  R.  Allwyn  Cooper,  Austin,  Chair- 
man: Mrs.  Joe  Scott  Lancaster,  Austin;  Mrs.  Hardy  E. 
Thompson,  Jr.,  Austin;  Mrs.  Albert  F.  Vickers,  Austin;  Mrs. 
Earl  L.  Grant.  Austin,  Local  Arrangements  Chairman 

Student  Loan  Fund:  Mrs.  Robert  A.  McClure.  Houston,  Chair- 
man; Mrs.  Robert  L.  Donald,  Houston,  Cochairman;  Mrs. 
Robert  Sparkman,  Dallas;  Mrs.  Martin  L.  Towler,  Galveston; 
Mrs.  A.  O.  Severance,  San  Antonio 


Committees — Special  Appointments 
1970-1971 

Ad  Hoc  Committee  for  Study  of  Bylaws:  Mrs.  Frank  M.  Posey, 
San  Antonio,  Chairman;  Mrs.  Hamilton  Ford,  La  Marque; 
Mrs.  James  L.  Fitzgerald,  Corpus  Christi;  Mrs.  Richard  B. 
Johns,  Abilene;  Mrs.  G.  G.  Zedler,  Austin;  Mrs.  Travis  Smith, 
Abilene;  Mrs.  Marvin  P.  Knight,  Dallas;  Albert  F.  Vickers, 
M.D.,  Austin 

Doctors’  Day:  Mrs.  Herbert  L.  Shepard,  Lubbock,  Chairman; 
Mrs.  Joe  M.  Lehman,  Lubbock,  Cochairman;  Mrs.  Harold 
Warshaw,  Lubbock 


International  Health  Activities:  Mrs.  H.  D.  Pope,  Jr.,  Bryan, 
Chairman;  Mrs.  C.  S.  Kemp,  Bryan,  Cochairman 

Medicine  and  Religion:  Mrs.  L.  Lee  Lankford,  Dallas,  Chair- 
man; Mrs.  Walter  H.  Patton,  Dallas,  Cochairman;  Mrs. 
B.  L.  Aronoff,  Dallas 

Members-at-Large:  Mrs.  Edwin  Goodall,  Breckenridge,  Chair- 
man: Mrs.  Walter  P.  McCall,  Ennis,  Cochairman;  Mrs.  Ger- 
ald G.  Payne,  Hereford;  Mrs.  William  C.  Mills,  Jr.,  Kenedy 

Rural  Health:  Mrs.  Joe  Ed  Smith,  Athens,  Chairman;  Mrs. 
Ben  Johnson,  Athens,  Cochairman;  Mrs.  Garner  Klein, 
Harlingen 

Science  Fair:  Mrs.  Paul  Klinger,  San  Antonio,  Chairman;  Mrs. 
H.  C.  Henderson,  Jr.,  Dallas,  Cochairman 

Senior  Citizens:  Mrs.  Ronald  E.  Henderson,  Waco,  Chairman; 
Mrs.  S.  B.  Morrison,  Waco,  Cochairman 

Special  Advisor  to  the  President:  Mrs.  G.  G.  Zedler,  Austin 

TMA  Advisory  Committee:  Albert  F.  Vickers,  M.D.,  Austin, 
Chairman;  George  V.  Launey,  M.D.,  Dallas;  Walter  C. 
Barnes,  M.D.,  Texarkana 

Woman’s  Auxiliary  to  the  Student  American  Medical  Associa- 
tion: Mrs.  Ralph  Renshaw,  Sherman,  Liaison;  Mrs.  Thomas 
R.  Shea,  Sherman,  Cochairman;  Mrs.  Reuben  H.  Adams, 
Dallas  Representative;  Mrs.  Saul  H.  Rosenthal,  San  Antonio 
Representative 


Other  Special  Appointments 
1970-1971 

Governor’s  Committee  on  Children  and  Youth:  Mrs.  C.  F. 
Hamilton,  Dallas;  Mrs.  Elmer  Vogelpohl,  Jr.,  Galveston 

THA  Health  Careers  Advisory  Panel:  Mrs.  Travis  Smith,  Abi- 
lene, Representative 

TEXPAC:  Mrs.  C.  F.  Hamilton,  Dallas;  Mrs.  Paul  Cunningham, 
Galveston 


County  Presi(dents  1970-1971 

DISTRICT  1 

El  Paso  Mrs.  Ralph  Clayton,  El  Paso 

Pecos-Jeff  Davis-Presidio-Brewster  (Big  Bend) 

Mrs.  John  W.  Pate,  Alpine 

Reeves-Ward-Winkler-Loving-Culberson-Hudspeth 

Mrs.  Gordon  S.  Tekell,  Kermit 

DISTRICT  2 

Andrews-Ector  Mrs.  William  Brantley,  Odessa 

Dawson-Lynn-Terry-Gaines-Yoakum  (Five  Counties) 

Mrs.  Skiles  Thomas,  Tahoka 
Howard-Martin-Glasscock  (Permian  Basin) 

Mrs.  Robert  Tinley,  Big  Spring 
Midland  Mrs.  Edward  Driscoll,  Midland 

Nolan-Fisher-Mitchell-Scurry-Borden-Kent-Stonewall 

(Colorado  Basin)  Mrs.  C.  M.  Callan,  Rotan 

DISTRICT  3 

Armstrong-Donley-Childress-Collingsworth-Hall-Wheeler 

(Greenbelt) 

Dallam-Hartley-Sherman-Moore 

Deaf  Smith-Parmer-Castro-Oldham-Swisher  (Tierra  Blanca) 

Mrs.  John  Blackburn,  Dimmitt 
Gray-Hansford-Hemphill-Lipscomb-Roberts-Ochiltree- 

Hutchinson-Carson  (Top  O’Texas)  Mrs.  Fred  Elston,  Pampa 
Hale-Floyd-Briscoe  Mrs.  Don  Moore,  Plainview 

Hardeman-Cottle-Foard-Motley-Dickens-King 
Lamb-Bailey-Hockley-Cochran 

Lubbock-Crosby-Garza  Mrs.  James  R.  Matthews,  Lubbock 
Potter-Randall  Mrs.  Robert  Cotton,  Amarillo 

DISTRICT  4 

Brown-Comanche-Mills-San  Saba 

Mrs.  John  L.  Humphrey,  Brownwood 

Coleman 

Crane-Upton-Reagan 

Kimble-Mason-Menard-McCulloch 

Mrs.  Merlin  McAnelly,  Brady 

Runnels 

Tom  Green-Coke-Crockett-Concho-lrion-Sterling-Sutton- 
Schleicher  (Tom  Green  Eight) 

Mrs.  William  T.  Womack,  San  Angelo 
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DISTRICT  5 


DISTRICT  11 


Atascosa 

Bexar  Mrs.  Eugene  T.  Standley,  San  Antonio 

Comal 

Gonzales 

Guadalupe  Mrs.  R.  L.  Knolle,  Seguin 

Karnes-Wilson 

Kerr-Kendall-Glllespie-Bandera  Mrs.  Rex  E.  Thomas,  Kerrville 
La  Salle-Frio-Dimmit 

Medina-Uvalde-Maverick-Val  Verde-Edwards-Real- 
Kinney-Terrell-Zavala  (Nine  Counties) 


DISTRICT  6 

Bee-Live  Oak-McMullen 
Brooks-Duval-Jim  Wells 
Cameron-Willacy 
Hidalgo-Starr 
Kleberg-Kenedy 
Nueces 

San  Patricio-Aransas-Refugio 
Webb-Zapata-Jim  Hogg 

DISTRICT  7 

Bastrop-Lee 
Hays-Blanco-Caldwell 
Lampasas-Burnet-Llano 
Travis 
Williamson 


Mrs.  Lee  Dale  Jones,  Brownsville 
Mrs,  Robert  J.  Kellar,  Weslaco 
Mrs.  Newell  D.  Boyd,  Kingsville 
Mrs,  Maurice  Nast,  Corpus  Christi 

Mrs,  Carlos  Mata,  Laredo 


Mrs,  Earl  L,  Grant,  Austin 


DISTRICT  8 

Brazoria 

Colorado-Fayette 
DeWitt-Lavaca 
Galveston  Mrs. 

Victoria-Calhoun-Goliad 


Mrs.  James  R.  Rau,  Alvin 
Mrs.  R.  R.  Thomas,  Eagle  Lake 
Mrs.  John  Davis,  Cuero 
Leonard  A.  Charpentier,  Galveston 
Mrs.  Oscar  Rhode.  Victoria 


Wharton-Jackson-Matagorda-Fort  Bend 

Mrs.  Richard  A.  Cannon,  Wharton 


Mrs.  Sidney  Schnur,  Houston 
Mrs.  H.  W.  Kilpatrick,  Baytown 


DISTRICT  9 

Austin-Grimes-Waller 
Harris 

East  Harris  Chapter 
Southeast  Harris  Chapter 

Mrs.  Donald  L.  Klein,  Friendswood 

Montgomery 
Polk-San  Jacinto 

Walker-Madison-Trinity  (Tri  County) 


Washington-Burleson 

DISTRICT  10 

Angelina 
Hardin-Tyler 
Jasper-Newton-Sabine 
Jefferson: 

Beaumont  Chapter 
Port  Arthur  Chapter 
Liberty-Chambers 
Nacogdoches-San  Augustine 

Mrs.  Tom  P.  Williamson,  Nacogdoches 
Orange  Mrs.  C.  B.  Shaddock,  Orange 

Shelby 


Mrs.  George  Pazdral,  Somerville 


Mrs.  Jamar  Reid,  Lufkin 


Mrs.  Charles  J.  Caskey,  Beaumont 
Mrs.  Gordon  Healey,  Port  Arthur 
Mrs.  Richard  C.  Bellamy,  Liberty 


Anderson-Leon 

Cherokee 

Freestone 

Henderson 

Houston 

Panola 

Rusk 

Smith 

Wood 


Mrs.  Don  W.  Carroll,  Palestine 
Mrs.  J.  T.  Boyd,  Jacksonville 

Mrs.  Ken  Kuykendall.  Athens 


Mrs.  Paul  Goldsmith,  Tyler 


DISTRICT  12 
Bell 

Bosque-Hamilton 

Brazos-Robertson 

Coryell 

Erath-Hood-Somervell 

Falls 

Hill 

Johnson 

Limestone 

McLennan 

Milam 

Navarro 


Mrs.  D.  N.  Dysart,  Temple 
Mrs.  Van  Doren  Goodall,  Clifton 
Mrs.  S.  W.  Kowierschke,  Bryan 
Mrs.  E.  E.  Lowrey,  Gatesville 

(Tri  County) 

Mrs.  James  G.  Mariotis,  Stephenville 
Mrs.  James  Mitchell  Brown,  Marlin 
Mrs.  J.  A.  Nart,  Hillsboro 
Mrs.  E.  L.  Clark,  Cleburne 

Mrs.  Walter  B.  King,  Jr.,  Waco 

Mrs.  Bernard  Rosen,  Corsicana 


DISTRICT  13 

Baylor-Knox-Haskell 

Clay-Montague-Wise 

Eastland-Callahan-Stephens-Shackelfo  rd-Throckmorton 
Palo  Pinto-Parker-Jack 

Tarrant  Mrs.  Raymond  J.  Rimmer,  Fort  Worth 

Taylor-Jones  Mrs.  Edmund  L.  Haag,  Jr.,  Abilene 

Wichita-Young-Archer  Mrs.  V.  C.  Saied,  Wichita  Falls 

Wilbarger  Mrs.  James  P.  Eaton,  Vernon 


DISTRICT  14 


Collin 

Cooke 

Dallas 

Denton 

Ellis 

Fannin 

Grayson: 

North 

South 

Hopkins-Franklin 
Hunt-Rockwa  11-Rains 
Kaufman 
Lamar-Delta 
Van  Zandt 


Mrs.  J.  Emmett  Quattlebaum,  McKinney 
Mrs.  John  D.  Shea,  Gainesville 
Mrs.  Tom  M.  McCrory,  Dallas 
Mrs.  W.  M.  Midgett,  Denton 
Mrs.  R.  M.  Tenery,  Waxahachie 


Mrs.  John  Steele.  Denison 
Mrs.  Thomas  R.  Shea,  Sherman 
Mrs.  Alfred  W.  Glaess,  Sulphur  Springs 
Mrs.  R.  Irvin  Morgan,  Greenville 

Mrs.  J.  Craig  Stephens,  Paris 


DISTRICT  15 

Bowie-Miller 

Camp-Morris-Titus 

Cass-Marion 

Gregg 

Harrison 

Red  River 

Upshur 


Mrs.  Herbert  Wren,  Texarkana,  Arkansas 
Mrs.  James  S.  Leeves,  Omaha 
Mrs.  B.  H.  Joslin,  Atlanta 
Mrs.  Marion  Baldwin,  Longview 
Mrs.  Lake  Littlejohn,  Jr.,  Marshall 
Mrs.  J.  L.  Wright,  Clarksville 


Volume  67,  March,  1971 


P-83 


i(>\  t ,t  ^ 


-HI 


^ *14 


T' 


» V * * 


^f;  . ■ ^ 

?■ , .".’  1 'n^  ■ f'  ^■*V.•.  Ir  ^>v.:«<^- 

"•  _»  ' ^ .V.  ..  .V-.  '•'V 

0.  , „^  r.!:',.  ♦ -^'-t 

„-^,-'-v.-\)V.4.  . -A)  » *•  * ■•  '' 

i.-.’.vU  itM^v ''• 

Jf-  "y>:i  - '*’■'•45^*1 

V . ■•  • ; > „ ■ J *i»!*-  ;>;  'J  ■ •* 

,*  , -..t-  ••‘Kt.'<  *•*  M .iVL  , 

r> *“  ' ^ w’-VMVIH  '*'>*  « 

^'.  - >,.^>  * ,*W.  .i-.  M i-tfMrtl''  " j 


J.,^: 


»||.  * 


.iiP."*L^' 


, 

j.»  ^ -'^Qi  ^ XL- 

/■-'(  7-'^ 

, -^  ■ m-  - ■ - » Ir. . , 

«#  *■  , 

*'  Jr  ■' ' •■  fs 

*L.  JF  -i  ^ vMBL  -«  . 

‘•t'JT  ,t.  , 

*A’ 


^4P>.  N-..  '*»»  fl^  ■|'tt#U  » 

->v.f  A --^  ■•■  2 

•J  • .•■'prki 


|(f(Ffny'’«'}sV  ■'••-I  t* 

^J.O  <y W|W<» . I>M»«  / ■'  .*A«  ’.J,;  ; • 

'^'■‘  J'^'&  > "'  ■ 

;.:  . l''*{,1i.’j»  'I  ^ 

-•<*^  jr.  . 


vrt*-''tc>v7  '■ 

Jljf*  I'*.*?  -'  l(  « (gltl  (• 

V • 1 • » Y'  ’ 

& 


. • .-  *'“4^ 
.»•  * ■■  |V'vai% 


^ ■ « ■ u .?.;;-'r" 

: - J ,•*»”!,  'W-'.;4||  -i  fi»  V 

-rt 

\ iH"* 

m “?  ■■*:. 


c , . *,  ■ 


> ;• 


-t.  *i 


r 


,*,1-Wf9l'r71^  sir- ,;i( 


. i 


■iF*"  if 


^ViiSl  W'.'.tJ'l  .jj'.  J r ''■Jr?"  % 'if  . , 

nUalv*^"-  .- 


T i®' 

*>/  . ‘5:  si^^i*% 


,^3, 

r 'r-^tTi 


Ir^l' 


•.r,.«i«Yi 

“ i^-.  ( * '«L  jd 

■•  --^.^  ■ -r-r-t. 


•jy^ 


w 


r, . .gl  ^*"*1 


* ?■  i-'  5 


}>.  >■  • > .'-rt 


<_ 


' S' 


• .1 

"a? 

" . '•'■B'S 


A'S' 


. . • -h'  , 1 , 

JS  :;'  „?v  r‘ 


f.,  •.'  ; 


^ £ 


‘Ht  :i'  fVC, 


\,  4' 


rj  'll 


. 1M 

1’ 

-^  * ■ « 

w 

V*  f»'  ;;'4'tt 

■ . 

• M. 

f jC^  ' 

>'.,i'Vfj5 

.•J- 

•i.'u 


^?f*’' 


T 


Texas  Medicine 


©orbett,  fifittrljmga,  iUpmorial.i^ospttal 

Anil  ©orb^tt  (Eltmr 

306  Coleman  Street  fKarlin,  SIpxas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Buss^,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
M.  A.  Davison,  M.D.,  F.A.C.O.G. 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
Kent  Smith,  M.D. 


UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 

DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 
Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses : 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  foims  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


•Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomatc  American  Board  Pediatrics 
•G.  A.  Davidson,  B.S.,  M.D.,  Dermatology 
•Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
•Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
•Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 
Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 
Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 
Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 

•Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Dipiomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B. R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B. S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 

William  N.  New,  M.D.,  Dermatology 

Landon  W.  Stewart,  M.D.,  Internal  Medicine 

William  S.  Wolff,  M.D.,  Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 

Richard  B.  Dulany,  M.D.,  Urology 

William  F.  Walton,  D.D.S.,  General  Dentistry 

Miss  Billye  J.  Norris,  R,N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


•Inactive  status 


s 


Although  raw  spinach  is  an  excellent  source  of  vitamin  C,  your  patient  would  have  to 
eat  40  pounds  a month  (about  tVs  lbs.  a day)  to  get  as  much  ascorbic  acid  as  is  con- 
tained in  just  one  bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily).  If  the 
spinach  is  cooked,  a person  would  have  to  ingest  more  than  twice  as  much  because 
cooking  destroys  much  of  the  vitamin  C,  and  still  more  is  lost  when  the  liquid  is 
drained  off.  Allbee  with  C also  contains  therapeutic  amounts  of  B-complex  vitamins. 
This  handy  bottle  of  30  capsules  gives  your  patient  a month’s  supply  at  a very 
reasonable  cost.  Also  the  economy  size  of  100.  Available  at  pharmacies  on  your 
prescription  or  recommendation.  a.  H.  Robins  Company,  Richmond,  Va.  23220 


Thiamine  mono- 
nitrate (Vlt.  B|)  15  mg 

Riboflavin  (Vit.  BJ  10  mg 
Pyridoxine  hydro- 
chloride (Vlt.  B„)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  ^l^nnatalT^ecf 


each  tablet,  capsule  or  each  Donnatal  each 

5 cc.  of  elixir  (23%  alcohol)  No.  2 Extentab® 


hyoscyamine  sulfate  0.1037  mg. 
atropine  sulfate  0.0194  mg. 

hyoscine  hydrobromide  0.0065  mg. 
phenobarbital  (14  gr.)  16.2  mg. 
(Warning:  may  be  habit  forming) 


0.1037  mg.  0.3111  mg. 

0.0194  mg.  0.0582  mg. 

0.0065  mg.  0.0195  mg. 

(V2  gr.)  32.4  mg.  (%  gr.)  48.6  mg. 


Brief  Summary.  Blurring  of  vision,  dry  mouth,  diffi- 
cult urination,  and  flushing  or  dryness  of  the  skin  may 
occur  on  higher  dosage  levels,  rarely  on  usual  dosage. 
Administer  with  caution  to  patients  with  incipient 
glaucoma  or  urinary  bladder  neck  obstruction.  Contra- 
indicated in  acute  glaucoma,  advanced  renal  or  hepatic 
disease  or  a hypersensitivity  to  any  of  the  ingredients. 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


Devereux  serves  . . . 

CHILDREN  AND  THEIR  FAMILIES  . . . 

Through  Rehabilitation  Centers  in  Penn- 
sylvania, California,  Texas,  Maine,  Mas- 
sachusetts, Connecticut  and  Arizona. 

THE  GENERAL  COMMUNITY  . . . 

Through  Educational  and  Consultative 
Programs,  Out-Patient  Facilities,  Sum- 
mer Day  Camps,  Day  Schools,  Sheltered 
Workshops 

THE  PROFESSIONAL  COMMUNITY  . . . 

Through  Research,  Training  and  the 
Interchange  of  Information  and  Ideas 

For  nearly  sixty 
years  a pioneer  in  the 
rehabilitation  of  emotionally 
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They  all  have  two  things  in  common:  they  have  monilial  vaginitis; 


Candeptin  now  gives  you  complete 
therapeutic  flexibility. 

It  is  the  specific  high  potency  antimonilial  agent  which 
provides  superior  effectiveness.  And  there  is  at  least  one 
dosage  form  to  meet  every  patient’s  individual  needs  and/ 
or  preference. 

CANDEPTIN  — more  advantages  for  your  patients . . . 

It’s  fast— prompt  symptomatic  relief  of  itching,  burning, 
candidiasis  discharge  and  malodor  in  48-72  hours;  usu- 
ally cures  completely  in  a single  14-day  course  of  therapy. 
It’s  safe— no  side  effects,  clinical  reports  of  irritation  or 
sensitization  have  been  extremely  rare;  exact  dosage  can 
be  assured.^’^ 

It’s  convenient— easy  to  use  in  all  forms,  encourages  pa- 
tient acceptance  and  cooperation;  therapy  can  be  started 
in  your  office. 

It’s  clinically  proven— Candicidin  is  significantly  more  po- 
tent in  vitro  than  nystatin,'  and  has  a record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant  pa- 
tients.^>^>‘'  In  two  recent  studies,  both  involving  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed  cure 
rate  was  achieved  with  14  days  of  therapy. 


Candeptin  (candicidin)  Vaginal  Tablets,  Vaginal 
Ointment,  and . . . new  VaGELETTES 

Now  Vagelettes  offer  a unique  new  dosage  form— candi- 
cidin ointment  in  a soft  gelatin  capsule  — for  virtually 
unlimited  application.  With  Candeptin  in  three  forms, 
your  range  of  therapy  has  been  extended  to  meet  even 
those  previously  difficult-to-treat  Candida  cases. 

□ For  the  young  patient— cut  off  the  tip  of  the  narrow 
soft  end  of  the  Candeptin  Vagelette  and  extrude  contents 
through  the  intact  hymen. 

□ For  the  gravid  patient— easy  manual  insertion  without 
the  need  for  an  applicator  or  inserter  for  intravaginal  use. 

□ For  the  multiple  needs  of  all  your  patients— topical 
application  for  labial  involvement,  intravaginal  use  to 
treat  mucosal  infestation. 

References:  1.  Lechevalier,  H.:  Antibiotics  Annual  1959-1960. 
New  York,  Antibiotica  Inc.,  1960.  pp.  614-618.  2.  Olsen,  J.R.: 
Journal-Lancet  55:287  (July)  1965.  3.  Giorlando,  S.W.,  Torres, 
J.F.,  and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec.  90:370  (Oct.  1) 
1964.  4.  Friedel,  H.J.:  Maryland  M.J.,  75:36  (Feb.)  1966.  5.  Gior- 
lando, S.W.:  to  be  published  1971.  6.  Decker,  A.:  Case  Reports 
on  File,  Medical  Department,  Julius  Schmid. 
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they  can  now  be  cured  with  Candeptin.  Even  these  two. 


Candeptin® 

Candicidin  Vaginal  Tablets,  Ointment,  VAGELETTES’'’^ 
Description:  Candeptin  (candicidin)  Vaginal  Ointment  contains 
a dispersion  of  candicidin  powder  equivalent  to  0.6  mg.  per  gm. 
or  0.06%  Candicidin  activity  in  U.S.P.  petrolatum.  3 mg.  of  Can- 
dicidin is  contained  in  5 gm.  of  ointment  or  one  applicatorful. 
Candeptin  Vaginal  Tablets  contain  Candicidin  powder  equiva- 
lent to  3 mg.  (0.3%)  Candicidin  activity  dispersed  in  starch, 
lactose  and  magnesium  stearate.  Candeptin  Vagelettes  contain  3 
mg.  of  Candicidin  activity  dispersed  in  5 gm.  U.S.P.  petrolatum. 
Action;  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  and  Vagel- 
ettes possess  anti-monilial  activity. 

Indications:  Vaginitis  due  to  Candida  albicans  and  other  Candida 
species. 

Contraindications:  Contraindicated  for  patients  known  to  be 
sensitive  to  any  of  its  components.  During  pregnancy  manual 
Tablet  or  Vagelette  insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  inserter  may  be  contraindicated. 
Caution:  During  treatment  it  is  recommended  that  the  patient  re- 
frain from  sexual  intercourse  or  the  husband  wear  a condom  to 
avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of  sensitization  or  temporary 
irritation  with  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  or 
Vagelettes  have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of  Candeptin  Ointment  or 
one  Vaginal  Tablet  or  one  Vagelette  is  inserted  high  in  the  vagina 


twice  a day,  in  the  morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or  reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal  Ointment  is  sup- 
plied in  75  gm.  tubes  with  applicator  (14-day  regimen  requires  2 
tubes).  Candeptin  Vaginal  Tablets  are  packaged  in  boxes  of  28, 
in  foil  with  inserter  — enough  for  a full  course  of  treatment. 
Candeptin  Vagelettes  are  packaged  in  boxes  of  14.  (14-day  regi- 
men requires  2 boxes). 

Store  under  refrigeration  to  insure  full  potency. 

Federal  law  prohibits  dispensing  without  prescription. 

Candeptin* 

Tablets/Omtment, 

\|L4IlUlLlUliy  VAGELETTES™  Vaginal  Capsules 

depend  on  it  as  your  agent  of  first  choice 


Innovators  in  Candicidin  Therapy 
Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  10019 
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Association’s  Council  on  Medical  Jurisprudence  reviews  health-related 
legislation  introduced  into  the  62nd  session  of  the  Texas  Legislature 


Although  taxes  and  ethics  have  re- 
ceived much  of  the  public  attention 
during  the  current  62nd  session  of  the 
Texas  Legislature,  numerous  bills  con- 
cerning medical  practice  and  health 
care  have  also  been  introduced. 

The  session  formally  opened  at  noon 
on  Jan.  12,  1971,  and  by  March  12 — 
90  days  later — 875  Senate  bills  and 
1,140  House  of  Representative  bills 
had  been  introduced.  Of  these  2,015 
bills,  Texas  Medical  Association’s  Coun- 
cil on  Medical  Jurisprudence  has  re- 
viewed more  than  220  that  are  health 
related  and  has  taken  a position  on 
many  of  these.  An  additional  100 
health-related  bills  have  been  intro- 
duced since  the  council  met. 

Although  new  legislation  still  can  be 
introduced,  it  will  now  require  four- 
fifths  consent  of  either  the  House  or 
Senate. 

Legislation  that  would  broaden  the 
scope  and  stature  of  chiropractic  and 
House  and  Senate  bills  calling  for  the 
establishment  of  a Health  Facilities 
Council  to  license,  inspect,  and  regu- 
late medical-care  facilities  are  of  prime 
importance.  TMA  opposes  this  pro- 
posed legislation. 

Under  the  provisions  of  S.B.  142 
and  H.B.  427,  every  policy  of  acci- 
dent and  sickness  insurance  would  be 
required  to  pay  for  optometric,  podi- 
atry, and  chiropractic  services,  in  addi- 
tion to  medical  care  rendered  by  li- 
censed physicians. 

Insurance  industry  spokesmen  testi- 
fied before  the  Senate  Committee  on 
Public  Health  that  this  legislation,  if 
passed,  would  without  question  result 
in  an  increase  in  the  cost  of  health 
and  accident  insurance.  These  insur- 
ance leaders  stated  that  a broad  range 
of  coverage,  including  chiropractic  care, 
is  already  currently  available. 

If  the  Legislature  requires  all  insur- 
ance policies  issued  in  Texas  to  include 
chiropractic  services,  employee  groups 
would  be  limited  in  negotiating  the 
type  of  insurance  that  they  want  and 
would  prevent  tailoring  a program  to 
meet  each  group’s  particular  needs. 

The  enactment  of  S.B.  142  and  H.B. 
427  would  put  a legislative  “stamp  of 
approval’’  on  chiropractic  as  a healing 
art  and  would,  in  effect,  tell  the  public 
that  all  practitioners  of  the  healing 
arts  are  equal. 


Both  of  these  bills  have  been  ap- 
proved by  House  and  Senate  commit- 
tees and  may  be  called  for  a vote  at 
any  time.  Dr.  Joe  T.  Nelson  of  Weath- 
erford, chairman  of  the  Council  on 
Medical  Jurisprudence,  has  asked  all 
TMA  members  to  contact  their  Sena- 
tors and  Representatives  and  to  ask 
that  they  vote  against  the  bills. 

“Our  Texas  legislators  must  be  made 
aware  of  the  fact  that  the  physicians 
of  this  state  and,  in  our  opinion,  the 
vast  majority  of  its  citizens  consider 
chiropractic  to  be  unscientific  and  non- 
therapeutic  insofar  as  health  care  is 
concerned,’’  stated  Dr.  Nelson.  “The 
chiropractor,’’  he  said,  “does  not  pro- 
vide sound  health  treatment  and  his 
almost  total  lack  of  scientific  training 
makes  it  impossible  for  him  to  do  so.’’ 

A report  to  the  US  Congress  from 
the  Department  of  Health,  Education, 
and  Welfare  recommended  that  chiro- 
practic not  be  included  in  the  Medi- 
care program,  stating  that  “.  . . the 
scope  and  quality  of  chiropractic  edu- 
cation do  not  prepare  the  practitioner 
to  make  an  adequate  diagnosis  and 
provide  appropriate  treatment.’’ 

Two  other  companion  bills  (S.B.  327 
and  H.B.  131)  would  authorize  chiro- 
practors to  advertise  as  a “chiroprac- 
tic specialist”  in  “x-ray  spinal  analy- 
sis.” In  addition,  the  bills  would  require 
the  Board  of  Chiropractic  Examiners 
to  “set  standards  and  regulate  the  use 
of  ionizing  radiation.” 

“These  bills,”  said  Dr.  Nelson,  “un- 
der the  guise  of  strengthening  the 
regulating  power  of  the  Board  of  Chiro- 
practic Examiners,  actually  write  into 
the  statutes  the  authority  of  the  chiro- 
practor to  use  and  advertise  x-ray.” 
The  Chiropractic  Act  currently  defines 
the  practice  of  chiropractic  as  “em- 
ploying objective  or  subjective  means 
without  the  use  of  drugs,  surgery,  x- 
ray  therapy,  or  radium  therapy”  to 
ascertain  the  alignment  of  the  human 
spine  and  adjusting  vertebrae  to  cor- 
rect subluxation  or  misalignment. 

Another  bill  being  opposed  by  TMA 
is  H.B.  627,  known  as  the  “Medical 
Care  Facility  Licensing,  Inspection,  and 
Regulation  Act.”  The  companion  Sen- 
ate bill  is  S.B.  562.  This  legislation 
would  make  it  necessary  to  obtain  a 
certificate  of  need  prior  to  construction 
or  expansion  of  medical  care  services. 


whether  the  proposed  action  would  be 
financed  by  public  or  private  funds. 

Dr.  Nelson  explained  that  “if  en- 
acted, the  act  would  place  almost  total 
responsibility  in  a newly-created  Health 
Facilities  Council  for  construction  and 
expansion  of  all  health-care  facilities, 
for  standards  of  care  within  institu- 
tions, for  the  makeup  of  medical  staffs, 
for  the  application  and  expenditure  of 
federal,  state,  or  local  funds,  and  for 
those  prerogatives  and  responsibilities 
which  traditionally  have  been  exercised 
at  the  local  level.” 

In  analyzing  H.B.  627  and  S.B.  562, 
the  Council  on  Medical  Jurisprudence 
noted  that  much  of  the  power  and 
authority  of  the  individual  hospital 
administrator,  the  hospital  governing 
board,  and  the  medical  staff  and  its 
credentials  committee  would  be  cen- 
tralized by  the  State  Department  of 
Health  in  the  12-member  Health  Facili- 
ties Council.  This  proposed  council 
would  operate  under  self-determined 
rules  and  regulations. 

The  Council  on  Medical  Jurispru- 
dence has  urged  physicians  to  contact 
their  Senator  and  Representatives  to 
express  their  opposition  to  this  bill. 

Other  legislation  that  concerns  med- 
ical and  health  care  includes  the  fol- 
lowing: 

Amendments  to  Texas  Professional 
Association  Act  (H.B.  273,  S.B.  175). 

Amendments  to  this  act  are  being  pro- 
posed in  order  that  professional  asso- 
ciations formed  under  the  act  will  have 
automatic  approval  of  the  Internal 
Revenue  Service.  TMA  supports. 

Blood  and  transplantation  (H.B.  740, 
S.B.  534).  Concerns  the  liability  for 
damages  of  persons  engaged  in  trans- 
plantation or  transfusion  of  human 
tissue  and  related  purposes.  TMA  sup- 
ports. 

Battered  children  (H.B.  541,  S.B. 
149).  Similar,  but  not  companion  bills. 
Provides  for  the  protection  of  children 
from  abuse  and  neglect  through  man- 
datory reporting  of  suspected  cases  by 
any  person  having  cause  to  believe 
that  child  is  abused  or  neglected.  Any 
person  reporting  shall  have  immunity 
unless  reporting  in  bad  faith  or  malice. 
Waiver  of  privilege  includes,  but  is  not 
limited  to,  physicians,  ministers,  law- 
yers, counselors,  hospitals,  clinics,  day- 
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care  centers,  and  schools.  TMA  sup- 
ports. 

Synthetic  narcotic  drug  treatment 
(H.B.  139).  Provides  that  the  Texas  De- 
partment of  Mental  Health  and  Mental 
Retardation  shall  establish  a treatment 
program  that  involves  supplying  syn- 
thetic narcotic  drugs  by  prescription 
under  close  supervision  and  control  to 
persons  dependent  on  narcotic  drugs. 
TMA  supports. 

Treatment  of  minors:  drug  abuse 
(H.B.  187).  Grants  a person  13  years 
of  age  or  older  the  capacity  to  con- 
sent to  examination  and  treatment  by 
a licensed  physician  for  drug  addiction, 
drug  dependency,  or  any  condition  di- 
rectly related  to  drug  use.  Exempts 
the  physician  from  liability  except  for 
his  own  acts  of  negligence.  TMA  sup- 
ports. 

Dispensing  of  abused  drugs  (H.B. 
166).  Establishes  a schedule  of  abused 
drugs  compiled  by  the  State  Board  of 
Pharmacy  and  provides  restrictions  on 
the  dispensing  of  abused  drugs.  TMA 
opposes. 

Crime  and  narcotics  (H.B.  151,  S.B. 
207).  Concerns  the  teaching  of  the 
dangers  of  crime  and  narcotics  to  all 
students  each  year  for  grades  1 through 
12.  TMA  supports. 

Osteopathic  medical  school  (H.B. 
325,  S.B.  160).  Authorizes  the  Coordi- 
nating Board,  Texas  College  and  Uni- 
versity System,  to  contract  with  the 
Texas  College  of  Osteopathic  Medicine 
to  provide  for  the  education  of  certain 
medical  students.  TMA  opposes. 

Emergency  care  (H.B.  89).  Amends 
the  “Good  Samaritan  Act”  by  adding 
that  no  person  legally  qualified  to  prac- 
tice medicine  in  Texas  shall  be  liable 
for  administering  emergency  care  that 
is  outside  his  specialty  field  in  a hos- 
pital emergency  room  if  no  one  else 
was  available  and  he  was  not  willfully 
or  wantonly  negligent.  TMA  supports. 

Hearing  tests  (S.B.  297).  Would  re- 
quire a physician  to  test  newborn 
babies  for  hearing  defects  and  to  make 
a full  report  to  the  State  Department 
of  Health.  TMA  opposes. 

Intoxication  tests  (H.B.  261,  S.B. 
68).  Authorizes  and  regulates  chemical 
tests  of  blood,  breath,  and  urine  under 
certain  conditions  for  motor  vehicle 
drivers  to  determine  intoxication.  Con- 
sent for  such  tests  shall  be  implied  for 
anyone  who  drives  on  public  highways. 
A level  of  0.10%  or  more  by  weight 
of  alcohol  in  the  person’s  blood  shall 
be  presumed  to  indicate  that  the  per- 


son was  under  the  influence  of  intoxi- 
cating liquor.  TMA  supports. 

Licensure  of  physical  therapists  (H.B. 
582,  S.B.  344).  Establishes  a Board  of 
Physical  Therapy  Examiners  and  re- 
quires licensure  of  physical  therapists. 
TMA  supports. 

Tuberculosis  testing  (H.B.  119).  Ex- 
empts school  teachers,  clerical  em- 
ployees, and  supervisory  personnel 
from  the  requirement  for  annual  TB  ex- 
aminations. TMA  opposes. 

Compulsory  vaccinations.  Numerous 
bills  have  been  submitted  that  require 
inoculation  or  vaccination  of  children 
admitted  to  public  and  private  schools 
and  other  child-caring  institutions  and 
facilities.  Diseases  mentioned  in  the 
various  bills  include  diphtheria,  teta- 
nus, smallpox,  typhoid,  polio,  pertussis, 
rubella,  and  rubeola.  TMA  supports. 

Abortions  (H.B.  1092,  S.B.  553). 
Allows  abortions  to  be  performed  by 
licensed  practitioners  of  medicine  with 
the  written  consent  of  the  pregnant 
woman,  or  a parent  or  guardian  if  the 
pregnant  woman  is  unmarried  and 
younger  than  16  years  old.  TMA’s 
Council  on  Medical  Jurisprudence  has 
not  met  since  these  bills  were  intro- 
duced and,  therefore,  has  not  taken  a 
position  on  them.  The  bills  do  appear, 
however,  to  he  in  accord  with  TMA’s 
existing  policy  position  regarding  abor- 
tion. 

Regulating  hospital  charges  (S.B. 
684).  Requires  all  hospitals  to  submit 
the  schedule  of  their  charges  and  rates 
to  the  State  Board  of  Health  for  ap- 
proval. TMA  opposes. 

Clinical  laboratories  regulation  (H.B. 
1312).  Provides  a new  definition  of  a 
clinical  laboratory  and  creates  a regula- 
tory “Texas  Clinical  Laboratory  Board.” 
Provides  definition  and  licensure  for 
clinical  laboratory  directors,  specialist 
directors,  medical  technologists,  techni- 
cal specialists,  laboratory  technicians, 
laboratory  assistants,  laboratory  train- 
ees, etc.  TMA  opposes. 

Hospital  tax  exemption  (S.B.  758). 
Exempts  all  property  owned  by  a hos- 
pital that  operates  as  a nonprofit  cor- 
poration from  state  and  local  taxes, 
except  for  any  hospital  that  refuses 
services  to  any  person  because  he 
does  not  have  sufficient  income  or  re- 
sources to  pay  for  the  services.  TMA 
opposes. 

Additional  information  on  these  and 
other  health-related  bills  may  be  ob- 
tained from  the  TMA  General  Counsel, 
1905  N.  Lamar  Blvd.,  Austin  78705. 


Charges  in  insurance 
ad  termed  incorrect 

An  advertisement  designed  to  explain 
the  reasons  behind  higher  automobile 
insurance  rates  has  been  challenged 
by  Texas  Medical  Association. 

Explaining  that  a statement  in  the 
advertisement  regarding  increases  in 
physicians’  fees  is  erroneous,  TMA 
executive  secretary  C.  Lincoln  Williston 
expressed  “extreme  disappointment” 
that  the  Austin  Association  of  Insur- 
ance Agents  apparently  did  not  take 
time  to  seek  the  correct  information 
before  releasing  the  advertising. 

The  Austin  insurance  association 
states  in  their  advertisement  that  phy- 
sicians’ fees  have  risen  180%  since 
1965.  “Actually,”  said  Mr.  Williston, 
“physicians'  fees  increased  by  approx- 
imately 6%  a year  in  1966,  1967,  and 
1968.”  He  also  noted  that  although 
national  figures  for  the  past  two  years 
are  not  yet  available,  the  increase  is 
likely  to  be  even  less  for  1969  and 
1970,  since  the  federal  government 
has  frozen  payments  under  the  Medi- 
care and  Medicaid  programs  since 
December,  1968. 

Said  Mr.  Williston,  “The  increase  in 
physicians'  fees  since  1965  probably 
is  about  30% — not  180%  as  cited  by 
the  Austin  Association  of  Insurance 
Agents.” 

“While  no  one  likes  to  pay  higher 
prices,”  he  continued,  “the  increase 
in  physicians’  fees  has  not  been  out 
of  line  with  the  rise  in  cost  of  other 
services  and  goods  during  a period  of 
national  inflation  when  the  value  of 
the  dollar  has  steadily  been  eroded.” 

The  advertisement  of  the  Austin 
Association  of  Insurance  Agents  also 
stated  that  hospital  room  charges 
have  gone  up  344%,  anesthetists’ 
charges  are  up  430%,  and  operating 
room  costs  have  increased  by  355% 
since  1965. 

Auto  repair  and  legal  costs  were  also 
cited  as  factors  behind  the  insurance 
increase. 

Commission  publishes 
accreditation  standards 

Revised  standards  for  hospital  accredi- 
tation have  been  published,  according 
to  a statement  by  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals. 

The  new  Accreditation  Manual  for 
Hospitals  includes  21  sections  outlin- 
ing the  accreditation  program  and  the 
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standards  that  hospitals  must  meet 
for  approval  by  the  commission.  As  a 
result  of  the  April  publication  date, 
the  commission  has  set  July  1,  1971, 
as  the  date  of  implementation  of  the 
new  standards. 

The  manual  contains  an  introduc- 
tion, an  administrative  policies  section 
that  describes  the  accreditation  pro- 
gram, a glossary,  a preamble  that  lists 
patients’  rights,  sixteen  sections  of 
standards  covering  various  aspects  of 
the  hospital's  operation,  and  an  ap- 
pendix, which  outlines  the  appeals 
mechanism. 

The  loose-leaf  binder  edition  of  the 
manual  (including  two-year  updating 
service)  costs  $8;  soft-cover,  bound 
editions  run  $2.25  for  one  to  five 
copies,  or  $2  each  for  more  than  five 
copies.  Orders  should  be  sent  to  the 
Joint  Commission  on  Accreditation  of 
Hospitals,  645  N.  Michigan  Ave.,  Chi- 
cago, III.  60611. 

TMA  offers  members 
Mediterranean  tour 

Sunny  Mediterranean  days  await  mem- 
bers of  the  Texas  Medical  Association 
who  decide  to  sign  up  for  an  air/sea 
cruise  tour  to  be  offered  by  the  Asso- 
ciation on  Oct.  13,  1971. 

A private  Trans  International  Airlines 
DC-8  jet  will  depart  with  TMA  mem- 
bers from  both  Dallas  and  Houston. 
Upon  arrival  in  the  Mediterranean, 
passengers  will  board  the  Cunard 
cruise  liner  Carmania,  a spacious  float- 
ing hotel,  and  will  travel  leisurely  to 
11  ports  of  call. 

The  luxury  liner  will  stop  in  Athens, 
Mykonos,  Delos,  Izmir,  Rhodes,  Crete, 
Olympia,  Corfu,  Malta,  Sicily,  Naples, 
and  Nice-Villefranche. 

The  nonregimented  tour  offers  all 
meals  of  fine  international  cuisine, 
daily  optional  shore  excursions,  duty- 
free shopping  on  board  and  ashore, 
expedited  Customs  formalities,  and  a 
70-pound  luggage  allowance. 

A cruise  director  and  his  staff  will 
be  available  to  arrange  shipboard  ac- 
tivities, shore  visits,  and  shopping 
tours.  Guide-lecturers  will  provide  his- 
torical background  information  on 
each  of  the  ports  visited. 

Depending  on  choice  of  stateroom, 
the  cost  of  the  trip  ranges  from  $895 
to  $1,295  per  person.  A deposit  of 
$100  per  person  is  required  when 
space  is  requested,  and  final  payment 
is  due  60  days  before  departure. 

For  more  information,  write  Mediter- 
ranean Adventure,  Texas  Medical  As- 
sociation, 1801  N.  Lamar  Blvd.,  Austin, 
78701. 


Incorrect  phone  number 
listed  in  AMA  directory 

To  dial  the  Harris  County  Medical  So- 
ciety correctly,  physicians  and  other 
health  personnel  will  need  to  change 
the  listing  in  the  American  Medical 
Association’s  1970  Fall  Directory. 

According  to  the  AMA  Newsletter, 
the  directory  incorrectly  lists  the  tele- 
phone number  as  (713)  JA  4-3171.  The 
correct  number  of  the  medical  society 
offices  is  (713)  526-6811. 

Bill  aims  to  lure  MDs  to 
physician  shortage  areas 

The  AMA  Newsletter  reported  that 
Texas  Republican  Sen.  John  Tower  has 
introduced  a bill  aimed  at  encourag- 
ing physicians  to  practice  in  "physi- 
cian shortage  areas.” 

A tax  incentive  measure,  the  legis- 
lation provides  that  the  first  $20,000 
of  adjusted  gross  income  from  the  phy- 
sician’s medical  practice  would  be  tax 
exempt  during  his  first  year  of  service 
in  the  physician  shortage  area.  For  the 
next  four  years,  decreasing  exemptions 
would  be  authorized.  Physicians  who 
opt  for  the  tax  incentive  would  be  re- 
quired to  practice  in  the  physician 
shortage  area  of  his  choice  for  at  least 
two  years. 

The  secretary  of  the  US  Department 
of  Health,  Education,  and  Welfare 
would  designate  the  physician  short- 
age areas. 

Texas  waters  claim 
640  lives  in  one  year 

Saddening  statistics  in  the  recently  re- 
leased report  “Water-Oriented  Fatali- 
ties” tell  the  story  of  the  tragic  toll 
exacted  by  Texas  waterways  between 
Sept.  1,  1969,  and  Sept.  1,  1970. 

The  report,  prepared  by  the  Water 
Safety  Services  of  the  Texas  Parks  and 
Wildlife  Department  and  released  by 
the  Governor’s  Office  of  Comprehen- 
sive Health  Planning,  lists  640  persons 
as  having  died  in  water-related  acci- 
dents during  the  one-year  time  period. 
The  report  also  points  out  that  only 
automobile  accidents  claimed  a larger 
number  of  lives  in  Texas  during  the 
1969-1970  period. 

Young  people  were  found  to  consti- 
tute a majority  of  those  who  died 
by  drowning.  The  report  commented, 
“During  school  vacation,  young  people 
flock  to  swimming  pools,  lakes,  rivers, 
and  the  Gulf  Coast.  These  young  peo- 
ple swell  our  fatality  list — 114  in  July, 


1969.  Boys,  ages  16  and  17,  lead  the 
way.  When  school  starts  again,  the 
list  decreases.” 

As  was  true  for  the  younger  victims, 
the  report  statistics  indicate  that  over- 
all more  men  than  women  died  in 
water-related  accidents.  The  final  tally 
was  542  males  and  98  females.  Not- 
ing that  this  disproportionate  number 
of  deaths  may  be  due  in  part  to  the 
fact  that  practically  no  adult  males 
take  swimming  lessons,  the  report 
stated,  “From  the  record,  men  obvi- 
ously need  lessons  or  more  practice 
than  do  women.” 

During  the  study,  researchers  dis- 
covered that  44  people  died  as  a 
“direct  result  of  the  combination  of  a 
physical  problem  and  the  water.”  As 
an  example,  the  report  explained  that 
in  rural  Texas  areas,  workers  some- 
times end  a long  day  in  the  heat  by 
“cooling  off”  in  tanks  or  irrigation 
ditches.  The  report  pointed  out,  “The 
combination  of  heat,  exhaustion,  and 
sudden  change  of  body  temperature 
can  immobilize  even  a good  swimmer.” 

Of  the  total  number  of  casualties, 
281  persons  met  death  while  involved 
in  some  type  of  swimming  activity,  the 
report  noted,  emphasizing  that  less 
than  50%  of  the  Texas  population  can 
swim  well  enough  to  save  themselves. 

Falling  in  the  water  was  found  to 
be  the  second  most  frequent  activity 
which  caused  fatal  accidents. 

Some  20%  (or  125)  of  the  fatalities 
were  connected  with  motorboats,  of 
which  Texas  claims  more  than  500,000 
“making  it  one  of  the  largest  boating 
states  in  the  country.” 

Of  Texas’  4%  million  surface  acres 
of  water  and  640  miles  of  coastline, 
lakes  were  indicated  as  the  areas 
in  which  the  most  fatalities  occurred 
(36%).  The  gulf  (16%)  and  Texas 
rivers  (15.3%)  ran  a close  second  and 
third. 

Grimly,  the  report  noted,  “If  there 
is  a body  of  water,  someone  manages 
to  die  in  it.” 

While  the  fatality  rate  during  the 
study  period  was  found  to  be  higher 
in  rural  counties,  the  largest  numbers 
of  fatalities  were  recorded  in  the  urban 
areas:  Harris,  Dallas,  Bexar,  Tarrant, 
Jefferson,  and  Travis  counties. 

The  report  concluded  on  this  note: 
“People  must  realize  there  is  a water 
safety  problem  and  that  it  applies  to 
everyone.  We  need  to  educate  and  re- 
educate people  on  good  water  safety 
practices  in  the  hope  that  this  will 
motivate  them  to  behave  in  a safe 
way.” 
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B-Complex 
with  Vitamin  C 


Each  capsule  contains;  MDR  (1) 

Thiamine  Mononitrate  (Vitamin  Bi)  .15mg. — 15 

Riboflavin  (Vitamin  Bj) 10  mg. — 8.3 

Pyridoxine  HCI  (Vitamin  B*) 5 mg. — X 

Niacinamide  50  mg. — 5 

Calcium  Pantothenate 10  mg. — X 

Ascorbic  Acid  (Vitamin  C) 300  mg.— 10 

Cyanocobalamin  (Vitamin  B„) 5 meg. — X 


Dietary  Supplement 
100  CAPSULES 


Now  — water-soluble  vitamins  in  convenient  time-release  capsules! 
B-Complex  and  Vitamin  C (plus  B12)  are  released  at  a controlled  rate. 
This  means  sustained  availability  up  to  10  hours.  NEOVICAPS  — the 
unique  vitamin  capsule  that  stays  on  the  job  longer. 


a© 

First  Texas  Pharmaceuticals,  Inc.  oaiias,  Texas  75222 
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Safety  isn’t 
everything  in  an 

antibiotie. 

Until  you  need  it. 


Such  as  the  time  when  a penicillin-sensitive  patient 
presents  the  potential  for  a severe  allergic  reaction. 

Or  the  patient  has  impaired  kidney  function. 

Or  when  age  may  make  tooth  staining  a matter  of 
consideration. 


There  is  no  guarantee  of  safety — even  with  Erythrocin. 


Mild  allergic  reactions,  abdominal  discomfort  and  rare 
monilial  overgrowth  may  occur.  But  serious  reactions 
are  extremely  infrequent.  And  after  18  years,  there  are 
no  known  toxic  effects  on  vital  organs,  bone,  blood, 
nerves  or  teeth. 


We’ll  ask  you  the  question.  Have  you  ever  seen 

a serious  reaction  with  Erythrocin?  103305 


ERYTHROCIN' 

ERYTHROMYCIN,  ABBOTT 

The  potency  you  need 
the  safety  you  want 


See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin* 

(ERYTHROMYCIN,  ABBOTT) 


Brief  Summary 

Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynebacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administration  and  Dosage 

I.  ORAL : In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily ; more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infections 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  15  to  25  mg. /lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg./lb./day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  ( 1 ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg. /lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  103305 
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Aerospace  Medicine:  The  Air  National 
Guard  and  Air  Force  Reserve  will  spon- 
sor the  Eighth  Annual  Reserve  Forces 
Medical  Symposium  in  Houston,  April 
26-29.  Held  in  conjunction  with  the 
42nd  annual  meeting  of  Aerospace 
Medical  Association,  the  symposium 
will  feature  a general  session,  major 
air  command  surgeons’  conferences, 
and  Air  National  Guard  and  Air  Force 
Reserve  general  conferences. 

Reservists  and  Guardsmen  in  units 
can  get  more  information  from  their 
unit  commanders.  Mobilization  Aug- 
mentees  should  address  inquiries  to 
the  major  air  command  to  which  they 
are  assigned. 

Long-Term  Care:  "Management  of  the 
Patient  in  the  Long-Term  Care  Facility” 
will  be  presented  April  25  at  the  Drake 
Hotel  in  Chicago.  Sponsored  by  the 
American  Medical  Association,  the 
course  is  designed  for  physicians  at- 
tending patients  in  nursing  homes, 
homes  for  the  aging,  and  other  long- 
term care  facilities;  for  physician  advi- 
sors and  medical  directors  of  these 
facilities;  for  physicians  with  long-term 
care  patients;  and  for  allied  health  pro- 
fessionals in  the  long-term  care  field. 
The  purposes  of  the  conference  are  to 
emphasize  the  challenge  to  the  prac- 
tice of  medicine  presented  by  patients 
in  long-term  care  facilities;  to  discuss 
medical  problems  of  the  long-term 
patient  and  to  suggest  optimum  meth- 
ods for  treatment;  and  to  point  out 
the  effectiveness  of  physician  leader- 
ship and  support  to  a multidisciplin- 
ary team. 

For  registration  information,  write 
the  American  Medical  Association  at 
535  N.  Dearborn  St.,  Chicago  60610. 

Drug  Abuse:  A seminar  entitled,  “Drug 
Abuse:  Its  Community  Health  Implica- 
tions,” will  be  held  April  27  at  The 
University  of  Texas  at  Arlington.  Spon- 
sored by  the  Division  of  Public  Health 
Education,  Texas  State  Department  of 
Health,  the  seminar  is  open  to  health 
professions  in  Public  Health  Region  5. 
Community  action  presentations  will 
feature  state  and  local  drug  experts, 
and  a session  on  health  aspects  and 
community  health  implications  will  fea- 
ture Dr.  Joseph  Schoolar  of  Houston. 


There  is  no  fee  for  the  seminar,  but 
pre-registration  is  requested.  Contact: 
Curtis  Dixon,  Division  of  Public  Health 
Education,  Texas  State  Department  of 
Health,  1100  W.  49th  St.,  Austin 
78756. 

Clinical  Dermatology:  This  course,  con- 
cerned chiefly  with  common  skin  dis- 
eases, will  emphasize  modern  patho- 
genetic concepts,  methods  of  diagno- 
sis, and  current  treatment  of  skin  dis- 
orders. University  of  Colorado  School 
of  Medicine  is  sponsoring  the  course 
in  Denver,  April  29-May  1.  Patient 
presentations  and  practical  demon- 
strations of  diagnostic  and  therapeutic 
procedures  will  be  presented. 

Tuition  for  the  course  is  $80;  regis- 
tration is  limited  to  40  physicians.  For 
detailed  programs  and  registration  in- 
formation, write  The  Office  of  Postgrad- 
uate Medical  Education,  University  of 
Colorado  School  of  Medicine,  4200  E. 
Ninth  Ave.,  Denver  80220. 

Coronary  Artery  Disease:  The  American 
College  of  Cardiology,  Methodist  Hos- 
pital, and  Baylor  College  of  Medicine 
will  present  “Vagaries  in  the  Treatment 
of  Coronary  Artery  Disease,”  May  19- 
21  at  Methodist  Hospital  in  Houston. 
The  program  will  review  the  diagnostic 
features  of  coronary  artery  disease  and 
currently  accepted  therapy  for  the 
entire  spectrum  of  the  disease:  the 
risk  factors,  angina  pectoris,  sudden 
death,  acute  myocardial  infarction,  ar- 
rhythmia, and  cardiogenic  shock.  Par- 
ticular attention  will  be  directed  to  the 
evaluation  and  selection  of  the  patient 
for  surgery  and  the  results  thereof. 
The  program  will  be  of  value  to  the 
internist,  cardiologist,  and  surgeon. 

Registration  fee  for  members  of  the 
American  College  of  Cardiologists  is 
$80;  nonmembers,  $125.  Dr.  Norman 
L.  Berkman,  Department  of  Internal 
Medicine,  Methodist  Hospital,  6516 
Bertner,  Houston  77025,  may  be  con- 
tacted for  more  information. 

Internal  Medicine:  University  of  Flor- 
ida College  of  Medicine  will  sponsor 
“Topics  in  Internal  Medicine,”  May  19- 
21,  at  the  school.  The  three-day  course 
consists  of  intensive  lectures,  and 


seminars  and  panels  on  new  and  con- 
troversial areas  of  internal  medicine. 

For  complete  information  and  regis- 
tration details  write  Dr.  Mark  V.  Bar- 
row,  Division  of  Cardiology,  Depart- 
ment of  Medicine,  University  of  Florida 
College  of  Medicine,  Gainesville  32601. 

Infectious  Diseases:  The  21st  Annual 
Southwestern  Conference  on  “Diseases 
in  Nature  Transmissible  to  Man,”  will 
be  held  May  20-21  at  the  Ramada  Inn 
in  College  Station. 

The  Conference  is  designed  for  indi- 
viduals interested  in  the  broad  area  of 
infectious  diseases  that  may  be  con- 
tracted by  man  from  some  source  in 
nature. 

For  further  information  contact  Dr. 
L.  C.  Grumbles,  Department  of  Veteri- 
nary Microbiology,  Texas  A&M  Univer- 
sity, College  Station  77843. 

Cardiovascular  Disease:  Cardiovascu- 
lar disease  is  the  subject  of  a course 
to  be  held  at  UT  Medical  Branch  at 
Galveston,  May  22.  The  course  is  spon- 
sored by  the  Bay  Area  Chapter  of  the 
American  Heart  Association,  and  UT 
Medical  Branch.  Designed  for  both  the 
general  practitioner  and  the  specialist, 
the  course  will  offer  7 hours  of  instruc- 
tion. Fee  is  $10.  For  more  information 
contact  Dr.  John  Wallace,  Department 
of  Cardiology,  UT  Medical  Branch, 
Galveston  77550. 

Clinical  Chemistry:  Sponsored  by  the 
Commission  on  Continuing  Education, 
American  Society  of  Clinical  Patholo- 
gists, and  under  the  directorship  of 
Dr.  John  B.  Fuller,  UT  Medical  Branch 
at  Galveston,  this  course  is  designed 
for  pathologists  and  medical  technol- 
ogists, and  will  be  held  in  Galveston, 
May  26-28.  The  course  will  consist 
of  discussions  on  toxicological  proce- 
dures, electrophoresis,  Immunoelectro- 
phoresis, single  radioimmunodiffusion 
and  electroimmunodiffusion,  kit  evalu- 
ations of  kinetic  enzyme  procedures, 
and  technics  of  atomic  absorption 
spectrophotometry. 

Fee  for  the  three-day  workshop  is 
$100.  Contact:  Commission  on  Con- 
tinuing Education,  American  Society  of 
Clinical  Pathologists,  710  S.  Wolcott, 
Chicago  60612. 
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Con«do*iviin«i*uivi 

CON*DO*MIN*l*UM  n : individual  owner- 
ship of  a unit  in  a multi-unit  structure. 


Individual  ownership  of  an  apartment  on  the  Padre  Island 
beach,  join  fellow  Texas  physicians  who  are  now  enjoy- 
ing the  advantages  of  Gu  if  stream  ownership.  . .big  pool, 
on  grounds  clubhouse,  recreation  area,  the  guif  and  the 
new  Padre  Isles  Golf  and  Country  Club  that  will  be  com- 
pleted this  spring. 


For  Full  Information 
Call  Mr.  Christian  Collect  512-882-8841 
^rite:  Gulfstream  P.O.  Box  896  Corpus  Christi,  Texas  78403 


J 


r.  ROWE  PRICE 
GROWTH  STOCK 
FUND,  INC. 


Est.  1950 


A HO-LOAD  FUHD 


Investing  in  stocks 
selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 


I 

I 

I 


T.  Rowe  Price  Growth  Stock  Fund,  Inc. 

One  Charles  Center,  Dept.  D-5 

Baltimore,  Md.  21201  Phone  (301)  539-1992 

Name 

Address  


Zip 


I 

I 
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Brief  Summary  of  Prescribing  Information— 
9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy;  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-s>mpathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salntensiif 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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The  antihypertensive  theraj^ 
that  is  ea^to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-live-wkh  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Elasy-fo-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

^Easy-to-live  witlrcost  of  therapy.  The  one  to  two 

tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salutensin" 

hydroflumethiazide,  50  mg./reserpine, 
0.|25..ng.  protoTeratrine  A,  0.2 


A- 


OU-7019 


Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 
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TEXAS  MEDICAL  ASSOCIATION 

Scientific  and  business  sessions  as  well  as  a variety  of  entertain- 
ment features  are  planned  for  Texas  physicians  attending  the 
104th  Annual  Session  of  the  Texas  Medical  Association,  May  6-9, 
in  Houston.  General  meeting  luncheons  will  be  held  on  Friday 
and  Saturday,  and  will  feature  guest  speakers  Commander  Jo- 
seph P.  Kerwin,  NASA  astronaut,  Manned  Spacecraft  Center, 
Houston;  and  The  Honorable  Lloyd  M.  Bentsen,  Jr.,  United 
States  Senate,  Washington,  DC.  Forty-one  guest  speakers  and 
250  special  and  TMA-member  speakers  will  be  featured.  Also 
included  in  the  program  are  13  section  meetings,  13  Continental 
Breakfast  Round  Tables,  20  Curbstone  Consultations,  28  special- 
ty society  programs,  a film  program,  scientific  and  technical 
exhibits,  and  a variety  of  special  programs,  including  the  Forum 
of  Original  Research,  Conference  on  Student  Unrest,  Conference 
on  the  Rehabilitation  Potential  of  the  Cardiac  Patient,  and 
Seminar  on  Drug  Abuse.  Fraternity  and  alumni  parties,  class 
reunions,  an  art  exhibition,  and  a cocktail  party-dinner  dance, 
“Saturday  Night  at  the  Astroworld,”  are  among  entertainment 
activities  planned.  For  the  sports-minded,  golf,  skeet  and  trap, 
and  tennis  contests  are  scheduled.  Sessions  of  the  House  of 
Delegates  will  be  held  in  the  Main  Ballroom  of  the  Astroworld 
Hotel  on  Thursday  at  10  a.m.,  Friday  at  7:30  p.m.,  and  on  Sat- 
urday at  4:00  p.m.  Reference  Committees  are  scheduled  to  meet 
at  2 p.m.,  Thursday,  at  the  Astroworld  Hotel.  Scientific  sessions 
will  take  place  at  the  Shamrock  Hilton  Hotel,  business  meetings 
will  be  held  at  the  Astroworld  Hotel,  and  the  Woman’s  Aux- 
iliary program  will  be  held  at  the  Marriott  Motor  Hotel.  Hous- 
ing information  is  on  page  109  of  this  issue,  and  program 
details  appear  on  page  101. 

Contact:  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  executive  secretary. 


HIGHIIGHTS 

OF 

COMING 

MEEIINGS 


CURRENT  MEETINGS  IN  TEXAS 


AEROSPACE  MEDICAL  ASSOCIATION 
will  meet  at  the  Shamrock  Hilton  Hotel. 
Houston,  April  26-29.  The  42nd  annual 
meetinir  will  feature  presentations  on  me- 
tabolism, cardiovascular  fitness,  pharma- 
cology and  therapeutics,  bioinstrumenta- 
tion,  oxygen  toxicity,  fatigue  and  circadian 
rhythms,  hyimxia  and  hypoglycemia,  and 
radiobiology.  A panel  session  on  clinical 
aerospace  medicine  will  also  be  presented. 
Contact:  Dr.  Merrill  H.  Goodwin,  Wash- 
ington Nat’l.  Airport,  Washington,  DC 
20001,  executive  secretary. 


TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DISEASE 
ASSOCIATION 

Houston’s  Royal  Coach  Inn  will  host  the  annual  meeting  of 
Texas  Tuberculosis  and  Respiratory  Disease  Association,  April 
23-24.  Dr.  R.  L.  Riley,  Johns  Hopkins  School  of  Hygiene  and 
Public  Health,  Baltimore,  will  lecture  on  “Infectiousness  of  'TB 
Before  and  After  Initiation  of  Chemotherapy.”  Panel  sessions 
and  moderators  will  be  “New  Ways  to  Get  Health  Care  Services 
to  the  People,”  Dr.  Robert  J.  Anderson,  managing  director. 
National  Tuberculosis  and  Respiratory  Disease  Association;  and 
“Deficiencies  in  the  Delivery  of  Health  Services,”  Mr.  Jerry 
Lewis,  special  consultant,  health  problems  of  the  inner  city. 
National  Tuberculosis  and  Respiratory  Disease  Association. 
Presentations  will  include  “Control  of  Airborne  Infection  in  the 
Hospital,”  “Central  Nervous  System  Comrol  of  Respiration,” 
and  “Pathologic  Anatomy  of  Cerebral  Changes  in  Respiratory 
Failure.” 

Contact:  Mrs.  Pauline  K.  Matthis,  2406  Manor  Rd.,  Austin  78722, 
executive  director. 


AMERICAN  COLLEGE  OF  SURGEONS, 
NORTH  TEXAS  CHAPTER,  will  meet 
in  Dallas,  May  16.  Presentations  will  be 
"Unnecessary  Appendectomies,  Incomplete 
Cholecystectomies  and  Inadequate  Hern- 
iorrhaphies,” ‘‘Total  Hip  Prosthesis 
Replacement,”  "Conservative  Laryngeal 
Surgery,"  "Arterial  Catheter  Techniques,” 
“Carcinoma  of  the  Thyroid,”  "Biliary 
Catheter  Techniques,”  and  "The  Physio- 
logical Significance  of  Pectus  Excava- 
tum.”  Diagnosis  and  management  of  ova- 
rian carcinoma  and  surgery  for  coronary 
artery  disease  are  topics  of  panel  sessions. 
Contact:  Dr.  Ronald  F.  Garvey,  6011 
Harry  Hines  Blvd,,  Dallas  76236,  secre- 
tary-treasurer. 


AMERICAN  PHYSICAL  THERAPY  AS- 
SOCIATION, TEXAS  CHAPTER,  will 
feature  guest  si)eakers  Colonel  Jack 
Earle,  Jr.,  chairman,  department  of  ortho- 
pedics, Wilford  Hall  Hospital,  Lackland 
AFB,  and  Dr.  David  Wolf,  orthopedic  sur- 
geon, San  Antonio,  at  its  31st  annual 
meeting.  May  21-23,  at  the  Hilton  Palacio 
del  Rio  in  San  Antonio.  Scoliosis  is  the 
topic  of  Colonel  Earle’s  presentation,  and 
Dr.  Wolf  will  discuss  total  hip  replace- 
ment. Physical  therapy  assistants  pro- 
grams in  Texas  and  the  use  of  television 
in  teaching  will  also  be  discussed.  Con- 
tact: Jane  Watson,  Route  8,  Box  279, 
San  Antonio  78228,  chairman. 
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TEXAS  MEDICAL  ASSISTANTS  ASSO- 
CIATION has  scheduled  its  annual  meet- 
ing at  the  Hilton  Inn  in  Dallas,  April 
28-May  2.  Dr.  Walter  Walthall,  President, 
Texas  Medical  Association,  will  speak  at 
the  general  session,  April  30.  Also  par- 
ticipating in  the  meeting  will  be  Dallas 
physicians  Charles  Petty,  who  will  discuss 
medical-legal  misconceptions:  E.  Frank 
Dunton,  who  will  discuss  plastic  surgery: 
and  Charles  L.  Austin,  Jr.,  who  will  dis- 
cuss dialysis.  Dr.  Travis  Smith,  Abilene, 
will  serve  as  master  of  ceremonies  at  the 
annual  installation  banquet.  Contact:  Jo 
Alice  Thompson,  2321  Hillsboro,  Dallas 
7B228,  secretary. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  FACIAL 
PLASTIC  AND  RECONSTRUCTIVE 
SURGERY,  INC.,  will  present  its  annual 
scientific  program  at  the  San  Francisco 
Hilton  in  San  Francisco,  May  23-26.  Pres- 
entations will  be  “Septal  Bone  Grafts 
for  Correction  of  Saddle  Nose,”  “A  Tech- 
nique of  Otoplasty,”  “Chemosurgery  for 
Facial  Neoplasms,”  “The  Plastic  Surgeon 
and  the  Law,”  “Treatment  of  Facial 
Scars,”  “Hair  Transplants,”  “Maxillofa- 
cial Prosthetics,”  “Double  Chin  Correc- 
tion,” “Closed  Management  of  Mandibu- 
lar Fractures,”  and  “Deformities  of  Nasal 
Bones  Following  Linear  Resection  of  Sep- 
tal Cartilage.”  Contact:  Dr.  Carl  N.  Pat- 
terson, 1110  West  Main  St.,  Durham,  NC 
27701,  secretary. 


AMERICAN  ACADEMY  OF  NEUROL- 
OGY’S 23rd  annual  meeting  will  take 
place  April  26-May  1 at  the  New  York 
Hilton  Hotel  in  New  York  City.  Special 
courses  on  neuropathology,  electroenceph- 
alography, functional  neuroanatomy,  neu- 
rochemistry, neurophysiology,  neurophar- 
macology, neuroradiology,  developmental 
neurology,  scientific  basis  of  neurology, 
narcotics  and  the  nervous  system,  and 
neurology  of  behavior  will  be  held  April 
26-28.  Scientific  sessions,  scheduled  April 
29-May  1,  will  include  a general  session 
on  muscle  disease,  and  sessions  on  behav- 
ior, neurochemistry,  neurophysiology,  neu- 
roepidemiology and  genetics,  and  child 
neurology.  Contact:  Stanley  A.  Nelson, 
4006  W.  65th  St.,  Minneapolis  66435,  exec- 
utive secretary. 


AMERICAN  ASSOCIATION  FOR  THO- 
RACIC SURGERY  will  convene  April 
26-28  at  the  Regency  Hyatt  House  in 
Atlanta,  Ga.  Presentations  at  the  61st 
annual  meeting  will  be  “Frame  Mounted 
Homografts  for  Mitral  Valve  Replace- 
ment,” “Closed  Valvulotomy  for  Calcific 
Mitral  Stenosis,”  “Management  of  Per- 
sistent Bronchopleural  Fistulas,”  “Coro- 


nary Artery  Bypass  Grafts  for  Congestive 
Heart  Failure,”  and  “Management  of  Car- 
cinoma of  Cervical  Esophagus.”  Contact: 
Ada  Hanvey,  7710  Carondelet  Ave.,  St. 
Louis  63105,  administrative  assistant. 


AMERICAN  CANCER  SOCIETY  will 
sponsor  the  Second  National  Conference 
on  Breast  Cancer,  May  17-19,  at  the  Cen- 
tury Plaza  Hotel  in  Los  Angeles.  'The 
Conference  will  present  to  the  medical 
profession  and  allied  scientists  a multi- 
disciplinary review  of  the  breast  cancer 
problem  in  the  US,  including  epidemiol- 
ogy, etiology,  detection,  diagnosis,  and 
management  Sessions  will  be  devoted  to 
study  of  history,  incidence,  mortality,  the 
pill,  estrogens,  and  viruses:  screening 
methods  and  detection;  management  of 
primary  operable  breast  cancer:  and 
rehabilitation.  Contact:  Esther  Kelley, 
American  Cancer  Society,  219  East  42nd 
St.,  New  York  10017. 


AMERICAN  COLLEGE  OF  OBSTETRI- 
CIANS AND  GYNECOLOGISTS  will  of- 
fer sessions  on  perinatology,  i»lvic  infec- 
tions, and  diseases  of  the  vulva  at  its 
annual  clinical  meeting.  May  3-6,  in  San 
Francisco.  Specialty  meetings  will  focus 
on  endocrinology  and  fertility,  family  and 
community  health,  fetal  and  i>erinatal 
medicine,  oncology,  pediatric  and  adoles- 
cent gynecology,  and  psychosomatic  ob- 
stetrics and  gynecology.  Also  planned  are 
seminars,  round  table  discussions,  and 
reports  on  clinical  investigation.  Contact: 
Dr.  Michael  Newton,  79  W.  Monroe  St., 
Chicago  60603,  executive  director. 


AMERICAN  GERIATRICS  SOCIETY  has 
planned  its  28th  annual  meeting  in  Chi- 
cago, April  23-24.  Topics  to  be  discussed 
are  gastric  irradiation  in  the  management 
of  the  geriatric  patient  with  chronic 
peptic  ulcer  disease,  physical  diagnosis  of 
coronary  artery  disease  and  its  sequelae, 
an  immunological  approach  to  the  detection 
of  cancer,  the  aging  skin — evaluation  of 
external  lotions  and  hormones,  and  aortic 
resections  in  retrospect.  Contact:  Dr.  Ed- 
ward Henderson,  10  Columbus  Circle,  New 
York  10019,  executive  director. 


AMERICAN  PROCTOLOGIC  SOCIETY 
will  present  its  70th  annual  scientific  pro- 
gram at  The  Dunes  Hotel  in  Las  Vegas, 
May  9-13.  Presentations  will  include 
“Bleeding  from  Diverticula  of  the  Colon,” 
“Perforation  of  the  Colon,”  “Diagnosis 
and  Treatment  of  Congenital  Anomalies 
of  the  Anus  and  Rectum,”  “Antimicrobial 
Drugs  for  Septicemia  in  Surgical  Patients 
with  Intestinal  Disease,”  “Internal  Anal 
Sphincterotomy  in  the  Correction  of  Anal 
Contracture,”  “Submucous  Hemorrhoidec- 
tomy,” “Villous  Adenoma,”  and  “Recent 
Experiences  with  Treatment  of  Rectal 
Prolapse.”  Contact:  Harrietts  Gibson,  320 


W.  Lafayette,  Detroit  48226,  executive 
officer. 


AMERICAN  PSYCHIATRIC  ASSOCIA- 
TION’S 124th  annual  meeting  will  take 
place  May  3-8  in  Washington,  DC.  Scien- 
tific sessions  will  feature  discussions  on 
child  development,  neurophysiology,  clini- 
cal psychiatry,  hospital  and  community 
psychiatry,  alcoholism,  homicide  prevention, 
clinical  psychopharmacology,  human  sexu- 
ality, marijuana,  and  prevention  and  con- 
trol of  mass  violence.  Sessions  will  be  held 
at  the  Sheraton-Park  Hotel.  Contact:  Dr. 
Walter  E.  Barton,  1700  18th  St,,  NW, 
Washington,  DC  20009,  medical  director. 


AMERICAN  PUBLIC  HEALTH  ASSO- 
CIATION, SOUTHERN  BRANCH,  will 
meet  with  the  Tennessee  Public  Health 
Association  in  Memphis,  May  19-21.  “Uni- 
versal Health  Care — A Challenge  to  Pub- 
lic Health”  is  the  theme  of  the  joint 
meeting  which  will  feature  section  pro- 
grams on  dental  health,  environmental 
health,  health  education,  health  planning, 
mental  health,  nutrition,  public  health 
management,  and  public  health  nursing. 
Contact:  Frederick  W.  Hering,  1026  S. 
18th  St.,  Birmingham,  Ala.  36205,  execu- 
tive secretary. 


AMERICAN  SOCIE'TY  FOR  CLINICAL 
PHARMACOLOGY  AND  THERAPEUTICS 
wiU  hold  its  72nd  annual  meeting  in 
Atlantic  City,  April  29-May  1.  Presenta- 
tions will  include  “Dose  Regulated  Auto- 
mated Anesthesia,”  “Cholinergic  and  Dopa- 
minergic Interaction  in  Parkinson’s  Dis- 
ease,” “A  Hemodynamic  Comparison  of 
Agents  Usefril  in  Hypertensive  Emergen- 
cies,” “Effect  of  Glucagon  on  the  Trans- 
membrane Potential  and  Contraction  of 
Human  Heart  In-Vitro,”  “Direct  Measure- 
ment of  Receptor  Binding — A Screening 
Procedure  for  Angiotensin  Inhibitors,” 
“Comparative  Results  of  Diet  vs.  Drug 
Treatment  of  Hyperlipidemic  Patients,” 
“Prolongation  of  Antacid  Action  of  Cal- 
cium Carbonate,”  and  “Therapeutic  Amen- 
orrhea in  Hematologic  Disorders.”  Drs. 
Philip  C.  Johnson,  Houston,  and  E.  Clinton 
Texter,  Temple,  will  participate  in  the 
meeting.  Contact:  Dr.  Richard  T.  Smith, 
1718  Gallagher  Rd.,  Norristown,  Pa.  19401, 
secretary-treasurer. 


NATIONAL  TUBERCULOSIS  AND  RES- 
PIRATORY DISEASE  ASSOCIATION’S 
annual  meeting  will  be  held  at  the  Los 
Angeles  Hilton  and  Biltmore  Hotels,  May 
16-19.  Respiratory  structure  and  function, 
microbiology  and  immunology,  tuberculo- 
sis, and  pediatrics  will  be  discussed  in 
scientific  assemblies.  Panel  sessions  will 
study  biological  transi)ort  in  the  lung, 
tuberculosis — management  in  chaos,  and 
home  use  of  respirators  and  oxygen  in 
chronic  obstructive  lung  disease.  Contact: 
Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  executive  secretary. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  APRIL 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  an- 
nual, San  Francisco,  April  27-30,  1971.  James  W.  Dilley, 
2807  Central  St.,  Evanston,  111.  60201.  Exec.  Dir. 

AMERICAN  PEDIATRIC  SOCIETY,  annual.  Atlantic 
City.  April  28-May  1.  1971.  Dr.  C.  D.  Cook,  333  Cedar 
St..  New  Haven.  Conn.  06514.  Exec.  Sec. 


ALSO  IN  MAY 

■ AMERICAN  ACADEMY  OF  PEDIATRICS.  Texas 
Chapter.  Houston,  May  8,  1971.  Dr.  William  Conkling, 
500  E.  Washington.  Navasota  77868,  Sec, 

AMERICAN  ACADEMY  OF  PSYCHOANALYSIS.  Wash- 
ington, DC,  May  8-10,  1971.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS, 
annual,  Williamsburg.  Va.,  May  23-27,  1971.  Dallas  F. 
Whaley,  29  E.  Madison  St.,  Suite  812,  Chicago  60602, 
Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS. 
Texas  Chapter,  annual,  Houston,  May  9,  1971.  Dr.  George 
P.  Noon,  1200  Moursund  Ave.,  Houston  77025.  Sec.-Treas. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  an- 
nual, Skytop,  Pa.,  May  16-20,  1971,  Dr.  Barrett  Ken- 
nedy, 1542  Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ AMERICAN  HEART  ASSOCIATION,  Texas  Affiliate, 
Inc.,  Houston,  May  8,  1971.  Dale  R.  Stringfellow.  PO 
Box  9928.  Austin  78757,  Prog.  Dir. 

AMERICAN  SOCIETY  FOR  AESTOETIC  PLASTIC 
SURGERY,  annual,  Boston,  May  16-19,  1971.  Dr.  Simon 
Fredricks,  1103  Medical  Towers,  Houston  77025,  Sec. 

AMERICAN  THORACIC  SOCIETY,  annual.  Los  Angeles, 
May  17-19,  1971.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  INC.,  an- 
nual, Chicago,  May  17-20,  1971.  Richard  J.  Hannigan, 
1120  N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ FLYING  PHYSICIANS  ASSOCIATION,  Texas  Chap- 
ter, Houston,  May  6,  1971.  Dr.  Richard  L.  Gilkey,  1410 
W,  Jefferson,  Waxahachie  75165,  Acting  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  Texas 
Chapter,  Houston.  May.  1971.  Dr.  Sergio  V.  Figueroa, 
608-A  Terrell  St.,  Terrell  75160,  Sec. 


MEDICAL  LIBRARY  ASSOCIATION,  annual.  New  York 
City,  May  30-June  3,  1971.  Helen  Brown  Schmidt.  919  N. 
Michigan  Ave.,  Chicago  60611,  Exec.  Dir. 

■ NATIONAL  LEAGUE  FOR  NURSING.  Dallas,  May 
10-14,  1971.  Margaret  E.  Walsh,  10  Columbus  Circle.  New 
York  10019,  Sec. 

SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD  BANKS, 
annual,  Little  Rock.  May,  1971.  Elsie  Howai^,  2109  Com- 
merce St.,  Dallas  75201,  Exec.  Officer. 

STUDENT  AMERICAN  MEDICAL  ASSOCIATION,  an- 
nual, St.  Louis,  May  4-8,  1971.  Charles  C.  Hewitt,  JD, 
2635  Flossmoor  Rti.,  Flossmoor,  111.  60422,  Exec.  Officer. 

■ TEXAS  AIR-MEDICS  ASSOCIATION.  Houston,  May 
6,  1971.  Dr.  C.  F.  Miller,  Box  1338,  Waco  76703,  Sec.- 
Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, Houston,  May,  1971.  Dr,  Joe  Stoeltje,  1170 
Simmons  St.,  Beaumont  77703,  Sec.-Treas. 

■ TEXAS  DENTAL  ASSOCIATION,  annual.  Houston. 
May  16-19,  1971.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec,  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY.  Houston.  May 
8-9,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  DIABETES  ASSOCIATION.  Houston.  May  9. 
1971.  Dr.  David  E.  Streitmatter,  302  Preston  Royal.  Dal- 
las 75230,  Sec.-Treas. 

■ TEXAS  HOSPITAL  ASSOCIATION,  annual,  San  An- 
tonio, May  16-19,  1971.  O.  Ray  Hurst,  PO  Box  4553, 
Austin  78751,  Exec.  Vice-Pres. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION. 
Houston,  May  7,  1971.  Dr.  Francis  W.  Wilson,  PO  Box 
52332,  Houston  77052,  Prog.  Chrmn. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION.  Hous- 
ton, May,  1971.  Dr,  Joe  L.  Bussey,  1201  W.  Presidio, 
Fort  Worth  76102,  Prog.  Chrmn. 

■ TEXAS  ORTHOPAEDIC  ASSOCIATION.  Houston. 
May,  1971.  Dr.  L.  Ray  Lawson,  2828  Lemmon  Ave.. 
Dallas  76204,  Sec. 

■ TEXAS  OTOLARYNGOLOGICAL  ASSOCIATION. 
Houston,  May,  1971.  Dr.  James  L.  Baldwin,  712  N. 
Washington,  Dallas  75246,  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  Houston.  May,  1971.  Dr.  Ariel  Bar-Sela, 
1717  Medical  Towers,  Houston  77025,  Sec.-Treas. 
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■ TEXAS  PROCTOLOGIC  SOCIETY,  Houston,  May  6, 
1971,  Dr,  Lewis  E.  Tucker,  804  M&S  Tower,  730  N. 
Main,  San  Antonio  78205,  Sec,-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION,  Houston,  May 
8,  1971.  Dr,  J,  E,  Norris,  6448  Fannin,  Houston  77025, 
Sec. 

■ TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS,  Hous- 
ton, May  8-9,  1971.  Dr.  Jerry  Strong,  3614  Montrose 
Blvd.,  Houston  77006,  Prog.  Chrmn. 

■ TEXAS  SOCIETY  OF  ATHLETIC  TEAM  PHYSI- 
CIANS, Houston,  May  7,  1971.  Dr.  John  B.  Gunn,  2618 
Welborn  St.,  Dallas  75219,  Sec. 

■ TEXAS  SOCIETY  OF  PLASTIC  SURGEONS.  Hous- 
ton. May  7-8,  1971.  Dr.  Melvin  Spira,  1200  Moursund 
Ave.,  Houston  77025,  Sec.-Treas. 

■ UNITED  CEREBRAL  PALSY  ASSOCIATION  OF 
TEXAS,  INC.,  Houston,  May  9,  1971.  Glen  Duncan,  2104 
Benwick  Circle,  Austin  78723,  Sec. 


JUNE 

AMERICAN  DIABETES  ASSOCIATION,  annual,  San 
Francisco,  June  17-23,  1971.  J.  Richard  Connelly,  18  E. 
48th  St.,  New  York  10017,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  annual  session. 
Atlantic  City,  June  20-24,  1971.  AMA,  635  N.  Dearborn 
St.,  Chicago  60610. 

AMERICAN  NEUROLOGICAL  ASSOCIATION,  annual. 
Washington,  DC,  .June  14-16,  1971.  Dr.  Samuel  A.  Tru- 
fant,  Cincinnati  General  Hospital,  Cincinnati  45229, 
Exec.  Sec. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION,  an- 
nual, Boston,  June  27-July  2.  1971.  Royce  P.  Noland, 
1156  15th  St.,  NW,  Washington,  DC  20006,  Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  New  York 
City,  June  14-16,  1971.  Lynn  Bonfiglio,  1212  Avenue  of 
the  Americas,  New  York  10036,  Exec.  Sec. 

SOCIETY  OF  NUCLEAR  MEDICINE,  annual,  Los  An- 
geles, June  28-July  2,  1971.  Margaret  Glos,  211  E.  43rd 
St.,  New  York  10017,  Exec.  Officer. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Fort  Worth.  June  14-16,  1971.  Dr.  M.  H.  Crabb,  1612 
Summit  Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  Mexico  Chapter,  Ruidoso,  NM,  July  19-22,  1971. 
Bob  Reid,  PO  Box  456,  Sunland  Park,  NM  88063,  Exec. 
Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  annual, 
Denver,  July  16-17,  1971.  F.  C.  Schmidt,  1764  Gilpin  St., 
Denver  80218,  Exec.  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION.  Galves- 
ton, July  25-28,  1971.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 


AUGUST 

AMERICAN  HOSPITAL  ASSOCIATION.  Chicago,  Aug. 
23-26,  1971.  James  E.  Hague,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 


OTOLARYNGOLOGY,  Las  Vegas,  Sept.  20-24,  1971.  Dr. 
C.  M.  Kos,  16  Second  St.,  SW,  Rochester  66901,  Exec. 
Sec.-Treas. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Chi- 
cago, Sept.  12-16,  1971.  Lois  J.  James.  30  N.  Michigan 
Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS, 
Cleveland,  Sept.  16-18,  1971.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Elxec.  Dir. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Hot  Springs,  Va.,  Sept.  9-11, 
1971.  Dr.  Charles  A.  Hunter,  1100  W.  Michigan,  Indian- 
apolis 46202,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Las  Vegas,  Sept.  19-20,  1971.  Lawrence  A.  Zupan,  1100 
17th  St.,  NW,  Washington,  DC  20036,  Exec.  Sec. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Minneapolis,  Sept.  16-18,  1971.  Mrs.  Margaret  H. 
Henry,  36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio 
44094,  Eh;ec.  Sec. 

■ AMERICAN  HEART  ASSOCIATION,  Texas  Affiliate, 
Inc.,  San  Antonio,  Sept.  21-26,  1971.  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78757,  Elxec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  13th  National 
Conference  on  Physicians  and  Schools.  Chicago,  Sept.  30- 
Oct.  2,  1971.  AMA,  Department  of  Health  Education, 
536  N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Boston,  Sept. 
28-Oct.  1,  1971.  Dr.  Ted  F.  Leigh,  Elmory  University 
Clinic,  Atlanta  30322,  Exec.  Sec. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  annual, 
Mackinac  Island,  Michigan,  Sept.  26-Oct.  1,  1971.  Har- 
riett C.  Carriere,  801  Green  Bay  Rd.,  Lake  Bluff,  111. 
60044,  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Sept.  18,  1971.  Mrs.  Carlie  Umphres,  PO  Box 
3276,  Amarillo  79106,  Elxec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY.  Houston,  Sept.  23-26, 
1971.  Dr.  Pat  A.  Cato,  1015  E.  32nd  St.,  Austin  78705, 
Sec. 

WORLD  MEDICAL  ASSOCIATION,  annual,  Ottawa. 
Canada,  Sept.  12-18,  1971.  Miss  M.  L.  Natwick,  10  Co- 
lumbus Circle,  New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
Miami  Beach,  Oct.  4-7,  1971.  Mac  F.  Cahal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  New  York  City,  Oct.  11-16,  1971.  Joseph 
J.  Garvey,  PO  Box  10,  Joliet,  111.  60434,  Elxec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  an- 
nual, Philadelphia,  Oct.  24-28,  1971.  Dr.  Alfred  Soffer, 
112  E.  Chestnut  St.,  Chicago  60611,  Elxec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  annual,  Atlan- 
tic City,  Oct.  18-22,  1971.  Dr.  C.  Rollins  Hanlon,  65  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  Atlantic  City, 
Oct.  10-14,  1971.  Dr.  C.  Gordon  Watson  (DDS),  211  E. 
Chicago  Ave.,  Chicago  60611,  Elxec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Philadelphia, 
Oct.  4-8,  1971.  Ruth  M.  Yakel,  620  N.  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  Guadalajara, 
Mexico,  Oct.  9-16.  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington,  111.  61701,  Sec. 
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AMERICAN  HUMANE  ASSOCIATION,  annual.  Roches- 
ter. NY,  Oct.  17-21,  1971.  Rutherford  T.  Phillips,  PO 
Bo.x  1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION.  Chi- 
cago. Oct.  24-29,  1971.  Mary-j  Waterstraat,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual, 
Minneapolis,  Oct.  11-15.  1971.  Dr.  James  R.  Kimmey, 
1740  Broadway,  New  Y'ork  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  At- 
lanta. Oct.  16-20,  1971.  John  W.  Andes,  6,15  Busse  High- 
way, Park  Ridge,  111.  60068,  Exec.  Sec. 

AMEUilCAN  SOCIETY  OF  CLINICAL  HYPNOSIS,  Chi- 
cago, Oct.  12-15,  1971.  F.  D.  Nowlin,  800  Washington 
Ave.,  SE,  Minneapolis  55414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual,  Boston,  Oct.  22-30,  1971.  Albert  G.  Boeck,  Jr., 
710  S.  Wolcott  Ave.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS.  INC.,  annual.  Montreal,  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison 
St.,  Suite  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Oct.  28-31,  1971.  Dr.  John  A.D.  Cooper, 
1 Dupont  Circle,  Washington.  DC  20036,  Pres. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  St.  Louis,  Oct.  7-9,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL 
DIRECTORS  OF  AMERICA,  Chicago,  Oct.  6-8,  1971. 
Dr.  Arthur  E.  Brown,  501  Boylston  St.,  Boston  02117, 
Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Houston,  Oct.  14-15, 
1971.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO, 
Scottsdale,  Ariz.,  Oct.  13-16,  1971.  Mrs.  Virginia  E. 
Bryant,  333  W.  Thomas  Rd.,  #207,  Phoenix  85013,  Exec. 
Sec. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  11-13,  1971.  Mrs.  Alma  O’Donnell,  601  NW 
Expressway,  Oklahoma  City  73118,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Charleston, 
SC,  Oct.  3-5,  1971.  Mrs.  Annette  S.  Boutwell,  PO  Box 
10387,  Raleigh,  NC  27605,  Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Mexico  City, 
Oct.  14-16,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston 
Ave.,  Dallas  75246,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  1-3, 
1971.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  October,  1971.  Dr.  Ariel  Bar-Sela,  1717 
Medical  Towers,  Houston  77025,  Sec.-Treas. 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  annual,  San  Juan,  Puerto 
Rico,  Nov.  7-12,  1971.  Creston  C.  Herold,  30  N.  Michigan 
Ave,,  Chicago  60602,  Exec.  Officer, 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Philadelphia,  Nov.  14-17.  1971.  Mark  T.  Bowers, 
3554  9th  St.,  Riverside,  Calif.  92501,  Exec.  Officer. 


AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Atlanta,  Nov.  9-13,  1971.  Mrs.  Dene  R.  Murray, 
200  E.  Ohio  St.,  Chicago  60611,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.,  1971.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  10017,  Exec.  V-Pres. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE. annual,  San  Juan,  Puerto  Rico,  Nov.  7-12,  1971. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Officer. 

AMERICAN  HEART  ASSOCIATION.  Anaheim,  Calif., 
Nov.  9-18,  1971.  Dr.  James  M.  Hundley,  44  E.  23rd  St., 
New  York  10010,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Washington.  DC. 
Nov.  3-6,  1971.  Dr.  Warren  R.  Lang,  7112  Lincoln  Dr., 
Philadelphia  19119,  Sec.-Treas. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  annual,  El 
Paso.  Nov.  12-13,  1971.  Dr.  John  Emmett,  1900  N.  Ore- 
gon, El  Paso,  Sec. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS.  INC.,  New  York  City,  Nov.  17-19,  1971. 
Margaret  S.  Banks,  79  Madison  Ave.,  New  York  10016, 
Admin.  Asst. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Nov.  1-4.  1971.  Robert  F.  Butts,  2601  Highland  Ave., 
Binningham,  Ala.  35205,  Exec.  Dir. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Nov.  11-13,  1971.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79901,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  FOR  CHILDREN  WITH 
LEARNING  DISABILITIES,  Dallas.  Nov.  11-13,  1971. 
Mrs.  Mar.iorie  Morehead,  4326  Bobbitt,  Dallas  75229. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Chicago, 
Dec.  4-9,  1971.  Mrs.  Dorothy  P.  Compton,  2250  NW 
Flanders  St..  Portland,  Ore.,  E.xec.  Sec. 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT 
OF  SCIENCE,  Philadelphia,  Dec.  26-31,  1971.  Dr.  William 
Bevan.  1515  Massachusetts  Ave.,  NW,  Washington,  DC, 
Exec.  Officer. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION. 
INC.,  New  Orleans.  Dec.  1-4,  1971.  Gertrude  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  Washington.  DC.  Dec.  5-8,  1971. 
RADM  Walter  Welham.  MC  USN  Ret.,  8502  Connecticut 
Ave.,  Chevy  Chase,  Md.  20015,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs. 
Va.,  Dec.  6-8,  1971.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC.  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix 
Prof.  Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  SOCIETY  OP  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  San  Antonio,  December,  1971.  Dr. 
Bland  H.  Schwarting,  304  Medical  Prof.  Bldg.,  San  An- 
tonio 78205,  Sec. 
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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.^ 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”^ 


Hypersecretion— an  atavistic  response. 
Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”" 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 
a purpose?  During  man’s  jungle  period  of 
evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 


be  “a  lean,  hungry,  competitive  lot 


Big  boys  don’t  cry.  If  more  men  cried, 
maybe  fewer  would  wind  up  with  duodenal 
ulcers.  But  men  will  be  men— the  sum  total  of 

their  genes  and  what  they 
are  taught.  Schottstaedt 
observes  that  when  a 
mother  admonishes  her 
son  who  has  hurt  himself 
that  big  boys  don’t  cry,  she 
is  teaching  him 
stoicism.'*  Crying  is  the 
negation  of  everything 
society  thinks  of  as  manly. 
A boy  starts  defending  his 
manhood  at  an  early  age. 


Take  away  stress, 
you  can  take  away  symptoms. 

There  is  no  question  that  stress  plays  a ' 
role  in  the  etiology  of  duodenal  ulcer. 
Alvarez®  observes  that  many  a man  with  an 
ulcer  loses  his  symptoms  the  day  he  shuts  up 
the  office  and  starts  out  on  a vacation.  The 
problem  is,  the  type  of  man  likely  to  have  an 
ulcer  is  the  type  least  likely  to  take  long 
vacations  or  take  it  easv  at  work. 


The  rest  cure  vs.  the  two-way  action  of 
Librax.®  For  most  patients,  the  rest  cure  is 
as  unrealistic  as  it  is  desirable.  Still,  the 
stress  factor  must  be  dealt  with.  And  here 
is  where  the  dual  action  of  adjunctive  Librax 
can  help.  Librax  is  the  only  drug  that  com- 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  M., 
et  ul.  (eds.) : Harrison's  Principles  of  Internal  Medicine,  ed. 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  1444. 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wolff’s 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles  C 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstaedt, 
W.  W.:  Psychophysiologic  Approach  in  Medical  Practice, 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  163. 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  B. 
Saunders  Company,  1951,  p.  384. 


bines  the  tranqnilizing 
action  of  Librium® 

( chlordiazepoxide 
HCl)  with  the  potent 
anticholinergic 
action  of  Quarzan® 
(clidinium  Br). 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
anxiety — helps  protect  the  vulnerable  patient 
from  the  psychological  overreaction  to  stress 
that  clutches  his  stomach.  At  the  same  time, 
the  action  of  Quarzan  helps  quiet  the  hyper- 
active gut,  decreasing  hypermotility  and 
hypersecretion. 

An  inner  healing  environment  with  1 
or  2 capsules,  3 or  4 times  daily.  Of  course, 
there’s  more  to  the  treatment  of  duodenal 
ulcer  than  a prescription  for  Librax.  The  pa- 
tient— with  your  guidance — will  have  to  ad- 
just to  a different  pattern  of  living  if  treat- 
ment is  to  succeed.  During  this  adjustment 
period,  1 or  2 capsules  of  Librax  3 or  4 times 
daily  can  help  establish  a desirable  environ- 
ment for  healing. 

Librax:  It  can’t  change  man’s  nature. 
But  it  can  usually  make  it  easier  for  men  to 
cope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
and  exacerbate  duodenal  ulcer. 

Librax:  Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/or 
clidinium  bromide. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g,,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommerided  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
X •!  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoff mann-La  Roche  Inc, 

Nutley,  N J.  07110 


Not  too  little,  not  too  much... 
but  just  right! 

“Just  right”  amounts  of  llosone  Liquid  250 
can  be  dispensed  easily  from  the  pint  bottle  in  any  quantity 
you  specify  to  meet  your  patients’  precise  needs — 
without  regard  to  package  size. 

Il6<^ne  Liquid  250 

Erythnxnycin  Estolate 

(equivalent  to  250  mg,  ot  base  per  5-ml,  teaspoonful) 

Additional  inlormation  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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TEXAS  MEDICINE 


Editorials 

COMPLEX  ISSUES  CONFRONT  TMA  DELEGATES 


With  the  House  of  Delegates  meet- 
ing as  a part  of  the  104th  Annual 
Session  of  the  Texas  Medical 
Association  in  Houston  May  6-9, 
many  problems  affecting  the 
practice  of  medicine,  the  delivery 
of  health  care,  and  nearly  every 
phase  of  the  health  field  will 
come  up  for  study  and  decision. 

In  alternate  years,  the  Annual 
Session  occurs  during  the 
time  both  state  and  national 
legislative  bodies  are  in  session; 
this  being  that  alternate  year, 
scores  of  proposed  bills  before  the 
legislatures  will  be  considered. 

In  addition,  all  the  work  of  the 
officers,  councils,  and  committees 
for  the  past  year  will  be  reported 
to  and  considered  by  the  House  of 
Delegates  after  preliminary  study 
and  testimony  given  before  the 
nine  reference  committees.  It  is  in 
the  reference  committee  hear- 
ings, quite  similar  to  committee 
and  subcommittee  hearings  of  the 
legislatures,  that  the  individual 
Texas  physician  may  have  his  say — 
his  day  in  court — to  propound 
and  defend  his  views  on  the  subject 
at  hand.  First  meeting  of  the 
House  of  Delegates  is  at  10:30  am, 
May  6 in  the  Astroworld  Hotel, 
at  which  time  referral  of  all  busi- 
ness will  be  made  to  reference 
committees.  The  reference  com- 
mittees hold  their  hearings  in 
the  afternoon  beginning  at  2 pm 


in  the  same  hotel,  and  it  is  at  these 
hearings  that  any  Association 
member  may  give  his  views.  At  the 
second  session  of  the  House, 
reference  committee  reports  come 
up  for  action  and  this  session, 
beginning  at  7:30  pm,  has  not 
infrequently  lasted  past  midnight. 
Due  to  this  long  session  in 
alternate  years,  the  Council  on 
Annual  Session  is  reporting  a 
recommendation  of  the  executive 
staff  that  the  House  consider 
beginning  its  meetings  a day 
earlier  in  order  to  have  more  time 
for  study  and  deliberation  on 
its  work  load. 

An  item  of  major  interest  in  this 
session  is  peer  review,  includ- 
ing one  legislative  proposal  on 
Professional  Standards  Review 
Organization  (PSRO).  Coupled  with 
peer  review  will  be  the  problem 
of  utilization  review  committees, 
a source  of  much  controversy. 

Two  or  more  resolutions  recom- 
mend that  any  form  of  participation 
in  peer  review  or  utilization 
committee  activity  for  third  parties 
be  declared  a cause  for  disci- 
plinary action  by  the  county 
medical  society. 

Apparently  in  keeping  with  the 
trend  of  medical  meetings,  the 
Council  on  Annual  Session  is 
recommending  that  the  con- 
stitutional requirements  of  general 
meetings  be  deleted  and  that 
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only  section  and  specialty  sections  be  required 
with  general  meetings  scheduled  only  if  a 
speaker  of  broad  appeal  is  available.  An 
ad  hoc  committee,  as  a part  of  its  report,  urges 
that  even  greater  emphasis,  study,  and 
promotion  be  placed  on  the  expansion  of 
private  health  insurance  programs  and  upon 
systems  of  health  care  delivery  which  advance 
and  expand  the  private  practice  of  medi- 
cine. A strong  recommendation  in  the  ad  hoc 
committee’s  report  is  its  urging  that  Texas 
physicians  submit  bills  directly  to  patients 
rather  than  accepting  assignments.  Other 
major  reports  coming  from  the  scores  of 
committees  of  the  Association  deal  with 
physicians’  assistants,  professional  liability 
insurance,  medical  school  curricula,  con- 
tinuing education,  and  abortion. 

The  Speaker  of  the  House  of  Delegates  each 
year  is  invited  to  summarize  in  advance  the 
important  issues  coming  before  the  House 
at  its  Annual  Session.  In  a review  of  our  prob- 
lems for  this  session,  your  speaker  believes 
this  104th  Annual  Session  is  faced  with 
more  far-reaching  policy-establishing  deci- 
sions than  at  any  session  in  the  past  several 
years.  Each  delegate  is  urged  to  study  all 
the  reports  in  his  Handbook  and  to  apprise 
his  constituents  of  the  important  issues. 

Each  delegate  is  urged  also  to  invite  his 
constituents  to  be  present  and  to  speak 
up  in  the  reference  committee  hearings  sched- 
uled for  2 pm  in  the  Astroworld  Hotel, 

Thursday,  May  6. 

W.  H.  Hamrick,  MD,  Houston, 

Speaker,  TMA  House  of  Delegates. 


PERIODONTAL  DISEASE  AFFECTS 
TOTAL  HEALTH  OF  PATIENT 

To  prove  worthy  of  professional  status, 
every  person  in  the  practice  of  either 
medicine  or  dentistry  must  strive  to  serve 
his  patients’  needs.  The  sophistication 
of  updated  knowledge  in  the  health 
services  makes  one  realize  that  providing 
complete  health  care  of  the  human 
body  is  difficult,  if  not  impossible,  for  a 


single  practitioner.  One  part  of  the  body, 
the  periodontium,  has  received  little 
emphasis;  yet,  it  is  so  necessary  to  total 
health  that  physicians  need  to  be  aware 
of  certain  facts  about  periodontal  disease. 

In  1905,  in  a speech  at  the  Royal 
Dental  Hospital,  Sir  William  Osier  stated, 

“You  have  to  be  missionaries  . . . There  is 
not  one  single  thing  in  preventive 
medicine  that  equals  in  importance  mouth 
hygiene  and  the  preservation  of  teeth.’’ 

Many  times,  with  proper  diagnosis,  modern 
therapy  can  restore  health  to  sick  mouths 
without  the  crippling  emotional  and 
functional  handicap  that  any  prosthesis 
can  at  times  induce. 

The  informed  family  physician  helps  his 
patients  find  satisfactory  solutions  to 
multiple  problems,  and  he  is  held  in  high 
regard  by  those  that  seek  his  counsel. 

It  is  regrettable  when  patients  learn  of 
health  solutions  not  from  their  trusted 
physician,  but  from  other  patients  who  have 
traveled  the  road  needlessly.  Both  physi- 
cians and  dentists  must  have  common 
goals  to  help  the  patient  negate  disease 
and  to  help  the  patient  establish  health. 

The  subject  of  periodontics  has  many 
chapters,  and  each  is  important  in  meeting 
the  special  needs  of  various  patients. 

There  is  a very  high  incidence  of  periodontal 
disease.  More  than  90%  of  all  periodontal 
disorders  are  inflammatory  and  will 
respond  readily  to  proper  local  treatment. 

The  early  inflammatory  process  usually 
is  restricted  to  gingival  tissue  and  is  termed 
gingivitis.  Untreated  gingivitis  progresses 
to  periodontitis,  which  destroys  the  bony 
support  of  the  teeth.  Unfortunately, 
medications  will  not  solve  these  commonly 
occurring  diseases  of  the  mouth.  Early 
signs  such  as  drifting  teeth,  and/or  red, 
edematous  gums  that  may  bleed  on 
pressure  should  prompt  the  dentist  or 
physician  to  recommend  early  periodontal 
evaluation,  treatment,  and  resolution. 

Patients  are  grateful  for  early  recognition 
of  periodontal  disease,  because  treat- 

Continued  on  page  34 
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When  Preventing  Constipation 
is  a Concern . . . 


dioctyl  calcium  sulfosuccinate 

(stool  softener) 


Surfak  prevents  constipation: 

■ naturally 

. . . without  bowel  distention 
. . . without  adding  sodium 
to  the  system 

■ ...  without  requiring  unusual 

intake  of  water 

■ conveniently— one  240  mg. 

capsule  per  day 

■ economically— costs  less  per 

effective  daily  dose 


Supplied:  Bottles  of  15,  100  (FSN  6505-926-8844)  and 
1 000  (FSN  6505-890-1  627)  and  Unit  Dose  100's  (1  0 x 10 
strips). 


PHARMACEUTICAL  CO 
Somerville,  N.J.  08876  U.S.A 


'based  on  actual  drug  store  survey  of  prescribed  dosages 


C-167 


Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


0<2572  121721 


Create  a 
time 
machine 


What  to  do 

until ..  . 
suppositon^ 

work: 


Fleet 


[enema 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  workJ-^  Some- 
times two.'*  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus.® 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B FLEET  CO  , INC 
Lynchburg,  Va.  24505 


lafiian 

I pliarriaceuticals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomjting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45.  Jan.,  1963.  2.  Sweeney.  W.  J..  Ill;  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964,  4.  Baydoun,  A.  B • 
Amer  J Obstet  Gynec  85:905.  Apr.  1,  1963.  5.  Feder,  I.  A..  Flores.  A.  and  Weiss,  J. : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith.  J.  J.  and  Schwartz,  E.  D.;  Western  J Surg  72:177,  May-June,  1964 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED"" 
provides  more  complete  relief : 

n belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewalile,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  .scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  aflvanced  renal  or  he- 
patic tlisease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symirtoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  licjuids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/ sedative/ antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


merit  at  an  early  stage  can  not  only 
save  teeth  but  expenses  as  well. 

Patients  now  demand  more  complete 
health  care  than  ever  before.  Thus,  it  is 
necessary,  as  we  minister  to  the  needs  of 
patients,  that  we  recognize  our  professional 
dependence  one  on  the  other.  When  we 
do  this  we  will  serve  a common  goal — 
better  service  to  patients. 

John  M.  Nabers,  DDS,  Wichita  Falls. 


SHOULD  YOU  CONSIDER  FORMING 
A PROFESSIONAL  ASSOCIATION? 

Many  articles  have  appeared  recently  in  trade 
and  professional  journals  and  even  in  mass 
media  publications,  including  quotes  from 
Treasury  officials,  which  seem  to  have  created 
an  unwarranted  aura  of  confusion  and  uncer- 
tainty around  the  entire  professional  incorpora- 
tion area  and  its  future.  It  is  with  the  hope  of 
eliminating  most  of  that  uncertainty  that  this 
article  is  presented. 

Since  June  1969,  the  Texas  Professional 
Association  Act  has  authorized  the  “associa- 
tion” of  physicians  in  an  entity  closely  enough 
resembling  a corporation  that  it  may  claim  and 
receive  federal  corporate  tax  treatment.  On 
Aug  8,  1969,  the  Internal  Revenue  Service  an- 
nounced that  it  would  no  longer  pursue  its 
blanket  attack  against  all  professional  corpora- 
tions and  associations.  That  announcement  was 
followed  on  March  2,  1970,  by  the  issuance  of 
Revenue  Ruling  70-101,  in  which  the  IRS  con- 
firmed its  previous  announcement  that  it  would 
discontinue  denying  corporate  tax  treatment  to 
professional  corporations  per  se,  and  listed  the 
approved  state  statutes  under  which  the  forma- 
tion of  professional  corporations  was  proper. 
The  Texas  Professional  Corporation  Act,  which 
covers  all  professionals  except  physicians,  was 
specifically  listed.  The  ruling  continued  that  an 
association  formed  under  the  Texas  Profession- 
al Association  Act  “may  or  may  not”  qualify 
for  federal  corporate  tax  classification,  depend- 
ing upon  all  of  the  attending  facts  and  circum- 
stances of  its  formation  and  operation.  Because 
the  Texas  statutes  are  so  new,  there  is  no  liti- 


gation testing  them  and  we  must  look  to  the 
case  law  of  other  jurisdictions  for  recognized 
guidelines  in  the  formation  and  operation  of 
these  entities  to  achieve  corporate  tax  treat- 
ment. 

Tax  Reasons — Employee  Fringe  Benefits:  By 
far  the  most  important  benefit  available  to  you 
through  incorporation  is  your  access  to  corpor- 
ate qualified  pension  and  profit  sharing  plans. 
Such  plans  permit  a fantastic  build-up  of  re- 
tirement funds  never  before  available  to  you  as 
an  individual  practitioner  or  partner.  Each  year, 
your  association  may  contribute  to  your  ac- 
count in  the  pension  or  profit  sharing  trust  a 
certain  amount  of  dollars  deductible  from  its 
taxable  income,  yet  not  includable  in  your  pres- 
ent taxable  income  as  an  employee  of  your 
medical  association.  There  are  three  principal 
types  of  qualified  retirement  plans:  fixed  benefit 
pension,  money  purchase  pension,  and  profit 
sharing  plans. 

The  fixed  benefit  pension  (also  known  as 
“defined,”  “level,”  or  “flat”  benefit)  provides 
you  with  retirement  benefits  in  terms  of  fixed 
dollar  income  amounts  usually  based  on  a per- 
centage of  your  preretirement  earnings,  using 
the  highest  average  five  years’  earnings  period 
as  the  basis  of  calculation.  Your  association’s 
deductible  contributions  for  participants  will 
depend  upon  their  ages  at  entry,  the  number 
of  years  until  normal  retirement,  and  earnings 
levels.  Since  the  number  of  dollars  necessary  to 
fund  such  fixed  benefits  is  actuarially  suscep- 
tible of  calculation,  such  calculations  must  be 
made  by  an  actuary  each  year  to  determine 
what  amount  of  money  needs  to  be  deposited 
to  the  trust  fund  that  year  in  order  that  it  may 
meet  its  obligations.  Such  actuarial  determina- 
tions cost  money,  but  when  you  buy  insurance 
or  annuities  to  help  fund  the  death  benefits 
and  ultimate  benefits  due  under  the  plan,  the 
insurance  company  usually  provides  the  actu- 
arial determinations  at  little  or  no  charge.  How- 
ever, fixed  benefit  plans  are  not  as  popular  with 
professionals  as  other  type  plans  because  they 
provide  so  little  hedge  against  inflation.  The 
middle-aged  participant  simply  cannot  predict 
what  that  fixed  number  of  dollars  will  buy  him 
when  he  does  retire.  This  result  can  be  avoided, 
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however,  by  designing  and  implementing  a vari- 
able benefit  formula.  Variable  benefit  plans  can 
supply  a logical  answer  in  situations  where 
some  or  all  of  the  key  personnel  are  at  a fairly 
advanced  age  at  the  time  the  plans  are  in- 
stalled, without  sacrificing  the  desirable  infla- 
tion hedge. 

Under  a money  purchase  pension,  your  asso- 
ciation, as  your  employer,  simply  chooses  a 
percentage  of  payroll  which  it  will  contribute 
each  year  to  the  trust.  A separate  account  is 
maintained  for  each  employee,  to  which  the 
association  contributes  this  fixed  percentage  of 
the  employee’s  pay.  The  return  to  you  upon 
retirement  is  not  fixed  or  limited  in  terms  of 
dollars,  but  is  based  on  the  results  of  the  ag- 
gregate contributions  to  your  account  and  its 
investment  performance. 

A profit  sharing  plan  operates  in  almost  the 
same  way  as  a money  purchase  pension,  ex- 
cept that  the  contributions  are  made  only  from 
profits,  and  no  fixed  percentage  of  payroll  need 
be  contributed  each  year.  Deductible  contribu- 
tions to  this  type  plan  cannot  exceed  15%  of 
your  covered  compensation  in  any  one  year, 
although  missed  contributions  may  be  “made 
up’’  in  a subsequent  year.  If  your  association 
adopts  both  a pension  and  a profit  sharing 
plan,  its  total  deductible  contribution  to  both 
plans  in  any  one  year  is  limited  to  25%  (30% 
if  a carryover  or  past  service  credit  is  being 
exercised)  of  the  covered  compensation.  All 
employer  contributions  to  these  plans  are  made 
with  before-tax  dollars.  The  investment  return 
on  these  untaxed  dollars  is  not  taxed  and  can 
be  used  to  compound  growth  in  value  of  your 
trust  without  tax  erosion.  Thus,  you  have  an 
opportunity  to  enjoy  a tax-deferred  pyramiding 
of  income. 

Any  of  these  three  types  of  plans  may  pro- 
vide for  contributions  or  benefits  “integrated” 
with  the  federal  social  security  program.  This 
is  permitted  because  the  federal  government 
wants  to  encourage  employers  to  enlarge  bene- 
fits available  under  the  social  security  program. 
Such  plans  are  known  as  “Social  Security  Inte- 
grated” plans,  and  they  can  provide  for  contri- 
butions or  benefits  based  only  on  earnings  in 
excess  of  selected  “base”  earnings,  or  for 


stepped-up  or  offsetting  of  coverage  on  earn- 
ings above  the  base.  The  practical  effect  of  an 
integrated  plan  is  to  provide  proportionately 
greater  benefits  or  contributions  for  the  more 
highly-paid  employees.  If  your  association 
adopts  more  than  one  plan,  only  one  plan  may 
be  integrated.  Numerous  other  IRS  rules  apply 
to  integrated  plans,  but  in  the  interest  of  space 
and  simplicity,  they  are  not  discussed  here. 

You  may  place  restrictions  on  the  associa- 
tion employees  which  must  be  met  before  they 
become  eligible  for  participation  in  your  retire- 
ment investment  program,  but  all  restrictions 
must  be  applied  uniformly  to  avoid  discrimina- 
tion in  favor  of  shareholder-employees.  For  ex- 
ample, you  may  place  certain  age  and  length 
of  service  requirements  on  all  employees  in  de- 
termining eligibility  for  participation.  The  vest- 
ing or  ripening  of  each  participant’s  absolute 
ownership  of  the  amount  in  his  individual  ac- 
count also  may  be  restrictive.  Your  plan  may 
provide  for  the  realization  of  vesting  in  partici- 
pants’ accounts  on  a graduated  basis  over  a 
period  of  years  of  service,  or  over  years  of  par- 
ticipation in  the  plan.  For  example,  a partici- 
pant’s interest  in  his  account  might  vest  10% 
for  each  year  of  service  cumulatively  until  it 
reaches  100%.  Any  employee  benefits  under  a 
profit  sharing  plan  which  are  forfeited  by  rea- 
son of  an  employee’s  termination  of  employ- 
ment before  they  become  fully  vested  will  be 
reallocated  to  the  accounts  of  the  remaining 
participants  in  the  plan.  On  the  other  hand, 
such  forfeitures  under  either  type  of  pension 
plan  are  used  to  reduce  the  employer’s  suc- 
ceeding year  contributions. 

With  respect  to  employees  having  partial  or 
fully  vested  status  who  terminate  employment 
prior  to  normal  retirement,  it  is  possible  to 
place  restrictions  on  the  timing  of  the  actual 
distribution  of  their  vested  account  assets.  If 
the  option  to  defer  such  distributions  does  not 
rest  with  your  association,  an  undesirable  re- 
sult may  be  that  the  availability  of  immediate 
distribution  may  encourage  employees  to  termi- 
nate employment  primarily  for  the  purpose  of 
drawing  out  the  cash  in  the  vested  portion  of 
their  retirement  plan  accounts. 

Another  important  area  of  plan  design  is  the 
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matter  of  employee  contributions.  Should  they 
be  compulsory?  Should  they  be  voluntary? 
Should  you  even  permit  them  at  all?  In  con- 
trast to  employer  contributions,  those  made  by 
employees  are  not  deductible.  Still,  such  con- 
tributions do  enjoy  tax-deferred  growth,  which 
is  why  most  employers  make  this  option  avail- 
able to  their  employees.  Employee  contribu- 
tions are  not  subject  to  vesting  schedules,  and 
therefore  are  immediately  vested  in  the  em- 
ployees. The  maximum  permissible  compulsory 
employee  contribution  to  all  plans  is  6%  of 
compensation,  and  the  maximum  voluntary 
contribution  is  10%  of  compensation  per  plan. 
An  attractive  feature  of  voluntary  contributions 
is  that  they  may  be  withdrawn  at  the  option 
of  the  employee,  up  to  the  aggregate  amount 
of  such  contributions. 

Your  plan  may  authorize  a participant  who 
has  become  eligible  to  receive  benefits  to  se- 
lect from  several  modes  of  distribution.  If  a 
lump  sum  distribution  is  not  elected,  a provi- 
sion permitting  retired  employees  or  other  dis- 
tributees to  exercise  investment  control  over 
their  distribution  account  might  be  attractive. 
With  this  kind  of  provision,  you  would  be  able 
to  control  the  investments  in  your  retirement 
distribution  account,  even  though  you  had  sold 
your  interest  in  the  association  and  retired. 
Modes  of  distribution  to  your  widow  or  other 
beneficiary,  and  investment  control  thereof 
could  be  specified  by  you  in  your  beneficiary 
designation. 

The  tax  savings  mechanics  of  your  qualified 
retirement  plan  may  be  summarized  as  follows: 

1.  The  contributions  by  the  employer  are 
fully  tax  deductible. 

2.  Employer  contributions,  when  made,  are 
not  taxable  as  current  income  to  the  partici- 
pating employees. 

3.  Accumulations  due  to  income  and  other 
gains  are  tax  exempt  to  the  trust  fund. 

4.  Lump  sum  distributions  to  employees  at 
retirement  time  are  taxed  partially  as  long-term 
capital  gains  and  partially  as  ordinary  income, 
but  under  a beneficial  seven-year  averaging 
formula. 

5.  If  lump  sum  distribution  is  not  elected  by 
the  retiring  employee,  lifetime  income  annuities 


and  equity-based  withdrawal  plans  may  be  ar- 
ranged with  the  trustee  and  taxed  to  the  retiree 
under  favorable  circumstances. 

6.  Death  benefits  and  undistributed  trust 
account  assets  attributable  to  employer  contri- 
butions which  are  payable  to  a named  bene- 
ficiary of  the  employee  pass  on  death  free  of 
federal  estate  taxation. 

Caution  must  be  exercised  to  avoid  having 
your  choice  of  funding  media  enter  into  the 
formulation  and  design  of  your  plan.  A properly 
designed  retirement  program  should  contem- 
plate an  unlimited  variety  of  funding  possibili- 
ties so  as  to  provide  compatibility  between 
plan  and  funding,  both  present  and  future.  The 
decision  to  select  from  such  investments  as 
mutual  funds,  variable  annuities,  fixed  annui- 
ties, insurance,  bank  trust  funds,  or  any  com- 
bination of  these  will  be  influenced  by  the  ex- 
periences and  investment  philosophies  of  the 
persons  involved  as  well  as  by  economic  con- 
ditions. 

Naturally,  the  type  of  retirement  program 
and  plan  provisions  you  select  for  your  profes- 
sional association  will  depend  upon  a number 
of  factors.  For  instance,  the  ages  and  intended 
retirement  dates  of  the  principals  in  your  situ- 
ation will  influence  your  selection.  The  science 
of  pension  and  profit  sharing  plan  design  and 
administration  is  one  of  the  most  demanding 
areas  of  federal  taxation.  It  demands  keeping 
up  to  the  minute  on  new  announcements,  rul- 
ings and  techniques,  and  even  speeches  of  gov- 
ernment personnel.  The  recommendation  that 
you  seek  experienced,  expert,  and  unbiased 
advice  cannot  be  overemphasized. 

Likewise,  the  importance  of  expert  insurance 
planning  and  design  in  your  professional  asso- 
ciation cannot  be  overemphasized.  This  can  be 
illustrated  most  dramatically  by  pointing  out 
that  your  present  life  insurance  expenditures 
are  made  with  after-tax  dollars.  Thus,  if  you  are 
in  a 50%  tax  bracket,  you  must  earn  $2,000 
for  each  $1,000  you  pay  in  life  insurance  pre- 
miums. It  stands  to  reason  then,  that  if  you  can 
relieve  your  after-tax  income  of  this  obligation, 
or  any  portion  of  it,  you  will  have  that  many 
more  dollars  to  spend  elsewhere.  Your  associ- 
ation qualified  retirement  trust  may  purchase 
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permanent  life  insurance  for  you  with  the  de- 
ductible dollars  contributed  to  it  in  order  to 
fund  your  death  benefit,  and  thereby  relieve 
you  of  that  much  of  the  after-tax  premium 
obligations  you  are  now  carrying. 

Another  employee  fringe  benefit  in  the  realm 
of  life  insurance  is  that  your  association  may 
pay  the  premiums  for  group  term  life  insurance 
on  its  employees,  with  each  insured  employee 
naming  his  own  beneficiary.  The  premiums  on 
such  insurance  for  up  to  $50,000  coverage  are 
fully  deductible  by  the  association  and  not  tax- 
able income  to  the  employees.  The  cost  of  such 
insurance  for  coverage  in  excess  of  $50,000 
also  is  deductible  by  your  association,  but  a 
portion  of  the  premium  is  includable  in  your 
income  at  bargain  rates,  thanks  to  a govern- 
ment table  on  the  subject.  Under  Texas  law, 
as  in  many  other  states,  the  ownership  of  such 
group  term  insurance  now  may  be  assigned  by 
you  and  thereby  removed  from  your  estate  for 
federal  estate  tax  purposes.  “Incidental”  bene- 
fits granted  the  same  tax  treatment  include 
group  life  insurance  of  not  more  than  $2,000 
for  the  employee's  spouse  and  for  each  of  his 
children.  Premiums  paid  by  the  association  for 
disability  income  insurance  are  considered  the 
same  as  payments  for  life  and  health  insurance 
and  are  entitled  to  like  tax  treatment.  The  pre- 
miums are  not  currently  deductible  on  key  man 
and  buy-sell  life  insurance.  But  there  are  poten- 
tial tax  advantages  in  having  your  association 
own  these  policies  and  pay  the  premiums, 
because  the  premiums  are  paid  from  dollars 
taxed  at  the  corporate  tax  rates,  as  opposed  to 
the  usually  higher  individual  tax  rates. 

In  sharp  contrast  to  the  unyielding  require- 
ment of  uniform  treatment  of  all  employees  in 
qualified  retirement  plans,  your  association 
may  be  selective  in  its  coverage  of  employees 
under  its  medical  and  sick-pay  plan.  Your  asso- 
ciation need  merely  adopt  a formal  plan  where- 
under  disability  income  and  medical  expense 
payments  will  be  made  either  to  or  on  behalf 
of  employees  covered  by  the  plan.  Courts  have 
upheld  such  plans  covering  only  full-time  offi- 
cers to  the  exclusion  of  other  employees  of  the 
corporate  entity.  Such  plans  may  cover  all  med- 
ical, hospitalization,  dental,  and  drug  expenses 


of  the  covered  employees.  All  costs  paid  by  the 
association  under  such  plans  are  fully  deducti- 
ble by  the  association  and  not  taxable  income 
to  the  employees.  This  benefit  is  dramatically 
superior  to  the  situation  where  you,  as  an  indi- 
vidual, pay  premiums  on  health  and  accident 
insurance  policies  which  provide  for  medical 
expense  reimbursement  and  only  one-half  your 
premiums,  up  to  a maximum  of  $150  per  year, 
are  fully  deductible.  The  balance  is  added  to 
your  itemized  medical  expenses  and  is  subject 
to  the  limitation  that  you  may  deduct  only 
those  medical  expenses  in  excess  of  3%  of 
your  adjusted  gross  income.  The  practical  re- 
sult of  this  limitation  has  been  that  physicians 
with  high  incomes  cannot  deduct  such  expens- 
es. The  association’s  attorney  should  exercise 
great  care  in  preparing  a plan  of  this  type  to 
obtain  the  maximum  benefits  available. 

Your  association  also  may  provide  death 
benefits  payable  to  your  widow  or  other  bene- 
ficiary. Amounts  up  to  $5,000  are  deductible 
by  your  association  and  are  received  income 
tax  free  by  the  beneficiary.  This  benefit  need 
not  apply  to  all  employees  and  your  association 
may  select  those  eligible  for  it. 

Tax  Reasons  Other  Than  Employee  Fringe 
Benefits:  Corporate  tax  rates  are  considerably 
lower  than  individual  tax  rates.  For  example, 
the  association  pays  tax  in  a 22%  bracket 
on  all  its  income  up  to  $25,000.  An  individ- 
ual reaches  the  22%  bracket  with  income  of 
$4,000  if  single;  $8,000  if  married.  It  follows 
that  if  you  need  to  accumulate  money  for  ex- 
pansion of  your  office,  remodeling,  acquiring 
new  equipment,  or  adding  additional  person- 
nel, it  is  cheaper  to  accumulate  such  funds  in 
the  22%  bracket  than  in  the  50%  or  60% 
bracket. 

Other  tax  advantages  in  corporate  operation 
include:  (1)  Any  gain  which  you  might  realize 
from  the  disposition  of  your  capital  stock  inter- 
est in  the  association  would  be  taxed  at  favor- 
able capital  gain  rates  rather  than  at  ordinary 
income  rates.  (2)  Upon  formation  of  the  asso- 
ciation, you  also  have  the  option  of  choosing 
a new  fiscal  year  for  the  corporate  entity.  It 
may  be  chosen  to  coincide  with  the  normal 
business  year  cycle  of  the  association,  or  on 
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any  other  basis,  without  prerequisite  permis- 
sion from  the  IRS,  and  may  be  used  most 
effectively  in  controlling  your  individual  taxable 
income  since  you  are  taxed  as  a calendar-year, 
cash-basis  taxpayer. 

Other  Reasons:  When  your  business  is  con- 
ducted as  a corporate  entity,  predetermined 
salaries  place  its  cash  requirements  on  a more 
level  plane.  Large,  sporadic  partnership  draws 
should  not  occur  to  throw  the  association  into 
a cash-shy  position.  The  association  would  be 
in  a better  position  to  budget  its  business  ex- 
penditures, just  as  you  would  be  in  a better 
position  to  budget  your  family  expenditures. 
Assuming  that  you  had  less  than  $200  annual 
income  outside  of  your  salary,  you  would  not 
have  to  file  quarterly  income  estimates  and 
tax  payments  because  the  income  taxes  on 
your  salary  would  be  withheld  at  the  time  of 
payment.  Since  most,  if  not  all,  of  your  income 
taxes  would  already  be  paid,  you  would  be  re- 
lieved of  having  to  scurry  around  for  the  money 
to  pay  quarterly  estimated  taxes  plus  the  addi- 
tional taxes  due  every  April  15. 

A liberal  employee  fringe  benefits  program 
should  make  it  easier  to  recruit  and  retain  pro- 
fessional and  nonprofessional  employees.  More- 
over, being  an  employee  of  your  medical  asso- 
ciation should  lift  your  morale  and  that  of  the 
association’s  other  employees  in  other  ways. 
When  you  get  up  at  5 am  to  be  in  surgery  at 
6:30  am,  you  might  be  cheered  by  the  knowl- 
edge that  you  are  no  longer  working  for  35-  to 
45-cent  dollars.  You  would  be  relieved  of  the 
stress  and  worry  of  providing  (with  after-tax 
dollars)  the  things  now  being  furnished  to  you 
as  employee  fringe  benefits,  as  well  as  a re- 
spectable retirement,  and  you  would  be  better 
able  to  concentrate  on  continuing  your  educa- 
tion and  giving  your  patients  the  best  care  pos- 
sible. You  should  not  feel  compelled  to  take 
time  away  from  your  practice  to  plan  your  in- 
vestment program  with  after-tax  dollars.  You 
will  not  feel  compelled  to  work  all  of  your  life, 
but  will  be  encouraged  to  retire  early  enough 
to  enjoy  yourself,  your  wife,  and  your  grand- 
children. Moreover,  the  other  professionals  in 
your  association  will  realize  that  they  will  not 


have  to  wait  until  the  older  members  die  before 
they  progress  in  the  association. 

The  association  offers  you  a cleaner  estate 
picture.  The  value  of  an  unincorporated  prac- 
tice normally  dies  with  the  physician.  As  a 
member  of  a medical  association,  the  “going 
concern”  value  of  your  practice  is  not  lost. 
Those  who  follow  you  may  have  the  benefit  of 
your  momentum.  Likewise,  the  buy  and  sell 
agreement  between  you  and  your  association 
and  other  associates  turns  all  of  the  intangibles 
of  a thriving  medical  practice  into  real  dollars. 
The  resulting  ease  to  your  widow  and  other 
members  of  your  family  is  of  prime  importance. 
Another  beneficial  incident  of  the  buy-sell  situ- 
ation is  that  it  causes  the  least  inconvenience 
to  your  patients  and  associates  who,  otherwise, 
would  have  to  approach  your  widow  to  obtain 
patients’  medical  files  and  records. 

Other  Considerations:  From  a strictly  legal 
and  historical  point  of  view,  the  corporate 
entity  is  a creature  of  statutory  law  which 
exists  by  the  grace  of  the  state.  The  corporate 
or  association  charter  is  evidence  that  such 
entities  are  legal  fictions.  The  IRS  regulations 
require  that  the  following  characteristics  of  a 
corporate  entity  be  present:  (1)  a composition 
of  associates  whose  purpose  is  to  carry  on  a 
business  and  share  in  the  profits;  (2)  central- 
ized management;  (3)  continuity  of  life;  (4)  lim- 
ited liability;  and  (5)  free  transferability  of  own- 
ership interests.  The  IRS  takes  the  view  that 
the  more  of  these  characteristics  your  associ- 
ation has,  the  closer  it  is  to  corporate  tax  treat- 
ment. With  the  exception  of  the  first  charac- 
teristic, the  Texas  Professional  Association  Act 
provides  a substantial  part  or  all  of  the  remain- 
ing characteristics,  if  you  conscientiously  prac- 
tice them.  The  first  characteristic  is  not  provid- 
ed in  the  Act  because  it  permits  one  or  more 
physicians  to  form  a professional  association. 
Since  such  an  association  is  a creature  of  stat- 
ute, some  tax  practitioners  believe  that  it  could 
be  argued  that  an  association  composed  even 
of  only  one  member  should  be  granted  corpor- 
ate tax  treatment  because,  in  accordance  with 
the  criteria  recognized  in  IRS  ruling  70-101,  it 
is  a corporate-type  entity  formed  pursuant  to 
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state  law.  However,  the  structural  requirements 
of  the  Texas  Professional  Association  Act  clearly 
bring  the  association  composed  of  two  or  more 
physicians  much  closer  to  meeting  IRS  require- 
ments. 

This  should  not  be  construed  to  mean  that 
the  IRS  would  not  look  for  other  evidence  that 
the  traditional  corporate  characteristics  are 
present.  It  would  look  at  your  method  of  con- 
ducting the  association  practice  as  a corporate 
entity.  The  association  should  act  conspicuous- 
ly in  every  possible  way,  as  would  a corporation 
of  any  other  type.  For  example,  the  associa- 
tion’s name  should  appear  on  its  letterheads 
and  billheads,  envelopes,  checking  account, 
building  directory,  professional  listings,  and 
other  indicia  of  corporate  endeavor.  Regular 
shareholders  and  board  of  directors  meetings 
must  be  held  and  detailed  minutes  must  be 
kept  by  the  association.  Employment  contracts 
should  be  drawn  and  executed  between  the 
corporation  and  each  professional  employee, 
setting  out  specifically  all  of  the  proper  ele- 
ments of  such  contracts.  This  corroborates  the 
arm’s-length  dealing  between  the  shareholder- 
officer-employee  and  the  separate  corporate 
entity,  the  association. 

The  Texas  Act  prohibits  the  ownership  of 
medical  association  stock  by  anyone  other  than 
a licensed  physician.  Therefore,  stock  purchase 
and  redemption  agreements,  commonly  known 
as  “buy-sell  agreements,’’  should  be  imple- 
mented to  provide  for  the  disposition  of  the 
capital  stock,  just  as  is  done  in  any  other  close- 
ly held  corporation.  A practical  benefit  of  such 
an  agreement  is  that  it  renders  the  death,  de- 
parture, or  retirement  of  a principal  much  less 
traumatic  for  the  business  entity,  and  it  pro- 
vides the  estate  of  a deceased  shareholder  ad- 
ditional liquidity. 

You  may  not  feel  that  you  are  suited  or 
amenable  to  the  formality  required  in  conduct- 
ing your  medical  practice  as  a corporate  entity. 
Corporate  practice  might  not  suit  some  physi- 
cians under  any  circumstances.  Most,  however, 
are  willing  to  give  the  idea  considerable  thought 
when  they  are  shown  the  tax  savings  that 
accrue  from  operating  in  this  manner,  and 
when  they  see  the  extra  mileage  they  can  get 


from  the  same  dollars  they  are  expending  such 
great  effort  to  earn.  There  is  no  specific  income 
level  at  which  the  professional  who  practices 
as  an  individual  or  partner  can  arbitrarily  deter- 
mine that  he  should  begin  practicing  in  the  cor- 
porate form.  This  decision  must  be  made  after 
carefully  considering  all  the  relevant  tax  and 
nontax  factors. 

Possible  problem  areas  should  be  weighed 
before  setting  up  the  medical  association. 
Sometimes,  a group  of  professionals  organizing 
a medical  association  have  difficulty  agreeing 
on  the  terms  and  conditions  of  their  joint  retire- 
ment program.  In  the  smaller,  nonclinic-type 
atmosphere,  there  is  some  exposure  to  the  per- 
sonal holding  company  tax,  which  is  quite  oner- 
ous. However,  this  exposure  can  be  minimized 
by  holding  the  corporate  profit  to  a minimum, 
because  the  tax  applies  only  to  the  profit  on 
the  bottom  line.  For  similar  reasons,  excess 
accumulation  of  earnings  in  the  association 
should  not  be  permitted.  All  of  such  accumu- 
lated earnings  in  excess  of  $100,000,  if  accu- 
mulated to  avoid  tax  on  the  shareholders,  are 
subject  to  heavy  taxation.  This  problem,  too, 
may  be  eliminated  by  finely  tuning  the  salary 
and  fringe  benefit  structure  with  a view  toward 
holding  corporate  profits  to  a minimum.  Fin- 
ally, since  a great  deal  of  the  cash  basis  asso- 
ciation’s assets  (primarily  accounts  receivable) 
would  have  accumulated  without  the  burden 
of  taxation,  adverse  tax  consequences  might 
result  in  the  liquidation  of  a corporation  if  it  is 
not  handled  with  skill  and  expertise. 

Future  Outlook:  Reading  crystal  balls  is  not 
a talent  claimed  by  either  of  us.  While  the  fu- 
ture for  the  Texas  professional  association  is 
conjectural,  it  should  be  considered.  In  recent 
interviews.  Treasury  officials  have  indicated 
that  they  are  drafting  new  regulations  pertain- 
ing to  pension  and  profit-sharing  plans  for  the 
professional.  Historically,  however,  we  find  that 
fundamental  changes  in  the  applicable  law  in 
this  area  have  come  from  Congress.  Let  us 
remember  that  it  took  11  years  for  Congress 
to  pass  the  first — and  very  much  watered- 
down — Keogh  Act,  which  provided  such  insig- 
nificant and  restrictive  tax  benefits  that  Con- 
gress then  had  to  amend  and  improve  it  to 
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encourage  professionals  to  utilize  it.  Treasury 
officials  now  publicly  recognize  the  unconscion- 
able discrimination  being  inflicted  on  self-em- 
ployed professionals,  particularly  in  the  pension 
and  profit-sharing  plan  area.  They  say  that  they 
are  going  to  recommend  legislation  intended  to 
narrow  or  eliminate  the  enormous  gap  in  bene- 
fits which  exists  between  self-employed  retire- 
ment plans  and  corporate  retirement  plans. 
How  “narrow”  it  will  be  is  anybody’s  guess. 
How  they  could  eliminate  or  lessen  the  gap 
without  alienating  the  organized  labor  move- 
ment is  a political  question  you  may  answer 
for  yourself.  The  former  regulations  distinguish- 
ing and  discriminating  between  professional 
corporations  and  other  type  corporations  were 
struck  down  by  court  after  court.  It  was  only 
after  these  losses  that  the  IRS  made  the  con- 
cessions announced  in  Revenue  Ruling  70-101. 
Now,  Treasury  officials  have  indicated  that  they 
would  like  to  propose  new  regulations  distin- 
guishing between  two  broadly  classified  types 
of  corporations:  professional  and  other  closely 
held  corporations  or  organizations  on  the  one 
hand,  and  large  publicly  held  corporations  on 
the  other.  It  does  not  take  much  imagination 
to  guess  the  direction  in  which  the  tighter  re- 
strictions will  be  aimed. 

We  believe  that  the  type  of  fundamental 
changes  necessary  in  this  area  must  come  from 
Congress,  and  not  from  new  restrictive  regula- 
tions arbitrarily  issued  by  the  Treasury  Depart- 
ment. Just  how  long  it  will  take  Congress  to 
act,  if  it  does  act,  on  the  Treasury's  legislative 
proposals,  if  ever  made,  is  uncertain.  The  form 
and  the  extent  of  the  proposed  legislation,  not 
yet  formulated,  also  are  speculative  matters. 
The  historical  pattern  is,  however,  that  such 
changes  never  have  been  retroactive  to  closed 
years,  and  that  you  would  not  be  required  to 
pull  out  money  already  sheltered  under  present 
law.  Then,  too,  the  Treasury  proposals  still  pay 
no  attention  to  other  tax  and  business  advan- 
tages of  conducting  your  medical  practice  in 
corporate  form.  If  anything  may  be  predicted 
about  the  future  of  qualifying  corporate  retire- 
ment programs,  it  is  that  the  IRS  will  become 
more  and  more  restrictive  in  what  it  will  ap- 
prove. The  lesson  seems  to  be  that  the  faster 


one  moves  in  this  area  of  endeavor,  the  more 
he  may  shelter  under  the  administrative  and 
statutory  rules  that  exist  today. 

Leonard  B.  Tatar,  JD,  Houston; 

A.  Eugene  McCain,  President,  American  Pension 
Investments,  Inc.,  Oklahoma  City. 

Copyright  by  the  authors,  1970. 
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Stand  on  Immunizations  Clarified 

In  the  news  report  of  the  January  Conference 
on  Legislation  in  the  February  1971  Texas 
Medicine  (an  excellent  issue,  by  the  way), 
the  text  on  page  103  states  that  I “advised 
the  audience  of  TMA’s  support  for  man- 
datory immunizations  for  preschool- 
age  children.” 

More  properly  the  thrust  of  my  remarks 
was  that  TMA  would  support  legislation 
for  mandatory  immunizations  for  school 
entry  requirements.  I deplored  the  fact 
that  this  was  necessary,  and  called  for 
renewed  emphasis  on  “baby  shots”  or 
“infant  immunizations”  rather  than  the 
outmoded  and  dangerous  concept  of 
“school  shots,”  which  contributes  to 
parental  delay  in  protecting  children. 

At  any  rate,  I did  enjoy  the  issue,  especially 
the  editorial  about  the  family  practice 
residency  at  Waco,  as  well  as  the  infor- 
mation about  the  Woman’s  Auxiliary  and 
Mrs.  Martha  James. 

Sincerely, 

Sam  A.  Nixon,  MD,  Floresville. 
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TepanilTen 

■ (continuous 


release  form) 


(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
. less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  In  emotionolly  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 

! Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
in  relotively  low  incidence.  As  Is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


end  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
voscu/ar  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
orrhythmia,  palpitation,  and  Increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  o healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gosfrointesffna/  effects  such  as  diarrhea, 
constipation,  nousea,  vomiting,  and  obdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  comploinfs  such  as  dry 
mouth,  heodoche,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
doily,  swollowed  whole.  In  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u.s  patent  no.  3.001,910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  while,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/Ad- 
verse  Reactions:  Aminophylline  may  produce  Intestinal  cromps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-elfects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


NOTE;  'fhe  high  therapait^^lliMjBk 
bJ  Tromaaie  pamits  t!s  ai/»muuefilee|^H 
Uaji  in  desagg 

smooth  musdx  tpesm  pramptlym^^ 
dOO  dosage  usutJ^  s'teits  a 
’^lapeulic  bland  Isol'I.  Itt  eedvcittg 
dosage  after  TsUef,  iengihenti^ 
tirns  l-i'iifesa  dase^  raikM  than 
' the  recorramn^  doseys  peeferidSa^^^^ 
Thc  'prmrf’t  dhrct  a^on  Scoari*" 
consdnmmss  of  the  fir  si-  suggestinn^  -"ff 
return  ef  symptom  . . . ‘mpsidf  fe  duse 
spacing  and  to  delerrsini^  u’hert  treat- 
ment h compute.  A prmtmption  for 
twel^  or  sixtmL  4G0  I/Meir  will 
usually  correct  spasm  and  leatie 
iaUttf for  a reserve. 


TROCINATF 

Brand  THIPHENAMIL  HCl 

400  mg. /1 00  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  ...  the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILI.IAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 
ter.i  rff  Tf/A/ea/.  r 


Change  Is  Inevitable: 

TMA  Can  Influence  Its  Course 


This  is  the  last  of  my  President’s 
Pages ! It  was  difficult  to  fill 
the  first  few;  now,  the  hardest 
task  is  to  stay  within  its  limits. 

First,  1 think  the  Texas  Medical 
Association  remains  the  finest 
and  strongest  of  any  state  associa- 
tion. This  is  due  first,  in  large 
part,  to  the  percentage  of  licensed 
practitioners  holding  mem- 
bership; second,  to  its  active 
House  of  Delegates,  boards,  councils, 
and  committees;  and  third,  to 
the  number  who  belong  to  the 
AMA  and  to  our  strong  delegation 
to  AMA.  I must  point  out  that 
our  state  organization  would  not 
be  so  successful  if  it  were  not 
for  our  headquarters  staff, 
led  by  C.  Lincoln  Williston. 

I leave  this  office  with  a great 
deal  more  knowledge  than  I had  on 
assuming  it.  It  has  taken  me 
ten  months  to  become  “educated,” 
and  I pledge  to  you  that  I will 
use  this  knowledge  gained  to 
further  the  aims  of  this  Associa- 
tion, as  my  predecessors  have  done. 

That  there  will  be  some  form 
of  national  health  insurance  is,  in 
my  opinion,  inevitable;  its  form  is 
unpredictable.  President  Nixon’s 
plan  is  probably  the  most  expedi- 
ent, politically,  being  a com- 
promise between  the  Reuther- 
Kennedy  plan  and  the  AMA 
AmeriCredit  plan.  It  is  doubtful 
that  any  plan  will  be  adopted 
before  the  1972  Presidential 
election. 

Also,  I think  that  some  form  of 
peer  review  will  be  forced  upon 
us.  What  form  this  will  take 
depends  upon  the  pressures  we 
place  upon  our  legislators  as  per 
instructions  from  our  strong 
Council  on  Medical  Jurisprudence. 

That  trends  in  medical  educa- 
tion to  bring  more  students 
toward  performing  a life’s  work  as 
“people-doctors”  will  increase 
rapidly  is  also  inevitable.  It  is  no 
fault  of  practicing  physicians 
that  during  the  past  10  to  20 
years  medical  schools  have  educated 
more  teacher-researchers  than 
practicing  physicians.  Practicing 


physicians,  medical  educators, 
legislators,  and  the  public 
have  come  to  realize  the  terrific 
expense  of  educating  physicians; 
surely,  those  whose  taxes  sup- 
port this  education  should  have 
some  direct  benefits  from  those  who 
receive  it.  The  motivation  of 
applicants  should  play  as  great 
a part  as  grades  in  determining 
who  should  enter  medical  schools. 

All  of  these  plus  many  other 
important  and  even  critical 
subjects  could  fill  many  more 
President’s  Pages.  An  outstanding, 
dynamic,  capable  family  physi- 
cian, Dr.  James  H.  Sammons, 
will  fill  these  pages  for  the  next 
12  issues.  I wish  him  well,  as 
I wish  the  entire  organization 
of  medicine  well,  for  we  all  stand 
to  sink  or  survive  as  a viable 
profession  with  it. 

Thank  you  for  the  honor  of 
allowing  me  to  serve  as  your 
President.  It  has  been  a challenging 
and  entirely  enjoyable  year,  and 
while  work  and  travel  were 
necessary  at  times,  I found  this 
to  be  compatible  with  the  life 
and  work  of  a solo  practitioner. 


I m .)  , 

Walter  Walthall,  MD,  President, 
Texas  Medical  Association. 


FAMILY  VACATION 

IN  ESTES  PARK,  COLORADO 


Lane  Guest  Ranch  is  located  in  one  of  the  most 
beautiful  mountain  areas  on  this  continent 
(we’ll  send  you  pictures  to  prove  it).  Ideal  tem- 
peratures— high  70’s  during  the  day.  Western 
lodge  for  dining,  dancing,  and  recreation.  Heat- 
ed outdoor  swimming  pool,  sundeck,  chaise 
lounges — perfect  for  snoozing,  refreshments 
served  at  poolside,  fine  horses  with  thousands 
acres  for  riding,  packtrips  to  high  mountain 
lakes,  children’s  counselors,  trout  fishing,  bil- 
liards, ping  pong,  rifle,  archery  and  skeet 
ranges,  excellent  18-hole  golf  course  nearby, 
special  teenage  program,  nightly  entertainment, 
bottle  bar,  library,  movies,  and  campfires.  Our 
deluxe  units  are  comfortably  furnished,  fully 


carpeted,  accommodate  from  2 to  6,  daily  maid 
service,  with  beautiful  views  of  the  highest 
mountains  of  Rocky  Mountain  National  Park. 
Our  American  and  European  trained  chef  serves 
fine,  full  course  dinners,  and  you  can  enjoy  your 
choice  of  breakfast  served  out  in  the  sunshine 
on  our  patio  or  in  our  dining  room.  Family 
Package  Plan  includes  7 days  and  6 nights  ac- 
commodations, evening  dinner  and  breakfast 
each  day,  and  all  activities  including  free  horse- 
back riding  $105.00  (children  $85.00).  Daily 
rates.  Please  write  Lloyd  Lane,  P.  0.  Box 
1766TM,  Estes  Park,  Colorado  80517  for  bro- 
chure. 


Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  StalnlaM 
Steal  Polish 
cleans,  and  pra- 
sarves  with 
superior  results 
—ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


EitablUhed  Over  40  Yeare 

Please  visit  our  TMA  Booth  No.  73,  Houston,  May  6-8,  1971. 


Faetory  Direct  Selee 
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TEXAS  MEDICINE 


crotruJir 


For  quick  relief  of 

G.L  cramping  and  diarrhea 


■ pleasant-tasting  creamy-white  suspension 

■ contains  paregoric  (equivalent) 

■ controls  diarrhea  and  colicky  cramps 

■ effective  for  all  ages  down  to 
one  year 

Supplied  in  bottles  of  4 and  8 fluid  ounces. 

Contains  opium  ( 14  grain)  1 5 mg.  per  fluid  ounce. 

Warning:  May  be  habit  forming. 

Each  fluid  ounce  contains:  Paregoric  (equivalent) 

( 1 fl.  dram)  3.7  ml.;  Pectin  (214  grains)  1 62  mg.; 

Kaolin  (85  grains)  5.5  g.;  Alcohol  0.  69% . 

Your  Rorer  representative  will  call  on  you 
soon  with  an  ample  supply  of  Parepectolin® 
samples  to  meet  your  needs. 


WILLIAM  H.  RORER,  lINC. 

Fort  Washington,  Pa.  19034 
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Someone 

acutely  ill 


needs 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


MEDICENTER 

' AMCRK 

nice  Place  to  §et  Well 

Medicenter  of  America  / Arlington  • Corpus  Christ!  • El  Paso  • Fort  Worth,  Texas 
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The  hi^  cost 

of  living. 

There’s  no  place  in  a hospital 
that’s  as  expensive  as  intensive  care. 
You’re  surrounded  by  thousands  of 
dollars  worth  of  equipment,  machines, 
and  highly  dedicated  people. 

All  working  to  save  your  life. 

Blue  Cross  and  Blue  Shield 
is  concerned  about  the  high  cost  of 
living.  We  feel  you  shouldn’t  have  to 
think  twice  about  it. 

True,  your  cost  of  living  might 
be  high  in  intensive  care. 

But  Blue  Cross  and  Blue  Shield 
can  help  you  afford  it.  Because  no  one 
wants  the  alternative. 

# BLUE  CROSS*  ^ BLUE  SHIELD*^ 

People  helping  people. 


■ 


® American  Hospital  Association 
^National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


Some  people  think  so.  Granted,  death  is 
still  a sure  thing.  But  that’s  not  quite  the 
case  with  taxes. 


• THE  PROFIT-SHARING  PLAN  for  self- 
employed  persons 

• THE  SUPER  PLAN  for  large  partner- 


Since  the  passage  of  the  Keogh  Act,  and 
with  recent  court  decisions  favoring  the 
professional  corporation,  self  - employed, 
business  and  professional  people  can  now 
find  refuge  for  their  retirement  and  profit- 
sharing  dollars  in  a variety  of  tax-sheltered 
plans. 

Yet  many  of  these  plans  are  stereotyped 
and  inflexible.  Often,  they  barely  hold  the 
line  against  inflation. 


ships 

• THE  MULTIPLAN  for  corporations 

• THE  VARIPLAN  for  corporations 

All  four  allow  you  a choice  of  mutual 
fund  investments.  You  are  not  limited  solely 
to  any  parent  fund.  Optional  “split-funding” 
with  insurance  and/or  annuities  extends 
further  diversification.  Low-cost  trusteeship 
is  provided  by  The  First  National  Bank  of 
Oklahoma  City,  or  the  bank  of  your  choice. 


American  Pension  Investments,  Inc.  can- 
not promise  growth.  (It’s  against  the  rules.) 
But  we  can  promise  you  a choice  of  in- 
dividualized, respons/Ve  plans. 

Choose  from  four  IRS-approved 
prototypes 

With  one  of  our  approved  prototypes, 
your  retirement  and  profit-sharing  dollars 
are  afforded  the  same  tax-sheltered  fea- 
tures of  conventional  plans.  There,  how- 
ever, the  similarity  ends. 

First  you  choose  the  one  best  suited  to 
your  particular  needs: 


Flexibility  is  another  big  PLUS.  These 
plans  provide  for  a wide  variety  of  pension 
and  profit  sharing  formulas.  Both  the  Multi- 
plan and  the  Variplan  offer  real  estate  and 
other  investment  opportunities.  All  four 
plans  permit  the  tailoring  of  portfolios  to 
reflect  individual  investment  objectives  — 
both  present  and  future. 

What’s  best  for  you? 

That  all  depends  on  you.  Your  income. 
Your  needs.  Your  aspirations.  To  find  out, 
contact  a Registered  Representative  from 
A.P.I.  today.  He  can  help  you  determine 
what’s  best. 


For  more  information,  ask  your  insurance  or  investment  counseior  to  contact 


AMERICAN  PENSION  INVESTMENTS,  INC. 

421  Northwest  13th  Street — Oklahoma  City,  Okla.  73103 

Phone:  (405)  232-5281 


TEXAS  MEDICAL  ASSOCIATION 

MEDITERRANEAN  ADVENTURE 

AIR/SEA  CRUISE 

DEPARTING  DALLAS  AND  HOUSTON  ON  OCTOBER  13,  1971 


DISCOVER  THE  GREAT  CLASSICAL  SITES 
OF  THE  MEDITERRANEAN  AND  GREEK  ISLES. 


Send  to:  TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 


Enclosed  is  my  check  for  $ _ 
{$100  per  personas  deposit.) 


Name 


Exclusive  Mediterranean  Adventure  Features: 

• Direct  flights  via  chartered  private  jets. 

• First  class  luxury  on  the  chartered  Cunard 
cruise  liner  CARMANIA. 

• Total  passengers  limited  to  much  less  than 
ship  capacity. 

• All  meals  of  the  finest  international  cuisine. 

• Generous  70  pound  baggage  allowance. 

• Expedited  Customs  formalities. 

• Daily  optional  shore  excursions. 

• Duty  free  shopping  on  board  and  ashore. 

• Never  any  regimentation— do  as  you  please. 


Our  Mediterranean  Adventure  will  be  an  un- 
forgettable holiday.  Cruise  to  the  French 
Riviera,  Naples,  Sicily,  Malta,  Turkey,  the  Greek 
Isles  and  Athens.  Prices  start  from  $895.  Space 
is  strictly  limited.  We  urge  you  to  complete 
the  reservation  form  below  and  mail  it  to  us 
today! 


Home  Address 


City  State  Zip  Code 

□ Please  send  full  color  brochure. 


Phone 


Ortho-Novum  1 /50n  21  is  for  people. 

People  who  want  no  more  hormonal  activity  than 
is  needed  for  effective  contraception  — 

50  meg  of  mestranol  and  1 mg  of  norethindrone. 

People  who  want  a pill  to  stay  with  — like  the 
1,719  patients  on  Ortho-Novum  1 /50n21  in  a 
controlled  study.  Of  these,  only  2.3%  dropped 
out  for  drug-related  reasons.^ 


People  who  appreciate  / ^ 


the  unique  qualities  of 
the  Dialpak-^—theTablet 
Dispenser  preferred 
by  an  overwhelming 
majority  of  women.^ 

People  who  like  the 
simplicity  of  the  21 -day 
regimen ...  5 weeks  on, 
1 week  off. 


Yes,  Ortho-Novum  1/ 50b  21  is  for  people.  That’s 
why  people  are  for  Ortho-Novum  1 / 50  n21. 


1.  Data  on  file,  Ortho  Research  Foundation,  Raritan,  N.  J.,  2.  Oral  Contraceptive 
Packaging  Test,  Suburban  Research  Associates,  Ridgewood,  N.  J.,  June  1970. 

0rtho-Novuml/50°2l 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone 
and  0.05  mg  mestranol 


•TRAOCMARK 


See  next  page  for  prescribing  infornialion. 


Ortho-Novuml/50°2I 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone  and  0.05  mg  mestranol 


PRESCRIBING  INFORMATION 


DESCRIPTION:  Each  ORTHO-NOVUM  1/50D21  Tablet  contains  1 mg  of  the 
potent  progestational  substance,  norethindrone (17  a/pba-ethinyl-17-hydroxy- 
4-estren-3-one)  together  with  0.05  mg  of  the  estrogenic  com  pound,  mestranol 
(ethinyl  estradiol  S-methyl  ether). 

SPECIAL  NOTE:  Oral  contraceptives  have  been  marketed  In  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than 
that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  the  studies  conducted  in 
both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  ele- 
vated blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long  term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
neither  be  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

INDICATION:  Contraception. 

CONTRAINDICATIONS:  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions. 

2.  Markedly  impaired  liver  function. 

3.  Known  or  suspected  carcinoma  of  the  breast. 

4.  Known  or  suspected  estrogen  dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital  bleeding. 

WARNINGS:  1.  The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombofic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmo- 
nary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  in  Great  Britain'-^  leading  to  this  conclusion, 
and  one*'  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembo- 
lism in  the  study  by  Vessey  and  DoIR  was  about  sevenfold,  while  Sartwell  and 
associafes  in  fhe  United  States  found  a relafive  risk  of  4.4,  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease  with- 
out evident  cause  as  non-users.  The  American  study  also  indicated  that  the 
risk  did  not  persist  after  discontinuation  of  administration,  and  that  it  was 
not  enhanced  by  long  continued  administration.  The  American  study  was 
not  designed  to  evaluate  a difference  between  products.  However,  the  study 
suggested  that  there  might  be  an  increased  risk  of  thromboembolic  disease 
in  users  of  sequential  products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable. 

2.  Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn. 

3.  Since  the  safety  of  ORTHO-NOVUM  l/50n21  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed  two 
consecutive  periods,  pregnancy  should  be  ruled  out  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule,  the  possibility  of  pregnancy  should  be  considered  at  the  time  of 
the  first  missed  period. 

4.  A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long  range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

PRECAUTIONS:  1.  The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals. 

2.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  ORTHO-NOVUM  l/50a21.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  ORTHO-NOVUM  1/50d21,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  tor  two  months. 

3.  Under  the  influence  of  estrogen-progestogen  preparations,  pre-existing 
uterine  fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause  some  degree  of  fluid  retention,  condi- 
tions which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

5.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vagi- 
nam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed- 
ing per  vaginam,  adequate  diagnostic  measures  are  indicated. 

6.  Patients  with  a history  of  psychic  depression  should  be  carefully  observed 
and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree. 


7.  Any  possible  influence  of  prolonged  ORTHO-NOVUM  l/50a21  therapy 
on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study. 

8.  A decrease  in  glucose  tolerance  has  been  observed  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
is  obscure.  Eor  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  ORTHO-NOVUM  l/50n21  therapy. 

9.  The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treat- 
ment with  ORTHO-NOVUM  l/50ci21  may  mask  the  onset  of  the  climacteric. 

10.  The  pathologist  should  be  advised  of  ORTHO-NOVUM  l/50a21  therapy 
when  relevant  specimens  are  submitted. 

11.  Susceptible  women  may  experience  an  increase  in  blood  pressure  follow- 
ing administration  of  contraceptive  steroids. 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRA- 
CEPTIVES: A statistically  significant  association  has  been  demonstrated  be- 
tween use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
Thrombophlebitis  Pulmonary  embolism  Cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions: 

Neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives: 


Edema 

Chloasma  or  Melasma 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Mental  depression 
Change  in  weight 
(increase  or  decrease) 


Nausea 
Vomiting 

Gastrointestinal  symptoms 
(such  as  abdominal 
cramps  and  bloating) 

Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Breast  changes:  tenderness,  enlargement  and  secretion 
Changes  in  cervical  erosion  and  cervical  secretions 
Suppression  of  lactation  when  given  immediately  post-partum 
Rise  in  blood  pressure  in  susceptible  individuals 

Although  the  following  adverse  reactions  have  been  reported  In  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 

Anovulation  post  treatment;  Premenstrual-like  syndrome;  Changes  in 
libido;  Changes  in  appetite;  Cystitis-like  syndrome;  Headache;  Nervousness; 
Dizziness;  Fatigue;  Backache;  Hirsutism;  Loss  of  scalp  hair;  Erythema  multi- 
forme; Erythema  nodosum;  Hemorrhagic  eruption;  Itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: 

Hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests; 

Coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX,  and  X; 
Thyroid  function:  increase  in  PBI,  and  butanol  extractable  protein  bound 
iodine  and  decrease  in  T^  uptake  values; 

Metyrapone  test;  Pregnanediol  determination. 

DOSAGE  AND  ADMINISTRATION:  The  dosage  of  ORTHO-NOVUM  1/50d21  for 
the  initial  cycle  of  therapy  is  one  tablet  administered  daily  from  the  5th 
through  the  25th  day  of  the  menstrual  cycle,  counting  the  first  day  of  men- 
strual flow  as  "Day  1”.  The  use  of  ORTHO-NOVUM  l/50a21  for  contracep- 
tion can  be  initiated  immediately  postpartum.  (If  ORTHO-NOVUM  l/50a21 
is  first  taken  later  than  the  fifth  day  of  the  first  menstrual  cycle  of  medica- 
tion or  postpartum,  contraceptive  reliance  should  not  be  placed  on  ORTHO- 
NOVUM  l/50a21  until  after  the  first  seven  consecutive  days  of  administra- 
tion. The  possibility  of  ovulation  and  conception  prior  to  initiation  of  medi- 
cation should  be  considered.)  For  subsequent  cycles,  no  tablets  are  taken 
for  7 days,  then  a new  course  is  started  of  one  tablet  a day  tor  21  days.  The 
dosage  regimen  then  continues  with  7 days  of  no  medication  followed  by 
21  days  of  medication,  instituting  a three  weeks  on,  one  week  off  dosage 
regimen. 

HOW  SUPPLIED:  ORTHO  NOVUM  l/50a21  Tablets  (as  yellow  unscored  tab- 
lets with  "Ortho"  and  "1"  debossed  on  each  side)  are  available  in  DIALPAK* 
Tablet  Dispenser  containing  21  tablets  and  DIALPAK  3-cycle  Tablet  Dis- 
penser containing  63  tablets  arranged  for  3 cycles  of  administration. 
REFERENCES:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thromboembolic  Disease.  J.  Coll.  Gen.  Pract.,  13:267-279,  1967,  2.  In- 
man, W.  H,  W.  and  Vessey,  M.  P.  Investigation  of  Deaths  from  Pulmonary  Coro- 
nary and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing 
Age,  Brit,  Med.  J.,  2:193-199,  1968.  3.  Vessey,  M.  P.  and  Doll,  R.  Investigation 
of  Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic  Dis- 
ease. A Further  Report,  Brit.  Med.  J.,  2:651-657,  1969,  4.  Sartwell,  P.  E.,  Masi, 
A.  T.,  Arthes,  F.  G.,  Greene,  G.  R.,  and  Smith,  H.  E.,  Thromboembolism  and 
Oral  Contraceptives:  An  Epidemiological  Case-Control  Study, 

Am.  J.  Epidem.  90:365-380,  (Nov.)  1969.  ‘trademark 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  maie. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 
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with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
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(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

dottles  of  100.  500,  1000. 
REFER  TO 
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HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext. {V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains : 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  SCO. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  laundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  TestoS' 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuna,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Referencao:  1.  Montesane,  P.,  and  Evangalltia.  I.  Methyltestosterone-thyroid  treatment  of  setual 
impotence.  Clin  Med  12  69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  Impotence. 
Gen  Prac  25.6,  1962.  4.  Heilman.  L..  Bradlow,  H.  L..  ZumoH,  B.,  Fuhushima.  D.  K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  j Clin  Endocr  19:936, 
1959.  S.  Farris.  E.  J..  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  €.  Osol,  A.,  and  Farrar,  C.  E.  United  States  Dispensatory  (ed.  25).  Lippincott.  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas.  Springfield. 

111.,  1959,  pp.  79-99. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Niciri’ 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


FAIR 


GOOD 


POOR 

CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

Double-Blind  Study  of  Cerebro-NIcin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,,  of 
’t  the  Amer.  Ger-  Soc.  June.  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole lOO  mg. 

Nicotinic  Acid ICO  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1 -Glutamic  Acid 50  mg. 

Niacinamide. 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REFER  JO 
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The  Burned 


Management  of  the  severely  burned  child  in  the 
Shriners  Burns  Institute,  Galveston  Unit,  is  pre- 
sented. Emphasis  is  on  the  manner  in  which  the 
child  differs  from  the  adult,  and  on  the  modifica- 
tion of  therapy  to  produce  effective  care.  Children 
have  very  thin  skin  and  shallow  dermal  appen- 
dages; their  surface  area.body  weight  ratio  is 
greatly  increased  over  that  of  the  adult;  they  have 
small  tracheal  lumens,  immature  glomerulotubular 
function,  and  labile  peripheral  circulation.  The 
child  has  a small  margin  of  safety,  consequently, 
therapy  must  be  more  exact  and  continuous  moni- 
toring is  required.  The  etiology  of  thermal  injury 
in  children  is  discussed,  as  is  therapy  for  the 
acute,  subacute,  grafting,  and  postgrafting  phases. 

MANAGEMENT  OF  THE  SEVERELY  burned  in- 
fant, or  child,  is  similar  to  that  of  the  burned 
adult.  However,  there  are  significant  anatomi- 
cal, physiological,  and  psychological  differenc- 
es in  children,  which  the  attending  physician 
should  keep  in  mind.  The  sick  child  does  not 
tolerate  rapid  changes  in  fluid  administration, 
environmental  temperature,  and  psychological 
environment.  The  critically  burned  infant  does 
not  have  the  margin  of  safety  that  adults  do; 
consequently,  successful  care  depends  on  con- 
stant attention  to  small  details  to  maintain  the 
child  in  as  stable  condition  as  possible.  This 
article  summarizes  the  management  of  burned 
children  in  the  Shriners  Burns  Institute,  Gal- 
veston Unit,  a 30-bed  research  hospital  organ- 
ized in  1963  by  the  Shriners  of  North  America. 
Etiology  of  Burns:  An  increased  incidence  of 
burns  in  children  compared  to  the  general  pop- 
ulation is  due  to  the  child’s  immaturity,  lack  of 
judgment,  and  innate  curiosity.  In  six  years, 
854  burned  children  were  admitted  to  the 
Shriners  Burns  Institute.  Their  ages  ranged 


from  4 weeks  to  15  years.  Boys  outnumbered 
girls  455  to  399  (Fig  1).  The  ratio  of  boys  to 
girls  was  about  1:1  until  age  9 years,  following 
which  the  ratio  was  3:1. 

The  most  common  cause  of  thermal  injury 
was  gasoline  or  other  volatile  liquids;  80%  of 
the  children  thus  burned  were  boys.  Frequent- 
ly, the  volatile  liquid  was  ignited  by  the  invisi- 
ble, forgotten  flame  of  the  gas  hot  water  heater 
which  is  located  near  the  floor.  The  second 
most  common  cause  of  burns  was  the  open, 
gas  space  heater,  and  80%  of  these  victims 
were  girls.  The  flame  usually  ignited  fluffy,  cot- 
ton clothing  and  this  resulted  in  severe  burns. 
The  third  most  common  cause  of  injury,  hot 
liquids,  involved  15%  of  the  patients.  Such  in- 
juries resulted  from  hot  bath  water  or  spilled 
hot  liquids  from  the  cooking  stove. 

When  clothing  was  associated  with  the  in- 
jury (56%),  the  severity  of  the  burn  wound 
was  much  greater.  The  articles  of  clothing  most 
frequently  involved  in  burn  accidents  were 
dresses,  nightgowns,  and  shirts,  in  this  order. 
The  fabrics  were  usually  cotton. 

Review  of  the  etiology  of  burns  in  children  re- 
veals that  three-fourths  of  these  injuries  could 
have  been  prevented.  A nationwide  educational 
program  of  fire  prevention  should  serve  to  elim- 
inate some  of  these  injuries.  Additional  meth- 
ods of  decreasing  the  incidence  of  thermal  in- 
juries in  children  would  include  legislation  re- 
quiring the  use  of  flame-retardant  fabrics  for 
nightclothes,  the  elimination  of  open  space 
heaters,  and  the  installation  of  hot  water  heat- 
ers at  a safe  level  off  the  floor,  preferably  re- 
moved from  common  storage  areas.  Warning 
labels  should  be  placed  on  hot  water  heaters 
to  indicate  that  flammable  liquids  should  not 
be  stored  or  used  near  them. 

Acute  Phase  (First  48  Hours):  Frequently,  the 
severely  burned  child  is  admitted  to  the  emer- 
gency room  amidst  considerable  confusion  as 
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the  admitting  staff  attempts  to  deal  rapidly  with 
a multitude  of  problems  without  an  organized 
approach.  Emergency  care  should  be  simple 
and  effective.  Initially,  an  intravenous  catheter 
and  appropriate  size  Foley  catheter  are  insert- 
ed. Ringer’s  lactate  is  administered  intraven- 
ously at  a rate  sufficient  to  maintain  urinary 
output  at  a satisfactory  level  for  the  patient’s 
age.  The  physician  and  staff  then  have  suffi- 
cient time  to  analyze  the  patient’s  injuries  care- 
fully and  to  plan  appropriate  care.  This  evalua- 
tion includes  determination  of  extent  and  depth 
of  burn  injury,  evaluation  of  airway,  examina- 
tion of  the  eyes  for  injury,  and  evaluation  of 
vascular  impairment  of  the  extremities. 

Initial  Evaluation:  Burn  Wound:  The  extent 
of  the  burn  is  expressed  as  the  percentage  of 
the  total  body  surface  area  involved  in  the 
injury.  Originally,  this  was  determined  by  the 
Lund  and  Browder  charts,^®  which  permit  a 
rather  accurate  estimation  of  the  extent  of  in- 
jury. However,  in  the  absence  of  these  charts 
the  physician  is  unable  to  approximate  the  size 
of  burn.  Therefore,  the  “rule  of  nines, ’’^  a help- 
ful guide  in  estimating  extent  of  burns  in 
adults,  was  modified  for  use  with  children 
(Fig  2). 

The  rule  of  nines  divides  the  body  into  areas 
representing  9%,  or  multiples  of  9%,  with  the 
perineum  classified  as  1%.  In  the  modification 
for  children,  the  perineum  is  not  considered 
and  the  1%  is  added  to  the  head  and  neck 
area  to  make  a total  of  10%.  The  original  rule 
of  nines  applies  to  the  15-year-old  child.  For 
the  5-year-old,  4%  is  added  to  the  head  and 
neck  area  and  a total  of  4%  is  subtracted  from 
the  lower  extremities.  For  a 1-year-old  child,  an 
additional  4%  is  added  to  the  head  and  neck 
area,  and  an  additional  4%  is  subtracted  from 
the  lower  extremities.  If  a child  falls  into  an 
age  group  between  the  three  that  have  been 
cited,  an  appropriate  calculation  can  be  made. 


Cause 

Boys 

Girls 

Total 

% 

Gasoline  or  other  volatile  liquid 

179 

40 

219 

25,6 

Heater  or  fireplace 

29 

106 

135 

15.8 

Scald 

63 

65 

128 

15,0 

Playing  with  fire  (matches,  etc) 

28 

51 

79 

9.3 

Trash  or  other  outdoor  fire 

30 

24 

54 

6.3 

Explosion 

42 

23 

65 

7.6 

House  fire,  general 

27 

22 

49 

5.7 

Kitchen  stove 

4 

24 

28 

3.3 

Electrical 

15 

7 

22 

2.6 

Chemical 

6 

4 

10 

1.2 

Miscellaneous 

25 

18 

43 

5.0 

Unknown 

7 

15 

22 

2.6 

Total 

455 

399 

854 

100 

1.  Causes  of  burns  in  the  first  854  cases  at 
Shriners  Burns  Institute,  Nov  1,  1963- April  10,  1970. 


* 18  Anterior,  18  Posterior 

2.  Modification  of  the  ‘‘rule  of  nines”  for 
children  to  determine  size  of  burn. 
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For  example:  A 3-year-old  is  halfway  between 
1 and  5 years  of  age;  consequently,  the  head 
and  neck  area  would  be  approximately  16%, 
whereas  each  lower  extremity  would  be  approx- 
imately 15%.  Since  the  modification  of  the 
rule  of  nines  has  been  utilized  in  our  Institute, 
there  has  been  no  difficulty  in  assessing  the 
extent  of  burn  injuries  in  children. 

Airway:  The  initial  evaluation  must  include 
an  appraisal  of  the  airway.  Mucous  mem- 
branes should  be  examined  for  burn  injury,  and 
the  nares  for  burned  hair.  If  pulmonary  diffi- 
culties are  anticipated,  the  patient  must  be  ob- 
served for  hoarseness  and  stridor.  Auscultation 
of  the  chest  and  the  determination  of  blood 
gases  help  to  evaluate  the  respiratory  function. 
In  laryngeal  edema,  intravenous  steroids  (one 
dose)  may  be  beneficial.  If  there  is  persistent 
obstruction,  a nasotracheal  tube  should  be  in- 
troduced, for  this  tube  usually  can  be  removed 
within  48  to  72  hours.  In  the  past,  tracheos- 
tomies often  were  performed  indiscriminately  in 
patients  with  facial  burns.  Many  complications 
followed  such  “emergency  tracheostomies. 

If  upper  airway  problems  persist  an  elective 
tracheostomy  can  be  performed  in  the  operat- 
ing room  with  the  nasotracheal  tube  in  situ. 

Peripheral  Vasculature:  The  initial  evaluation 
of  burns  of  the  extremities  should  include  as- 
sessment of  the  blood  supply  to  the  hands  and 
feet.  Delay  in  the  recognition  and  management 
of  vascular  insufficiency  in  the  extremities  of- 
ten results  in  the  loss  of  digits  or  in  more 
extensive  amputations. 

Circumferential  third-degree  burns  of  an  ex- 
tremity may  compromise  the  circulation  to  the 
peripheral  part.  The  blockage  is  caused  by  the 
unyielding  inelastic  eschar  and  the  obligatory 
edema  of  the  burn  wound.  This  ischemic  injury 
can  be  prevented  by  simple  medial  and  lateral 
incisions  through  the  eschar.  The  escharotomy 
extends  to  viable  subcutaneous  tissue,  and  its 


adequacy  is  recognized  when  the  eschar  opens 
freely.  In  an  electrical  burn  an  escharotomy 
may  include  a fasciotomy  before  adequate 
decompression  is  achieved. 

Occasionally  a circumferential  third-degree 
burn  of  the  thorax  may  prevent  adequate  ex- 
pansion. In  patients  with  respiratory  distress 
and  a low  partial  pressure  of  oxygen  in  the  ar- 
terial blood  (pAOo),  escharotomy  incisions  par- 
allel to  the  long  axis  of  the  trunk  should  be 
made  over  the  anterior  and  lateral  thorax. 

The  Eyes:  With  facial  burns,  edema  of  the 
eyelids  develops  rapidly,  therefore  the  eyes 
must  be  examined  as  soon  as  possible.  If  cor- 
neal injury  is  present,  an  ophthalmologist 
should  be  consulted  immediately.  When  no  in- 
jury is  found,  an  ophthalmic  ointment  should 
be  used  to  protect  the  cornea  while  the  eye- 
lids are  swollen.  Following  the  edema  phase, 
tarsorrhaphies  should  be  considered  if  the  cor- 
nea is  exposed.  These  precautions  should  be 
taken  in  all  patients  with  facial  burns. 

Fluid  Resuscitation:  The  literature  concern- 
ing this  subject  is  extensive  and  conflicting. 
We  have  attempted  to  design  a simple  plan  for 
fluid  resuscitation  that  could  be  utilized  by  the 
practicing  physician  who  is  unfamiliar  with 
treating  seriously  burned  children. 

Since  the  fluid  losses  into  the  burn  wound 
are  iso-osmolar,  iso-osmolar  fluids  are  given 
initially.  Ringer’s  lactate  is  administered  at  a 
rate  sufficient  to  maintain  a urinary  output  of 
an  appropriate  quantity  and  specific  gravity. 
The  urinary  output  should  be  as  follows:  age 
10  days  to  2 years,  10-20  cc/hour;  2 to  5 
years,  20-30  cc/hour;  and  over  5 years,  30- 
50  cc/hour.  The  specific  gravity  of  the  urine 
should  be  between  1.010-1.025.  A “piggy  back’’ 
infusion  of  albumin,  1 gm/kg  of  body  weight 
per  day,  is  added  to  the  Ringer’s  infusion  for 
two  days.  The  albumin  can  be  given  as  albu- 
min solution,  plasma,  or  plasmanate.  The  urine 
output  is  controlled  by  the  rate  of  administra- 
tion of  the  Ringer’s  lactate  and  the  “piggy- 
back’’ infusion  rate  is  constant  and  slow.  Albu- 
min is  prepared  as  a 5%  solution  in  Ringer’s 
lactate  and  given  over  a 24-hour  period.  This 
amount  of  albumin  will  maintain  the  serum 
albumin  level  above  2 gm/100  ml,  which  is  the 
minimum  level.  Plasma  albumin  has  a number 
of  important  functions.  It  is  responsible  for 
most  of  the  osmotic  pressure  of  the  plasma. 
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and  is  important  in  the  transport  of  anions, 
cations,  drugs,  steroids,  and  other  important 
chemicals.  Albumin  also  is  part  of  the  meta- 
bolic pool  of  proteins.  If  rabbits  become  acute- 
ly hypoalbuminemic,  they  lose  50%  of  their 
capacity  to  absorb  radioactive  water  and  sodi- 
um intestinally,  and  they  develop  hypomotility 
and  distention.-*^  In  postoperative  patients  who 
become  acutely  hypoalbuminemic,  prolonged 
ileus  and  decreased  intestinal  absorption  tend 
to  develop.  Following  thermal  injury,  the  capil- 
laries become  more  permeable  to  albumin.  We 
believe  that  a continuous  slow  infusion  will 
maintain  serum  albumin  at  an  appropriate 
level,  with  decreased  loss  in  the  tissues.  If  the 
albumin  is  given  alternately  with  other  fluids, 
there  may  be  periods  of  increased  loss  of  albu- 
min through  the  capillary  bed  associated  with 
the  sudden  increase  in  serum  albumin  by  the 
infusion. 

Traditionally,  fluids  have  not  been  adminis- 
tered orally  during  the  first  24  to  48  hours  be- 
cause of  the  increased  incidence  of  ileus  follow- 
ing thermal  injury;  however,  with  appropriate 
fluid  therapy  ileus  can  be  prevented.  Acute  gas- 
tric dilatation  occurs  frequently  with  trauma. 
This  can  be  prevented  by  emptying  the  stom- 
ach with  a large  nasogastric  tube.  Small  quan- 
tities of  milk  (1-2  oz/hour)  are  then  offered  to 
the  patient.  If  this  is  tolerated,  the  quantity  is 
increased  at  four-hour  intervals.  Usually,  by  48 
hours  the  patient  is  receiving  most  of  his  fluids 
by  mouth.  If  the  patient  will  not  drink,  a no.  8 
French  feeding  tube  is  inserted  and  the  milk 
is  given  via  the  tube  every  hour. 

Whole  blood  is  not  given  during  the  first  48 
hours  unless  anemia  of  blood  loss  is  present, 
since  functional  extracellular  fluid  loss  is  three- 
fold greater  than  red  cell  loss.^  The  efficacy  of 
fluid  resuscitation  is  determined  by  the  ade- 
quacy of  urinary  output  according  to  age,  and 
a urine  specific  gravity  below  1.025.  It  has 
been  reported  that  the  urine  output  is  not  a 
completely  accurate  guide  to  fluid  resuscitation 
in  the  acutely  burned  patient.  Flowever,  it  is 
still  the  most  practical  indication  of  adequate 
renal  perfusion  and,  together  with  frequent 
weighing  of  the  patient,  will  suffice  to  monitor 
fluid  therapy.  Occasionally  a catheter  has  been 
inserted  through  the  external  jugular  vein  or 
peripheral  vein  into  either  the  superior  or  inferi- 
or vena  cava  to  measure  central  venous  pres- 


sure. The  central  venous  pressure  may  not  ade- 
quately indicate  the  pulmonary  artery  pressure, 
especially  in  those  patients  receiving  only  fluids 
containing  crystalloids.®  If  colloids  are  also 
administered,  the  central  venous  pressure  be- 
comes a more  adequate  indicator  of  pulmonary 
arterial  pressure.  We  rarely  use  this  measure- 
ment. 

Because  of  the  reports  of  decreased  renal 
function  in  newborns  and  small  infants,  it  has 
been  recommended  that  the  initial  fluid  ther- 
apy in  infants  should  consist  of  hypo-osmolar 
fluids.  Although  the  capacity  of  infants  to  re- 
spond to  sodium  loading  is  not  as  great  as  that 
of  older  children,  they  do  have  a considerable 
capacity  for  renal  adjustment  to  variations  in 
sodium  intake.  Also,  it  is  important  to  realize 
that  the  absolute  rate  of  renal  water  excretions 
in  infants  is  low.'^  Since  the  obligatory  edema 
of  the  burn  wound  is  iso-osmolar,  it  is  likely 
that  water  intoxication  will  develop  in  the 
burned  infant  who  is  treated  with  hypo-osmolar 
fluids  during  the  first  48  hours  following  injury. 
Therefore,  we  have  used  iso-osmolar  fluids. 
Ringer’s  lactate,  in  fluid  resuscitation  in  infants 
as  young  as  4 weeks  without  ill  effects. 

Care  of  the  Wound:  The  patient,  upon  ad- 
mission, is  placed  on  an  operating  table*  de- 
signed to  care  for  the  extensively  burned  pa- 
tient.®® Hose  with  pistol  grip  nozzles  extend 
from  each  side  of  the  table,  allowing  copious 
amounts  of  aerated  water  to  be  utilized  for 
a relatively  painless  debridement.  The  wash 
water  passes  through  a drain  in  the  bottom  of 
the  table  through  an  outlet  in  the  floor. 

For  a number  of  years,  burn  wounds  were 
washed  with  3%  hexachlorophene  detergents. 
Because  of  the  increased  incidence  of  convul- 
sions in  burned  children  treated  in  this  way, 
the  demonstration  of  transtegumentary  (intact 

*Tub  available  from  Brookline  Instrument  Company. 
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or  injured)  absorption  of  hexachlorophene  with 
increased  serum  concentrations,  and  of  hexa- 
chlorophene storage  in  tissues  of  laboratory 
animals,  we  have  avoided  the  use  of  hexachlo- 
rophene in  the  care  of  burn  wounds.^®  Initially, 
copious  amounts  of  water  are  used  to  cleanse 
the  wound.  If  3%  hexachlorophene  is  utilized 
to  wash  a burn  wound,  the  physician  should 
be  aware  of  the  possibility  of  toxicity  secondary 
to  absorption,  and  consequently  should  take 
great  care  in  diluting  the  detergent  and  making 
certain  that  as  much  as  possible  is  removed 
from  the  surface. 

If  bullae  are  intact,  evaporative  fluid  loss 
and  pain  will  be  less  and  epithelial  healing  will 
be  improved.  These  bullae  are  debrided  after 
48  hours  as  the  fluid  becomes  cloudy.  Follow- 
ing the  bath,  the  patient  is  dried  thoroughly 
and  weighed. 

Antibacterial  cream  which  has  been  applied 
to  fine  mesh  gauze  is  applied  to  the  wound. 
This  one  layer  of  medicated  gauze  is  kept  in 
place  by  Surgifix,*  an  elasticized,  nylon,  tubu- 
lar netting.  Different  sizes  are  available  so  that 
it  may  be  fitted  to  the  extremities,  trunk,  or 
head.  If  Surgifix  is  unavailable,  the  medicated, 
fine  mesh  gauze  is  held  in  place  by  one  layer 
of  Kerlix  gauze. 

Initial  Laboratory  Evaluation:  The  blood  vol- 
ume in  a child,  especially  an  infant,  is  con- 
siderably less  than  that  of  an  adult.  Conse- 
quently, microtechniques  should  be  utilized 
whenever  possible  for  laboratory  analysis  of 
blood  samples. 

The  minimum  number  of  analyses  consists 
of  a complete  blood  count,  serum  electrolytes, 
and  blood  urea  nitrogen.  Serum  and  urine  osmo- 
larities  should  be'  determined  whenever  possi- 
ble. Arterial  gas  values  will  help  in  determining 
respiratory  function.  The  serum  gamma  globu- 

*Jet-Tyer Fra  Corp.,  Carnegie,  Pa. 


lin  and  albumin  values  should  be  measured  by 
paper  electrophoresis.  Urine  specific  gravity 
should  be  monitored  hourly  at  the  bedside  to 
determine  the  efficacy  of  the  fluid  treatment. 

Tetanus  Prophylaxis:  Tetanus  organisms  can 
be  cultured  from  many  burn  wounds.  In  the 
presence  of  necrotic  tissue  and  anaerobic  con- 
ditions, these  organisms  can  cause  tetanus.  A 
careful  history  of  previous  immunizations  must 
be  obtained.  If  there  has  been  prior  tetanus 
prophylaxis,  0.5  cc  tetanus  toxoid  is  adequate. 
If  not,  human  hyperimmune  serum,  250-500 
units,  must  be  given.  Equine  and  bovine  teta- 
nus antitoxin  should  not  be  used,  because  of 
the  danger  of  serum  sickness. 

Subacute  Phase  (Third  Day  to  Skin  Grafting): 
Nutrition:  After  the  first  48  hours,  the  edema 
formation  ceases  and  the  primary  fluid  loss  is 
from  the  burn  wound.  Evaporative  water  loss 
from  the  burn  surface  has  been  reported  be- 
tween 2-7  liters/sq  M burn/24  hours. We 
have  estimated  the  evaporative  water  losses  to 
be  4-5  liters/sq  M burn/24  hours.  This  evap- 
orative fluid  loss  continues  as  long  as  the 
wounds  are  open.  The  child’s  fluid  require- 
ments during  this  period  are  estimated  to  be 
1.5  liter/sq  M burn/24  hours  for  maintenance 
plus  4 liters/sq  M burn/24  hours. 

The  evaporation  of  1 liter  of  water  requires 
576  calories.  Therefore,  the  caloric  loss  from 
the  burn  wound  is  great.  Other  causes  of  in- 
creased caloric  expenditure  in  the  burned  child 
are  hyperventilation,  hyperpyrexia,  and  the  for- 
mation of  granulations  in  the  healing  wounds.® 

For  the  past  three  years  we  have  supplied 
the  required  fluids  and  calories  with  homoge- 
nized cow’s  milk.  The  milk  is  administered 
hourly,  either  by  mouth  or  by  nasogastric  tube 
(no.  8 French):  150  ml  of  milk/kg  body  weight/ 
24  hours  will  prevent  weight  loss  and  dehydra- 
tion. The  child  is  urged  to  eat  regular  meals, 
but  he  is  not  force  fed. 

A number  of  other  feeding  formulas  were 
tried  in  our  patients.  However,  homogenized 
milk  was  tolerated  better  than  the  traditional 
high  protein,  high  caloric  feedings.  The  osmo- 
larity  of  the  feeding  solution  may  be  a deciding 
factor  since  the  osmolarity  of  cow’s  milk  is 
similar  to  that  of  serum,  whereas  the  osmolar- 
ity of  high  protein  preparations  is  significantly 
increased.  This  increased  osmolarity  may  cause 
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considerable  water  to  enter  the  gastrointestinal 
tract  and  will  lead  to  gastric  distention,  nausea, 
vomiting,  and  diarrhea. 

In  spite  of  large  amounts  of  protein  ingested 
via  the  gastrointestinal  tract,  the  serum  albu- 
min level  remains  low  in  patients  with  major 
thermal  injuries  due  to  the  loss  of  albumin 
through  the  burn  wound;  consequently,  the 
serum  albumin  level  should  be  measured  fre- 
quently. In  the  child  with  a serum  albumin 
value  less  than  2 gm/100  ml,  edema,  ileus,  or 
a fluid  and  electrolyte  disturbance  may  devel- 
op. As  the  serum  albumin  level  approaches 
2 gm/100  ml,  1 gm  of  albumin/kg/day  is  in- 
fused intravenously  for  three  days.  This  is  suffi- 
cient to  raise  the  serum  albumin  level  to  3.0- 
3.5  gm/100  ml.  In  the  burn  greater  than  35% 
of  the  body  surface,  albumin  replacement  is 
required  every  seven  to  ten  days. 

Local  Wound  Care:  Daily  bathing,  debride- 
ment, and  antibacterial  creams  are  the  essen- 
tials of  burn  wound  care.  Bathing  allows  the 
dilution  and  removal  of  surface  bacteria.  Bath 
water  of  1:60  dilution  (1  qt:15  gal)  of  commer- 
cial Chlorox  (sodium  hypochlorite)  is  quite 
effective  in  cleansing  burn  wounds.  Prior  to  the 
use  of  sodium  hypochlorite,  the  tub  was  fre- 
quently a source  of  cross-patient  contamina- 
tion. Sodium  hypochlorite  in  this  concentration 
(0.088%)  is  bactericidal  to  most  organisms. 
Cultures  of  the  tub  water  now  are  consistently 
negative  after  bathing  a patient  with  a large 
burn  wound.  The  patients  generally  tolerate 
baths  in  this  solution  well,  although  some  com- 
plain of  a stinging  sensation.  An  occasional 
patient  has  a pruritic  maculopapular  eruption 
of  unburned  skin  following  repeated  baths,  but 
this  disappears  after  sodium  hypochlorite  is 
discontinued. 

Following  daily  tubbing  the  nursing  staff 
gently  removes  all  eschar.  The  intact  eschar  is 
examined  by  palpation  in  its  entirety  in  search 
for  subeschar  abscesses.  When  found,  these 
are  opened  and  debrided.  Following  the  bath 
and  debridement,  the  children  are  weighed  and 
the  fine  mesh  medicated  gauze  is  again  applied 
and  held  in  place  by  Surgifix  (Fig  3).  This  ther- 
apy is  continued  daily  until  all  eschar  has  been 
removed  and  the  wound  has  developed  a satis- 
factory cover  of  granulations  for  skin  grafting. 

During  the  debridement  and  dressing  proce- 


3.  An  acutely  burned  child  is 
positioned  with  head  elevated  and 
hand  splinted  to  maintain 
flexion  of  metacarpal  phalangeal 
joints  and  extension  of  proximal 
interphalangeal  and  distal 
interphalangeal  joints.  Oxygen  is 
administered  via  a plastic  cover. 


dure,  care  should  be  taken  to  avoid  hypother- 
mia. We  have  found  that  radiant  heat  lamps 
maintain  normal  body  temperature  throughout 
the  procedure. 

Complications:  Septicemia:  The  role  of  gam- 
ma globulin  in  the  prevention  of  gram-negative 
septicemia  in  burn  patients  has  been  debated. 
Kefalides^^  reported  a decreased  mortality  with 
the  administration  of  gamma  globulin;  Stone,^^ 
however,  reported  no  detectable  decrease  in 
the  incidence  of  septicemia  with  gamma  globu- 
lin administration.  Our  data  indicate  that  a de- 
crease in  serum  immunoglobulins  occurs  in 
children  during  the  early  postburn  period,  and 
infants  experience  the  most  severe  and  pro- 
longed decrease.i-21  With  advancing  age,  the 
recovery  of  these  levels  is  more  rapid  and  even- 
tually approaches  the  adult  pattern.  Low  serum 
concentrations  of  IgG  occur  frequently  in  se- 
verely burned  infants.  Since  infants  may  suc- 
cumb to  severe  sepsis  as  early  as  the  third 
postburn  day,  one  may  elect  to  give  human 
gamma  globulin  during  the  first  few  days  fol- 
lowing the  burn.  We  have  found  that  gamma 
globulin,  0.5  ml/kg  body  weight,  given  daily 
intramuscularly  for  the  first  four  days  following 
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the  burn  results  in  a more  rapid  return  of  gam- 
ma globulin  levels  to  normal  in  such  infants. 

The  most  frequent  sources  of  septicemia  in 
the  burned  child  are  subeschar  abscesses,  in- 
travenous catheters,  and  urinary  tract  infec- 
tions. Careful  examination  and  debridement  of 
the  wound  will  decrease  the  incidence  of  sepsis 
from  hidden  subeschar  abscesses.  Intravenous 
catheters  should  be  removed  and  relocated 
every  72  hours  as  long  as  intravenous  fluids 
or  blood  elements  are  required.  All  intravenous 
catheters  should  be  cultured  on  removal.  The 
urine  should  be  cultured  frequently  and  Foley 
catheters  should  be  removed  as  soon  as  possi- 
ble. Good  nutrition  is  also  valuable  in  the  pre- 
vention of  septicemia.  We  have  rarely  seen  sep- 
sis in  a burned  child  with  a good  weight  and 
a normal  serum  albumin  level. 

Early  diagnosis  and  treatment  of  septicemia 
is  essential  for  survival.  The  early  signs  of  sep- 
sis are  a sudden  decrease  or  increase  in  the 
white  blood  cell  count,  sudden  episodes  of  hy- 
pothermia or  unusual  hyperthermia  (rectal  tem- 
perature > 103  F),  rapid  changes  in  respiration 
with  marked  hyperventilation,  deterioration  of 
the  wound,  an  unexplained  ileus  or  a change 
in  sensorium.  A blood  culture  should  be  ob- 
tained if  any  of  these  findings  occur.  If  two  or 
more  of  these  abnormalities  occur  and  cannot 
be  explained  otherwise,  antibiotic  treatment  is 
begun  after  blood  is  drawn  for  culture. 

Gentamicin  (Garamycin),  4 mg/kg/24  hours, 
is  administered  intramuscularly.  When  the  pa- 
tient shows  appropriate  response  the  dose  is 
decreased  to  3 mg/kg/24  hours,  in  divided 
doses.  Gentamicin  is  effective  against  many 
gram-positive  and  gram-negative  organisms. 

In  our  experience,  sepsis  may  recur  in  children 
with  large  burns  (greater  than  40%  of  the 
body  surface)  once  the  gentamicin  is  stopped. 
Because  of  this,  gentamicin  has  been  contin- 


ued until  the  wounds  have  been  covered  suffi- 
ciently to  place  the  child  out  of  danger.  One 
or  two  months  of  gentamicin  therapy  has  not 
resulted  in  toxicity  except  in  two  patients  in 
whom  an  increasing  level  of  blood  urea  nitro- 
gen developed;  it  returned  to  normal  levels 
within  four  days  after  the  drug  was  discon- 
tinued. 

The  patient  with  septicemic  hypothermia 
which  is  unresponsive  to  application  of  exter- 
nal heat  may  benefit  from  intravenous  admin- 
istration of  steroids.  Similarly,  patients  with  a 
WBC  less  than  3,000/cu  mm  may  respond  to 
2 gm  of  methylprednisolone  administered  intra- 
venously. 

Alveolar-Capillary  Dissociation:  The  “burned 
lung  syndrome”  usually  occurs  between  the 
5th  to  12th  postburn  day,  and  is  characterized 
by  a diffuse  pulmonary  infiltrate  seen  on  chest 
x-ray,  hyperventilation,  normal  or  decreased 
pACOo,  and  a low  PAO2.  Initial  treatment 
should  include  nasotracheal  intubation,  assist- 
ed respiration  with  a volume-regulated  or  posi- 
tive-pressure machine,  and  an  increased  in- 
spired oxygen  concentration.  In  patients  who 
do  not  respond  to  this  therapy,  we  have  had 
fair  results  with  massive  intravenous  doses  of 
methylprednisolone. 

Two  grams  of  methylprednisolone  (Solu- 
Medrol)  is  administered  intravenously  over 
three  minutes.  Following  this,  the  PAO2  often 
has  improved  sufficiently  to  allow  decreasing 
the  percent  of  oxygen  delivered  to  the  patient. 
Usually  within  12  to  14  hours,  a progressively 
deteriorating  course,  requiring  additional  injec- 
tions of  methylprednisolone,  will  recur.  No 
more  than  three  injections,  spaced  12  to  24 
hours  apart,  are  required.  If  these  children  sur- 
vive for  three  to  four  days,  this  disease  fre- 
quently will  regress.  Our  experience  has  been 
limited  to  six  children.  Five  of  the  patients  im- 
proved. Four  survived,  but  the  fifth  patient  died 
a week  later  because  of  a Klebsiella-Aerobacter 
septicemia. 

Hypertension:  Sustained  arterial  hyperten- 
sion develops  in  approximately  20%  of  the 
children  with  severe  thermal  injuries.  The  etiol- 
ogy has  not  been  ascertained.  For  the  past  four 
years,  such  patients  have  not  been  treated  with 
drugs  to  lower  the  pressure,  even  though  a few 
have  had  considerable  hypertension.  To  date. 
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no  serious  complications  have  been  attributed 
to  the  hypertension. 

Convulsive  Disorder:  Seizures  associated 
\A/ith  thermal  injury  have  been  reported  for 
many  years. The  etiology  of  these  seizures 
usually  is  unproven,  but  some  potentiating  fac- 
tors are  known.  Cerebral  edema  and  abnormal 
electroencephalograms  frequently  are  associat- 
ed with  thermal  injuries.  The  brain  of  a burned 
child,  therefore,  appears  not  only  to  have  an 
increased  incidence  of  edema  but  also  an  in- 
creased irritability.  Any  potentiation  of  this 
edema  or  irritability  may  precipitate  seizures. 
In  rats  which  have  been  burned  over  the  back 
and  washed  daily  with  a 3%  hexachlorophene 
detergent,  increased  cerebral  edema  and  neuro- 
logical abnormalities  develop.  We  have  ob- 
served that  children  whose  granulations  have 
been  washed  daily  with  3%  hexachlorophene 
detergent  have  an  increased  incidence  of  sei- 
zures. It  also  has  been  observed  that  if  young 
children  are  allowed  to  remain  for  a prolonged 
period  with  the  head  in  a dependent  position, 
suture  lines  may  separate  (as  seen  by  x-ray 
examination),  and  these  children  have  an  in- 
creased incidence  of  seizures.  Treatment  con- 
sists of  elevating  the  head  of  the  bed  and  con- 
trolling the  seizures  with  barbiturates  adminis- 
tered intravenously.  The  seizures  usually  re- 
spond to  this  therapy  within  six  hours.  None 
of  the  children  have  shown  any  residual  abnor- 
mality following  the  correction  of  this  problem. 

Gastrointestinal  Ulceration:  Hemorrhage  and 
severe  gastrointestinal  ulceration  have  not 
been  a problem  for  the  past  three  years,  since 
homogenized  milk  has  been  given  to  the  chil- 
dren hourly.  Prior  to  this  therapy,  approximate- 
ly 10%  of  the  children  had  this  complication. 

Prevention  of  Contractures:  Splints:  On  ad- 
mission of  the  child  with  extremity  or  neck 
burns,  splints  are  applied  to  maintain  joint 
position  and  to  prevent  contracture.  The  posi- 
tion of  comfort  for  the  child  is  the  position 
of  contracture.  This  position  consists  of  the 
extremities  drawn  toward  the  trunk,  shoulders 
adducted,  elbows,  hips,  knees,  and  neck  flexed. 
In  the  hand,  this  position  consists  of  full  flex- 
ion of  all  joints.  The  burn  wound  will  contract 
until  it  meets  an  opposing  force.  This  force 
may  consist  of  splinting,  traction,  exercise,  or 
a combination  of  these. 


Splints  are  applied  to  burned  hands  to  main- 
tain the  metacarpal  phalangeal  joints  in  45° 
flexion,  and  the  proximal  interphalangeal  joints 
and  distal  interphalangeal  joints  in  extension. 
These  hand  splints  tend  to  prevent  exposure 
of  joints  and  decrease  the  incidence  of  bou- 
tonniere deformities.^^  If  the  upper  or  lower 
extremities  are  burned,  three-point  extensor 
splints  are  applied  to  maintain  extension  of  the 
elbows  and  knees  (Fig  3).  These  splints  are 
made  by  the  occupational  therapist  and  are 
relatively  inexpensive  (in  the  range  of  $1.50  for 
the  hand  splints  and  $2  for  the  elbow  and  knee 
splints). The  splints  are  made  from  12-by- 
20-inch  sheets  of  Orthoplast,  which  can  be  sim- 
ply patterned  and  cut  with  scissors.  The  iso- 
prene  softens  in  hot  water  and  can  be  molded 
to  the  patient  without  causing  discomfort.  The 
splints  are  kept  in  place  by  Velcro  straps  which 
have  been  riveted  to  the  splint.  Children  wear 
these  splints  at  all  times  except  during  exercise 
periods  and  meals.  They  are  encouraged  to  ex- 
ercise all  joints  during  the  daily  bath,  and  the 
physical  therapist  supervises  exercise  of  all 
joints  twice  a day.  All  of  the  children  are  en- 
couraged to  walk.  If  the  lower  extremities  are 
burned,  Ace  wraps  are  applied  prior  to  ambu- 
lation. 

Grafting  Phase:  Anesthesia:  For  the  past  four 
years,  the  principal  anesthetic  agent  utilized  in 
our  program  has  been  ketamine,  a nonbarbitu- 
rate anesthetic  which  may  be  administered  in- 
travenously or  intramuscularly.®  This  anesthet- 
ic has  been  accepted  and  tolerated  well  by  the 
children  for  a number  of  reasons. al- 
lows rapid  induction  in  the  presence  of  familiar 
surroundings,  such  as  the  patient’s  room.  Ali- 
mentation may  be  permitted  almost  to  the  time 
of  surgery  and  reinstituted  early  in  the  post- 
operative period,  because  gastrointestinal  func- 
tion is  not  depressed  and  protective  pharyngeal 
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and  laryngeal  reflexes  persist  during  anesthe- 
sia. The  children  describe  pleasant  technicolor 
dreams  under  its  influence.  An  endotracheal 
tube  is  not  required  for  anesthesia,  consequent- 
ly frequent  changing  of  the  patient’s  position 
is  possible  during  anesthesia  without  fear  of 
causing  laryngeal  edema  and  respiratory  prob- 
lems postoperatively.  Positional  changes  also 
may  precipitate  acute  cardiovascular  changes 
if  the  anesthetic  agent  is  a cardiovascular  de- 
pressant. Ketamine,  however,  is  a stimulant  to 
this  system.  With  these  advantages,  ketamine 
appears  to  be  an  ideal  anesthetic  for  the  burned 
child. 

Xenografts:  Any  child  with  a greater  than 
40%  full-thickness  burn  has  a temporary  bio- 
logical dressing  applied  for  five  days  prior  to 
autografting.  The  use  of  porcine  xenografts 
provides  five  days  to  bring  the  patient  into  op- 
timal condition  before  subjecting  him  to  the 
stress  of  surgery  and  anesthesia.  Xenografts 
also  are  used  to  cover  the  wound  between 
autograft  procedures  in  patients  requiring  sev- 
eral such  operations. 

Autografts:  Ultrathin  skin  grafts  of  4-6/1,000 
inch  thick  are  obtained  for  autografting.  These 
sheets  of  skin  are  easily  acquired  with  an  elec- 
trical or  compressed  air-driven  Brown  derma- 
tome. Ultrathin  skin  grafts  have  a number  of 
advantages  over  the  conventional  10-12/1,000 
inch  split-thickness  skin  grafts  utilized  to  cover 
burn  wound  granulations.  There  appears  to  be 
less  physiological  stress  at  the  time  of  surgery. 
Bleeding  is  controlled  readily  and  the  donor 
sites  are  completely  exposed.  The  major  advan- 
tage is  rapid  healing,  which  allows  the  donor 
areas  to  be  reused  in  seven  to  ten  days.  Donor 
sites  escape  full-thickness  injury,  and  do  not 
have  the  incidence  of  hypertrophic  scarring 
seen  in  the  removal  of  thicker  grafts.  Seven 
days  following  grafting,  the  patient  begins  daily 


tubbing  in  the  .088  %sodium  hypochlorite  so- 
lution. 

Skeletal  Traction:  Skeletal  traction  to  allow 
exposure  of  skin  autografts  is  a routine  proce- 
dure in  our  institute. Skeletal  pins  allow  the 
extremity  to  be  fixed  to  an  overhead  frame 
while  grafting  is  being  accomplished.  The  sur- 
gical procedure  is  therefore  shortened,  for  addi- 
tional personnel  are  available  to  apply  the  skin 
graft  and  no  sutures  or  dressings  are  neces- 
sary. The  graft  take  is  superior  as  the  exposed 
grafts  adhere  quickly,  have  no  dressings  to  dis- 
turb them,  and  any  fluid  formation  under  the 
grafts  can  be  removed  easily.  The  exposed 
grafts  allow  constant  care  and  can  be  replaced 
readily  if  they  slip  or  become  dislodged.  If  any 
contractures  are  present  at  the  time  of  skin 
grafting,  they  will  be  corrected  postoperatively 
by  the  constant  skeletal  traction  while  the  skin 
grafts  are  taking.  This  applies  to  the  hand  as 
well  as  the  major  joints.  The  hand  traction  splint 
allows  the  fingers  to  be  placed  in  any  desired 
position  which  can  be  changed  later  simply  by 
moving  the  elastic  traction  bands  on  a semi- 
circular projection.  Early  mobilization  of  the 
joints  may  be  instituted  without  fear  of  dislodg- 
ing the  grafts.  Skeletal  traction  also  allows  the 
remainder  of  the  patient’s  burn  wounds  to  be 
tubbed  daily,  while  the  grafts  on  the  extremity 
can  continue  to  be  elevated  by  the  skeletal 
traction. 

Rehabilitation  Phase:  Immediately  after  remov- 
ing the  skeletal  traction,  the  hands  or  extremi- 
ties should  be  placed  in  a splint  to  maintain 
correct  position.  Contractures  will  occur  within 
ten  hours;  consequently,  if  the  child  is  allowed 
to  sleep  in  a flexed  position,  contractures  may 
be  present  the  following  morning.  These  splints 
are  worn  at  all  times  except  during  exercise 
periods  and  meals.  Two  weeks  after  applying 
skin  grafts,  the  legs  are  wrapped  with  Ace  ban- 
dages. The  hand  is  placed  in  an  isoprene  hand 
splint  and  also  wrapped  with  Ace  bandages. 
The  elastic  support  is  worn  24  hours  a day 
for  six  months.  This  treatment  decreases  the 
hypertrophic  scars  which  are  so  frequently 
associated  with  thermal  injury.  The  burned 
neck  has  a high  incidence  of  contracture  for- 
mation, and  should  have  an  isoprene  splint 
applied  as  soon  as  the  grafts  are  stable  enough 
to  tolerate  the  pressure.  The  neck  splint  is  worn 
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continuously  for  six  months,  and  at  night  for 
an  additional  three  to  six  months. 

The  patient  is  kept  in  the  hospital  during 
this  phase  until  he  is  fully  and  independently 
ambulatory.  Prior  to  discharge,  a parent  at- 
tends physical  therapy  and  occupational  ther- 
apy sessions  with  the  child.  The  parent  is  fully 
instructed  in  the  application  of  any  required 
splints  and  an  appropriate  exercise  program. 

School-age  children  return  to  school  one 
week  after  discharge  on  a half-day  schedule. 
Three  weeks  after  discharge,  they  attend  school 
full  time. 

Care  of  Chronic  Wounds:  Zinc  Supplementa- 
tion: It  is  not  uncommon  to  observe  a burned 
patient  with  healing  except  for  scattered  open 
areas,  which  are  covered  with  chronic  granu- 
lations and  show  no  sign  of  epithelialization. 
In  some  cases  it  may  be  months  before  the 
wounds  finally  close.  A number  of  these  pa- 
tients appear  to  respond  dramatically  to  oral 
supplements  of  zinc  sulfate  if  their  plasma 
zinc  levels  are  below  90  ;ag/100  Zinc 

sulfate  capsules  may  be  given  orally  with  milk; 
the  dose  is  220  mg  three  times  daily  for  chil- 
dren weighing  over  30  kg,  and  110  mg  three 
times  daily  for  those  weighing  10-30  kg. 
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His  m^eup  is  unique  by  tradition. 

His  ulcer  treatment  is  unique 
by  tradition,  too. 


In  the  world  of 
entertainment,  a clown’s 
makeup  remains  the 
exclusive  property  of  its 
originator.  Time  has 
established  that  tradition. 
In  the  treatment  of  ulcers 
and  other  gastrointestinal 
complaints,  time  has 
established  Pro-Banthine 
as  a tradition  too. 


Few  drugs  can  boast  a 
longer  successful  run. 
Introduced  17  years  ago, 
this  drug  is  a veteran 
gastrointestinal  performer. 

Pro-Banthine  stars  in  the 
treatment  of  peptic  ulcer, 
functional  gastrointestinal 
disturbances,  ulcerative 
colitis,  hypertrophic  gastritis, 
pylorospasm,  acute  and 
chronic  pancreatitis, 
diverticulitis,  biliary 
dyskinesia,  hj^erhidrosis, 
ileostomies,  and  colonic. 


ureteral  or  urinary  bladder 
spasm.  Its  fame  as  an 
anticholinergic  is  worldwide. 

When  you  want  a 
performer  you  can  count  on 
. . . remember  Pro-Banthine. 
Tradition  does. 
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Pro-Banthine 

(propantheline  bromide) 

the  traditional  ulcer  treatment 


Pro-Banthine  15  mg. 

propantheline  bromide 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Dartal  5 mg. 
thiopropazate 
dihydrochloride 


Pro-Banthine  15  mg. 

propantheline  bromide 
with 

Phenobarbital  15  mg. 
warning: 

may  be  habit  forming 


Pro-Banthine  P.A.  30  mg. 

propantheline  bromide 
in  time-release  form 


Pro-Banthine  7V2  mg. 

propantheline  bromide 
Half  Strength 


Pro'Banthine 

(propantheline  bromide) 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects, 
in  order  of  incidence,  are  xerostomia,  mydri- 
asis, hesitancy  of  urination  and  gastric  fullness. 
Dosage:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many 
as  two  tablets  four  to  six  times  daily  may  be 
required.  Pro-Banthlne  is  supplied  as  tablets 
of  15  mg.,  as  prolonged-acting  tablets  of  30 
mg.  and,  for  parenteral  use,  as  serum-type  vials 
of  30  mg.  The  parenteral  dose  should  be  ad- 
justed to  the  patient’s  requirement  and  may 
be  up  to  30  mg.  or  more  every  six  hours,  intra- 
muscularly or  intravenously. 

PrO'Banthine®  15  mg, 

( propantheline  bromide) 
with 

Dartal®  5 mg. 

(thiopropazate  dihydrochloride  ) 

Indications:  Peptic  ulcer,  spastic  constipation, 
nonspecific  gastritis,  functional  gastrointesti- 
nal disorders,  pylorospasm,  hyperhidrosis, 
irritable  bowel  syndrome,  mucous  or  ulcerative 
colitis,  functional  diarrhea. 

Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Warnings:  Pro-Banthine  with  Dartal  should 
not  be  administered  to  patients  who  are  under 
the  influence  of  barbiturates,  alcohol  or  nar- 
cotics. The  drug  should  be  administered 
cautiously  to  epileptic  patients  or  those  in 
depressed  states,  patients  with  liver  disease 
and  to  pregnant  women.  Hypersensitivity  to 
Dartal  may  occur  rarely  in  patients  with 
known  sensitivity  to  similar  drugs. 

Side  Effects:  Dryness  of  the  mouth,  mydria- 
sis, hesitancy  of  urination;  less  commonly 
extrapyramidal  (restlessness,  dystonia  and 
signs  of  pseudoparkinsonism  such  as  muscular 
rigidity,  fixed  facies,  tremor,  ataxia,  festinant 
gait  and  drooling),  parasympatholytic 
(blurred  vision,  xerostomia,  hypotension,  na- 
sal congestion  and  constipation)  and  curare- 
like  (loss  of  control  of  voluntary  muscles, 
particularly  the  muscles  of  respiration)  reac- 
tions. Rarely,  leukopenia  or  allergic  purpura. 

A generalized  erythematous  skin  reaction  may 
occur.  Side  effects  characteristic  of  pheno- 
thiazines  such  as  grand  mal  convulsions,  altered 
cerebrospinal  proteins,  cerebral  edema,  poten- 
tiation of  the  effects  of  atropine,  heat  or  phos- 
phorus insecticides,  autonomic  reactions, 
endocrine  disturbances,  reversed  epinephrine 
effect,  hyperpyrexia  or  pigmentary  retinopa- 
thy may  theoretically  occur  but  have  not  been 
reported  with  Dartal.  Severe  hypotension  fol- 
lowing recommended  doses  occurs  more 
commonly  in  patients  who  are  also  afflicted 
by  other  medical  disorders  such  as  mitral 
insufficiency  or  pheochromocytoma,  and  par- 
ticular attention  should  be  paid  to  such  a 
possibility  although  this  has  not  been  observed 
with  Dartal. 

Adult  Dosage:  One  tablet  three  times  a day. 

Pro-Banthine®  15  mg, 

(propantheline  bromide) 
with 

Phenobarbital  15  mg. 

Warning:  May  be  habit-forming. 

For  Indications,  Contraindications,  Precau^ 
tions,  Side  Effects  and  Dosage  see  Pro-Ban- 
thlne.  In  addition,  phenobarbital  should  be 
administered  with  caution  to  patients  with 
liver  disease,  mental  disturbances  or  a signifi- 
cant degree  of  hypoxia. 

Pro-Banthine  P.A.® 

prolonged  acting  brand  of  propantheline  bromide 
For  Indications,  Contraindications,  Precau~ 
tions  and  Side  Effects  see  Pro-Banthine. 

Dosage  Form:  Capsule-shaped,  compression- 
coated,  peach  tablets  of  30  mg.  for  oral  use. 
Dosage:  The  recommended  initial  dosage  is 
one  tablet  in  the  morning  and  one  at  night. 
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Ocular  complications  of 
systemic  medications 


PHILIP  P.  ELLIS,  MD 

Almost  all  types  of  drugs  are  capable  of 
producing  undesirable  effects  on  the  eye.  Some  of 
the  more  common  ocular  side  reactions  to 
systemic  medications  are  described. 

OCULAR  COMPLICATIONS  may  result  from  a 
wide  spectrum  of  systemic  medications.  These 
reactions  may  be  caused  by  intoxications,  sen- 
sitizations, idiosyncratic  reactions,  or  physio- 
logic responses,  and  they  usually  are  dose- 
related.  Some  of  the  reactions  are  unavoidable 
and  represent  calculated  risks  with  use  of  po- 
tent therapeutic  agents.  Many  of  the  reactions 
are  reversible,  particularly  if  they  are  recog- 
nized early,  and  some  are  not.  Others  may  con- 
tinue to  progress  after  the  systemic  medication 
has  been  discontinued. 

Almost  all  types  of  drugs  produce  undesir- 
able effects  on  the  eye.  These  include  antibiot- 
ics, sedatives,  tranquilizers,  autonomic  nervous 
system  agents,  cardiovascular  drugs,  and  anti- 
inflammatory agents.  Even  pure  oxygen  pro- 
duces undesirable  ocular  side  effects  in  the 
form  of  constriction  of  retinal  arterioles  which 
is  particularly  damaging  in  premature  infants. 

This  article  calls  attention  to  some  of  the 
more  common  ocular  side  reactions  to  syste- 
mic medications. 

Chloroquine;  Chloroquine  accumulates  in  mela- 
nin-containing tissues  such  as  the  choroid  and 
pigment  epithelium  of  the  retina  as  well  as  in 
the  kidney,  liver,  and  spleen.^  Doubling  the 
dose  increases  drug  concentration  in  the  liver 
four  times;  trebling  the  dose  increases  concen- 
tration in  the  liver  22  times.  Chloroquine  can 
be  found  in  tissues  five  years  after  treatment 
is  stopped. 

Chloroquine  retinopathy  is  characterized 
early  by  loss  of  foveal  reflexes  and  a granular 
appearance  of  the  macula  seen  on  ophthalmo- 


scopic examination.  As  the  retinopathy  prog- 
resses, a bull’s-eye  appearance  of  the  macula 
develops — a central  dark  spot  surrounded  by 
a red  halo  (Fig  1).  Peripheral  retinal  pigmen- 
tation, narrowing  of  the  arterioles,  and  optic 
nerve  pallor  may  develop.  A variety  of  scoto- 
mas can  occur. 

There  is  little  likelihood  of  chloroquine  reti- 
nopathy when  the  duration  of  treatment  is  less 
than  one  year  or  the  total  dose  is  less  than 
100  gm.  The  incidence  of  retinopathy  is  low  if 
the  daily  dose  of  chloroquine  does  not  exceed 
250  mg,  but  it  increases  when  the  daily  or  total 
dose  is  higher,  or  when  therapy  continues  for 
several  years.-  If  the  retinopathy  is  recognized 
in  the  early  stages  it  may  be  reversible.  If  rec- 
ognized late,  it  usually  is  irreversible  and  may 
progress  even  if  chloroquine  is  discontinued. 
There  is  no  successful  treatment  for  chloro- 
quine retinopathy;  the  administration  of  am- 
monium chloride  promotes  urinary  excretion  of 
chloroquine,®  but  this  has  no  significant  bene- 
ficial effects  on  ocular  toxicity. 

It  is  advisable  to  obtain  baseline  ophthal- 
mological  data  on  patients  before  starting 
chloroquine  therapy.  Periodic  reexaminations 
are  essential.  The  earliest  evidence  of  retino- 
pathy is  manifested  as  small  central  or  para- 
central scotomas  to  red  test  objects.^  Other  ex- 
aminations such  as  electroretinography,  elec- 
tro-oculography, color  vision  testing,  and  ordi- 
nary visual  field  examinations  do  not  consist- 
ently demonstrate  alterations  before  they  are 
evident  on  ophthalmologic  and  slit-lamp  exam- 
inations. 

Corneal  changes,  consisting  of  white  curvi- 
linear subepithelial  opacities,  are  reversible  and 
are  of  no  major  significance.  There  is  a high 
incidence  of  these  changes  with  chloroquine 
therapy.  No  relationship  exists  between  the 
corneal  and  retinal  changes. 
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Hydroxychloroquine  does  not  seem  to  pro- 
duce the  same  incidence  of  retinopathy  as  does 
chloroquine,  but  this  has  not  been  established 
firmly. 

Corticosteroids:  Systemic  corticosteroids  are  re- 
sponsible for  cataract  formation  in  significant 
numbers  of  patients.  Cataract  formation  ap- 
pears to  depend  upon  the  total  and  daily  ster- 
oid dose,  the  age  of  patients,  and  the  basic 
underlying  disease  for  which  the  steroids  are 
administered.  Cataract  formation  can  occur  in 
any  age  group.  Formerly,  it  was  believed  that 
cataracts  would  not  develop  if  prednisone  was 
given  in  doses  of  10  mg  per  day  or  less  (or  the 
equivalent  of  other  steroids),  but  it  is  now 
known  that  there  is  no  specific  dose  of  corti- 
costeroids at  which  cataracts  appear.  Patients 
receiving  10  mg  of  prednisone  for  several  years 
may  develop  cataracts.  Cataracts  may  develop 
within  a few  months  in  patients  receiving  daily 
doses  of  40  to  80  mg  of  prednisone,  and  within 
several  weeks  in  patients  receiving  100  mg  of 
prednisone  daily. 

Systemic  corticosteroids  also  may  produce 
glaucoma,  although  the  incidence  and  severity 
of  the  glaucoma  is  much  less  than  that  pro- 
duced by  topical  steroids.  Activation  of  herpes 
simplex  keratitis  may  occur  with  systemic  cor- 
ticosteroid therapy.  Other  reported  changes 
include  papilledema  and  exophthalmos. 
Chlorpromazine:  Golden  brown  pigmentation  of 
the  bulbar  conjunctiva  in  the  exposed  inter- 
palpebral  area,  light  brown  dust  opacities  in  the 
deep  layers  of  the  cornea  and  anterior  part  of 
the  lens,  and  anterior  stellate  cataracts  are 
some  of  the  ocular  changes  that  occur  in  pa- 
tients receiving  long-term  chlorpromazine  ther- 
apy5.6  (pjg  2).  Pigmentary  retinopathy  is  rare 
with  chlorpromazine,  although  this  drug  has  a 
high  affinity  for  melanin-containing  tissues. 


7.  Bull’s-eye  appearance  of  macular  area  seen  in 
chloroquine  toxicity. 


2.  Dot  opacities  in  deep  layers  of  the  cornea 
and  anterior  lens  resulting  from  prolonged 
chlorpromazine  therapy. 
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In  most  patients  the  corneal  and  lens  chang- 
es are  not  of  sufficient  magnitude  to  decrease 
vision  to  any  degree.  A definite  relationship 
exists  between  the  dose,  length  of  therapy,  and 
ocular  changes.'^  The  usual  threshold  for  ocular 
changes  is  500  to  1,000  gm.  With  daily  doses 
of  2,000  mg  for  six  months,  the  incidence  of 
ocular  changes  is  35%.  Whenever  possible, 
daily  doses  of  chlorpromazine  should  be  kept 
below  400  mg  per  day.  If  the  dose  must  be 
higher,  the  patient  should  have  an  ophthalmol- 
ogic examination  every  six  months. 

Optic  Neuritis;  Optic  neuritis  has  been  pro- 
duced by  countless  drugs  including  antibiotics, 
arsenicals,  sulfonamides,  methyl  and  ethyl  alco- 
hol, penicillamine,  quinine,  and  quinidine.  In 
recent  years,  long-term  chloramphenicol  ther- 
apy in  children  with  cystic  fibrosis  has  been  es- 
tablished as  a cause  of  optic  neuritis.®  Etham- 
butol,  an  antituberculosis  drug,  has  produced 
optic  neuritis.®  Monoamine  oxidase  inhibitors 
also  have  been  reported  to  produce  optic  neu- 
ritis. 

Miscellaneous:  Disturbances  in  form  and  color 
vision  and  transient  vision  impairment  may  re- 
sult from  overdose  of  various  drugs.  Digitalis 
may  cause  disturbances  in  color  vision,  most 
commonly  xanthopsia  or  yellow  color  vision; 
objects  also  may  appear  excessively  green,  red, 
blue,  or  white.  Transient  central  scotomas  and 
visual  hallucinations  may  occur.  Digitalis  may 
produce  ocular  muscle  imbalances,  alterations 
of  pupillary  size,  and  optic  neuritis.  Visual 
symptoms  can  occur  with  normal  dosage  of 
digitalis  with  little  or  no  evidence  of  drug  intox- 
ication. Approximately  25%  of  patients  with 
digitalis  toxicity  show  ocular  symptoms.  In 
10%  of  patients  with  digitalis  toxicity,  the 
ocular  symptoms  antedate  other  symptoms. 

Form  and  color  visual  hallucinations  are 
common  reactions  to  d-lysergic  acid  diethyla- 


mide (LSD).  This  drug  produces  increased  re- 
sponsiveness of  the  cortex  to  visual  stimuli  and 
spontaneous  retinal  potentials.  Cannabis  (mari- 
huana) causes  pupillary  dilatation,  conjuncti- 
val injection,  nystagmoid  movements,  diplopia, 
weakness  of  accommodation,  and  transient 
blurred  vision.  Barbiturates  and  meprobamate 
can  cause  diplopia  and  blurred  vision.  Bromide 
intoxication  may  produce  blurred  color  and 
form  vision  and  visual  hallucinations.  Trimetha- 
dione  (Tridione)  may  produce  photophobia  and 
dazzled  vision.  Diphenylhydantoin  (Dilantin) 
may  produce  diplopia,  nystagmus,  or  visual 
hallucinations.  Vincristine  may  cause  ocular 
muscle  imbalance  and  optic  neuritis. 

Drugs  for  Parkinson’s  disease  and  gastric 
ulcers  may  cause  blurred  vision  and  glaucoma. 
Oculogyric  crises,  loss  of  vision,  and  pigmen- 
tary retinopathies  have  occurred  with  the  use 
of  phenothiazines.  Thioridazine  (Mellaril)  is  a 
commonly  used  phenothiazine  that  may  pro- 
duce severe  retinal  pigmentary  disturbances  if 
used  in  daily  doses  exceeding  800  mg  for  many 
months. 

Dimethyl  sulfoxide  (DMSO),  a byproduct  of 
wood  pulp  which  at  one  time  was  suggested  for 
the  treatment  of  various  musculoskeletal  dis- 
orders, has  produced  cataracts  in  dog  eyes.^® 
Triparanol  (MER/29),  an  agent  formerly  used 
to  lower  blood  cholesterol,  is  cataractogenic 
and  has  been  removed  from  the  market. 

Oral  contraceptives  are  reported  to  cause 
ocular  migraine  and  vascular  disorders  of  the 
retina  and  optic  nerve. This  relationship  has 
not  been  fully  established. Intolerance  to  con- 
tact lenses  and  lowered  intraocular  pressure 
have  been  found  with  the  use  of  oral  contra- 
ceptives. 

Clomiphene,  an  ovulatory  stimulator  used  in 
the  treatment  of  sterility  and  functional  uterine 
bleeding,  has  produced  blurred  vision  and  en- 
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topic  phenomena  (flashes  of  light,  colored 
lights,  and  multiple  images).^®  These  ocular 
symptoms  usually  disappear  within  a day  or 
two  after  the  drug  is  stopped,  but  may  persist 
for  a month. 
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Yesterday, 

he  had  another  dizzy  spell. 

(Did  he  mention  it  when  you  checked  his  glucose  tolerance?) 


A dizzy  spell  now  and  then ...  an  increase  in  irritability. . . a few  gaps  in  his 
memory:  The  early  warnings  of  cerebrovascular  disease  are  often  subtle,  easy  for  the 
patient  to  dismiss. 

But  they  are  by  no  means  uncommon. 

You  are  most  likely  to  detect  them,  of  course,  in  the  diabetic,  the  hypertensive, 
the  cardiac  patient . . . surprisingly  often  during  their  forties  and  fifties. 

Detecting  these  warnings,  however,  may  require  careful  questioning,  sometimes 
of  the  family  as  well  as  the  patient.  You  can’t  always  trust  the  patient  to  speak  of  them 
spontaneously. 

It  pays  to  be  suspicious.  Early  diagnosis  of  transient  ischemia  means  more 
viable  vascular  muscle  capable  of  responding  to  the  direct  spasmolytic  and  dilating 
action  of  Cyclospasmol ...  a better  chance  to  protect  and  maintain  adequate  cerebral 
circulation. 

Cyclospasmol  has  a smooth,  gradual  onset  of  action . . . chances  for  the  desired 
result  increase  with  continued  use. . . it  is  notably  free  of  adrenergic,  cardiostimulant 
and  other  unwanted  effects. 

Before  transient  cerebral  ischemia  gives  way  to  lasting  damage 

Cyclospasmol  (cyclandelate) 

For  long-term  enhancement  of  cerebral  blood  flow  See  facing  page  for  Brief  Summary 


Cyclospasmol 

(cyclandelate) 


ACTIONS;  Cyclospasmol  (cyclandelate)  is  an  orally  effective 
peripheral  spasmolytic  and  vasodilator  that  acts  directly  on  the 
vascular  smooth  musculature  to  produce  a gradual  and  progres- 
sive relaxation  that  enhances  the  peripheral  and  cerebral  blood 
flow,  INDICATIONS:  For  adjunctive  therapy  in  occlusive  and 
vasospastic  diseases  of  the  vascular  system  associated  with  an 
impaired  circulation,  such  as:  intermittent  claudication;  arterio- 
sclerosis obliterans;  thrombophlebitis  (to  control  associated 
vasospasm  and  muscular  ischemia);  nocturnal  leg  cramps; 
local  frostbite;  Raynaud's  phenomenon;  as  an  aid  to  encour- 
age healing  of  diabetic  and  trophic  ulcers  of  the  legs;  and  for 
selected  cases  of  ischemic  cerebral  vascular  disease.  A faster 
response  may  be  expected  in  conditions  in  which  vasospasm 
is  predominant  in  the  pathological  process.  The  drug  is  not 
intended  to  substitute  for  an  adequate  medical  or  surgical 
program  in  the  treatment  of  peripheral  or  cerebral  vascular 
disease.  It  is  imperative  that  the  patient  continue  to  follow 
established  therapy,  e.g.,  foot  care,  discontinuance  of  smok- 
ing, etc.,  while  taking  Cyclospasmol.  Since  cerebrovascular 
disease  is  diagnosed  most  frequently  only  after  destruction  of 
nerve  tissue,  it  cannot  be  expected  that  signs  and  symptoms 
arising  from  an  interruption  of  neuronal  function  can  be  com- 
pletely reversed  by  correcting  the  exciting  cause.  Neverthe- 
less, restoration  of  blood  flow  towards  more  normal  levels  with 
cyclandelate  may  often  produce  marked  relief  from  such  signs 
and  symptoms  as  head  noises,  ringing  in  the  ears,  a feeling 
of  weakness,  unsteady  gait,  mental  confusion,  temporary  fluc- 
tuations in  hearing  acuity,  poor  memory  and  slurred  speech. 
More  important,  the  drug  may  provide  prophylaxis  against 
further  circulatory  embarrassment,  particularly  if  the  dimin- 
ished circulation  is  associated  with  spasm  of  the  vascular  wall. 
CONTRAINDICATIONS:  Cyclospasmol  is  contraindicated  in 
cases  of  known  hypersensitivity  to  the  drug.  WARNINGS:  1. 
Cyclandelate  should  be  used  with  extreme  caution  in  patients 
with  severe  obliterative  coronary  artery  or  cerebral  vascular 
disease,  since  there  is  a possibility  that  these  diseased  areas 
may  be  compromised  by  vasodilatory  effects  of  the  drug  else- 
where. 2.  USE  IN  PREGNANCY:  The  safety  of  cyclandelate  for 
use  during  pregnancy  or  lactation  has  not  been  established; 
therefore,  it  should  not  be  used  in  pregnant  women  or  in 
women  of  childbearing  age  unless,  in  the  judgment  of  the 
physician,  its  use  is  deemed  absolutely  essential  to  the  wel- 
fare of  the  patient.  3.  Although  no  prolongation  of  bleeding 
time  has  been  demonstrated  in  humans  in  therapeutic  dos- 
ages, it  has  been  demonstrated  in  animals  at  very  large  doses. 
Therefore,  the  hazard  of  a prolonged  bleeding  time  should  be 
carefully  considered  when  administering  cyclandelate  to  a 
patient  with  active  bleeding  or  a bleeding  tendency.  PRECAU- 
TIONS: Since  Cyclospasmol  is  a vasodilator,  it  should  be  used 
with  caution  in  patients  having  glaucoma.  Consult  direction 
circular  before  prescribing.  ADVERSE  REACTIONS:  Gastro- 
intestinal distress  (pyrosis,  pain  and  eructation)  may  occur 
with  Cyclospasmol.  These  symptoms  occur  infrequently  and 
are  usually  mild.  Relief  can  often  be  obtained  by  taking  the 
medication  with  meals  or  by  the  concomitant  use  of  antacids. 
Mild  flush,  headache,  feeling  of  weakness  or  tachycardia  may 
occur,  especially  during  the  first  weeks  of  administration. 
SUPPLIED:  200  mg.  blue  capsules  in  bottles  of  100  and  500; 
100  mg.  orange  tablets  in  bottles  of  100  and  500. 
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DIAGNOSIS  AND  MANAGEMENT 

vitreous 

hemorrhage 


The  ophthalmologist  is  responsible  for 
adequate  evaluation  and  management  of  patients 
with  vitreous  hemorrhage.  Various  conditions 
and  diseases  can  cause  vitreous  hemorrhage; 
some  are  amenable  to  local  therapy 
and  some  are  not.  The  proper  steps  in 
management  of  a patient  with  vitreous 
hemorrhage  are  enumerated  and  amplified. 

Various  technics  which  aid  in  proper 
evaluation  and  management  are  emphasized 
and  recommended. 


VITREOUS  HEMORRHAGE  is  never  a primary 
condition:  it  is  always  secondary  to  some  local 
pathologic  change  in  the  vessels  of  the  pos- 
terior segment  of  the  globe.  Of  course  this 
change  may,  in  itself,  be  secondary  to  some 
systemic  disease,  but  we  should  consider  vitre- 
ous hemorrhage  as  a local  change  in  the  eye 
which  is  treatable  in  a large  percentage  of 
cases. 

The  ophthalmologist  needs  to  assume  re- 
sponsibility for  accurate  diagnosis  and  ade- 
quate management  of  vitreous  hemorrhage. 
The  days  when  the  ophthalmologist  looked 
through  a poorly  dilated  pupil  with  a direct 
ophthalmoscope  and  diagnosed  vitreous  hem- 
orrhage, then  promptly  referred  the  patient  to 
an  internist  for  complete  evaluation  of  blood 
clotting  mechanisms  and  systemic  disease, 
should  be  gone  forever. 

Causes  of  Vitreous  Hemorrhage:  With  a few 
exceptions,  such  as  vitreous  hemorrhage  fol- 
lowing subarachnoid  hemorrhage  and  the  rare 
case  of  hemorrhage  following  active  inflamma- 
tion of  the  posterior  segment  of  the  globe,  the 
causes  of  vitreous  hemorrhage  are:  (1)  trauma 
(without  retinal  tear  or  foreign  body);  (2)  blood 
dyscrasia;  (3)  juvenile  retinoschisis;  (4)  hemor- 
rhagic disciform  degeneration;  (5)  hyperten- 


sion; (6)  intraocular  tumor;  (7)  posterior  vitre- 
ous detachment;  (8)  Coats’s  disease;  (9)  retro- 
lental  fibroplasia;  (10)  angiomatosis  retinae; 
(11)  sickle  cell  retinopathy;  (12)  Eales’s  dis- 
ease; (13)  retinal  tear;  (14)  neovascularization 
following  vascular  occlusion;  (15)  vitreous  veils 
secondary  to  inflammation;  and  (16)  diabetic 
retinopathy. 

These  causes  can  be  divided  into  those 
which  are  nontreatable  and  those  which  are 
treatable  by  modalities  such  as  photocoagula- 
tion, cryopexy,  or  diathermy. 

Nontreatable  Causes:  The  first  seven  causes 
listed  are  nontreatable. 

Juvenile  retinoschisis  is  an  interesting  cause 
of  hemorrhage  into  the  vitreous  and  generally 
is  nontreatable,  although  some  progress  has 
been  made  recently.  This  condition  is  sex- 
linked  and  hereditary.  Vitreous  hemorrhage  re- 
sults from  tearing  of  the  normal  retinal  vessels 
because  of  lack  of  support  from  the  internal 
layer  of  the  schisis  in  the  retina. 

Hemorrhagic  disciform  degeneration,  both 
central  and  eccentric,  is  a rare  form  of  vitreous 
hemorrhage.  To  a great  extent  it  is  not  treat- 
able because  once  the  vitreous  hemorrhage 
clears,  the  scarring  which  results  from  the  dis- 
ease process  itself  closes  down  the  bleeding 
area. 

In  my  opinion,  hypertension  has  been  great- 
ly overrated  as  a cause  for  vitreous  hemor- 
rhage. I think  it  is  rarely  a cause  for  hemor- 
rhage into  the  vitreous  without  some  underlying 
local  disease  to  the  vessels  themselves.  Intra- 
ocular tumors,  particularly  malignant  mela- 
nomas, have  been  reported  to  cause  vitreous 
hemorrhage  on  rare  occasions;  of  course  the 
treatment  of  this  condition  would  be  enuclea- 
tion of  the  globe. 

Posterior  vitreous  detachment  is  not  a com- 
mon cause  for  vitreous  hemorrhage,  although 
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it  does  occur.  This  is  largely  a diagnosis  of 
exclusion,  and  one  should  suspect  that  this  is 
indeed  a retinal  tear  and  not  just  a posterior 
vitreous  detachment.  Every  portion  of  the  ret- 
ina needs  to  be  visualized  with  sufficient  illum- 
ination and  scleral  depression  to  rule  out  a 
retinal  tear.  This  requires  the  expert  use  of  the 
indirect  ophthalmoscope  and  scleral  depression 
for  security  of  diagnosis. 

Treatable  Causes:  The  treatable  causes  for  vit- 
reous hemorrhage  are  numerous.  Coats’s  dis- 
ease usually  is  characterized  by  being  unilater- 
al in  young  individuals.  Beginning  with  marked 
telangiectasia  of  the  retinal  vessels  followed  by 
intraretinal  and  subretinal  exudation,  the  dis- 
ease proceeds  to  detachment  of  the  retina, 
and,  usually,  eventual  loss  of  the  globe.  Coats’s 
disease,  if  diagnosed  in  its  early  phase  of  tel- 
angiectasia, is  quite  amenable  to  treatment 
with  diathermy,  cryopexy,  or  photocoagulation. 
Photocoagulation,  in  my  opinion,  is  the  treat- 
ment of  choice  and  is  quite  effective  in  shut- 
ting down  the  abnormal  vasculature  which  leads 
to  the  ultimate  destruction  of  the  globe.  Due 
to  the  abnormal  vessel  formation,  hemorrhage 
may  occur  in  the  vitreous  from  the  earliest 
phases  of  the  disease. 

Retrolental  fibroplasia  is  a poorly  appreci- 
ated cause  for  vitreous  hemorrhage,  and  it  is 
the  traction  of  the  vitreous  on  the  normal  reti- 
nal vessels  which  is  responsible  for  the  vitreous 
hemorrhage.  Abnormal  vitreous  bands  and 
scarring  occur  on  the  surface  of  the  retina  in 
this  disease  and  result  in  traction  on  the  reti- 
nal vessels  as  manifested  by  the  classical 
“dragged  disk’’  appearance  of  the  posterior 
pole.  This  same  traction  can  pull  the  peripheral 
retinal  vessels  into  the  vitreous  cavity  with  re- 
sultant hemorrhage.  These  cases  respond  well 
to  photocoagulation  of  the  retinal  vessels  as 


they  leave  the  surface  of  the  retina  and  begin 
their  course  into  the  vitreous. 

Angiomatosis  retinae  also  is  responsive  to 
treatment  by  photocoagulation  if  treated  early. 
If  the  angiomas  are  large  and  the  retina  is 
detached,  the  treatment  is  considerably  more 
difficult. 

Sickle  cell  retinopathy,  with  the  typical  “sea- 
fan”  sign  and  neovascularization  which  occurs 
in  the  peripheral  fundus,  can  be  treated  easily 
by  photocoagulation.  Blindness  is  a definite 
threat  because  of  recurrent  vitreous  hemor- 
rhage from  the  neovascular  tufts  and  the  fibro- 
sis which  occurs  in  the  vitreous  cavity.  Sickle 
cell  retinopathy  occurs  primarily  in  sickle  cell 
disease  and  not  in  sickle  cell  anemia  per  se. 

Eales’s  disease,  the  poorly  understood  vascu- 
lar abnormality  believed  to  result  from  an  in- 
flammatory or  infectious  process,  characteris- 
tically causes  recurrent  vitreous  hemorrhage. 
Although  the  neovascularization  and  the  vascu- 
lar abnormalities  are  quite  widespread,  selec- 
tive and  judicious  use  of  photocoagulation  of- 
ten can  prevent  loss  of  vision. 

I think  that  retinal  tear  is  the  major  cause 
of  vitreous  hemorrhage.  Any  patient  who  pre- 
sents with  a sudden  vitreous  hemorrhage  for 
which  there  is  no  ready  explanation  should  be 
considered  to  have  a retinal  tear  until  proven 
otherwise.  If  the  hemorrhage  is  sufficient  to 
completely  obscure  visualization  of  the  fundus, 
examination  of  the  opposite  eye  may  be  help- 
ful. In  any  case  in  which  no  other  diagnosis 
can  be  adequately  established,  the  cause  for 
the  vitreous  hemorrhage  should  be  considered 
to  be  retinal  tear. 

Formation  of  new  vessels  (both  venous  and 
arterial)  following  vascular  occlusion  is  a poor- 
ly appreciated  cause  for  hemorrhage  into  the 
vitreous.  Patients  with  occlusions  of  branch 
veins  and  branch  arteries,  particularly  those 
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with  venous  occlusions,  should  have  regular 
follow-up  examinations  indefinitely.  As  new 
vessels  and  abnormal  vessels  develop  in  the 
ischemic  retina,  treatment  should  be  given  be- 
fore the  vision  is  completely  lost  from  massive 
vitreous  hemorrhage.  I have  had  several  pa- 
tients in  whom  delay  in  treatment  has  made 
therapy  impossible  because  of  recurrent  hemor- 
rhage which  no  longer  allowed  visualization  of 
the  fundus. 

Vitreous  veils  secondary  to  inflammatory 
conditions  of  the  posterior  segment  may  exert 
traction  on  the  normal  retinal  vessels  and  re- 
sult in  recurrent  vitreous  hemorrhage.  These 
are  interesting  cases,  and  one  can  actually  see 
the  vessel  torn  from  the  retinal  surface  and 
coursing  into  the  vitreous  to  become  involved 
in  the  inflammatory  veil.  This  condition  re- 
sponds well  to  photocoagulation  at  the  point 
where  the  vessel  leaves  the  retina,  and  all  cases 
should  be  treated. 

Selected  patients  with  diabetic  retinopathy 
may  benefit  from  photocoagulation.  It  should 
be  aimed  at  shutting  down  the  neovascular 
tufts  on  the  surface  of  the  retina,  and  should 
be  done  before  proliferation  into  the  vitreous 
has  occurred. 

Management  of  Vitreous  Hemorrhage:  A logical 
sequence  of  steps  should  be  followed  for  prop- 
er evaluation  and  management  of  a patient 
with  vitreous  hemorrhage.  The  primary  concern 
is  an  accurate  diagnosis,  and  the  history  is  val- 
uable in  this  regard.  A history  of  trauma  to  the 
eye  or  preexisting  diabetes  or  other  systemic 
illness  may  provide  a clue  as  to  the  cause 
before  the  patient  is  examined.  Next,  the  pu- 
pils should  be  dilated  widely;  I think  it  neces- 
sary to  use  both  a cycloplegic  agent  such  as 
cyclopentolate  (Cyclogyl)  or  scopolamine  and 
phenylephrine  (Neo-Synephrine).  When  the  pu- 
pils are  dilated  maximally,  a thorough  search 


of  360°  of  the  fundus  should  be  carried  out 
using  the  indirect  ophthalmoscope  and  scleral 
depression.  It  is  important  to  examine  both 
fundi  because  in  cases  of  severe  vitreous  hem- 
orrhage in  one  eye,  the  other  eye  often  will 
give  clues  as  to  the  possible  diagnosis.  Such 
things  as  old  chorioretinal  scarring,  diabetic 
retinopathy,  lattice  degeneration  or  retinal 
tears  (or  both),  sickle  cell  retinopathy,  Eales’s 
disease,  and  retrolental  fibroplasia  may  be  seen 
in  the  fellow  eye  of  a patient  who  presents  with 
vitreous  hemorrhage.  If  the  patient  is  too  young 
to  cooperate  and  examination  cannot  be  car- 
ried out  satisfactorily,  sedation  should  be  used 
without  hesitation.  If  sedation  is  not  adequate, 
general  anesthesia  may  be  necessary.  This  also 
applies  to  adults  who  are  unable  to  cooperate 
sufficiently  to  allow  adequate  evaluation.  Bi- 
lateral patching  with  24-48  hours  of  bed  rest 
often  allows  the  free  blood  in  the  vitreous  cav- 
ity to  settle,  making  examination  of  the  oppo- 
site side  of  the  retina  possible.  The  patient  may 
then  be  positioned  on  his  opposite  side  and 
the  opposite  retina  examined.  This  is  one  tech- 
nic which  I find  most  helpful. 

Following  any  or  all  of  these  diagnostic  tech- 
nics, appropriate  therapy  can  be  instituted  as 
indicated.  If  a systemic  problem  exists,  an 
internist  can  be  consulted. 

Summary:  Vitreous  hemorrhage  is  never  a pri- 
mary diagnosis:  it  should  be  considered  as  a 
local  disease  which,  in  many  instances,  is 
amenable  to  local  therapy.  Both  fundi  should 
be  examined  with  the  pupils  maximally  dilated. 
Bed  rest  and  bilateral  patches  are  effective 
diagnostic  aids  when  severe  vitreous  hemor- 
rhage precludes  visualization  of  the  retina.  If 
necessary  to  insure  adequate  examination,  gen- 
eral anesthesia  should  be  induced  without  hes- 
itation. All  cases  of  unexplained  vitreous  hem- 
orrhage should  be  considered  as  being  caused 
by  a retinal  tear  until  proven  otherwise.  It  is 
important  to  remember  that  all  treatable  con- 
ditions that  may  cause  vitreous  hemorrhage 
respond  much  better  in  the  early  phases  of  the 
disease,  and  thus  aggressive  and  early  treat- 
ment is  indicated. 

Dr.  Ruiz,  Houston  Eye  Associates,  Suite  1121,  Her- 
mann Professional  Bldg,  Texas  Medical  Center,  Hous- 
ton 77025. 
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Carbachol  is  an 
effective  miotic 
in  cataract  surgery 


HAROLD  BEASLEY,  MD 

Experiments  in  rabbits  indicate  that  a weak 
dilution  of  carbachol  (0.01%  ) injected 
intracamerally  is  as  effective,  and  probably  more 
effective,  than  other  commonly  used  miotics. 
Clinical  studies  suggest  that  0.01  % 
carbachol  is  as  good  a miotic  as  acetylcholine 
(1%),  when  used  in  round  pupil  cataract 
surgery.  It  is  relatively  nontoxic  and  is  more 
stable  and  less  expensive  than  acetylcholine. 

PROMPT  MIOSIS  of  the  pupil  after  extraction 
of  the  cataractous  lens  and  in  other  surgery  of 
the  anterior  segment  is  often  desirable.^  It  is 
recommended  to  protect  the  vitreous  face,  pre- 
vent iris  incarceration,  and  facilitate  the  post- 
placement of  corneoscleral  sutures.  It  may  pre- 
vent peripheral  anterior  synechiae,  but  this  has 
not  been  proven. 

An  ideal  miotic  should  produce  prompt  pu- 
pillary constriction  of  12  to  24  hours’  duration, 
and  should  be  relatively  nonirritating  to  anteri- 
or segment  structures.  Acetylcholine  is  one  of 
the  more  satisfactory  drugs  for  this  purpose. 
Its  disadvantages  are  its  short  duration  of  ac- 
tion, instability  in  solution,  and  relatively  high 
cost.  Other  miotics  such  as  pilocarpine  are  also 
used  after  removal  of  the  lens. 

Carbamylcholine  chloride  (carbachol)  is  a 
parasympathomimetic  agenE  which  produces 
miosis  by  cholinergic  action  on  the  motor  end- 
plates  of  the  sphincter  muscle  of  the  iris,  and 
by  inhibition  of  cholinesterase  by  the  carbamic 
ester  grouping.®  Acetylcholine  chloride,  a para- 
sympathomimetic drug,  demonstrates  similar 


miotic  activity,  but  it  is  readily  hydrolyzed  to 
acetic  acid  and  choline  by  acetyl  cholinester- 
ase." Carbachol  is  more  stable  in  an  aqueous 
solution  and  in  body  fluids  than  acetylcholine." 

The  two  most  often  used  miotics,  pilocarpine 
and  acetylcholine,  were  evaluated  in  animals 
and  compared  with  a weak  dilution  of  carbachol. 
New  Zealand  albino  rabbits,  weighing  between 
1.6  and  2.6  kg,  were  used  and  the  test  solu- 
tions were  introduced  directly  into  the  anterior 
chambers  after  a shelving  type  incision.  The 
test  solutions  were  0.85%  saline;  0.01,  0.001, 
and  0.0001%  carbachol;  1%  acetylcholine; 
and  2%  pilocarpine.  All  eyes  were  pretreated 
with  5%  homatropine  and  10%  phenylephrine. 
Animal  Experiments:  Different  strengths  of  car- 
bachol were  tested  in  the  rabbit  eye,  and  the 
0.01%  solution  was  found  to  be  more  effective 
than  weaker  concentrations  and  was  relatively 
nontoxic.  Dose-response  studies  indicated  that 
each  log  10  increase  in  concentration  was  as- 
sociated with  1 and  1.5  mm  decrease  in  pupil- 
lary size  at  two  and  five  minutes,  respectively. 
The  onset  of  miotic  activity  of  0.01%  carba- 
chol, 1%  acetylcholine,  and  2%  pilocarpine 
developed  within  two  minutes,  and  0.01%  car- 
bachol produced  greater  miotic  activity  at  five 
minutes.  The  differences  at  the  two-minute 
time  were  not  statistically  significant,  but  at 
five  minutes,  carbachol  (0.01%)  caused  sig- 
nificantly more  miosis  than  1%  acetylcholine 
and  2%  pilocarpine.  The  duration  of  signifi- 
cant (P  0.05)  miosis  in  eyes  predosed  with 
mydriatics,  when  compared  to  the  control  pupil 
size  measurements,  was  ten  hours  for  0.01% 
carbachol  and  four  hours  for  1%  acetylcho- 
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line.  Duration  of  the  effects  of  pilocarpine  in 
mydriatic  eyes  was  difficult  to  ascertain,  since 
the  reduced  pupillary  size  was  only  equal  to 
the  control  pupil  size.^  Animal  studies  indicate 
that  0.01%  carbachol  is  a more  effective  miot- 
ic than  1%  acetylcholine,  and  its  duration  of 
action  is  more  prolonged. 

Clinical  Evaluation:  Effectiveness  of  carbachol, 
0.01%,  and  Miochol  (acetylcholine,  1%)  in 
human  eyes  after  round  pupil  cataract  extrac- 
tions was  compared.  All  pupils  had  been  dilated 
preoperatively  with  5%  homatropine  and  10% 
Neo-Synephrine.  Pupillary  measurements  were 
made  immediately  after  lens  extraction  and  at 
two  and  five  minutes  after  instillation  of  the 
drugs.  Approximately  0.3  to  0.5  cc  of  the  test 
solutions  were  injected  intracamerally  with  an 
olive-tipped  needle.  Results  suggest  that  a 
weak  solution  of  carbachol  (0.01%)  is  as  effec- 
tive as  a miotic  as  Miochol  (acetylcholine,  1%) 
in  round  pupil  cataract  surgery.  Carbachol, 
0.01%,  was  used  in  40  eyes^®  and  Miochol 
was  used  in  32  eyes.  Complete  miosis  was 
attained  in  84.7  seconds  in  the  carbachol- 
treated  eyes,  and  in  95  seconds  in  the  Miochol- 
treated  eyes.  In  the  carbachol-treated  eyes,  the 
mean  value  of  the  pupil  size  was  6.0  mm;  at 
two  minutes  it  was  3.0  mm,  and  at  five  min- 
utes it  was  2.8  mm.  In  the  Miochol-treated 
eyes,  the  mean  value  of  the  pupil  size  was  4.8 
mm;  at  two  minutes  it  was  3.17  mm,  and  at 
five  minutes  it  was  3.09  mm.  Neither  of  these 
solutions  produced  any  signs  of  toxic  reaction 
to  the  drugs  such  as  increased  uveitis  or  kera- 
titis. 
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PROTEIN 

CONTENT  / 7 oz.  Serving* 

Bean  with  Bacon 

6.8 

Green  Pea  with  Ham  (Frozen)  7.6 

Beef 

8.0 

Hot  Dog  Bean  8.4 

Chicken  Broth 

5.5 

Pepper  Pot  6.1 

Chicken  'N  Dumplings 

5.8 

Split  Pea  with  Ham  10.2 

Chili  Beef 

6.2 

Vegetable  Beef  5.0 

Green  Pea 

6.9 

Vegetable  with  Beef  (Frozen)  5.4 

rheres  a soup 

for  almost  every  patient  and  diet 
..for  every  meal  ^ . 

and,  it's  made  by  v(Wtpodl 


sterile  solution  (300  ma  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride , Upjphn) 


and  single-dose  2 m] 
disposable  syringe  \ 


For  your  convenience 
in  2 ml.  and  10  ml.  vials 


I 

m%»*  -■  ma* 

Uwcocia* 


1 p Ji>!^  f' 


Upjohn 


®1970  by  The  Upjohn  Company  JA70-9835  MED  B-4  S (KZL-5) 


THE  UPJOHN  COMPANY 
KALAMAZOO,  MICHIGAN  490 


A once-popular  treatment  for  back  pains 
was  to  have  the  seventh  son  of  a seventh  son 
stand  or  walk  on  the  patient's  back. 


■ 

The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 

Each  tablet  contains; 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 

Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2.  - 

keeps  the  promise 
of  pain  relief 

'B.W.  & Co.'  narcotic  products  are 
Class  "B",  and  as  such  are  available  on  oral 
prescription,  -where  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

.uOl  T\ickahoe,  N.Y. 


You  can't  fell  a redwood 
with  a hatchet 


With  vitamins^  too,  relative  needs  determine  the  choice. 

Alow  potency  vitamin  formula  may  be 
'a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 


THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


Theragran 


Theragran-M 


High  Potency  Vitamin  Formula  with  Minerals 


J-? 


St. 


j**:' 


SQUIBB 


'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'^'^ 


(§)  E.R.  Squibb  & Sons,  Inc.  1970 


MAY  8th  * ASTRODOME  * Johns  Hopkins  vs.  Navy 


This  is  it.  The  hardest  hitting  sport 
since  rock  fighting,  the  fastest  moving 
game  since  “Dodge-the-Bullet”— 
Lacrosse.  This  isn’t  a sport  that  just 
moves  fast,  lacrosse  explodes!  The 
American  Indians  used  lacrosse  as  a test 
of  endurance  for  both  player  and 
spectator. 

Lacrosse  is  coming  to  Houston  on 
Saturday,  May  8,  at  8:00  p.m.  in  the 
Astrodome  when  Johns  Hopkins 
University  clashes  with  the  team  from 
the  U.S.  Naval  Academy. 

Lacrosse  players  devour  the  jolts, 
slams,  hits  and  cuts.  It’s  in  their  blood 
to  love  all  this.  But  this  match  is  for 
a better  love  than  thrills.  The  proceeds 
will  benefit  the  Texas  Heart  Institute. 

Astrodomers  have  never  seen  such  a 
battle  and  the  chance  may  not  return 
soon.  May  8 is  an  important  date,-  circle 
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it  on  your  calendar,  then  order  your 
tickets— now.  Lacrosse  tickets  are 


available  at  the  Astrodome  ticket  office, 
all  five  Foley’s,  or  by  mail. 

Two  great  teams,  one  great  cause. 

Be  there. 


Make  check  or  money  order  payable  to: 

TEXAS  HEART  INSTITUTE  LACROSSE  BENEFIT 
c/0  Astrodome  P.  0.  Box  1691  Houston,  Texas  77001 

Enclosed  please  find  check  or  money  order 
for  $ for  which  please  send  me: 


Location 

Cost  Per 
Ticket 

Number 

Tickets 

Ordered 

Cost 

Field  Box 
(sideline) 

$5.00 

Mezzanine  Box 
(sideline) 

5.00 

Mezzanine  Reserve 
(sideline) 

4.00 

Loge 

(sideline) 

4.00 

Upper  Box 
(sideline) 

3.00 

Field  Box 
(end  zone) 

3.00 

Mezzanine  Reserve 
(end  zone) 

3.00 

Please  add  $.25  for  handling. 
Name 


Address 


L 


City  . 


_State  . 


-ZiP- 


_l 
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REPORT  OF  CASE  IN  TEXAS 


Subcutaneous  nodules 
caused  by 
Dirofilaria  tenuis 


IN  THE  UNITED  STATES,  most  cases  of  human 
subcutaneous  dirofilariasis  reported  have  been 
from  the  southeast,  with  Florida  having  the 
majority  of  cases. ^ Most  of  these  cases  have 
been  caused  by  Dirofilaria  conjimctivae.  In 
almost  every  instance,  the  parasite  called  D 
conjimctivae  has  been  found  to  be  identical 
with  Dirofilaria  tenuis.^  The  original  description 
of  D tenuis  was  based  on  the  study  of  female 
worms  taken  from  the  subcutaneous  tissue  of 
a raccoon  (Procyon  lotor)  in  Texas. ^ This  is  the 
first  report  of  a human  case  occurring  in  Texas. 
Case  Report:  In  September,  1969,  the  patient, 
a 32-year-old  housewife  who  lived  in  a rural 
community  north  of  Houston,  noted  the  insidi- 
ous onset  of  what  she  thought  were  “hives”  in 
the  anterior  right  forearm.  Single  or  multiple 
painless  areas  would  develop  and  last  several 
days,  then  disappear.  With  time,  deeper  painful 
nodules  began  to  develop  in  the  same  area. 
Some  of  the  deep  nodules  spontaneously  dis- 
appeared, but  a new  one  always  reappeared  in 
the  adjacent  skin.  Eventually,  the  deep  nodules 
became  more  persistent  and  the  patient  con- 
sulted her  family  physician.  She  was  treated 
with  several  medications  including  injections  of 
ACTH,  which  caused  the  nodules  to  disappear 
temporarily. 

Dr.  McLarin  saw  her  on  Dec  6,  1969.  Exam- 
ination revealed  several  slightly  tender,  flesh- 
colored  dermal  nodules  varying  from  0.5-2  cm 
in  diameter.  Her  medical  history  was  unremark- 
able; she  took  aspirin  and  laxatives  regularly; 
and  she  had  not  been  out  of  East  Texas  for  the 
past  four  years.  The  examiner’s  initial  impres- 
sion was  erythema  nodosum,  and  he  advised 
her  to  stop  all  laxatives  and  aspirin.  A 4 ml 
punch  biopsy  was  taken  of  the  largest  nodule. 
A seven-day  course  of  oral  prednisone  was  pre- 
scribed. One  week  later  all  the  nodules  had  re- 


solved completely.  The  biopsy  revealed  a para- 
site in  the  subcutaneous  fat.  The  patient  was 
observed  while  the  parasite  was  being  identi- 
fied. She  did  well  until  late  in  January  1970, 
when  a single  nodule  appeared  at  the  biopsy 
site.  On  Jan  27,  the  area  was  widely  and  deeply 
excised.  Healing  was  uneventful  and  there  were 
no  further  recurrences. 

Histopathological  Description:  A 4 mm  punch 
biopsy  taken  on  Dec  6,  1969,  showed  a worm 
in  the  subcutaneous  tissue  surrounded  by  an 
area  of  suppurative  necrosis  (Fig  1).  The  infil- 
trate consisted  of  polymorphonuclear  leuko- 
cytes, eosinophils,  a rare  lymphocyte,  and  a 
few  histiocytes.  The  remainder  of  the  section 
showed  mild  perivascular  lymphocytic  infiltrate 
around  the  vessels  of  the  dermis  and  subcu- 
taneous tissue. 

The  excisional  biopsy  taken  on  Jan  27,  1970, 
showed  multiple  granulomas  with  central  necro- 
sis in  the  subcutaneous  fat.  Eosinophilic  homo- 
genous granular  material  was  surrounded  by 
foreign-body  giant  cells  and  epithelial  cells.  Sur- 
rounding this  were  mononuclear  cells,  many 
eosinophils,  and  fibrosis.  The  pathologic  change 
was  confined  to  the  subcutaneous  tissue  (Fig 
2).  Sections  were  taken  from  multiple  areas  of 
the  specimen  with  the  aid  of  a dissecting  mi- 
croscope, and  no  residual  parasite  was  found. 
Special  stains  for  acid-fast  bacteria  and  fungi 
were  negative. 

Description  of  Parasite:  Segments  of  an  im- 
mature filarial  worm  were  found  in  the  exam- 
ined tissue  sections.  Fig  1 shows  a transverse 
section  of  the  worm,  surrounded  by  inflamma- 
tory cells.  There  were  prominent  cuticular  trans- 
verse striations  (4/x  apart)  with  beaded  broken 
longitudinal  ridges.  These  ridges  were  smoothly 
rounded,  spaced  at  intervals  of  about  Sjx,  and 
seated  in  the  cuticular  cortex.  Next  were  coarse 
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A case  of  subcutaneous  nodules  due  to 
Dirofilaria  tenuis  is  reported.  Although  this 
organistn  >t’av  first  described  in  the  subcutaneous 
tissues  of  raccoons  in  Te.xas,  this  is  the 
first  reported  case  of  human  subcutaneous 
dirofilariasis  from  this  state. 


fibrous  layers  with  a thin  basal  lamella.  The 
hypodermis  ran  between  the  cuticle  and  the 
muscular  layer,  with  expansion  to  form  broad 
dorsal  and  ventral  cords.  The  cords’  nuclei  were 
arranged  irregularly  near  the  base  and  toward 
the  periphery  of  each  cord  column.  The  muscu- 
lar layer  was  composed  of  tall  muscle  cells  with 
the  nuclei  located  centrally.  The  uterus  and 
vagina  were  not  seen  in  the  available  material. 
These  findings  are  compatible  with  D tenuis. 
Discussion:  In  1965,  Beaver  and  OriheP  re- 
viewed the  cases  of  subcutaneous  dirofilaria. 
They  reviewed  10  cases  which  had  been  report- 
ed previously,  reported  13  new  cases,  and  re- 
classified 2 cases.  Of  the  10  previously  reported 
cases,  all  were  thought  to  be  due  to  D tenuis 
except  for  1 case  reported  from  the  state  of 
Washington.  All  of  the  13  new  and  2 reclassi- 
fied cases  were  thought  to  be  due  to  D tenuis. 

Since  Beaver  and  Orihel’s  review  in  1965, 
other  cases  have  been  reported.  Jung  and 
Espenan^reported  a case  caused  by  D tenuis 
in  which  microfilaria  were  seen  in  an  adult  fe- 
male and  in  whom  the  diagnosis  was  made  pre- 
operatively  on  the  basis  of  a migrating  lesion, 
peripheral  blood  eosinophilia,  and  hemagglu- 
tinin antifilarial  antibodies.  Pacheco  and  Scho- 
field^ reported  a case  from  Florida  which  also 
showed  microfilaria  in  the  adult  female.  Rywiin 
and  others®  presented  a case  of  sparganosis, 
but  Beaver  and  Mueller^  reviewed  this  case  and 
concluded  that  the  parasite  probably  represent- 
ed D tenuis.  Of  the  27  cases  found  in  the  lit- 
erature and  the  one  reported  here  who  had 
lesions  caused  by  a worm  consistent  with  D 
tenuis,  23  were  from  Florida,  1 each  from  Mis- 
souri, Mississippi,  Oklahoma,  and  Texas,  and 
the  origin  of  1 was  unknown.  Prior  residence 
of  the  Missouri  and  Oklahoma  patients  is  un- 
known. It  is  not  surprising  that  the  parasite 


1 . Subcutaneous  tissue  containing  one  transverse 
section  of  Dirofilaria  worm,  surrounded  by  an 
intense  inflammatory  reaction.  X 49.5. 
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SUBCUTANEOUS  NODULES 


2.  Granuloma  with  central  necrosis  in  the 
subcutaneous  fat.  Fibrosis,  eosinophilia,  giant  cells, 
and  mononuclear  cells,  seen  in 
photomicrograph.  X 21. 


found  in  our  case  was  D tenuis  in  view  of  the 
prevalence  of  the  natural  host  in  East  Texas. 
Although  this  is  the  first  case  of  D tenuis  infes- 
tation reported  in  Texas,  a lung  lesion  due  to 
D inunitis,  the  dog  heart  worm,  has  been  re- 
ported.® 

Of  29  lesions  reported  in  28  patients,  7 were 
on  the  face,  and  of  these  5 were  near  the  eye; 
17  were  on  the  extremities;  1 was  on  the  neck; 
3 were  on  the  trunk;  and  in  1 case  the  location 
was  not  given.  Many  of  the  lesions  were  painful 
and  red  and  some  were  migrating.'*  Most  were 
subcutaneous  nodules  1-6  cm  in  diameter. 
Sometimes  peripheral  eosinophilia  was  associ- 
ated with  the  disease.  Simple  excision  of  the 
lesion  is  curative.  Histologically  the  lesions 
have  been  described  as  showing  an  inflamma- 
tory reaction  characterized  by  mononuclear 
cells,  eosinophils,  and  some  foreign-body  giant 
cells.  We  believe  the  granulomatous  reaction 
found  in  the  late  biopsy  represent  the  host’s 
response  to  necrotic  tissue  of  the  parasite, 
which  was  killed  by  the  earlier  biopsy.  Although 
the  worm  was  not  found  in  the  follow-up  biopsy 
showing  granulomas,  with  central  necrosis,  D 
tenuis  probably  should  be  considered  as  a pos- 
sible cause  of  this  histopathological  pattern. 
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non  Bll  cablilenien  are  raachera... 

In  fact,  some  of  our  'cattlemen'  may 
never  have  been  on  a ranch,  and  the  closest 
they've  come  to  'ranching'  is  feeding  cattle  in 
one  of  our  ultramodern  feedlots. 

A good  number  of  our  feeders  view  cattle 
feeding  as  they  look  at  buying  stocks  — as  a 
long  term  investment,  and  viewed  that 
way,  they  know  feeding  cattle  can 
pay  attractive  profits  over  the  long  haul. 

There  must  be  some  of  the  cowboy  romance 
in  our  'cattlemen,'  although  they  have 
their  feet  planted  solidly  in  the  city.  Our 
'ranchers'  include  legal  secretaries,  airline  pilots, 
attorneys,  doctors,  car  salesmen,  farmers, 
housewives,  school  teachers  and  even  honest- 
to-goodness  cattlemen. 

anyane  can  heacalililenian' 

We  know  cattle  and  cattle  feeding,  and  we 
can  help  you  understand  the  cattle  business.  We 
win  help  you  finance,  buy,  feed  and  sell  YOUR 
cattle.  Call  us  TO  DA  Y and  we'll  show  you  how  to 
become  one  of  today's  newest  'cattlemen. ' 

ppodiceps  ypaiocoppopatiofl 

Phone  (806)  374  0331 
P.  O.  Box  111  — Amarillo,  Texas  79105 
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Results  of  a study  indicate  that  clindamycin,  a 
new  derivative  of  lincomycin,  is  an  effective  syste- 
mic antibiotic  for  management  of  acne  vulgaris. 
Antibiotics  reduce  the  number  of  lipase-producing 
organisms , thereby  causing  a decrease  in  forma- 
tion of  free  fatty  acids  which  are  responsible  for 
the  inflammatory  reaction  in  acne  lesions. 

ACNE  VULGARIS  is  a common  affliction  of  adol- 
escents and  young  adults,  and  patients  with 
this  disease  make  up  a substantial  proportion 
of  any  dermatological  practice.  The  pathogene- 
sis of  acne  is  complex  and,  as  usually  is  the 
case  with  diseases  of  uncertain  cause,  many 
varied  approaches  to  treatment  have  been 
recommended.  Dietary  restrictions,  ultraviolet 
light  treatments,  cryotherapy,  and  many  topical 
preparations  are  used  in  its  management.  How- 
ever, most  clinicians  would  agree  with  Reisner 
that  use  of  systemic  antibiotics  is  the  most 
important  advance  in  the  treatment  in  recent 
years. 1 Since  Andrews  and  associates  first  de- 
scribed the  treatment  of  acne  with  sulfona- 
mides and  various  tetracyclines  in  1951,2  many 
other  antibiotics  have  been  used  successfully. 
Recently,  at  Baylor  College  of  Medicine,  we 
studied  the  effectiveness  of  a new  derivative  of 
lincomycin,  clindamycin  (Cleocin,  Upjohn),  in 
a series  of  patients  with  acne  vulgaris.  Follow- 
ing is  a report  of  the  results  of  this  investiga- 
tion, and  a review  of  the  development  and  ra- 
tionale of  systemic  antibiotic  therapy  for  acne. 
Methods  and  Materials:  Forty  adolescent  and 
young  adult  male  and  female  patients  were 
studied  using  a double  blind  crossover  method. 
These  patients  all  had  pustular  or  cystic  acne 


and  were  drawn  from  a private  patient  popula- 
tion. They  were  randomly  assigned  to  one  of 
two  groups.  Patients  in  the  first  group  were 
given  clindamycin,  150  mg  three  times  daily, 
for  one  month  and  then  an  identical-appearing 
placebo  capsule  three  times  daily  for  a second 
month.  The  patients  in  the  second  group  re- 
ceived the  placebo  during  the  first  month  and 
clindamycin  during  the  second  month.  In  addi- 
tion, the  patients  were  instructed  to  wash  their 
faces  three  to  four  times  daily  with  their  usual 
soap,  and  a routine  acne  lotion  of  the  sulfur 
and  resorcinol  type  was  prescribed  for  applica- 
tion at  night.  At  the  end  of  the  two-month 
study,  each  subject  was  asked  to  express  a 
preference  for  one  of  the  two  medications,  that 
is,  to  state  which  of  the  medications  was  most 
beneficial  in  the  treatment  of  his  acne. 

Results:  Eighteen  of  the  patients  received  the 
placebo  capsule  first,  and  21  were  treated  first 
with  clindamycin.  One  was  dropped  from  the 
study  because  of  urticaria.  Of  the  39  patients 
who  completed  the  study  and  expressed  a pref- 
erence for  one  of  the  medications,  22  (56.4%) 
preferred  clindamycin  and  7 (18%)  preferred 
the  placebo  capsule.  Ten  patients  (25.6%) 
thought  the  medications  were  equally  benefi- 
cial. The  distribution  of  preferences  was  essen- 
tially the  same  in  both  groups  of  patients.  Fig  1 
is  a sequential  analysis  of  preferences  based  on 
an  Armitage  restricted  design,  two-sided  test, 
2a  =.05,  1 — 18  = 0.95,  and  0i  = O.85  (solid 
lines)  and  2a=.01,  1— ;S  = 0.95,  and  0i  = 
0.85  (dotted  lines).  At  the  2a  = .05  level,  there 
is  a significant  preference  for  clindamycin  over 
the  placebo. 

Side  effects  occurred  in  four  patients.  One 
complained  of  more  frequent  stools  while  tak- 
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ing  clindamycin,  another  complained  of  dizzi- 
ness, and  hives  developed  in  the  patient  v\/ho 
was  dropped  from  the  study.  An  acneiform 
eruption  and  pruritus  of  the  chest  and  back 
developed  in  one  patient  while  taking  the  place- 
bo capsule. 

Discussion:  Acne  vulgaris  is  a disease  of  the 
pilosebaceous  units,  the  hair  follicle,  and  its 
associated  sebaceous  glands.  The  pathogenesis 
of  the  acne  lesion  has  been  reviewed  recently 
by  Freinkel.®  The  lesions  occur  in  and  around 
the  specialized  sebaceous  follicles  of  the  face 
and  upper  part  of  the  trunk.  Two  types  of 
lesions  occur.  One  is  the  comedo,  which  con- 
sists of  a dilated  follicle  filled  with  debris  and 
microorganisms.  If  the  opening  of  the  follicle 
is  large  the  lesion  is  a blackhead,  but  if  the 
opening  is  very  small  a papule  or  so-called 
closed  comedo  is  seen.  The  second  type  of 
lesion  is  inflammatory  and  begins  as  a papule 
that  may  develop  into  a pustule  or  deeper  nod- 
ule. These  inflammatory  lesions  develop  in  both 
normal-appearing  follicles  and  closed  come- 
dones, but  are  rarely  seen  in  unmolested  black- 
heads. The  follicle  contains  a mass  composed 
of  microorganisms,  epithelial  cells,  and  sebum. 
It  is  this  follicular  material  which  damages  the 
follicle  wall  and  causes  the  inflammatory  lesion 
of  acne.  Although  all  three  components  of  the 
follicular  material  contribute  to  the  inflamma- 
tory lesion  of  acne,  the  microorganisms  are  the 
most  important  from  the  standpoint  of  anti- 
biotic treatment. 

Gram-positive  diphtheroid  organisms  were 
first  noted  in  acne  pustules  and  comedones  by 
Unna  as  early  as  1893.^  The  organism  which 
is  now  known  as  Corynebacterium  acnes  is  a 
gram-positive,  pleomorphic,  acid-producing  an- 


I . An  Arrnitage  Closed  Sequential  Design 
in  which  the  patients’  preferences 
for  one  of  two  treatments  are  plotted 
against  the  number  of  patients.  When  the 
plotted  line  crosses  the  outer 
boundaries,  the  difference  between  the 
results  of  the  two  treatments  becomes 
statistically  significant  at  the  5%  level. 
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aerobe.  Associated  with  C acnes  in  the  lesions 
of  acne  is  Staphylococcus  albus,  an  aerobic, 
coagulase-negative,  mannitol-negative  organ- 
ism. Shehadeh  and  Kligman  found  both  organ- 
isms in  all  closed  comedones  and  in  86%  of 
the  open  type.®  The  inflammatory  reaction  that 
the  organisms  incite  appears  to  destroy  the 
microorganisms,  as  few  bacteria  were  found 
in  papules  and  pustules  that  were  much  in- 
flamed. 

Both  C acnes  and  S albus  are  normally 
found  on  the  skin  and  their  presence  in  acne 
lesions  does  not  necessarily  mean  that  they 
cause  the  lesions.  Indeed,  it  is  unlikely  that 
acne  is  an  infection  in  the  true  sense  of  the 
word.  More  important  for  their  role  in  acne  is 
that  both  of  these  organisms  produce  lipase.®  ' 
These  lipases  are  known  to  produce  hydrolysis 
of  the  triglycerides  of  the  sebum,  producing 
free  fatty  acids.  Free  fatty  acids  are  capable  of 
producing  inflammation  when  injected  into  or 
applied  on  the  skin.*®  Thus  it  appears  that 
both  an  ample  supply  of  sebum  and  lipase- 
producing  microorganisms  are  necessary  for 
the  development  of  acne.  It  has  long  been  rec- 
ognized that  androgenic  hormones  also  play 
an  important  role  in  the  pathogenesis  of  acne, 
stimulating  the  production  of  sebum  by  the 
sebaceous  glands.  Considerable  research  is  now 
underway  to  develop  effective  hormonal  control 
of  acne.  At  present,  however,  the  more  effective 
approach  has  been  control  of  the  lipase-pro- 
ducing microorganisms  with  systemic  antibi- 
otics. 

The  use  of  systemic  sulfonamides  and  tetra- 
cyclines to  control  acne  was  first  reported  by 
Andrews  and  others  in  1951.®  This  was  fol- 
lowed by  a number  of  other  encouraging  reports 
on  the  management  of  acne  with  tetracycline 


and  its  derivatives. Because  it  is  effective 
and  relatively  inexpensive,  tetracycline  is  still 
the  antibiotic  drug  most  widely  used  in  treat- 
ment of  acne.  Most  dermatologists  prescribe 
one  capsule  four  times  daily  (before  meals)  un- 
til there  is  improvement,  and  then  prescribe  a 
maintenance  dose  of  one  or  two  capsules  per 
day.  The  patient  is  kept  on  the  maintenance 
dose  for  two  or  three  months,  and  then  the 
antibiotic  may  be  stopped  if  there  has  been 
considerable  improvement.  Some  patients  may 
have  renewed  activity  of  their  acne  two  to  four 
weeks  after  discontinuing  the  medications,  but 
many  do  not  need  further  therapy. 

The  good  results  with  tetracycline  in  the 
management  of  acne  encouraged  investigators 
to  try  other  antibiotics.  The  earlier  observers 
were  disappointed  with  the  clinical  effects  of 
penicillin.®  However,  erythromycin  proved  to  be 
quite  effective;  other  effective  antimicrobial 
agents  are  triacetyloleandomycin,  novobiocin, 
chloramphenicol,  and  lincomycin.^®-^’^  All  of 
these  drugs  are  believed  to  act  like  tetracycline 
by  reducing  the  numbers  of  lipase-producing 
organisms  on  the  skin  and  in  the  follicles.^*  In 
addition,  recent  work  by  Shalita  and  Wheatley 
suggests  that  some  antibiotics  may  have  a di- 
rect inhibitory  effect  on  lipase. i®  Because  of 
their  limited  value  for  other  diseases,  relative 
expense,  or  high  incidence  of  side  effects,  most 
of  these  drugs  are  little  used  in  the  manage- 
ment of  acne.  Most  dermatologists  probably 
would  consider  erythromycin  to  be  the  second- 
choice  drug  if  for  some  reason  tetracycline 
could  not  be  given.  However,  recent  studies 
have  shown  that  lincomycin  is  superior  to  tetra- 
cycline or  sulfonamides  in  the  management  of 
tropical  acne.®®  In  our  investigation,  we  found 
that  clindamycin,  a derivative  of  lincomycin. 
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also  is  effective  in  the  management  of  acne. 

The  antibiotics  usually  used  in  the  man- 
agement of  acne  rarely  produce  adverse  ef- 
fects. The  tetracyclines  can  cause  gastrointes- 
tinal disturbances  such  as  nausea,  abdominal 
cramps,  and  diarrhea.  Photosensitivity  also 
may  occur  with  tetracyclines,  particularly  deme- 
thylchlortetracycline,  but  urticaria  and  other 
drug  eruptions  are  quite  rare.  Tetracycline 
should  not  be  used  during  pregnancy  because 
it  produces  an  objectionable  yellow-brown  dis- 
coloration of  the  infant's  teeth  and  can  pro- 
duce maternal  liver  damage,  although  the  lat- 
ter is  rare.  Such  dental  staining  does  not  occur 
with  the  erythromycin  or  lincomycin.  However, 
both  drugs  can  cause  gastrointestinal  symp- 
toms and,  rarely,  allergic  skin  eruptions.  In  our 
investigation  using  clindamycin,  one  patient 
had  more  frequent  stools,  one  had  urticaria, 
and  one  complained  of  dizziness. 

In  summary,  we  agree  with  Reisner  that  long- 
term low-dose  antibiotic  therapy  is  the  most 
significant  advance  in  the  management  of  acne 
vulgaris  made  in  recent  years.  Antibiotics  ap- 
parently work  by  reducing  the  numbers  of  li- 
pase-producing organisms,  C acnes  and  S al- 
bus,  found  on  the  skin  and  in  the  follicles.  The 
subsequent  reduction  in  lipase  activity  causes 
decreased  formation  of  free  fatty  acids  within 
the  follicles.  The  reduction  in  free  fatty  acids, 
which  are  responsible  for  the  inflammatory  re- 
action in  acne  lesions,  results  in  improvement 
of  the  disease  process.  The  first  and  most  wide- 
ly used  group  of  drugs  for  this  purpose  are  the 
tetracyclines,  but  erythromycin  and  lincomycin 
appear  to  be  equally  effective.  We  have  studied 
a new  derivative  of  lincomycin,  clindamycin, 
and  found  it  to  be  quite  effective  in  the  man- 
agement of  acne  vulgaris. 
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Hepatitis 

following  halothane  anesthetic 


Fourteen  cases  of  postoperative  hepatitis  are  pre- 
sented; all  patients  had  halothane  anesthetic  for 
that  surgery,  and  in  the  majority  one  or  more 
previous  exposures  had  occurred.  Six  patients 
died  of  fulminant  hepatic  failure,  and  in  all  of 
these  halothane  was  administered  on  multiple  oc- 
casions. The  incidence  of  postoperative  hepatitis 
following  halothane  anesthetic  at  Baylor  Univer- 
sity Medical  Center  is  much  higher  than  the  fig- 
ures reported  in  the  literature.  It  is  suggested  that 
certain  individuals  must  develop  a type  of  sensi- 
tization to  halothane,  and  repeated  exposure  may 
lead  to  possible  fulminant  liver  failure. 


HALOTHANE  WAS  INTRODUCED  for  clinical 
use  as  an  anesthetic  agent  in  1956  and  has 
gained  great  popularity  because  of  its  many 
desirable  pharmacologic  and  physical  proper- 
ties. However,  many  cases  of  jaundice  and  of 
death  due  to  hepatic  failure  after  the  adminis- 
tration of  this  agent  have  been  reported. 

In  a previous  publication, ^ 15  cases  of  hepa- 
titis following  halothane  administration,  which 
occurred  between  1963  and  1965  at  Baylor 
University  Medical  Center,  were  reported.  Three 
of  these  cases  were  fulminant,  and  the  autopsy 
findings  were  presented. 

Reported  herein  are  14  additional  cases  of 
postoperative  hepatitis  that  occurred  between 
1966  and  1969.  (Not  included  are  many  other 
cases  in  which  hepatitis  could  have  been  relat- 
ed to  other  causes  as  well  as  to  halothane.)  In 
all  14  cases  of  postoperative  hepatitis,  halo- 
thane was  administered  on  one  or  more  occa- 
sions. 

It  is  impossible  to  categorically  associate  the 
anesthetic  agent  with  the  hepatitis;  however, 
the  repeated  occurrence  of  fever,  jaundice,  and 
laboratory  data  consistent  with  hepatocellular 
damage  in  cases  associated  with  halothane 
anesthetic  suggests  a cause  and  effect  relation. 

The  incidence  of  unexplained  hepatic  failure 


following  halothane-induced  anesthesia  has 
been  reported  as  1:10,000  administrations.”’^ 
it  also  has  been  stated  that  jaundice  progress- 
es to  hepatic  coma  and  death  in  an  estimated 
30%  of  these  patients  (one  death  in  30,000 
administrations).^ 

The  statistics  at  Baylor  University  Medical 
Center  for  1966  through  1969  reveal  a much 
higher  incidence  of  hepatotoxicity  to  halothane. 
During  this  period  halothane  was  used  approxi- 
mately 60,000  times  in  our  institution,  with  14 
cases  of  postoperative  hepatitis.  This  gives  an 
incidence  of  postanesthetic  hepatic  dysfunction 
of  1:4,300.  Of  these,  six  cases  progressed  to 
fulminant  hepatic  failure  and  death,  giving  an 
incidence  of  1:10,000. 

We  believe  that  the  difference  in  incidence  is 
because  many  cases  of  postanesthetic  hepatic 
dysfunction  either  are  not  recognized  as  being 
related  to  the  anesthetic  agent,  or  are  not  re- 
ported. In  reviewing  our  cases,  we  noted  that 
only  four  were  reported  in  1966-1967  and  of 
these  three  were  fulminant.  We  believe  that  the 
milder  cases  were  not  diagnosed  in  these  years, 
and  only  the  serious  cases  could  be  found  by 
reviewing  the  charts. 

Clinical  Data:  Fig  1 shows  that  the  age  range 
of  these  patients  was  23  to  81  years.  There 
were  11  females  and  3 males  involved.  All  14 
patients  had  halothane  anesthetic  prior  to  the 
onset  of  the  hepatitis.  In  8 patients  there  were 
known  multiple  administrations  of  the  anes- 
thetic agent.  Halothane  was  administered  to  6 
patients  on  two  occasions  and  to  2 patients  on 
three  occasions.  Of  the  6 remaining  patients, 
5 had  received  an  unknown  general  anesthetic 
at  other  institutions  previously.  The  remaining 
patient  had  received  no  other  known  anesthetic 
agent. 

Fig  2 summarizes  the  cases  of  fulminant 
hepatitis.  Both  patients  who  received  halothane 
three  times  and  four  of  the  six  who  received  it 
twice  progressed  to  fulminant  hepatic  failure 
and  died.  In  four  of  these  fulminant  cases,  the 
anesthetic  had  been  repeated  within  a relative- 
ly short  time.  (This  was  also  the  case  in  the 
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Duration  Postoperative 
of  Days 


Date  of 

Number  of 

Anesthetic 

Anesthesia 

to  Onset  of 

Case 

Age 

Sex 

Operation 

Operative  Procedure 

Operations 

Agent 

(minutes) 

Hepatitis 

Result 

1 

32 

F 

1-10-66 

Vaginal  hysterectomy, 
anterior  and  posterior  repair 

1 

Halothane 

90 

25 

Recovered 

2 

74 

M 

11-4-66 

Carotid  arteriography 

1 

Halothane 

30 

11-25-66 

Right  carotid  endarterectomy 

2 

Halothane 

40 

12-10-66 

Carotid  arteriography 

3 

Halothane 

30 

3 

Died 

3 

59 

F 

3-16-67 

Right  transverse  colos- 
tomy and  jejunostomy 

1 

Halothane 

75 

4-14-67 

Small  bowel  and  colon 
resection 

2 

Halothane 

195 

1 

Died 

4 

49 

F 

10-15-67 

Conization  of  cervix 

1 

Halothane 

30 

11-1-67 

Radium  implant,  cervix 

2 

Halothane 

45 

12-6-67 

Radium  implant,  cervix 

3 

Halothane 

30 

5 

Died 

5 

79 

F 

5-25-68 

Intracapsular  cataract, 
left 

1 

Halothane 

60 

5-31-68 

Intracapsular  cataract, 
right 

2 

Halothane 

60 

8 

Recovered 

6 

54 

F 

1963 

Radical  mastectomy 

1 

Unknown 

10-9-68 

Cholecystectomy 

2 

Halothane 

150 

3 

Recovered 

7 

55 

F 

12-28-67 

Radical  mastectomy 

1 

Halothane 

180 

2-6-68 

Split  skin  graft,  chest  wall 

2 

Halothane 

30 

1 

Died 

8 

81 

F 

8-9-68 

D & C,  drainage  of  pyometrium 

1 

Halothane 

25 

8-26-68 

Total  abdominal  hysterectomy, 
bilateral  S & 0 

2 

Halothane 

120 

16 

Recovered 

9 

55 

F 

1963 

Breast  biopsy 

1 

Halothane 

7 

2-20-69 

D & C,  total  hysterectomy, 
bilateral  S & 0,  appendectomy 

2 

Halothane 

210 

6 

Died 

10 

58 

F 

1963 

Thyroidectomy 

1 

Halothane 

7 

4-22-69 

Parotid  tumor 

2 

Halothane 

7 

2 

Died 

11 

23 

M 

5-69 

Removal  of  teeth 

1 

Unknown 

7 

8-23-69 

Excision  ganglion  of 
pes  anserine  bursa 

2 

Halothane 

100 

5 

Recovered 

12 

59 

M 

1965 

Lumbar  disc 

1 

Unknown 

7 

9-8-69 

Esophagoscopy 

2 

Halothane 

20 

6 

Recovered 

13 

52 

F 

1963 

Simple  mastectomy 

1 

Unknown 

7 

8-6-69 

Conization,  cervix,  D & C 

2 

Halothane 

60 

1 

Recovered 

14 

34 

F 

8-1-69 

D&C 

1 

Unknown 

7 

10-11-69 

Hysterectomy 

2 

Halothane 

90 

20 

Recovered 

Case 

Number  of 
Exposures  to 
Halothane 

Interval  of 

Exposures 

Postoperative 
Days  to  Onset 
of  Hepatitis 

1 

3 

26  days 

3 

2 

3 

52  days 

5 

3 

2 

19  days 

1 

4 

2 

40  days 

1 

5 

2 

5 years 

6 

6 

2 

6 years 

2 

Cases  Reported 

in  Previous  Series:’^ 

1 

3 

48  days 

1 

2 

2 

20  days 

2 

3 

2 

13  days 

3 

I.  Case  reports  of  postoperative 
hepatitis  following  halothane 
anesthetic. 


2.  Summary  of  fulminant  hepatitis, 
1963-1969. 
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three  deaths  previously  reported.)  The  other 
two  cases  involved  a second  exposure  after  a 
latent  period  of  five  and  six  years. 

In  11  of  the  patients,  hepatitis  occurred  with- 
in one  to  ten  days  after  exposure  to  halothane 
anesthetic.  In  the  others,  hepatitis  was  diag- 
nosed on  the  16th,  25th,  and  30th  postopera- 
tive days,  respectively. 

Laboratory  Data:  Results  of  all  patients’  labor- 
atory examinations  were  characteristic  of  hepa- 
tocellular damage.  Serum  enzymes  were  grossly 
elevated  with  serum  glutamic  oxaloacetic  trans- 
aminase values  in  excess  of  400  units.  Thymol 
turbidity  and  cephalin  flocculation  values  were 
both  elevated.  The  alkaline  phosphatase  level 
usually  was  elevated  to  20  mg/100  ml  in 
severe  cases. 

Case  Reports,  Fulminant  Hepatitis:  Case  1: 
The  patient,  age  74,  underwent  carotid  arteri- 
ography on  Nov  14,  1966;  halothane  was  used. 
On  Nov  25,  right  carotid  endarterectomy  was 
performed;  anesthesia  was  maintained  for  40 
minutes  with  halothane.  The  same  agent  was 
used  when  arteriograms  were  repeated  on  Dec 
10. 

Three  days  postoperatively,  clinically  appar- 
ent jaundice  developed  with  a relentless  clinical 
course  of  liver  deterioration  and  death  24  days 
postoperatively.  Autopsy  revealed  acute  hepatic 
necrosis  with  central  lobular  necrosis  and  con- 
siderable parenchymal  cell  disarray  consistent 
with  drug-induced  hepatitis. 

Case  2:  The  patient,  age  49,  was  anesthe- 
tized with  halothane  on  Oct  15,  1967,  for  coni- 
zation biopsy  of  cervix  (anesthesia  of  30  min- 
utes); on  Nov  1 for  radium  implant  (anesthesia 
of  45  minutes);  and  on  Dec  6 for  radium  im- 
plant in  cervix  (anesthesia  of  30  minutes). 

Five  days  following  the  last  procedure,  ful- 
minant hepatitis  developed  and  the  patient 
died  on  the  13th  postoperative  day.  No  autopsy 
was  obtained. 

Case  3:  The  patient,  age  59,  was  admitted 
with  the  diagnosis  of  adenocarcinoma  of  the 
sigmoid  colon.  Presurgical  evaluation  revealed 
SGOT,  22  units;  total  bilirubin,  0.7  mg/100  ml; 
and  alkaline  phosphatase,  3.6  units/100  cc. 


She  received  1 unit  of  blood  on  March  15, 
1967.  Halothane  anesthetic  was  administered 
on  March  16  for  a right  transverse  colostomy 
and  jejunostomy  (anesthesia  of  1 hour  and  15 
minutes),  and  on  April  4 for  small  bowel  and 
colon  resection  (anesthesia  of  3 hours  and  15 
minutes). 

The  patient  had  an  immediate  postoperative 
temperature  elevation  and  jaundice  was  evi- 
dent in  48  hours.  Progressive  deterioration  fol- 
lowed and  the  patient  died  on  the  11th  post- 
operative day.  Autopsy  revealed  massive  acute 
hepatic  necrosis. 

Case  4:  This  55-year-old  woman  received  hal- 
othane anesthetic  on  Dec  28,  1967,  for  radical 
mastectomy  (anesthesia  of  3 hours).  She  had 
a slight  febrile  reaction  postoperatively.  Results 
of  SGOT  and  thymol  turbidity  tests  were  report- 
ed as  normal.  Halothane  was  used  again  on 
Feb  6,  1969,  to  provide  anesthesia  (30  min- 
utes) for  a split  skin  graft  to  the  left  chest  wall. 

There  was  an  immediate  febrile  reaction 
and  obvious  severe  hepatocellular  damage  with 
a relentless  course  culminating  in  death  22 
days  postoperatively.  Autopsy  revealed  massive 
acute  hepatic  necrosis. 

Case  5:  The  patient,  age  55,  underwent  to- 
tal abdominal  hysterectomy,  bilateral  salpingo- 
oophorectomy,  and  appendectomy  on  Feb  20, 
1969.  The  anesthetic  agent  used  was  halothane 
(anesthesia  of  31/2  hours). 

She  became  febrile  on  the  sixth  postopera- 
tive day  and  was  clinically  jaundiced  on  the 
eighth  postoperative  day.  Results  of  laboratory 
studies  confirmed  severe  hepatic  damage.  A 
relentless  course  ensued  and  the  patient  died 
on  the  42nd  postoperative  day.  No  autopsy  was 
obtained. 

A postmortem  review  of  the  patient’s  past 
history  revealed  that  a breast  biopsy  for  benign 
disease  had  been  performed  in  1963  with  halo- 
thane anesthetic  and  that  she  had  a slight 
temperature  rise  to  99.5  F with  this  procedure. 

Case  6:  This  58-year-old  woman  had  a paro- 
tid tumor  excised  at  Gaston  Episcopal  Hospital 
on  April  22,  1969.  Halothane  was  the  anesthe- 
tic agent.  She  had  a febrile  reaction  (101  F) 
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on  the  second  postoperative  day,  and  her  tem- 
perature spiked  to  103  F for  the  next  four  days 
but  there  was  no  evidence  of  infection.  After 
one  week  the  patient  was  afebrile  for  24  hours 
and  was  discharged  on  a regimen  of  Lincocin. 

Fourteen  days  postoperatively  (May  6)  the 
patient  was  found  stuporous  and  jaundiced  at 
home  and  was  admitted  to  our  hospital.  She 
was  treated  for  acute  hepatic  necrosis,  but  had 
a relentless  downhill  course  to  hepatic  coma 
and  death  23  days  postoperatively.  No  autopsy 
was  obtained. 

Past  history  revealed  a thyroidectomy  in 
1963  in  which  halothane  anesthetic  had  been 
used. 

Discussion:  Halothane-induced  liver  injury  is 
characterized  by  fever  and  chills  that  start 
within  a few  hours  to  a number  of  days  after 
exposure.  The  clinical  course  is  similar  to  that 
of  viral  hepatitis  and  may  vary  from  an  anic- 
teric disorder  to  acute  massive  hepatic  necrosis. 
Liver  biopsy  shows  varying  degrees  of  diffuse 
or  central  lobular  necrosis  that  cannot  be  dif- 
ferentiated from  viral  hepatitis  or  from  hepato- 
cellular injury  induced  by  other  drugs. 

The  hepatic  injury  associated  with  halothane 
appears  to  be  a hypersensitivity  reaction.  Pa- 
tients who  have  received  multiple  doses  appear 
to  be  unusually  susceptible.  In  our  two  series, 
only  14%  had  never  received  any  known  anes- 
thetic agent.  Trey  and  his  colleagues^  recently 
emphasized  the  high  frequency  of  multiple  ad- 
ministrations of  halothane  anesthetic  in  pa- 
tients with  fulminant  hepatic  failure. 

Unlike  chloroform,  the  modern  halogenated 
anesthetics  do  not  produce  a hepatic  lesion  re- 
lated to  dose  and  time  in  laboratory  animals. 

In  his  report,  Klatskin®  proposed  that  halo- 
thane is  not  a direct  hepatotoxin.  He  holds  that 
the  initial  anesthetic  is  the  sensitizing  dose  in 
susceptible  individuals,  and  the  subsequent 
anesthetic  is  the  anaphylactic  dose  with  the 
liver  being  the  target  organ  of  the  anaphylaxis. 
In  support  of  this  view  are  the  two  case  re- 
ports’^'® involving  anesthetists.  Repeated  epi- 
sodes of  hepatitis  on  deliberate  challenge  of 
brief  exposure  to  halothane  were  reported  in 


both  cases.  Combes'*  also  believes  that  these 
reports  establish  the  entity  of  hepatitis  with 
halothane  as  a sensitization  phenomenon. 

The  recognition  that  halothane  can  induce 
hepatic  damage  has  far-reaching  implications. 
The  use  of  this  anesthetic  agent  should  not  be 
curtailed,  but  it  should  be  modified  to  minimize 
the  hazards.  Halothane  is  considered  to  be  an 
excellent  anesthetic  agent  due  to  its  safety  as 
a nonexplosive  agent  and  its  pharmacologic 
properties.  Although  hepatic  susceptibility  to 
halothane  cannot  be  predicted,  the  relatively 
high  incidence  of  hepatic  injury  after  multiple 
exposures  would  make  the  use  of  halothane 
contraindicated  for  any  patient  who  had  un- 
explained fever,  jaundice,  bile  in  the  urine,  or 
elevated  SCOT  levels  following  a previous  expo- 
sure to  halothane. 

It  is,  therefore,  suggested  that  halothane 
anesthetic  should  not  be  given  for  minor  pro- 
cedures but  should  be  reserved  for  major  cases. 
It  is  the  responsibility  of  the  anesthesiologist 
and  surgeon  to  obtain  an  “anesthetic  history’’ 
of  the  patient  and  to  weigh  the  advantages  of 
halothane  against  the  risks. 

REFERENCES 

1.  Mendel  EB,  Trostel  RR:  Hepatitis  following  halothane 
anesthesia.  Pacific  Med  and  Surg  75:28,  1967. 

2.  Subcommittee  on  National  Halothane  Study  of  Commit- 
tee on  Anesthesia,  National  Academy  of  Sciences  National 
Research  Council:  Summary  of  the  National  Halothane  Study: 
possible  association  between  halothane  anesthesia  and  post- 
operative hepatic  necrosis.  JAMA  197:775-788,  1966. 

3.  The  National  Halothane  Study.  Washington,  DC,  US  Gov- 
ernment Printing  Office,  1969. 

4.  Gieseke  AH:  Current  status  of  halothane  anesthesia. 
Dallas  Med  J 56:164-167,  1970. 

5.  Trey  C,  Lipworth  L,  Chalmers  TC,  et  al:  Fulminant 
hepatic  failure:  presumable  contribution  of  halothane.  New 
Eng  J Med  279:798-801,  1968. 

6.  Klatskin  G:  Mechanisms  of  toxic  and  drug  induced 
hepatic  injury,  in  Fink  BR:  Toxicity  of  Anesthetics.  Balti- 
more, Williams  and  Wilkins  Company,  1968,  pp  159-177. 

7.  Belfrage  S,  Ahlgren  I,  Axelson  S:  Halothane  hepatitis  in 
an  anesthetist.  Lancet  2:1466,  1966. 

8.  Klatskin  G,  Kimberg  DV:  Recurrent  hepatitis  attributable 
to  halothane  sensitization  in  an  anesthetist.  New  Eng  J Med 
280:515-522,  1967. 

9.  Combes  B:  Halothane-induced  liver  damage — an  entity. 
New  Eng  J Med  280:558-559,  1969. 


Dr.  Mendel,  3434  Swiss  Ave,  Dallas  75204. 


Volume  67,  April,  1971 


99 


../f  ■■-fr''‘n~r'}i^^  ■■ 
.;.:  >■  ■■■  i':.'.  ..'it:'  '^;.:  y 


SWAMPED 


ABOUT 
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MANY  DOCTORS  HAVE  INSURANCE 
THROUGH  SEVERAL  ASSOCIATIONS. 

The  Problem:  LOTS  OF  MAIL,  AND  FRUSTRATION 

The  Solution:  CONSOLIDATE  YOUR  INSURANCE  THROUGH  T H E TEXAS 
MEDICAL  ASSOCIATION’S  GROUP  PLAN 
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PROGRAM  BY  YOUR  OWN  STATE  ASSOCIATION. 
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Educational,  entertaining,  & event-full 
Annual  Session  awaits  TMA  members 


Activities  to  suit  every  participant  await 
this  year’s  Annual  Session-goer. 

From  May  6-9,  Houston  will  be  the 
scene  of  symposia,  speakers,  scientific 
section  programs,  specialty  society  get- 
togethers,  informal  discussion  groups, 
reference  committee  hearings,  lunch- 
eons, dinners,  cocktail  receptions,  and 
exhibits. 

And  all  physicians  who  attend  will 
have  to  choose  what  events  will  fill 
their  time. 

To  make  their  decisions  easier,  here 
is  a synopsis  of  the  major  activities  of 
Annual  Session. 

For  additional  information  on  any  of 
these  events,  physicians  may  check  the 
preliminary  Annual  Session  program  in 
the  March  issue  of  the  journal,  or  they 
may  ask  for  information  at  the  Annual 
Session  registration  desks  that  will  be 
located  in  the  Grand  Ballroom  foyer 
at  the  Shamrock  Hilton  Hotel  and  in 
the  Main  Ballroom  foyer  at  the  Astro- 
world  Hotel. 

General  meeting  luncheons:  For  an 
"out-of-this-world”  luncheon  with  ideas 
to  match,  physicians  at  the  1971  An- 
nual Session  should  purchase  tickets 
to  Friday’s  general  meeting  luncheon. 

Featuring  NASA  astronaut  Joseph  P. 
Kerwin  as  speaker,  the  luncheon  has 
several  other  noteworthy  items  on  the 
agenda, too. 

Recognition  will  be  paid  to  members 
of  the  Fifty  Year  Club,  the  Council  on 
Annual  Session,  and  to  the  chairman 
of  the  Committee  on  General  Arrange- 
ments. 

Also,  winners  of  the  scientific  ex- 
hibit awards  will  be  announced  at  the 
meeting,  and  authors  of  the  exhibits 
will  be  recognized.  Those  who  have 
entered  the  Physicians’  and  Wives’  Art 
Exhibit  will  want  to  attend,  too,  since 
the  winning  artists  will  be  announced. 
Dr.  Walter  Walthall,  TMA  President, 
will  also  present  the  Association’s  An- 
son Jones  Awards  to  the  winners  in  the 
annual  contest  for  news  media. 

Following  the  award  presentations. 
Navy  Cmdr.  Kerwin  will  speak  on  "Sky- 
lab — The  World’s  Swiftest  Research 
Laboratory.”  Astronaut  Kerwin,  who 


US  Senator  Lloyd  M.  Bentsen,  Jr. 


was  graduated  in  1957  with  an  MD 
degree  from  the  Northwestern  Univer- 
sity Medical  School  in  Chicago,  was 
selected  a scientist-astronaut  in  June, 
1965.  A fellow  of  the  Aerospace  Medi- 
cal Association,  he  has  served  as  a 
capsule  communicator  in  Mission  Con- 
trol during  the  Apollo  Program.  He  is 
currently  involved  in  training  for  future 
manned  space  flights.  Kerwin  is  also  a 
member  of  American  Medical  Associ- 
ation and  Phi  Beta  Pi  medical  fra- 
ternity. 

The  Association’s  President-elect,  Dr. 
James  H.  Sammons  of  Baytown,  will 
preside  at  the  Friday  general  meeting 
luncheon. 

At  Saturday’s  general  meeting  lun- 
cheon, physicians  can  turn  their  atten- 
tion from  Friday’s  “out-of-this-world” 
theme  to  a more  "down-to-earth”  level. 

Guest  speaker  for  this  second  gen- 
eral meeting  will  be  Texas’  newest 
senator,  Lloyd  M.  Bentsen,  Jr.  Other 
events  planned  include  the  installation 
of  Dr.  James  H.  Sammons  as  Presi- 
dent of  the  Association  for  1971-1972 


NASA  Astronaut  Joseph  Kerwin 


and  recognition  of  1970-1971  officers, 
members  of  the  Past  Presidents  Asso- 
ciation, presidents  of  allied  health  pro- 
fessions, and  presidents  of  paramedi- 
cal groups. 

Dr.  Walthall  will  preside  over  Satur- 
day’s luncheon. 

Both  of  the  general  meeting  lun 
cheons  are  scheduled  to  begin  at  12:30 
p.m.  On  Friday,  the  Emerald  Room  of 
the  Shamrock  Hilton  Hotel  will  be  the 
scene  of  the  meeting,  while  on  Satur- 
day, luncheon  will  be  served  in  the 
Continental  Room  of  the  Shamrock 
Hilton  Hotel.  Tickets  for  each  luncheon 
are  $4.95  per  person  and  may  be  or- 
dered in  advance  by  filling  in  the  ad- 
vance registration  form  on  page  109. 

Scientific  section  programs:  A new 
format  has  been  employed  for  the  sci- 
entific section  programs  this  year.  In- 
stead of  each  of  the  13  sections  meet- 
ing over  a two-day  period,  most  of 
the  sections  will  hold  their  programs 
all  day  on  Friday  or  Saturday. 

Outstanding  out-of-state  and  local 
speakers  have  been  obtained  for  the 
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programs,  and  with  the  new  schedul- 
ing, physicians  will  have  the  opportu- 
nity to  hear  more  scientific  presen- 
tations, if  they  so  desire. 

The  meetings  scheduled  on  Friday 
include  the  Section  on  General  Prac- 
tice, Section  on  Internal  Medicine,  Sec- 
tion on  Physical  Medicine  and  Rehabili- 
tation, Section  on  Nervous  and  Mental 
Diseases,  Section  on  Radiology,  and 
Section  on  Surgery. 

On  Saturday,  programs  to  be  pre- 
sented include  those  of  the  Section  on 
Digestive  Diseases,  Section  on  Obstet- 
rics and  Gynecology,  Section  on  Path- 
ology, Section  on  Pediatrics,  and  Sec- 
tion on  Public  Health — Conference  of 
City  and  County  Health  Officers. 

The  Section  on  Ophthalmology  and 
the  Texas  Ophthalmological  Association 
will  meet  on  both  days.  The  Section 
on  Otolaryngology  and  the  Texas  Oto- 
laryngological  Association  will  do  like- 
wise. 

Both  Friday  and  Saturday  meetings 
will  be  held  from  10  a.m.  to  noon  and 
from  2:30  p.m.  to  5 p.m. 

Continental  Breakfast  Round  Table 
presentations:  Like  the  knights  of  old, 
physicians  will  gather  around  the  round 
table  for  discussions  at  this  year’s 
Annual  Session. 

On  both  Friday  and  Saturday  morn- 
ings from  8:15  a.m.  to  9:30  a.m..  An- 
nual Session  participants  may  begin 

A line  of  physicians  makes  its 
way  to  the  registration  booth 
for  Annual  Session.  To  save 
time,  preregister  by  using 
the  form  on  page  109. 


Even  children  learn  from 
Annual  Session  exhibits.  Both 
physicians  and  commercial 
concerns  will  participate  in  the 
exhibit  this  year,  with  some 
135  booths  showing  the  latest 
scientific  and  technical  develop- 
ments in  the  world  of  medicine. 

the  day  with  a complimentary  conti- 
nental breakfast  of  juice,  coffee,  and 
rolls,  followed  by  a 25-minute  presen- 
tation by  an  out-of-state  guest  speaker. 
After  the  address,  50  minutes  is  allot- 
ted for  an  informal  discussion  period 
between  physicians  and  speakers. 

Topics  for  Friday  include:  “Treat- 
ment of  Leukemia — Yea  or  Nay,” 
"Inguinal  Hernia — Surgical  Therapy,” 
“Female  Sexuality,”  “Injuries  Associ- 
ated with  Seat  Belts,”  “Aesthetic  Sur- 
gery of  Face,  Ears,  and  Breasts,”  and 
“Diagnosis  and  Treatment  of  Bacterial 
Pneumonia.” 

The  remaining  seven  round  table 
discussions  to  be  held  on  Saturday 
are:  “Incompetent  Urethra,”  “Hiatus 
Hernia:  Facts  and  Fancies,”  “Associ- 
ated Antigen  Hepatitis,”  “Speech  and 
Language  Disorders  of  Young  Children,” 
“Crash  Protection  of  Motor  Vehicle 
Occupants,”  “Pulmonary  Thrombo- 
embolism,” and  “Clinical  Entities  in 
Uveitis.” 

Although  there  is  no  charge  for 
participation,  attendance  is  limited, 
and  physicians  should  order  tickets 
for  the  presentations  they  wish  to  at- 
tend on  the  advance  registration  form 
on  page  109. 

Curbstone  Consultations:  For  the 
ninth  year,  the  popular  Curbstone  Con- 
sultations will  be  a part  of  Annual 
Session. 


Twenty  unrehearsed  discussions,  ten 
each  day,  will  be  held  from  5 p.m.  to 
6 p.m.  on  Friday  and  Saturday  in  the 
Emerald  Room  of  the  Shamrock  Hilton 
Hotel. 

Physicians  may  move  from  one  table 
to  another,  if  and  when  they  wish,  and 
are  encouraged  to  ask  questions  and 
to  comment  on  the  various  aspects  of 
each  subject  under  discussion.  Free 
beer,  coffee,  and  soft  drinks  will  be 
served  to  registrants  participating  in 
the  sessions. 

Table  topics  for  Friday  include:  ta- 
ble 1 — “Orthopaedic  Foot  Problems  in 
Children,”  table  2 — “Antepartum  Diag- 
nosis of  Congenital  Anomalies,”  table 
3 — “You  and  the  Law,”  table  4 — “The 
Drug  Abuse  Problem,”  table  5 — “Phys- 
ical Therapy  Modalities  in  Your  Of- 
fice,” table  6 — “Combining  Immuniz- 
ing Agents  in  Infancy,”  table  7 — 
“What’s  New  in  Treatment  of  Venereal 
Disease,”  table  8 — “Differential  Diag- 
nosis of  Jaundice,”  table  9 — “Surgery 
in  the  Aged,”  and  table  10 — “Com- 
mon Skin  Problems.” 

Topics  for  Saturday  presentations 
include:  table  11 — “The  Intrauterine 
Contraceptive  Device,”  table  12 — 
“Youthful  Dissent — Politics  or  Psycho- 
pathology,” table  13 — “Rehabilitation 
of  the  Stroke  Patient,”  table  14 — "Di- 
agnosis and  Treatment  of  Recurrent 
Abdominal  Pain  in  Children,”  table 
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15 — "Management  of  Rheumatoid  Ar- 
thritis,” table  16 — “Unplanned  Preg- 
nancy: (a)  In  Public  Schools,  (b)  In 
College,”  table  17 — "Air  Conserva- 
tion,” table  18 — "Learning  Disabilities 
in  Children,”  table  19 — “Psychiatric 
Drugs  in  Medical  Practice,”  and  table 
20 — “Antibiotics  and  Surgery.” 

Specialty  society  programs:  Special- 
ized knowledge  presented  by  related 
organizations  will  attract  medical  spe- 
cialists from  all  over  the  state  to  the 
1971  Annual  Session. 

Groups  participating  in  the  annual 
meeting  include  the  American  Acade- 
my of  Pediatrics,  Texas  Chapter;  Amer- 
ican Cancer  Society,  Texas  Division; 
American  College  of  Chest  Physicians, 
Texas  Chapter;  American  Heart  Asso- 
ciation, Texas  Affiliate,  Inc.;  American 
Psychiatric  Association,  Texas  District 
Branch;  Conference  of  City  and  County 
Health  Officers;  Flying  Physicians  Asso- 
ciation, Texas  Chapter;  Texas  Air-Med- 
ics Association;  Texas  Association  of 
Physicians  in  Nuclear  Medicine. 

Also,  Texas  Association  of  Public 
Health  Physicians;  Texas  Dermatologi- 
cal Society;  Texas  Industrial  Medical 
Association;  Texas  Ophthalmological 
Association;  Texas  Orthopaedic  Associ- 
ation; Texas  Otolaryngological  Associa- 
tion; Texas  Pediatric  Society;  Texas 
Physical  Medicine  and  Rehabilitation 
Society;  Texas  Proctologic  Society; 


Texas  Rheumatism  Association;  Texas 
Society  of  Anesthesiologists;  Texas  So- 
ciety of  Athletic  Team  Physicians;  Tex- 
as Society  of  Pathologists,  Inc.;  Texas 
Society  of  Plastic  Surgeons;  and  Texas 
Traumatic  Surgical  Society. 

Film  program:  A “see”  of  celluloid 
may  engulf  the  imagination  of  Annual 
Session  participants  who  attend  the 
traditional  film  program,  which  will  be 
held  on  Thursday. 

Eleven  films — some  in  black-and- 
white,  others  in  color — will  explore  a 
variety  of  medical  subjects,  including 
anticoagulation,  smoking,  venereal  dis- 
ease, depression,  cross  infection  in 
hospitals,  air  pollution,  and  clinical 
application  of  lasers. 

Several  of  the  films  are  directed  to- 
ward a physician-and-researcher  audi- 
ence, while  others  are  suitable  for  lay 
groups. 

Films  will  be  shown  in  the  Walnut 
Room  of  the  Shamrock  Hilton  Hotel. 
The  program  will  begin  at  9 a.m.,  and 
adjournment  is  set  for  4 p.m. 

Scientific  and  technical  exhibits:  More 
than  135  booths  will  be  open  to  phy- 
sicians and  their  wives  at  the  104th 
Annual  Session. 

Presenting  current  information  on 
medical  advances  and  technical  devel- 
opments, the  scientific  and  technical 
exhibits  will  be  set  up  in  the  Shamrock 
Hilton  Hotel’s  Grand  Ballroom  and 


The  film  program  will  be  a major 
scientific  feature  on  Thursday. 

TMA  Librarian  Pauline  Duffield 
has  worked  with  the  program 
in  past  years. 

Hall  of  Exhibits. 

Exhibit  hours  have  been  set  from 
8:30  a.m.  to  5:30  p.m.  on  Thursday, 
8 a.m.  to  5:30  p.m.  on  Friday,  and 
8 a.m.  to  4 p.m.  on  Saturday. 

Physicians  and  researchers  will  man 
the  scientific  booths  to  explain  their 
exhibits  in  detail  to  interested  spec- 
tators, while  technical  exhibitors  will 
provide  information  on  their  latest 
products  and  services. 

Three  awards  will  be  given  in  each 
of  four  scientific  exhibit  categories: 
group  1 — scientific  exhibit  without 
grant  or  assistance:  group  2 — scien- 
tific exhibit  with  grant  or  assistance 
from  university,  hospital,  government, 
agency,  or  non-profit  organization; 
group  3 — scientific  exhibit  with  grant 
or  assistance  from  a pharmaceutical 
or  other  commercial  enterprise;  and 
group  4 — exhibits  primarily  of  educa- 
tional-promotional nature  which  bring 
a message  of  interest  and  importance 
to  the  profession. 

In  addition,  the  Aesculapius  Award 
will  be  given  to  the  sponsor  of  the 
most  outstanding  exhibit  shown  at 
Annual  Session. 

An  anonymous  group  of  physicians 
from  different  specialties  will  serve  as 
exhibit  judges,  and  winners  will  be  an- 
nounced at  Friday’s  general  meeting 
luncheon. 

Special  programs:  Special  programs 

Texas  physicians  gather  around 
for  a lively  discussion  on  a 
topic  of  current  interest  at 
one  of  the  popular  Curbstone 
Consultations. 
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Two  physicians’  wives  stop  to 
admire  an  entry  in  the 
Physicians’  and  Wives’  Art 
Exhibit. 

and  seminars  complete  the  scientific 
offerings  of  Annual  Session. 

This  year,  13  different  symposia 
will  be  presented  during  the  annual 
meeting  of  the  Association. 

The  majority  of  the  special  offerings 
will  be  on  Thursday.  These  include  a 
meeting  of  the  American  College  of 
Emergency  Physicians,  State  Chapter; 
Conference  on  Student  Unrest;  Semi- 
nar on  Occupational  Health;  Special 
Program  on  History  of  Cardiovascular 
Surgery;  Symposium  on  Alcoholism; 
Symposium  on  Cardiovascular  Diseas- 
es; Symposium  on  Transportation  Safe- 
ty; and  Texas  Academy  of  General 
Practice  Seminar. 

For  the  second  year,  the  Forum  of 
Original  Research  will  be  sponsored  by 
the  Council  on  Annual  Session.  The 
presentations  and  discussions  of  orig- 
inal work  in  basic  medical  sciences 
and  clinical  medicine  will  begin  at  9 
a.m.  on  Thursday  and  will  last  until 
5:45  p.m.  Another  session  will  be  held 
Friday  from  9 a.m.  to  12:15  p.m. 

A Conference  on  the  Rehabilitation 
Potential  of  the  Cardiac  Patient  will  be 
held  on  Saturday.  Three  programs  will 
fill  the  final  day  of  the  Annual  Session, 
Sunday:  Seminar  on  Drug  Abuse,  Sem- 
inar on  Medical  Writing,  and  Sympo- 
sium on  Cerebral  Palsy. 

More  detailed  information  on  each 
of  these  programs  may  be  found  in 
the  official  Annual  Session  program. 

House  of  Delegates:  Thursday  at 
10:30  a.m.,  the  sound  of  the  gavel  will 
call  to  order  the  first  session  of  the 
TMA  House  of  Delegates.  Dr.  Walter  C. 
Bornemeier,  President  of  the  American 
Medical  Association,  is  scheduled  to 
address  delegates  at  the  first  session 
at  approximately  11:30  a.m.  on  "Medi- 
cine Today — and  Tomorrow.” 

Two  additional  sessions  of  the  House 
have  been  set  to  begin  Friday  at  7:30 
p.m.  and  Saturday  at  4 p.m. 

Reference  committees  will  hold  their 
first  meetings  to  consider  business 
assigned  to  them  on  Thursday.  If 
required,  other  meetings  of  the  ref- 
erence committees  will  be  scheduled 


by  committee  chairmen.  The  various 
TMA  boards,  councils,  and  committees 
will  be  meeting  Wednesday  through 
Saturday  to  transact  business. 

Two  special  events  planned  for  dele- 
gates include  a breakfast  at  7:30  a.m. 
Friday  morning  sponsored  by  Blue 
Cross  and  Blue  Shield  and  a coffee 
sponsored  by  the  Texas  Medical  As- 
sistants Association  Friday  evening. 
Dr.  John  P.  Stapp,  chief  scientist  for 
the  US  Department  of  Transporta- 
tion’s National  Highway  Safety  Bureau, 
will  speak  on  "Auto  Safety  Improve- 
ments, 1966-75;  Crash  Protection  of 
Motor  Vehicle  Occupants”  at  the 
breakfast. 

All  members  of  the  Association  may 
attend  meetings  of  the  House,  but 
may  not  participate  in  discussion  or 
voting  unless  designated  as  delegates. 
However,  all  TMA  members  have  the 
privilege  of  appearing  before  reference 
committees  to  voice  approval  or  dis- 
approval of  any  proposal. 

Woman’s  Auxiliary  activities:  Wives  of 
TMA  members  will  find  plenty  to  do  at 
the  1971  Annual  Session,  while  their 
husbands  make  policy  decisions  or 
talk  "medicine”  with  their  colleagues. 

Special  fun  events,  as  well  as  busi- 
ness and  committee  meetings,  have 
been  scheduled  by  the  Woman’s  Aux- 
iliary to  TMA  as  part  of  their  annual 
convention,  which  will  be  held  at  the 
same  time  as  TMA’s  Annual  Session. 

With  headquarters  in  the  Marriott 
Motor  Hotel,  the  Auxiliary  will  have  a 
hospitality  room  open  for  TMA  mem- 
bers’ wives  from  Thursday  through 
Saturday.  Exhibits  of  various  commit- 
tees will  also  be  on  display,  and  wives 
may  enjoy  the  Physicians’  and  Wives’ 
Art  Exhibit,  too. 

On  Thursday,  card  buffs  can  enjoy 
the  gala  card  party  to  be  sponsored 
by  the  Auxiliary,  or  wives  may  choose 
to  go  on  a shopping  tour  to  Houston’s 
fabulous  new  Galleria,  a three-level 
glass-enclosed  center  housing  more 
than  100  exclusive  shops. 

A cocktail  reception  is  scheduled 
on  Friday  to  honor  Mrs.  R.  C.  L.  Rob- 


ertson of  Houston,  President  of  the 
Woman’s  Auxiliary  to  the  American 
Medical  Association. 

New  Auxiliary  officers  will  be  in- 
stalled on  Saturday  at  a luncheon 
where  ladies  will  also  be  treated  to  a 
showing  of  the  latest  in  fashions  by 
Joske’s  of  Houston.  In  addition  to 
these  events,  Houston  offers  physi- 
cians’ wives  a variety  of  activities  and 
opportunities  for  entertainment.  Bro- 
chures on  many  attractions  will  be 
available  in  Annual  Session  hotels. 

Sports:  Bring  your  competitive  spirit 
with  you  to  Annual  Session,  and  if 
you’re  lucky,  you  may  take  home  a 
prize! 

Golf,  skeet  and  trap,  and  tennis 
contests  are  planned  for  Thursday  and 
Friday,  and  all  events  are  open  to  any 
TMA  physician. 

The  Westwood  Country  Club,  8888 
Henderson  Road,  will  be  the  scene  of 
the  golf  tournament.  Contestants  may 
tee  off  between  8 a.m.  and  1 p.m.  on 
Friday.  The  $10  entry  fee,  including  a 
greens  fee,  may  be  paid  at  the  coun- 
try club  before  participants  tee  off. 
Certified  handicaps  should  be  submit- 
ted to  the  starter  at  the  country  club. 

Gun  enthusiasts,  both  men  and  la- 
dies, may  try  for  the  prize  in  the  skeet 
and  trap  shoot.  Entry  fee  will  be 
$10.50  per  shooter,  and  the  event  is 
set  to  begin  at  1 p.m.  on  Friday  at 
the  Greater  Houston  Gun  Club,  McHard 
Road.  Contestants  must  preregister  at 
the  sports  event  desk  in  the  Sham- 
rock Hilton  Hotel. 

Those  interested  in  the  tennis  tour- 
nament are  also  asked  to  preregister 
and  to  send  their  $5  entry  fee  to  Dr. 
Charles  E.  Russo,  1121  Hermann  Pro- 
fessional Building,  Houston  77025  by 
May  1.  The  tournament  will  begin  at 
9 a.m.  on  Thursday  at  the  Memorial 
Park  Tennis  Center.  Competition  cate- 
gories include:  (1)  men’s  singles — 
junior  and  senior,  (2)  men’s  doubles, 
and  (3)  mixed  doubles.  Each  partici- 
pant must  bring  his  own  racquet,  ten- 
nis shoes,  and  a new  can  of  Wilson 
tournament  balls.  As  an  added  treat. 
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tennis  contestants  will  be  served  lunch, 
the  cost  of  which  is  included  in  the 
entry  fee. 

Entertainment:  Pleasurable  hours  will 
fill  the  four  days  of  Annual  Session, 
too.  Luncheon  activities,  dinner  and 
dancing,  and  cocktail  receptions  have 
been  incorporated  into  the  entertain- 
ment scheduled  for  TMA  physicians. 

At  Friday's  general  meeting  luncheon, 
members  of  the  Fifty  Year  Club  and 
their  wives  will  be  honored;  at  Satur- 
day’s luncheon,  past  Presidents  of 
TMA  and  their  spouses  will  receive 
special  recognition. 

Alumni  of  various  medical  schools 
will  have  an  opportunity  to  visit  at 
the  events  planned  for  them.  Schools 
who  have  alumni  activities  scheduled 
include:  Baylor  College  of  Medicine, 
annual  reception  and  dinner,  Thurs- 
day, 7 p.m.;  Tulane  University  School 
of  Medicine,  cocktail  reception,  Friday, 
7 p.m.;  University  of  Havana,  cocktail 
reception,  Friday,  7 p.m.;  The  Univer- 
sity of  Texas  Medical  Branch,  cocktail 
reception  and  buffet,  Friday,  6:30  p.m.; 
and  The  University  of  Texas  (South- 
western) Medical  School,  cocktail  re- 
ception, Friday,  7 p.m. 

Graduates  of  UT  Medical  Branch 
will  have  an  opportunity  to  win  an  oil 
painting  of  “Old  Red,”  formally  named 
the  Ashbel  Smith  Building. 

Phi  Beta  Pi  medical  fraternity  also 
will  sponsor  a cocktail  reception  for 
members  on  Thursday  at  6:30  p.m. 
Astro  I in  the  Astroworld  Hotel  will  be 
the  site  of  that  event. 

Dr.  Harry  S.  Lipscomb  of  Houston, 
coordinator  of  many  of  the  entertain- 
ment events,  has  announced  that  four 
classes  from  The  University  of  Texas 
Medical  Branch  in  Galveston  will  hold 
reunions  on  May  6.  All  UTMB  gradu- 
ates from  the  classes  of  1941,  1946, 
1951,  and  1961  are  cordially  invited 
to  meet  with  old  friends  Thursday  eve- 
ning at  6:30  p.m. 

Officials  and  members  of  the  board 
of  trustees  of  The  University  of  Texas 
Medical  Branch  Alumni  Association 


have  scheduled  a meeting  for  3:30 
p.m.  Friday. 

Perhaps  the  biggest  entertainment 
event  of  Annual  Session  will  occur  on 
Saturday,  when  physicians  and  their 
spouses  will  get  fancied  up  for  “Satur- 
day Night  at  the  Astroworld.”  The 
cocktail  party-dinner-dance  will  begin 
at  7:30  p.m.  in  the  Main  Ballroom  of 
the  Astroworld  Hotel;  the  cost  will  be 
$18  per  person  (inclusive  of  tax  and 
gratuity). 

Party-goers  will  enjoy  the  dance 
music  of  the  Ed  Gerlach  Orchestra, 
nicknamed  the  “Name  Band  of  the 
Southwest,”  and  will  be  treated  to  an 
evening  of  song  by  Miss  Marilyn  Maye, 
who  has  appeared  numerous  times  on 
the  Mike  Douglas,  Merv  Griffin,  Joey 
Bishop,  Kraft  Music  Hall,  and  Johnny 
Carson  Shows. 

Further  information  on  and  tickets 
to  all  entertainment  events  may  be  ob- 
tained in  the  registration  area  of  the 
Shamrock  Hilton  Hotel. 

Physicians’  and  Wives'  Art  Exhibit: 
A rainbow  of  colors  in  the  paintings, 
pieces  of  sculpture,  and  photographs 
produced  by  physicians  and  their 
wives  will  be  on  display  in  the  Grand 
Ballroom  and  the  Hall  of  Exhibits  of 
the  Shamrock  Hilton  Hotel. 

Annual  Session  participants  may  vis- 
it the  fourth  annual  Physicians’  and 
Wives'  Art  Exhibit  from  8:30  a.m.  to 
5:30  p.m.  on  Thursday,  from  8 a.m. 
to  5:30  p.m.  on  Friday,  and  from  8 
a.m.  to  4 p.m.  on  Saturday. 

Objets  d’art  entered  in  the  exhibit 
will  be  classified  in  one  of  nine  cate- 
gories: (1)  oil  painting — classical,  (2) 
oil  painting — modern,  (3)  water  color 
— classical,  (4)  water  color — modern, 
(5)  sculpture — classical,  (6)  sculpture 
— modern,  (7)  drawings  and  prints, 
(8)  arts  and  crafts,  and  (9)  photog- 
raphy. 

Four  awards — first,  second,  third, 
and  honorable  mention — will  be  given 
in  each  category.  In  addition,  a best- 
of-show  award  will  be  presented  to 
one  contestant. 

Memorial  Service:  The  traditional 


“Saturday  Night  at  the  Astro- 
world”  will  feature  Ed  Gerlach 
and  his  Orchestra,  the  "Name 
Band  of  the  Southwest.” 


Teeing  off  is  a participant  in  the 
Annual  Session  golf  tourna- 
ment. Tennis  and  skeet  and  trap 
contests  are  also  planned 
for  competitive  physicians  and 
their  spouses. 

Memorial  Service  will  be  held  Sunday 
from  9 a.m.  to  9:30  a.m.  in  the  Em- 
bassy Room  of  the  Shamrock  Hilton 
Hotel. 

Featuring  inspirational  music  and 
memorial  addresses,  the  service  pro- 
vides physicians  with  an  opportunity  to 
honor  their  colleagues  who  have  died 
during  the  past  year. 

The  memorial  address  for  deceased 
physicians  will  be  given  by  Dr.  Thomas 
J.  Fatherree  of  Houston,  and  Mrs. 
A.  O.  McCary  of  Lake  Jackson  will  pre- 
sent the  memorial  address  for  de- 
ceased wives  of  physicians. 
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Southwestern  honored 
for  employing  retarded 

National  and  local  awards  recognizing 
The  University  of  Texas  (Southwest- 
ern) Medical  School  in  Dallas  for  em- 
ployment of  retarded  youths  were  ac- 
cepted recently  by  Dr.  M.  B.  Starnes, 
director  of  animal  facilities  at  the  med- 
ical school. 

Dr.  Starnes,  whose  department  reg- 
ularly employs  about  a dozen  retarded 
youths  in  its  work,  received  a certifi- 
cate of  appreciation  from  the  National 
Association  for  Retarded  Children  and 
a plaque  denoting  the  "Employer  of 
the  Year”  award  from  the  Texas  Asso- 
ciation for  Retarded  Children. 

The  national  award  read,  in  part: 
"For  substantial  involvement  in  end- 
ing the  dark  ages  of  exploitation, 
abuse,  and  degrading  treatment  of  the 
mentally  retarded  and  for  significant 
contribution  to  the  dawning  of  this 
new  age  of  equal  and  inalienable 
rights  of  human  dignity  and  freedom 
for  these  special  people  of  the  human 
family.” 

At  Southwestern,  the  retarded 
youths  take  care  of  a wide  variety  of 
animals  that  are  used  in  scientific 
research. 

Praising  his  retarded  employees.  Dr. 
Starnes  said,  "They  give  a very  good 
performance  record.” 

"Their  absenteeism  record  is  the 
best  of  any  group  in  the  medical 
school,”  he  added. 


New  council  to  accredit 
long-term  care  facilities 

The  formation  of  a new  Accreditation 
Council  for  Long-Term  Care  Facilities 
has  been  announced  by  Dr.  John  D. 
Porterfield,  director  of  the  Joint  Com- 
mission on  Accreditation  of  Hospitals. 

Supported  by  four  health-care  or- 
ganizations— American  Association  of 
Homes  for  the  Aging,  American  Hos- 
pital Association,  American  Nursing 
Home  Association,  and  American  Med- 
ical Association — the  new  council  will 
survey  and  accredit  extended-care, 
nursing-care,  and  resident-care  facili- 
ties. The  accreditation  program  will  be 
administered  by  the  JCAH. 

Council  officers  were  elected  March 
1 at  the  group’s  first  meeting.  Dr.  Don 
E.  Foster  (D.M.D.)  of  Yakima,  Wash., 
will  serve  as  chairman.  Other  officers 
elected  were  Dr.  Herbert  Shore  (Ed.D.) 
of  Dallas,  vice-chairman;  Dr.  John  A. 


McLaren  of  Evanston,  III.,  secretary; 
and  Frederick  C.  Swartz  of  Lansing, 
Mich.,  executive  committee  member  at 
large.  Harris  B.  Jones  of  the  Joint 
Commission  staff  was  named  program 
director  and  was  elected  assistant  sec- 
retary of  the  council. 

The  new  accreditation  council  suc- 
ceeds the  Joint  Commission’s  Long 
Term  Care  Facilities  Accreditation  Pro- 
gram. 


Safety  and  health  said 
to  go  hand  in  hand 

Safety  should  be  a part  of  the  good 
health  habit,  says  the  Texas  State  De- 
partment of  Health,  pointing  to  the 
1970  Product  Safety  Report  issued  by 
the  US  Department  of  Health,  Educa- 
tion, and  Welfare. 

The  report,  which  includes  statistics 
on  accidents  involving  various  con- 
sumer products,  found  the  products 
most  frequently  involved  in  injuries 
were  (in  order)  bicycles,  nails,  kitchen 
knives,  tables,  beds,  playground  equip- 
ment, chairs,  snow  skis,  non-prescrip- 
tion drugs,  glass  bottles,  metal  con- 
tainers, ladders,  power  saws,  prescrip- 
tion drugs,  and  drinking  glasses.  Other 
products  listed  as  less-frequent  poten- 
tial sources  of  accidents  were  clothes 
dryers,  washers,  stoves  and  ovens, 
power  lawn  mowers,  and  chain  saws. 

According  to  the  statistics,  a male 
between  the  ages  of  5 and  24,  work- 
ing or  playing  at  home  with  some  con- 
sumer product  between  3 p.m.  and 
9 p.m.  on  a Saturday  or  Sunday,  is 
more  prone  to  consumer  product-relat- 
ed accidents. 

Additional  figures  show  that  almost 
one-half  of  the  injured  consumers  are 
under  age  15,  and  nearly  60%  are 
males.  Almost  70%  of  the  accidents 
were  reported  to  have  occurred  in 
or  around  the  home.  The  majority  of 
accidents  (almost  50%)  occurred  be- 
tween noon  and  6 p.m.,  with  another 
30%  or  so  occurring  between  6 p.m. 
and  midnight.  Saturdays  and  Sundays 
showed  only  a slight  increase  in  the 
number  of  accidents;  all  other  days  of 
the  week  ranked  almost  equal  in  the 
number  of  accidents  occurring  on  each 
day. 

An  official  in  the  State  Health  De- 
partment notes  that  the  figures  do  not 
reflect  all  of  the  accidents  that  involved 
consumer  products,  but  they  are  good 
indicators  as  to  the  type  of  products 
involved,  who  is  hurt,  and  when  and 
where  accidents  take  place. 


Directors  appointed  to 
medical  foundation 

Named  to  the  board  of  directors  of  the 
Houston  Medical  Foundation,  a non- 
profit corporation  formed  to  assist  in 
the  development  of  The  University  of 
Texas  Medical  School  at  Houston,  were 
six  Houston  businessmen  and  civic 
leaders. 

Dr.  Cheves  McCord  Smythe,  dean  of 
the  Houston  medical  school,  will  serve 
as  secretary  to  the  board.  Other  offi- 
cers elected  include  Robert  G.  Greer, 
president  of  Cullen  Bank  and  Trust, 
president;  Jack  S.  Josey,  president  of 
Josey  Oil  Company  and  a past  mem- 
ber of  the  UT  board  of  regents,  vice- 
president;  and  C.  R.  Richardson,  asso- 
ciate dean  of  business  affairs  of  the 
medical  school,  treasurer. 

Other  Houston  directors  appointed 
by  the  board  of  regents  were  Kraft  W. 
Eidman,  senior  partner  in  the  law  firm 
of  Fulbright,  Crooker,  Freeman,  Bates, 
and  Jaworski;  W.  N.  Finnegan,  III, 
attorney;  Corbin  J.  Robertson,  Sr., 
vice-president  of  Quintana  Oil  Com- 
pany; Pat  Rutherford,  Jr.,  independent 
oil  operator;  and  Gus  Wortham,  chair- 
man of  the  board  of  American  General 
Life  Insurance  Company. 

Retired  chairman  of  the  UT  board 
of  regents  Frank  C.  Erwin,  Jr.,  and  re- 
gent Frank  N.  Ikard  will  also  be  direc- 
tors of  the  foundation. 

The  Houston  Medical  Foundation 
will  assist  the  medical  school  in  ob- 
taining quality  faculty  and  staff,  estab- 
lishing facilities  and  clinics  for  train- 
ing medical  and  paramedical  students, 
and  securing  the  excellence  of  medical 
education  and  research  for  Texas. 

Nineteen  students  are  currently  en- 
rolled in  The  University  of  Texas  Medi- 
cal School  at  Houston,  but  are  study- 
ing at  UT  medical  schools  in  Dallas, 
San  Antonio,  and  Galveston.  Faculty 
members  for  the  Houston  school  are 
now  being  appointed,  and  the  first 
class  of  32  students  is  expected  on 
the  Texas  Medical  Center  campus  in 
June,  1971. 

Correction 

The  cutline  for  the  top  photograph 
on  page  103  of  the  February  issue  of 
Texas  Medicine  incorrectly  listed  Dr. 
R.  A.  Stevenson,  Jr.,  past  chairman  of 
the  board  of  directors  of  TEXPAC  and 
recent  recipient  of  the  TEXPAC  Meri- 
torious Service  Award,  as  Dr.  R.  C. 
Stephenson,  Jr. 
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TEXAS  MEDICAL  ASSOCIATION 

immw  AIIVENTIIItE 

Two  fun-filled  weeks  in  exotic  and 
colorful  Japan  and  Hong  Kong. 
Our  complete  Orient  Adventure 
costs  much  less  than  round  trip 
tourist  air  fare,  yet  includes 
direct  707  private  jet  flights, 
deluxe  hotels,  gourmet  meals, 
all  the  freedom  of  individual  travel, 
plus  many  other  exclusive  features. 
The  Orient  Adventure  is  departing 
from  Houston  and  Dallas 
on  June  25,  1971,  and  July  25,  1971. 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Enclosed  is  my  check  for  $ 

($100  per  person)  as  deposit. 

Klomo 

AHHroce 

City  7'p 

Plus  $35  Tax  and  Service 
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US  drops  requirement 
for  cholera  vaccination 

The  United  States  will  no  longer  re- 
quire cholera  vaccinations  before  ad- 
mitting travelers  from  areas  where  the 
disease  is  endemic,  according  to  sur- 
geon general  Dr.  Jesse  Steinfeld. 

As  reported  in  the  Jan.  18,  1971, 
issue  of  the  Journal  of  the  American 
Medical  Association,  Dr.  Steinfeld  ex- 
plained, “There  is  clear  evidence  that 
cholera  vaccine  is  of  little  use  in  pre- 
venting the  spread  of  cholera  across 
borders.”  He  added  that  today  excel- 
lent treatment  for  cholera  is  available 
and  that  the  only  effective  method  of 
preventing  its  spread  is  improvement 
of  environmental  sanitation. 

Speaking  at  a recent  international 
conference  on  vaccines,  the  surgeon 
general  said  that  probably  there  will 
be  sporadic  importations  of  cholera 
into  this  country,  but  that  there  is 
no  reason  to  believe  the  disease  will 
spread  because  of  the  standards  of 
environmental  sanitation. 

Emergency  doctors  set 
Annual  Session  program 

Organizing  the  Texas  Chapter  of  the 
American  College  of  Emergency  Physi- 
cians will  be  a major  goal  of  the  meet- 
ing that  will  be  held  on  Thursday, 
May  6,  in  Parlor  A of  the  Astroworld 
Hotel. 

The  organizational  meeting,  which 
will  be  held  in  conjunction  with  Texas 
Medical  Association’s  Annual  Session, 
will  be  preceded  by  a special  program 
on  various  aspects  of  emergency  ser- 
vices. 

The  program  will  begin  with  a call 
to  order  by  Dr.  Ben  E.  Moore  of  Meth- 
odist Hospital  of  Dallas,  a member  of 
the  American  College  of  Emergency 
Physicians  (ACEP).  Mr.  R.  Charles 
Stiles,  associate  counsel  for  Hospital 
Services,  Inc.,  of  Houston,  will  then 
address  program  participants  on 
“Legal  Aspects  of  Emergency  Room 
Care.” 

Two  panel  sessions  will  complete 
the  formal  program.  Dr.  N.  Peter 
Plechas  of  Memorial  Medical  Center  in 
Corpus  Christi  will  moderate  an  open 
panel  discussion  on  “Pressing  Problems 
in  Elevating  the  Standards  of  Emer- 
gency Medical  Care.”  Panel  partici- 
pants will  be  Dr.  Joseph  C.  Rupp 
of  Corpus  Christi,  forensic  pathologist 
and  Nueces  County  coroner,  who  will 
speak  on  “Medical  Complications  As- 
sociated with  Drug  Abuse”;  Dr.  Stan- 
ley K.  Taylor  of  Baylor  University  Med- 


ical Center  in  Dallas,  whose  topic  will 
be  “Criteria  for  Organizing  Emergency 
Physicians  Hospital  Groups”;  and 
James  P.  Rambin  of  Austin,  assistant 
director  of  civil  defense  and  traffic 
safety  for  the  Texas  State  Department 
of  Health,  who  will  address  physicians 
on  “(1)  Present  Status  of  Categorizing 
Emergency  Medical  Facilities  in  Texas, 
(2)  Medical  Advisory  Board  for  Driver 
Licensing,  and  (3)  The  Alcohol  Prob- 
lem in  Relation  to  the  Medical  Advi- 
sory Board  for  Driver  Licensing. 

Another  panel,  this  one  on  “Effect 
of  New  JCAH  Standards  on  Emergency 
Medical  Care,”  will  be  moderated  by 
Dr.  Moore.  Panelists  will  include  Mr. 
Robert  L.  English  of  Austin,  associate 
executive  director  and  director  of  plan- 
ning of  the  Texas  Hospital  Associa- 
tion; Dr.  William  T.  Haeck  of  Jackson- 
ville, Fla.,  treasurer  and  member  of  the 
board  of  directors  of  the  ACEP;  and 
Mr.  Stiles. 

The  organizational  meeting  will  fol- 
low the  panel  discussions  and  is 
scheduled  from  11  a.m.  to  noon.  The 
program  is  to  begin  at  8:45  a.m. 

Dr.  Plechas,  who  is  handling  many 
of  the  arrangements  for  the  session, 
cordially  invites  all  emergency  services 
physicians  to  attend  the  meeting. 

US  physicians  said  to 
total  334,044  in  1970 

An  American  Medical  News  article  re- 
ports that  the  Center  for  Health  Ser- 
vices Research  and  Development  of 
the  American  Medical  Association  has 
determined  that  there  were  334,044 
physicians  in  the  United  States  at  the 
end  of  1970. 

Representing  a gain  of  9,102  over 
the  1969  figure,  the  1970  statistics 
will  appear  in  a soon-to-be-released 
edition  of  Distribution  of  Physicians, 
Hospitals,  and  Hospital  Beds  in  the 
US,  said  the  article. 

The  center’s  study  indicated  that 
278,535  physicians  across  the  nation 
were  involved  in  patient-care  activities 
as  of  last  Dec.  31.  The  1969  total  was 
270,737,  and  the  1968  figure  was 
261,722. 

In  1970,  some  192,439  physicians 
were  listed  as  having  office-based  prac- 
tices, while  comparable  figures  for  the 
preceding  two  years  were  188,166 
(1969)  and  184,614  (1968). 

An  increase  of  more  than  6,500  was 
noted  by  the  article  for  hospital-based 
physicians  in  1970.  The  totals  for  the 
past  three  years  were  1968 — 77,108; 
1969— 82,571;  and  1970—89,096. 


Texans  breathe  easier  now 

Many  Texans  with  chronic  obstructive 
lung  diseases  have  learned  to  care  for 
themselves  and  to  become  productive 
members  of  society,  thanks  to  a suc- 
cessful pilot  program  initiated  some 
four  years  ago  by  the  Texas  State  De- 
partment of  Health. 

Until  1967,  notes  the  State  Health 
Department,  there  was  no  intensive 
treatment  and  rehabilitation  program 
for  the  Texan  afflicted  with  a chronic 
obstructive  lung  disease,  manifested 
by  difficulty  in  breathing. 

This  situation  existed  despite  the 
fact  that  pulmonary  diseases  are  the 
second  most  common  cause  of  dis- 
ability in  Texas  and  despite  the  fact 
that  in  the  past  ten  years,  the  US 
mortality  rate  from  emphysema  and 
chronic  bronchitis  has  more  than 
quadrupled  and  continues  to  grow 
faster  than  that  for  any  other  disease. 

Then,  some  four  years  ago,  a pilot 
rehabilitation  program  to  help  people 
with  chronic  breathing  problems  due 
to  emphysema,  chronic  bronchitis,  and 
obstructive  asthma  was  established  at 
the  East  Texas  Tuberculosis  Hospital 
near  Tyler. 

A multidisciplinary  approach  is  used 
in  the  program  to  improve  the  pul- 
monary functions  and  to  increase 
to  the  maximum  the  physical  ability 
of  patients.  Three  physicians  in  differ- 
ent aspects  of  rehabilitation,  voca- 
tional counselors,  psychologists,  physi- 
cal therapists,  and  social  workers  pool 
their  specialized  knowledge  in  an  in- 
tensive effort  to  aid  the  patient  in 
recovering. 

A series  of  medical,  physiological, 
psychological,  social,  and  vocational 
evaluations  are  made,  and  the  patient 
begins  medical  treatment,  breathing 
training,  and  a graded  exercise  pro- 
gram, all  designed  to  help  him  learn 
how  to  take  care  of  himself  and  to 
contribute  to  society  again. 

Statistics  from  the  program  are  en- 
couraging. At  the  end  of  the  fiscal 
year  1969,  63%  of  the  patients  in 
the  program  were  employed;  19% 
were  seeking  work  or  were  ready  for 
employment;  and  18%  were  too  ill  to 
be  employed  or  had  died. 

The  State  Health  Department  reports 
that  the  Tyler  hospital  is  one  of  only 
four  such  centers  in  the  United  States, 
and  through  the  pilot  project,  the  de- 
partment is  trying  to  salvage  those 
patients  whose  chances  of  recovery 
would  be  extremely  doubtful  without 
the  rehabilitation  program. 
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FEATURING 


..  41  GUEST  SPEAKERS 


plus  250  special  and  TMA-member  speakers 


13  SECTION  PROGRAMS 

Digestive  Diseases,  General  Practice,  Internal 
Medicine,  Nervous  and  Mental  Diseases,  Ob- 
stetrics and  Gynecology,  Ophthalmology,  Oto- 
laryngology, Pathology,  Pediatrics,  Physical 
Medicine  and  Rehabilitation,  Public  Health, 
Radiology,  and  Surgery 


20  CURBSTONE  CONSULTATIONS 

Person-to-person  conversational  discussions 
of  cases  and  problems  of  general  medical 
interest 


13  CONTINENTAL  BREAKFAST  ROUND  TABLES 

Have  breakfast  with  a guest  speaker  on  Friday 
and  Saturday  mornings.  Enjoy  juice,  coffee, 
rolls  while  the  speaker  makes  a 25-minute 
presentation.  Then  participate  in  the  informal 
45-minute  open  forum  that  will  follow. 


28  SPECIALTY  SOCIETY  PROGRAMS 


10  SPECIAL  SYMPOSIUMS 


175  SCIENTIFIC  AND  TECHNICAL  EXHIBITS 
FORUM  OF  ORIGINAL  RESEARCH 


FILM  PROGRAM 

PHYSICIANS’  AND  WIVES’  ART  EXHIBITION 


SPORTS/ENTERTAINMENT 

Golf,  Tennis,  Skeet  and  Trap,  Fraternity  and 
Alumni  Parties,  Class  Reunions,  and  the  fabu- 
lous “Saturday  Night  at  the  Astroworld"  cock- 
tail party/dinner/dance 


ADVANCE  REGISTRATION  FORM 
FILL  OUT  BOTH  SIDES  AND  MAIL  TODAY 


YOU  CAN  REGISTER  IN  ADVANCE! 


Save  time  and  effort  by  registering  in  advani 
Fill  out  the  card  below,  mail  it  to  TMA,  and  ypur 
registration  packet  will  be  waiting  for  you.  There 
is  no  registration  fee  for  TMA  members. 


A handy  form  for  ordering  tickets  to  the  lunch- 
eons,  the  “Saturday  Night  at  the  Astroworl3,",i*^^| 
and  other  events  is  located  on  the  back  of  this 
Advance  Registration  card.  Save  even  more  time  ; M 
by  ordering  your  tickets  now.  { ! 


(/)  yir 

U.O 


K it 


S 

_ia.ui 
a.<cD  U 


(TO  y m zoo 
‘*'.-0  2 “ 


UJ 

U,  U W 55  3 

iir  2 2 --  - 


~ 1.1 


COLU  O 


U 0 

UJ  HUJ  C r 

< 2< 
a (ro 

UJ  tUUJ 
J J — I 
UJ  JUI 


o — 
z 2z 

02 
O OK 

o << 

'-y  21 


O <D  C.  j > HO 


□ □ □□□  □ □ □□  c:Dn 


□ □ 


Sr 

ui  z 


MAKE  YOUR  HOTEL 
RESERVATION  TODAY! 


Select  your  choice  of  hotel  from  the  list 
below,  complete  the  reserv.ation  card,  ad- 
dress it  to  the  hotel  of  your  choice  and 
mail  it  today.  Preference  will  be  honored 
as  far  as  possible,  and  confirmation  will 
be  sent  directly  to  you  from  the  hotel. 

RATES  SINGLES  DOUBLES  TWINS  SUITES 


Scientific  Sessions  Headquarters 
SHAMROCK  HILTON  HOTEL  $15-$30 

Attn.  Reservations  Dept. 

P.  0.  Box  2848 
Houston,  Texas  77001 

Business  Sessions  Headquarters 
ASTROWORLD  HOTEL  $14-$24 

Attn.  Convention  Reservations  Dept. 

P.  0.  Box  1555 
Houston,  Texas  77001 

Woman’s  Auxiliary  Headquarters 
MARRIOTT  MOTOR  HOTEL  $15-$20 

2100  S.  Braeswood 
Houston,  Texas  77025 

THE  TOWERS  $12-$16 

2130  Holcombe  Blvd. 

Houston,  Texas  77025 


$21-$36  $21-$36  $50  & up 

$16-$28  $16-$28  $40  & up 

$20-$25  $20$25 

$16-$22  $18-$24 


Rooms  at  all  hotels  will  not  be  held  after  6 p.m.  unless  requested. 


HAVE  YOUR  TICKETS  READY  FOR  YOU 
WHEN  YOU  GET  TO  HOUSTON 


PLAN  NOW  TO  ATTEND! 


TEXAS  MEDICAL 
ASSOCIATION 


1971  ANNUAL 
SESSION 
MAY  6-9 


AVOID  the  lines,  the  last  minute  rush,  and  the  possi- 
bility of  missing  out  on  the  TMA  functions  listed  below. 
Fill  out  this  form,  mail  it  to  TMA  with  your  check,  and 
your  tickets  will  be  waiting  for  you. 

GENERAL  MEETING  LUNCHEON — Friday,  May  7, 
12:30  p.m..  Shamrock  Hilton  Hotel.  Featured  speaker 
will  be  Cmdr.  Joseph  P.  Kerwin,  MC  USN,  NASA 
Astronaut,  Houston. 

GENERAL  MEETING  LUNCHEON— Saturday,  May  8, 
12:30  p.m..  Shamrock  Hilton  Hotel.  Featured  speaker 
will  be  The  Honorable  Lloyd  M.  Bentsen,  Jr.,  United 
States  Senator  from  Texas,  Washington,  D.  C. 
“SATURDAY  NIGHT  AT  THE  ASTROWORLD”— A fabu- 
lous cocktail  party,  dinner,  dance  Saturday,  May  8, 
7:30  p.m..  Main  Ballroom  of  the  Astroworld  Hotel. 
Dress  is  semi-formal.  Price  includes  cocktail  reception, 
dinner,  entertainment. 

CONTINENTAL  BREAKFAST  ROUND  TABLES— Friday, 
May  7,  and  Saturday  May  8,  8:15-9:30  a.m..  Shamrock 
Hilton  Hotel.  There  is  no  charge,  but  attendance  is 
limited  and  tickets  necessary.  Have  juice,  coffee,  and 
rolls  with  a guest  speaker,  then  participate  in  an  in- 
formal discussion  period. 


USE  THESE  HANDY 
FORMS  TO 
REGISTER  IN 
ADVANCE,  BUY 
TICKETS  AND 
MAKE  HOTEL 
RESERVATIONS 
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41  Guest  Speakers 


plus  250  special  and  TMA-member  speakers 


Frank  J.  Ayd,  Jr.,  M.D. 

Baltimore,  psychiatry 
Walter  C.  Bornemeier,  M.D. 
Chicago,  President 
American  Medical  Association 
Philip  S.  Brachman,  M.D. 

Atlanta,  public  health 
Alston  Callahan,  M.D. 
Birmingham,  ophthalmology 
Ronald  J.  Catanzaro,  M.D. 

West  Palm  Beach,  Fla.,  psychiatry 
Donald  L.  Cooper,  M.D. 

Stillwater,  Okla.,  sports  medicine 
William  H.  Crosby,  Jr.,  M.D. 
Boston,  internal  medicine 
Eric  Denhoff,  M.D. 

Providence,  R.  I.,  pediatrics 
Stanley  Deutsch,  M.D. 

Chicago,  anesthesiology 
Bruce  H.  Drukker,  M.D. 

Detroit,  obstetrics  and  gynecology 

Donald  B.  Effler,  M.D. 

Cleveland,  thoracic  surgery 
Z.  Z.  Godlowski,  M.D. 

Chicago,  endocrinology 


GENERAL  MEETING 
LUNCHEON  SPEAKERS: 


Robert  W.  Goltz,  M.D. 

Denver,  dermatology 
James  F.  Holland,  M.D. 
Buffalo,  internal  medicine 
(oncology) 

William  F.  House,  M.D. 

Los  Angeles,  otology 
Robert  H.  Jebsen,  M.D. 
Cincinnati,  physical  medicine 
and  rehabilitation 

Edward  J.  Kowalewski,  M.D. 

Akron,  Pa.,  President 
American  Academy  of  General 
Practice 

Philip  Kramer,  M.D. 

Boston,  internal  medicine 
(gastroenterology) 

Chang  Ling  Lee,  M.D. 

Chicago,  pathology 
A.  Edward  Maumenee,  M.D. 
Baltimore,  ophthalmology 
Lloyd  M.  Nyhus,  M.D. 

Chicago,  surgery 
Joseph  H.  Ogura,  M.D. 

St.  Louis,  otolaryngology 
A.  Edward  O’Hara,  M.D. 
Philadelphia,  radiology 


Chester  M.  Pierce,  M.D. 

Boston,  psychiatry  and  neurology 
Peter  Randall,  M.D. 

Philadelphia,  plastic  surgery 
Sylvia  O.  Richardson,  M.D. 
Cincinnati,  pediatrics 
Leon  Saizman,  M.D. 

New  York,  psychiatry 
Wendell  G.  Scott,  M.D. 

St.  Louis,  radiology 
William  S.  Smith,  M.D. 

Ann  Arbor,  orthopaedic  surgery 

Colonel  John  P.  Stapp,  USAF  MC 
(Retired) 

Washington,  D.  C.,  Science 
Advisor, 

National  Highway  Safety  Bureau, 

U.  S.  Department  of 

Transportation 

Maus  W.  Stearns,  Jr.,  M.D. 

New  York,  proctology 
Heni7  N.  Wagner,  Jr.,  M.D. 
Baltimore,  internal  medicine, 
radiology  and  radiological  science 
Morton  M.  Ziskind,  M.D. 

New  Orleans,  internal  medicine 
(pulmonary  diseases) 


CMDR.  JOSEPH  P.  KERWIN,  MC  USN 
NASA  Astronaut 
Manned  Spacecraft  Center 
Houston 


THE  HONORABLE  LLOYD  M,  BENTSEN,  JR. 
United  States  Senate 
Washington,  D.  C. 


ADVANCE  TICKET  ORDERS 


CONTINENTAL  BREAKFAST 
ROUND  TABLE  PRESENTATIONS 
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Friday,  May  7,  8:15-9:30  a.m. 

1.  TREATMENT  OF  LEUKEMIA 
—YEA  OR  NAY 

Joint  Presentation:  William 
H.  Crosby,  M.D,,  Boston, 
and  James  F.  Holland, 

M.D.,  Buffalo 

2.  INGUINAL  HERNIA — 
SURGICAL  THERAPY 
Lloyd  M.  Nyhus,  M.D., 
Chicago 

3.  FEMALE  SEXUALITY 
Leon  Saizman,  M.D., 

New  York 

4.  INJURIES  ASSOCIATED 
WITH  SEAT  BELTS 
William  S.  Smith,  M.D., 

Ann  Arbor 

5.  AESTHETIC  SURGERY  OF 
FACE  AND  EARS 

Peter  Randall,  M.D., 
Philadelphia 

6.  DIAGNOSIS  AND  TREAT- 
MENT OF  BACTERIAL 
PNEUMONIA 

Morton  M.  Ziskind,  M.D., 
New  Orleans 


Saturday,  May  8,  8:15-9:30  a.m. 

7.  INCOMPETENT  URETHRA 
Bruce  H.  Drukker,  M.D., 
Detroit 

8.  HIATUS  HERNIA:  FACTS 
AND  FANCIES 

Philip  Kramer,  M.D., 

Boston 

9.  TESTING  FOR  HEPATITIS 
Chang  Ling  Lee,  M.D., 
Chicago 

10.  SPEECH  AND  LANGUAGE 
DISORDERS  OF  YOUNG 
CHILDREN 

Sylvia  O.  Richardson,  M.D., 
Cincinnati 

11.  CRASH  PROTECTION  OF 
MOTOR  VEHICLE 
OCCUPANTS 

Colonel  John  P.  Stapp, 
Washington,  D.  C. 

12.  PULMONARY  THROMBO- 
EMBOLISM 

Henry  N.  Wagner,  Jr.,  M.D., 
Baltimore 

13.  CLINICAL  ENTITIES  IN 
UVEITIS 

A,  Edward  Maumenee,  M.D., 
Baltimore 


Individual  study  units  aid 
Southwestern  freshmen 

An  imaginative  method  for  helping 
freshman  medical  students  at  The  Uni- 
versity of  Texas  (Southwestern)  Medical 
School  at  Dallas  to  “bone  up”  on 
biochemistry  has  attracted  attention 
among  scientific  educators  as  far  away 
as  the  sunny  Caribbean. 

Specialists  who  attended  the  Sixth 
Caribbean  Chemical  Conference  in  St. 
Augustin,  Trinidad,  early  this  year  saw  a 
demonstration  of  a versatile  new  au- 
diovisual study  carrel  developed  by 
the  school’s  department  of  biochemis- 
try to  upgrade  the  scientific  back- 
grounds of  incoming  students. 

Dr.  Donald  S.  Wiggans,  professor 
of  biochemistry,  described  the  teach- 
ing method  and  showed  a working 
model  of  the  study  carrels  now  in  use 
at  the  Dallas  school. 

Some  113  first-year  students  at 
Southwestern  are  using  12  of  the  com- 
partmentalized study  units,  each  of 
which  contains  a tape  recorder,  pro- 
jector, and  small  screen.  Using  ear- 
phones, the  students  hear  taped  lec- 
tures and  view  color  slides  to  receive, 
in  ten  lessons,  what  school  officials 
term  a comprehensive  review  of  bio- 
chemistry fundamentals. 

Separate  controls  enable  each  stu- 
dent to  study  at  his  own  pace  and 
to  repeat  portions  of  the  material  as 
often  as  desired. 

The  self-study  carrel  has  been  under 
development  for  the  past  three  years 
by  Dr.  Wiggans  and  Dr.  Ronald  W. 
Estabrook,  chairman  of  the  depart- 
ment of  biochemistry.  Similar  carrels 
also  have  been  used  recently  by  Dr. 
Wiggans  in  teaching  chemistry  at  The 
University  of  Texas  at  Arlington. 

Dr.  Wiggans  said  the  project  repre- 
sents a new  approach  to  an  old  prob- 
lem— how  to  fill  gaps  in  the  varied 
scholastic  backgrounds  of  new  stu- 
dents, who  often  are  weak  in  chemis- 
try, in  order  to  prepare  them  for  the 
rigorous  medical  curriculum  ahead. 

“An  undergraduate  major  in  almost 
any  academic  area  is  acceptable  for 
entrance  to  medical  school,”  he  ex- 
plained. “Some  students  bring  a mini- 
mum exposure  to  chemistry,  having 
completed  the  requirement  as  much 
as  three  years  earlier  or  in  the  fresh- 
man year  of  college.” 

General  class  reviews  of  basic  infor- 
mation are  inefficient  uses  of  students’ 
and  teachers’  time.  Dr.  Wiggans  said, 
and  are  “woefully  inadequate”  for  the 
student  who  has  not  studied  the  sub- 
ject matter  for  two  or  three  years. 


The  flexible  self-study  method,  on 
the  other  hand,  enables  each  student 
to  spend  as  much  time  outside  the 
classroom  as  needed  to  achieve  com- 
petency, with  self-administered  tests 
indicating  when  this  level  is  reached. 

Student  response  to  the  study  car- 
rel has  been  highly  favorable.  Dr. 
Estabrook  said. 

“They  love  it,”  he  said.  “It  gives 
them  independence  and  selectivity, 
letting  them  tailor  their  study  to  their 
particular  needs.” 

The  audiovisual  lessons  are  not  sub- 
stitutes for  conventional  lectures  and 
textbook  studies,  but  are  supplemen- 
tary, providing  “an  additional  means 
of  communication  with  our  students 
which  permits  the  faculty  to  do  much 
more  with  each  student,”  he  said. 

Drs.  Wiggans  and  Estabrook  envision 
other  adaptations  of  the  audiovisual 
self-study  technique,  both  during  and 
after  formal  education. 

Packaged  study  units  could  be  used 
to  deliver  instruction  to  students  phy- 
sically unable  to  attend  class.  Dr.  Wig- 
gans said.  The  units  could  also  be 
valuable  self-improvement  tools  for 
students  handicapped  by  inadequate 
educational  backgrounds. 

Dr.  Estabrook  foresees  the  physi- 
cian, pretuned  to  the  self-instruction 
method  during  training,  using  it  as  a 
means  of  continuing  education  during 
his  professional  years. 

The  carrel  project,  financed  with 
departmental  funds  at  first,  was  given 
a monetary  boost  last  year  by  the 
receipt  of  a $34,700  grant  from  the 
National  Fund  for  Medical  Education. 

New  systems  will  aid  in 
pacemaker  battery  checks 

Patients  with  cardiac  pacemakers  soon 
may  have  simpler  and  more  conve- 
nient means  of  checking  battery  power. 
One  method  already  has  been  used 
by  45  patients  for  more  than  a year; 
another  is  only  an  idea  now,  but  its 
development  is  under  way,  according 
to  reports  in  the  Jan.  11,  1971,  issue 
of  the  Journal  of  the  American  Medi- 
cal Association. 

Using  unmodified  home  telephones 
plus  a specially  designed  transducer, 
45  patients  in  New  York  have  their 
pacemakers’  battery  power  checked 
by  a central  clinic  without  leaving 
home.  Describing  the  method  at  the 
American  Heart  Association  meeting 
in  Atlantic  City  was  Dr.  Seymour  Fur- 
man, associate  attending  cardiothorac- 
ic  surgeon  at  Montefiore  Hospital  and 
Medical  Center  and  assistant  professor 


of  surgery  at  Albert  Einstein  College 
of  Medicine  in  New  York  City. 

He  considers  the  telephone  system 
more  sensitive  than  the  electrocardio- 
gram; it  measures  pacemaker  rate  to 
±0.05  beats  per  minute,  whereas  the 
ECG’s  accuracy  is  ±2  beats  per  min- 
ute because  the  reading  is  affected 
by  paper  drag  and  by  whether  the 
paper  roll  is  at  its  beginning  or  end. 

The  patient  places  his  telephone 
receiver  into  a cradle  or  transducer 
and  grasps  two  electrodes,  one  in 
each  hand,  explained  Dr.  Furman.  The 
transducer  picks  up  the  pacemaker 
signals  from  the  hands  and  transforms 
them  into  clicks  which  register  in 
the  mouthpiece  of  the  telephone,  are 
transmitted  to  a receiving  transducer 
at  the  pacemaker  clinic,  and  are  trans- 
formed via  a counter  into  beats  per 
minute.  An  attendant  at  the  clinic 
compares  the  count  with  previous  rec- 
ords. The  procedure  takes  about  30 
seconds  and  is  done  twice  a week. 

Slight  rate  change,  either  increase 
or  decrease,  is  the  first  indication  of 
pacemaker  battery  failure;  thus,  it  is 
important  to  detect  changes  of  0.1 
beats  per  minute  as  soon  as  possible. 

Among  the  45  patients  in  the  test 
group,  only  one  unexpected  pacemak- 
er failure  occurred,  and  in  that  case, 
the  pacemaker  rate  did  not  change 
when  the  battery  began  to  fail. 

The  accuracy  of  the  system  elimi- 
nates routine  replacement  of  pulse 
generators  after  a set  time.  Pacemak- 
ers are  replaced  only  when  battery  de- 
terioration becomes  evident,  and  the 
pacemaker  longevity  was  increased  by 
as  much  as  six  months  in  all  patients 
in  the  test  group. 

At  the  same  meeting,  George  D. 
Summers  of  the  Fairchild  Hiller  Cor- 
poration, Germantown,  Md.,  reported 
that  his  company  is  working  on  a 
device  in  which  tiny  light  bulbs  flash- 
ing under  the  skin  may  some  day 
alert  pacemaker  wearers  that  batter- 
ies should  be  checked.  Light-emitting 
diodes  might  also  signal  a break  in 
an  electrode  wire  or  flash  if  the  elec- 
trode itself  becomes  dislodged. 

Illustration  acknowledged 

The  authors  of  “The  Texas  Cancer 
Information  Service:  A Proposed  State- 
wide Service-Oriented  Tumor  Registry” 
{Texas  Medicine,  August,  1970),  re- 
port that  Fig.  1 was  adapted  from 
“Cancer  Registry  Information  System 
(CRIS),  January  1970,  Commission  on 
Professional  and  Hospital  Activities, 
Ann  Arbor,  Mich.” 
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The  Remarkahlv 

Rigid  l^rogression 
Of  Alcoholism 


In  virtually  every  case  of  alcohol  addiction  there  is  a 
time-ordered  sequence  of  progressive  drinking.  Alco- 
holism begins  with  “social  drinking,”  then  progresses  to: 

□ Drinking  at  least  once  a week. 

□ Drinking  faster  and  more  than  the  “social 
drinker.” 

□ Experiencing  temporary  amnesia,  or 
“blackouts.” 

□ Becoming  more  drunk  than  the  “social 
drinker”  (drug  tolerance). 

□ Losing  control  over  ability  to  stop  drink- 
ing after  the  first  drink. 

□ Going  on  periodic  drinking,  bouts. 

□ Losing  time  from  work. 

□ Protecting  and  hiding  liquor  supplies. 

□ Drinking  alone  in  the  morning  or  before 
breakfast. 

□ Getting  the  “shakes”  and  “butterflies” 
and  finding  liquor  mediates  them. 

□ Finding  it  takes  less  alcohol  to  get  drunk, 

(less  tolerance  to  the  drug,  probably  due 
to  brain  damage). 

□ Experiencing  delirium  tremens,  (D.T.’s). 

□ Feeling  vague  and  unreasoned  fears. 

□ Experiencing  insomnia. 

□ Dying  of  liver,  or  brain,  or  heart  disease, 
or  debilitating  diseases  such  as  tubercu- 
losis and  pneumonia  or  accidents. 


SCHICK 

HOSPITAL 


4101  Frawley  Drive  / Fort  Worth,  Texas  76118 
AC  817  284-9217 


Intensive  10-Day  Treatment  Program  for  Alcoholism  . . . Based  on  the  Addictive  Concept 
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TEXAS  MEDICINE 


Status  of  vaccines  given 

The  status  of  vaccines  is  the  subject 
of  a report  in  the  Feb.  5,  1971,  issue 
of  Medical  World  News. 

Several  vaccines  are  generally  re- 
garded as  satisfactory,  reports  the 
article.  These  include  those  against 
diphtheria,  measles,  mumps,  poliomy- 
elitis, Rocky  Mountain  spotted  fever, 
rubella,  and  tetanus.  Rocky  Mountain 
spotted  fever  vaccine  is  listed  as  a sat- 
isfactory immunizing  agent,  although 
it  produces  a varying  degree  and  dura- 
tion of  immunity  according  to  individ- 
ual response  and  other  factors.  It  is 
not  widely  used  because  there  are  few 
situations  in  which  large-scale  use  is 
indicated,  and  the  causative  agent  of 
the  disease  is  susceptible  to  antibi- 
otics. 

Licensed  vaccines  currently  under 
improvement  include  those  for  cholera, 
influenza,  smallpox,  tuberculosis,  and 
yellow  fever.  Cholera  vaccines  provide 
immunity  for  only  about  six  months 
and  thus  are  impractical  for  mass  use 
in  cholera-endemic  areas,  but  they  are 
suitable  for  travelers  to  these  areas, 
according  to  the  MWN  report.  No  in- 
fluenza vaccine  has  been  found  to  be 
completely  satisfactory.  Although  the 
risk  of  untoward  reactions  to  small- 
pox vaccine  is  small,  such  reactions 
do  occur,  and  the  article  warns  that 
physicians  should  observe  the  contra- 
indications to  its  use.  Currently  under- 
going clinical  trial  is  a new  yellow 
fever  vaccine  which  contains  no  avian 
viruses. 

Severe  and  occasionally  permanent 
central  nervous  system  reactions  have 
occurred  in  rare  cases  with  pertussis 
vaccine.  A better  vaccine  would  be  de- 
sirable, the  article  notes,  but  few  if 
any  investigators  are  working  on  the 
problem.  Nevertheless,  use  of  the  cur- 
rent vaccine  is  recommended  because 
it  carries  far  less  risk  than  the  disease 
itself. 

New  vaccines  in  the  course  of  devel- 
opment include  ones  that  would  pro- 
tect against  meningococcal  meningi- 
tis, mycoplasma  pneumonia,  pneumo- 
coccal pneumonia,  rabies,  respiratory 
syncytial  virus  disease,  shigellosis,  and 
streptococcal  infections.  A successful 
vaccine  against  one  type  of  meningo- 
coccal meningitis  is  being  used  by  the 
military  services,  and  civilian  clinical 
trials  are  being  considered.  Experi- 
mental vaccines  against  the  other  two 
strains  are  also  being  developed. 

The  article  states  that  an  experi- 
mental mycoplasma  pneumonia  vac- 
cine is  in  the  early  stages  of  testing. 


Clinical  trials  are  also  under  way  with 
a new  type  of  polyvalent  agent  that 
will  immunize  against  the  most  impor- 
tant types  of  pneumococci  with  a sin- 
gle injection.  Current  work  on  rabies 
vaccines  is  reported  to  be  aimed  at 
avoiding  the  complications  of  prophy- 
laxis. Temperature-sensitive  mutant 
virus  vaccines  for  respiratory  syncytial 
virus  disease  are  being  developed. 
Two  oral  vaccines  for  shigellosis  have 
shown  promise  in  early  clinical  trials, 
and  an  experimental  vaccine  against 
group  A streptococcus  is  being  tested. 
However,  there  are  indications  that 
long-term  protection  with  the  strepto- 
coccus agent  may  be  a problem. 

The  report  notes  there  are  several 
diseases  against  which  it  would  be  de- 
sirable to  have  a vaccine;  chickenpox, 
cytomegalovirus  infection,  gonorrhea, 
hepatitis,  and  para-influenza. 

Medical  World  News  reports  that 
the  status  study  was  prepared  in  co- 
operation with  the  Infectious  Diseases 
Branch  of  the  National  Institute  of 
Allergy  and  Infectious  Diseases,  the 
Division  of  Biologies  Standards,  and 
the  Center  for  Disease  Control  in 
Atlanta,  Ga. 

Faculty-student  ratio  is 
1:1.5  in  medical  schools 

Ten  thousand  new  full-time  faculty 
members  have  been  added  over  the 
past  six  years  to  the  staffs  of  US  med- 
ical schools,  notes  an  article  in  Medi- 
cal Economics. 

This  figure,  in  contrast  with  the  six- 
year  increase  of  5,000  medical  stu- 
dents, means  that  there  are  now 
24,706  full-time  faculty  members. 

The  total  number  of  medical  stu- 
dents presently  stands  at  37,669, 
making  a ratio  of  approximately  1.5 
students  for  every  professor. 

If  you  enjoy  eating, 
don’t  read  this  story! 

Commenting  editorially  on  food-borne 
illness  in  a recent  issue  of  Medical 
World  News,  Dr.  Morris  Fishbein,  the 
magazine’s  editor,  reveals  the  results 
of  a 1969  review  on  food-related  ill- 
ness in  New  York  by  a team  of  experts 
from  that  city’s  Department  of  Health. 

In  substantiating  the  experts’  thesis 
that  millions  of  incidences  of  food 
poisoning  go  unreported  in  the  United 
States  each  year,  the  review  produced 
evidence  of  grim  conditions  in  some 
homes  and  restaurants  in  New  York. 

For  example,  the  group,  which  was 


headed  by  Dr.  Tibor  Fodor,  chief  of 
epidemiologic  intelligence  of  the  Bu- 
reau of  Preventable  Diseases,  reviewed 
a 1967  survey  and  found  that  the 
study  indicated  that  55%  of  the 
chilled  salads  checked  in  New  York 
delicatessens  contained  Streptococcus 
fecalis.  The  same  study  also  revealed 
that  chicken  and  tuna  salads  had  an 
average  plate  count  of  the  same  germ 
of  10  million  per  gram. 

Other  organisms  involved  in  caus- 
ing food  poisoning,  the  article  report- 
ed, include  Clostridium  perfringens, 
staphylococci,  and  salmonella.  Some- 
times, wrote  Dr.  Fishbein,  chemicals 
too  are  responsible.  One  example  is 
monosodium  glutamate,  which  is  wide- 
ly used  in  Chinese  foods,  the  editor 
noted. 

‘‘A  listing  of  foods  implicated  in  ill- 
ness in  New  York  City  includes  salad, 
poultry,  beef,  Chinese  foods,  seafood, 
pork,  cold  cuts,  and  bakery  goods,” 
wrote  Dr.  Fishbein. 

But,  according  to  Dr.  Fodor’s  team 
of  investigators.  New  York  City  is  not 
the  only  place  where  food  poisoning  is 
a serious  public  health  problem — New 
York  City  simply  makes  special  efforts 
to  report  outbreaks  of  food-related 
illnesses. 

(The  National  Center  for  Disease 
Control  defines  an  outbreak  as  a situ- 
ation that  involves  two  or  more  cases 
connected  with  eating  the  same  food: 
in  New  York,  three  cases  are  consid- 
ered an  outbreak,  explained  the  ar- 
ticle.) 

Other  outbreaks  of  food-borne  ill- 
nesses have  occurred  over  the  past 
years  in  upstate  New  York,  where  a 
“bakery  worker  with  an  infected  finger 
contaminated  the  material  in  cream 
puffs  so  that  almost  30  people  were 
seriously  poisoned”;  in  San  Francisco, 
where  the  contaminated  goods  on  a 
single  bakery  route  made  more  than 
200  people  ill;  and  in  an  airline  head- 
quarters restaurant,  where  "contami- 
nated Boston  cream  pie  . . . felled 
hundreds.” 

The  article  noted  that  perhaps  the 
largest  single  outbreak  occurred  in 
1937  on  a steamship  that  was  sailing 
from  France.  In  that  outbreak,  some 
1,000  persons  contracted  food  poison- 
ing from  eating  pastries  that  contained 
salmonella. 

Dr.  Fishbein  warned,  “The  wide- 
spread and  continuous  threat  of  food 
poisoning  demands  much  more  atten- 
tion, including  adequate  investigation 
of  each  outbreak,  and  adequate  re- 
porting and  record  keeping  by  health 
departments.” 
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Mates  win  joint  award 
for  oncology  research 

A husband-and-wife  oncology  research 
team  has  been  presented  the  Bertner 
Foundation  Award.  Drs.  Elizabeth  and 
James  Miller,  both  professors  of  oncol- 
ogy at  the  McArdle  Laboratory  of  the 
University  of  Wisconsin  School  of  Med- 
icine, accepted  the  honor  at  the  24th 
Annual  Symposium  on  Fundamental 
Cancer  Research,  “Environment  and 
Cancer,”  sponsored  by  The  Univer- 
sity of  Texas  M.D.  Anderson  Hospital 
and  Tumor  Institute,  School  of  Public 
Health,  and  the  Division  of  Continuing 
Education  of  the  Graduate  School  of 
Biomedical  Sciences. 

The  Millers  are  being  recognized  for 
"their  contributions  to  knowledge  of 
chemical  carcinogenesis  and  for  their 
invaluable  leadership  and  direction  in 
the  attainment  of  an  understanding  of 
the  mechanisms  of  cancer  induction  in 
man.” 

Both  husband  and  wife  are  gradu- 
ates of  the  University  of  Wisconsin  and 
have  been  studying  chemical  carcino- 
genesis at  McArdle  Laboratory  since 
the  mid-1940’s. 

The  Bertner  Foundation  Award  is 
conferred  annually  on  a physician  or 
scientist  who  has  made  a distinguished 
contribution  to  cancer  research.  Estab- 
lished in  1950,  this  award  honors  the 
late  Dr.  E.  W.  Bertner,  first  acting  di- 
rector of  M.D.  Anderson  Hospital  and 
Tumor  Institute  and  first  president  of 
the  Texas  Medical  Center  in  Houston. 

Training  given  to  screen 
medically-limited  drivers 

Another  step  has  been  taken  to  make 
the  streets  and  highways  safer  for 
Texans. 

In  addition  to  the  activities  of  Texas 
Medical  Advisory  Board  for  Driver  Li- 
censing (see  Nov.,  1970,  issue  of 
Texas  Medicine),  schools  have  been 
set  up  to  train  driver  licensing  person- 
nel to  spot  Texas  drivers  with  poten- 
tial medical  limitations.  These  training 
sessions  are  cosponsored  by  local 
county  medical  societies,  the  Depart- 
ment of  Public  Safety,  and  the  Texas 
State  Department  of  Health. 

Thus  far,  some  seven  sessions  have 
been  held.  The  first  school  was  held 
in  Waco  in  January.  Subsequent  ses- 
sions have  been  held  in  El  Paso  and 
Corpus  Christ!  in  February;  in  Harlin- 
gen and  Beaumont  in  March;  and  in 


Tyler  and  Amarillo  in  April.  Another 
school  is  set  for  sometime  in  May  in 
Midland. 

The  training  sessions  are  designed 
to  educate  driver  licensing  personnel 
in  better  screening  techniques  to  iden- 
tify drivers  who  might  have  medical 
limitations.  The  curriculum  for  the 
courses  follows  the  guidelines  set  forth 
by  the  American  Medical  Association 
and  supported  by  Texas  Medical  Asso- 
ciation. 

Local  physicians  aid  in  conducting 
the  schools  and  come  from  such 
various  fields  of  specialization  as  in- 
ternal medicine,  cardiovascular  dis- 
eases, ophthalmology,  otolaryngology, 
neurology,  psychiatry,  and  orthopedics. 

The  evaluation  and  identification 
schools  are  an  extension  of  the  medi- 
cal advisory  board’s  activities  in  consi- 
dering licensing  for  medically  limited 
drivers.  The  aim  of  the  schools  is  to 
insure  that  more  drivers  with  medical 
limitations  will  receive  the  professional 
medical  consideration  provided  by  the 
board. 

Harmful  side  effects 
said  to  cause  accidents 

While  alcohol  is  a major  offender  in 
traffic  fatalities.  Dr.  R.  Lomax  Wells, 
member  of  the  American  Medical  As- 
sociation’s Council  on  Occupational 
Health,  reminds  physicians  in  a recent 
article  in  the  Journal  of  the  American 
Medical  Association  that  the  side  ef- 
fects of  a patient’s  medication  can 
also  kill  and  cripple  by  rendering  the 
patient  incapable  of  safe  driving. 

To  illustrate  this  point.  Dr.  Wells 
recounted  the  story  of  a 52-year-old 
woman  who  was  admitted  to  the  hos- 
pital in  a dazed  condition  following  a 
minor  traffic  accident.  The  woman  was 
suffering  from  fractured  bones,  a dis- 
location, and  numerous  lacerations. 

After  48  hours,  the  attending  phy- 
sician questioned  the  patient  about 
the  accident  in  hopes  of  determining 
what  caused  the  collision. 

The  police  reported  that  the  patient 
was  at  fault  in  the  accident.  They  had 
determined  that  her  car  had  suddenly 
swerved  over  the  median  line  of  one 
of  the  city’s  main  streets  and  had 
struck  the  on-coming  car  head  on, 
wrote  Dr.  Wells.  Neither  vehicle  had 
been  speeding  said  the  police,  and  the 
day  was  clear  and  the  streets  were  dry. 

The  driver  and  two  passengers  in 
the  other  car  were  released  from  the 


hospital  emergency  room  after  treat- 
ment for  minor  injuries. 

Upon  questioning,  the  patient  told 
the  doctor  that  she  had  not  had  any- 
thing alcoholic  to  drink,  that  she  had 
no  mental  or  physical  stress  before 
the  collision,  and  that  her  home  life 
was  happy.  The  patient  did  reveal, 
however,  that  she  had  been  taking 
tranquilizers,  prescribed  by  her  per- 
sonal physician,  for  “some  minor  ner- 
vousness and  insomnia.”  Upon  further 
questioning,  the  attending  physician 
found  that  while  the  patient  reported 
that  the  tranquilizers  reduced  her  ner- 
vousness and  aided  her  in  sleeping, 
new  symptoms  such  as  lack  of  alert- 
ness, memory  lapses,  and  spells  of 
dizziness  had  appeared. 

Stated  the  article;  “It  was  apparent 
that  she  was  sensitive  to  the  tranquil- 
izer, and  that  these  side  effects  had 
reached  a peak  for  just  long  enough 
to  cause  her  to  lose  control  of  her 
car.” 

Dr.  Wells  cautioned  that  the  physi- 
cian “must  always  be  alert  in  advising 
his  patient  about  possible  contraindi- 
cations and  side  effects  of  the  medi- 
cations he  prescribes.” 

“It  is  not  known  how  often  an  event 
occurs  as  described  ....  caused  by 
‘symptomatic’  doses  of  a tranquilizer,” 
concluded  Dr.  Wells.  “Suffice  it  to  say 
that  in  some  people  these  drugs  pro- 
duce symptoms  that  cause  abnormal 
reactions  to  the  environment  in  which 
they  live  day  by  day.  It  is  the  prescrib- 
ing physician’s  grave  responsibility  to 
do  everything  possible  to  protect  his 
patient  against  such  events.  While  we 
seek  the  answers  to  the  prevention  of 
alcohol  and  drug  abuse,  let  us  not 
forget  the  innocent  and  honest  patient 
who  suffers  impairment  and  disability 
through  no  fault  of  his  own.” 

Germans  propose  drivers 
undergo  medical  exam 

Mandatory  physical  examinations  may 
be  in  store  for  drivers  in  West  Ger- 
many. 

Legislation  requiring  all  applicants 
for  a driver’s  license  to  undergo  an 
extensive  physical  examination  before 
they  can  be  issued  a license  is  now 
on  the  docket  of  a special  expert  com- 
mittee, according  to  an  article  in  the 
Journal  of  the  American  Medical  Asso- 
ciation. 

The  West  German  government, 
which  proposed  the  legislation,  ex- 
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plained  that  the  applicant  would  be 
allowed  to  go  to  the  physician  of  his 
choice  for  the  physical.  The  physician 
would  then  examine  the  applicant  and 
issue  a certificate  stating  that  the  pa- 
tient is  free  of  physical  or  mental  de- 
fects that  might  interfere  with  his  abil- 
ity to  competently  operate  a motor 
vehicle. 

According  to  the  article,  final  pas- 
sage of  a law  making  medical  certifi- 
cation of  drivers  a requirement  for 
a driver’s  license  can  be  expected 
sometime  in  1971. 

Is  cholesterol-regulation 
mechanism  tied  to  cancer? 

Scientists  at  The  University  of  Texas 
(Southwestern)  Medical  School  at  Dal- 
las have  tracked  a basic  defect  that 
causes  a cancer  cell’s  cholesterol-regu- 
lating mechanism  to  go  awry. 

A normal  body  cell  can  regulate  its 
cholesterol  production,  but  a cancer 
cell  apparently  loses  this  "feedback” 
control.  A research  team  headed  by 
Dr.  Marvin  D.  Siperstein  has  pinpoint- 
ed the  time  and  site  at  which  this 
control  is  lost. 

An  enzyme,  mevalonate  synthetase, 
is  involved  in  the  loss  of  feedback  con- 
trol in  production  of  cholesterol  by 
cancerous  liver  cells  in  rats,  accord- 
ing to  the  researchers'  article  in  the 
February,  1971,  issue  of  Proceedings 
of  the  National  Academy  of  Science. 

This  breakdown  is  “the  only  known 
consistent  defect  in  the  control  me- 
chanism of  cancer,”  said  Dr.  Siper- 
stein, professor  of  internal  medicine  at 
Southwestern. 

"Now,”  he  said,  "we  know  exactly 
where  the  problem  lies.  We  have  to 
see  what’s  wrong  with  that  enzyme  by 
isolating  it,  analyzing  it;  and  we  hope 
thereby  to  see  whether  loss  of  the  key 
controlling  mechanisms  (cholesterol 
feedback)  can  be  ascribed  to  a spe- 
cific defect  in  a specific  protein.” 

The  scientists  already  can  diagnose 
liver  cancer  in  laboratory  animals  with 
their  cholesterol-measuring  technique, 
and  a "simple  blood  test”  similar  to 
current  thyroid  examinations  could  one 
day  evolve  to  diagnose  liver  cancer 
(and,  possibly,  other  forms)  in  hu- 
mans, Dr.  Siperstein  believes. 

Liver  cancer  was  chosen  for  the  ex- 
periments, he  explained,  because  "we 
know  so  much  about  the  biochemistry 
of  the  liver.  The  slow-growing  tumors 
offer  a model  for  studying  other  can- 


cers, and  what  is  true  of  liver  cancer 
probably  will  be  true  of  other  cancers.” 

Studies  so  far  have  concentrated 
on  liver  cancer  in  animals,  but  similar 
preliminary  results  also  have  been  ob- 
tained in  animals  with  leukemia.  Ex- 
periments are  now  being  extended  to 
breast  cancer. 

The  only  tests  involving  humans  so 
far  have  been  biopsies  of  a few  liver 
tumors.  “We  found  that  this  feedback 
system  had  been  destroyed  in  human 
beings,”  Dr.  Siperstein  said. 

The  most  recent  studies  identified 
the  enzyme  involved  in  this  process. 
Normal  and  cancerous  tissues  were 
taken  from  livers  of  rats,  and  the  criti- 
cal enzyme  mevalonate  synthetase  was 
measured  by  using  tracer  materials. 

When  normal  animals  were  fed  cho- 
lesterol, the  level  of  this  enzyme  in  the 
liver  decreased  enormously,  indicating 
that  the  chemical-regulating  mechan- 
ism was  working.  But  in  rats  with  can- 
cer, the  enzyme  level  did  not  change 
when  cholesterol  was  fed,  indicating 
loss  of  the  normal  control  mechanism. 
The  result  is  continued  production  by 
the  enzyme  of  mevalonate,  which  is 
manufactured  in  the  cancerous  tissue. 

The  Dallas  researchers  stumbled 
onto  the  cholesterol-cancer  link  while 
studying  cholesterol’s  better-known  re- 
lationship with  cardiovascular  disease. 
In  the  process,  they  discovered  the 
key  enzyme  suspected  of  controlling 
the  feedback  regulation  and  decided, 
almost  by  chance,  to  find  out  whether 
cancer  tissue  could  synthesize  choles- 
terol. They  were  surprised  to  learn  that 
cancer  not  only  produced  cholesterol, 
but  made  too  much  of  it. 

The  National  Institutes  of  Health, 
which  had  provided  the  original  study 
grant,  readily  agreed  that  the  work 
should  switch  into  this  promising  new 
direction. 

"This  work  illustrates  the  funda- 
mental wisdom  of  the  NIH  policy  of 
allowing  investigators  to  follow  inter- 
esting leads,  even  though  those  leads 
may  have  nothing  to  do  with  the  origi- 
nal research  project.  A more  restrictive 
policy,  forcing  scientists  to  do  only 
what  they  agreed  to  do,  would  have 
prevented  us  from  ever  making  this 
study,”  Dr.  Siperstein  observed. 

Experiments  with  rainbow  trout, 
widespread  victims  of  liver  cancer 
blamed  on  the  chemical  aflatoxin,  con- 
firmed that  the  cholesterol  mechanism 
was  knocked  out  by  the  chemical  long 
before  any  trace  of  cancer  appeared — 
indicating.  Dr.  Siperstein  said,  that  the 


defect  precedes  the  disease. 

This  fact,  plus  knowledge  that  the 
cholesterol  malfunction  is  the  only 
known  such  defect  consistently  occur- 
ring in  cancer,  leads  scientists  to  the 
obvious  (but  so  far  unanswered)  ques- 
tion: Do  the  uncontrolled  cholesterol 
output  and  the  cancer  process  itself — 
also  a process  of  uncontrolled  growth 
— stem  from  the  same  faulty  enzymat- 
ic control  mechanism? 

American  children  are 
biggest  in  the  world 

The  National  Center  for  Health  Sta- 
tistics reports  that  American  children 
are  bigger  than  any  other  children  of 
the  same  age. 

A study  made  by  the  center  also 
found  that,  over  a 90-year  period,  the 
average  height  of  6-  to  11 -year-olds 
has  increased  about  10%  and  their 
weight  has  increased  15%  to  30%. 

These  figures  result  from  a survey, 
conducted  between  1963  and  1965, 
of  7,119  noninstitutionalized  children; 
findings  were  then  compared  with 
those  of  previous  studies  in  the  United 
States  and  other  countries. 

White  American  children  are  taller 
and  heavier  than  their  European  coun- 
terparts, the  survey  discovered,  and 
black  American  children  are  taller  than 
the  tallest  African  children  in  a sample 
reported  at  8 years  of  age. 

At  age  6,  both  white  and  black 
American  boys  are  slightly  taller  than 
girls,  the  report  noted,  but  the  situa- 
tion is  reversed  by  age  11. 

While  there  is  practically  no  differ- 
ence in  height  among  American  boys, 
white  boys  are  slightly  heavier  at  every 
age.  On  the  other  hand,  black  girls 
are  taller,  but  slightly  lighter,  than 
white  girls  until  age  11  when  they 
become  both  taller  and  heavier  than 
white  girls. 

Both  boys  and  girls  have  an  approx- 
imately linear  increase  in  mean  height 
between  ages  6 and  12 — 2.36  inches 
for  girls  and  2.13  inches  for  boys. 

Yearly  weight  gains  follow  a less 
regular  pattern.  Between  ages  6 and 
7,  boys  gain  about  5.9  pounds  and 
girls  about  5.7  pounds.  Between  ages 
10  and  11,  the  figures  are  about  10.1 
pounds  for  boys  and  10.3  pounds  for 
girls. 

A summary  of  the  report  appeared 
in  the  Feb.  1,  1971,  issue  of  the  Jour- 
nal of  the  American  Medical  Associa- 
tion. 
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Expanded 

residential  „ 
treatment  for 

youth... 


Brown  Hall 


Ninety  Acres 


Brown  Hall  and  Ninety  Acres, 
our  companion  units  for  young 
men  and  women  respectively, 
have  developed  comprehensive 
new  treatment  programs  for 
young  adult  patients  in  need  of 
residential  psychiatric  services. 
This  includes  those  youth  who 
have  not  responded  to  out-patient 
treatment  as  well  as  those  who 
require  continuing  treatment  fol- 
lowing intensive  hospital  care. 


Milieu  therapy  and  psychoactive 
drugtherapy  under  medical  super- 
vision are  standard  under  the 
expanded  program,  while  individ- 
ual and  group  psychotherapy  are 
available  for  use  when  indicated. 
Concomitant  with  treatment,  the 
patient  enrolls  in  classes  designed 
to  maintain  academic  progress, 
receives  an  introduction  to  various 
vocational  pursuits,  participates 
in  a well-planned  physical  edu- 
cation program,  and  joins  an 
accepting  peer  group  in  coedu- 


cational social  activities  ...  all 
in  beautiful,  modern,  safe  facili- 
ties specifically  equipped  for 
these  purposes. 

With  this  supplement  to  our  ex- 
isting program  at  the  Oaks,  the 
Brown  Schools  are  now  geared 
to  treat  emotional  disturbance, 
whether  schizophrenic  or  not,  in 
children  and  youth  of  any  intel- 
lectual capacity  and  of  any  age. 


FOR  COIMSULTATIOIM  OR  INFORMATION 
CALL  TOLL-FREE 


From  Out-of-State:  (8001-531 
From  Texas:  (8001-292-5404 

Write: 

The  Registrar 
Department  No.  K-1 
THE  BROWN  SCHOOLS 
P.O.  Box  4008 
Austin,  Texas  78751 
or  call:  (5121478-6662 


5305 


Paul  L.  White,  M.D. 

Medical  and  Psychiatric  Director 

Jackson  R.  Day,  M.D. 

Director,  The  Daks 
Residential  Treatment  Center 

T.  C.  McCormick,  Jr.,  M.D. 

Staff  Psychiatrist 


THE  BROWN 
SCHOOLS 

■Five  Separate  Campuses 
Austin  • San  Marcos,  Texas 
Established  1 940 


*Our  fifth  campus,  the  Oaks,  is  solely  for 
the  treatment  of  emotionally  dis'urbed 
children  and  adolescents. 
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THE  CHANGING  FACE  OF 


April,  1921,  found  the  Texas  Medical 
Association  preparing  for  its  Annual 
Session  to  be  held  in  Dallas.  The  pro- 
gram for  the  meeting  and  a feature  on 
the  host  city  were  major  news  items  in 
that  month’s  Texas  State  Journal  of 
Medicine.  Overall,  the  journal  carried 
such  items  as  these: 

>K*ln  a news  story  on  the  upcoming 
Annual  Session,  the  author  commented 
that  "Perhaps  at  no  time  in  the  history 
of  the  Association  have  such  agreeable 
arrangements  been  made  for  its  meet- 
ing. The  registration  office  and  com- 
mercial exhibits  will  be  in  the  Oriental 
Hotel,  in  the  very  center  of  things,  and 
the  House  of  Delegates  will  meet  over 
the  Cafe  de  Paris,  1316  Commerce 
Street,  just  one-half  block  away.” 

**  The  same  story  noted  that  although 
the  rigorous  scientific  program  sched- 
uled left  little  time  for  social  events  for 
physicians,  the  Woman’s  Auxiliary  had 
a full  calendar  of  social  activities.  The 
author  added  this  comment:  ".  . . 
it  is  no  longer  polite  for  a doctor  to 
refuse  to  take  his  wife  or  daughter  to 
our  meetings.  Incidentally,  as  we  have 
before  remarked,  there  seems  to  be 
no  reason  why  he  should  choose  to 
do  so.” 

** Information  in  the  Annual  Session 
program  reflected  the  times.  Hotel 
rates  were  listed  as  follows: 

Adolphus  Hotel — $3.50  and  up 
Jefferson  Hotel — $1.50  and  up 
Oriental  Hotel — $1.50  and  up 
Southland  Hotel — $2  and  up 
St.  George  Hotel — $1.50  and  up 
Waldorf  Hotel — $1.50  and  up 
Texan  Hotel — $2  and  up 
Galloupe — $1.50  and  up 
Campbell  House — $2  and  up 
It’s  a shame  those  prices  aren’t  in 
effect  today! 

**The  journal  editor  proudly  noted 
the  close  of  vol.  XVI  of  the  Texas  State 
Journal  of  Medicine.  He  wrote:  “There 
have  been  109  pages  of  editorials,  242 
pages  of  original  articles,  134  pages  of 
miscellaneous  matter,  including  news 
items,  and  93  pages  of  society  news, 
including  deaths  and  book  notices,  a 
total  of  578  reading  pages.  In  order  to 
supply  this  much  reading  matter,  it 
has  been  necessary  to  run  494  adver- 
tising pages,  a grand  total  of  1,072 
pages.” 

**Featuring  a map  and  photographs 
of  the  Dallas  skyline,  major  buildings, 
and  local  hospitals,  a feature  on  the 
host  city  for  the  Annual  Session  ex- 
tolled the  virtues  of  "Big  D.”  An  as- 
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terisk  following  the  headline  "Dallas*” 
directed  the  reader’s  attention  to  the 
footnote  at  the  bottom  of  the  page: 

""Editor’s  Note: — None  are  allowed 
to  dispute  this  article  until  their  time 
comes  to  entertain  the  Association.” 
^=kPre-natal  care  also  caught  the  at- 
tention of  the  journal.  Decrying  efforts 
by  the  federal  government  to  educate 
pregnant  women  on  how  to  take  care 
of  themselves,  the  journal  reported  that 
"our  State  Board  of  Health  is  busily  en- 
gaged in  an  effort  to  care  for  the  situa- 
tion in  Texas  on  its  own  account.”  The 
procedure  adopted  by  the  Health  De- 
partment was  to  obtain  the  address  of 
the  expectant  mother  from  her  physi- 
cian and  then  to  send  her  a "pamphlet 
published  by  the  Bureau  of  Child  Hy- 
giene of  the  State  Health  Department, 
entitled  ‘Pre-Natal  Care.’  ” Along  with 
the  brochure  went  a card  asking  pa- 
tients if  they  would  like  to  receive  ad- 
visory letters  each  month.  The  patients 
signed  the  card  and  returned  it  if  they 
wished  to  receive  the  letters,  which 
were  carefully  compiled  each  month 
noting  "the  precautions  necessary  to 
insure  her  safe  progress  to  term.” 
4:H<Editorials  and  scientific  articles 
looked  at  cancer.  One  article  read: 
"Probably  no  disease  to  which  man  is 
heir  has  received  more  attention  at  the 
hands  of  the  medical  profession  during 
the  past  several  years  than  has  cancer, 
unless  it  is  tuberculosis.”  Continuing, 
the  author  of  the  article  compared 
cancer  to  bubonic  plague:  "It  is  not 
difficult  to  imagine  the  consternation 
that  would  prevail  should  bubonic 
plague  at  any  time  kill  anything  like  as 
many  people  as  cancer.  The  difference 
is  purely  a matter  of  advertising;  can- 
cer is  insidious  and  we  have  through 
a desire  not  to  inflict  our  ills  upon 
others,  kept  our  infirmities  to  our- 
selves, while  bubonic  plague  is  spec- 
tacular and  must  be  fought  with  a 
flourish.” 

>k=kA  book  review  addressed  itself  to 
"The  Woman  Over  Forty.”  The  reviewer 
concluded,  “We  can  say  nothing  more 
to  commend  this  little  volume  than 
that  every  doctor  should  place  a copy 
of  it  in  the  hands  of  his  wife,  and  she 
will  urge  every  other  woman  of  her 
circle  to  read  it,  too.”  To  prove  that 
the  book  was  valuable,  the  reviewer 
recounted  that  he  loaned  his  copy  to 
a "maiden  lady  approaching  forty” 
and  she  thanked  him  profusely  for  the 
loan. 


Houston  ophthalmologist 
receives  citizenship  prize 

Recently  retired  ophthalmologist  Dr. 
Everett  L.  Goar  of  Houston  was  hon- 
ored on  Feb.  22,  the  traditional  date 
of  George  Washington’s  birthday,  by 
the  Paul  Carrington  Chapter,  Texas 
Society,  The  Sons  of  the  American 
Revolution  and  by  the  Houston  Acad- 
emy of  Medicine. 

Dr.  Goar  received  the  Sons  of  the 
American  Revolution  Good  Citizenship 
Gold  Medal  on  the  60th  anniversary  of 
his  distinguished  medical  career  at  a 
dinner  celebration  sponsored  by  the 
two  societies. 

A portrait  of  Dr.  Goar  was  unveiled 
at  the  dinner  by  Dr.  John  T.  Arm- 
strong, president  of  the  Houston  Acad- 
emy of  Medicine.  The  portrait  will  be 
permanently  housed  in  the  Jesse  H. 
Jones  Library  Building,  home  of  the 
academy. 

The  84-year-old  physician  was  the 
1962  recipient  of  the  Leslie  Dana  Gold 
Medal  Award,  the  first  Texas  physician 
to  win  the  award  for  outstanding 
achievement  in  the  prevention  of  blind- 
ness and  the  conservation  of  vision. 
The  Rush  Medical  College  graduate 
was  presented  the  award  for  his  work 
in  organizing  the  Texas  Society  for 
Prevention  of  Blindness. 

A past  president  of  the  Harris  Coun- 
ty Medical  Society,  Houston  Academy 
of  Medicine,  and  Texas  Society  of  Oph- 
thalmology and  Otolaryngology,  he 
served  as  a director  of  the  National 
Society  for  Prevention  of  Blindness 
from  1952  to  1960.  Also  a member  of 
Phi  Rho  Sigma  medical  fraternity.  Dr. 
Goar  was  vice-president  of  the  Ameri- 
can Academy  of  Ophthalmology  and 
Otolaryngology  and  chairman  of  the 
American  Medical  Association’s  Section 
on  Ophthalmology.  He  was  a member 
of  the  American  Board  of  Ophthalmol- 
ogy for  nine  years  and  served  as  chair- 
man of  the  board  in  1947-1948. 

Upon  his  retirement.  Dr.  Goar  was 
the  subject  of  an  article  in  the  Hous- 
ton Chronicle.  Telling  about  the  major 
events  of  his  life,  the  article  related 
that  “Dr.  Goar  will  wind  up  his  affairs 
this  week,  his  last  gesture  a profes- 
sional act  of  charity.”  The  article  ex- 
plained that  Dr.  Goar  was  donating  all 
of  his  equipment  to  a young  American 
ophthalmologist  who  is  trying  to  estab- 
lish a clinic  in  the  remote  province  of 
Kasai  in  the  Congo. 

"Thus,”  wrote  the  author  of  the  ar- 
ticle, "Dr.  Goar’s  work  will  carry  on, 
vicariously,  in  the  heart  of  Africa.” 
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Serving  as  a faculty  member  of  the 
Facial  Skin  Workshop  held  at  Mercy 
Hospital  in  Pittsburgh,  Pa.,  was  Dr. 
Jack  Gunter,  assistant  professor  and 
acting  chairman  of  the  division  of 
otolaryngology  at  The  University  of 
Texas  (Southwestern)  Medical  School 
in  Dallas. 

The  workshop  was  sponsored  under 
the  auspices  of  the  American  Academy 
of  Facial  Plastic  and  Reconstructive 
Surgery,  Inc.,  and  cosponsored  by 
Mercy  Hospital. 

Dr.  Joseph  T.  Painter  of  Houston  has 
been  elected  delegate  of  the  American 
Medical  Association’s  Section  Council 
on  Internal  Medicine  for  1972.  He  will 
also  serve  as  alternate  delegate  for 
the  remainder  of  1971,  succeeding  Dr. 
James  W.  Haviland  of  Seattle,  Wash., 
who  resigned. 

New  officers  of  the  First  District  Medi- 
cal Society  for  1971  include  Dr.  Lau- 
rance  N.  Nickey  of  El  Paso,  president; 
Dr.  Edwin  R.  Franks  of  Iraan,  presi- 
dent-elect; Dr.  William  Joseph  Nelson, 
Jr.,  of  El  Paso,  vice-president;  Dr.  John 
E.  Emmett  of  El  Paso,  secretary-trea- 
surer; Dr.  John  C.  Hundley  of  Fort 
Stockton,  councilor;  and  Dr.  Ira  A. 
Budwig  of  El  Paso,  vice-councilor. 

Dr.  Andres  Goth,  chairman  of  the  de- 
partment of  pharmacology  at  The  Uni- 
versity of  Texas  (Southwestern)  Medi- 
cal School,  has  been  appointed  to 
a special  study  section  on  allergic 
diseases  by  the  US  Department  of 
Health,  Education,  and  Welfare. 

The  chief  of  staff  of  The  University  of 
Texas  Medical  Branch  Hospitals  in 
Galveston,  Dr.  Stephen  Robert  Lewis, 
has  been  elected  president  of  the 
American  Society  of  Plastic  and  Re- 
constructive Surgeons. 

Two  physicians  with  a total  of  60  years 
of  service  to  the  Texas  State  Depart- 
ment of  Health  were  recognized  by 
Chapter  28  of  the  Texas  Public  Em- 
ployees Association. 

Receiving  30-year  awards  were  state 
health  commissioner  Dr.  James  E. 
Peavy  and  Dr.  William  S.  Brumage, 
chief  of  Special  Health  Services  Sec- 
tion. 


Winner  of  the  1970  William  C.  Men- 
ninger  Award  of  the  Central  Neuropsy- 
chiatric Association  is  Dr.  Harvey  A. 
Rosenstock. 

A member  of  the  faculty  of  Baylor 
College  of  Medicine,  Dr.  Rosenstock 
won  the  prize  for  his  essay  on  "Alz- 
heimer’s Presenile  Dementia.’’ 

Dr.  David  W.  Carter,  Jr.,  of  Dallas  was 
named  a Distinguished  Alumnus  by  the 
Alumni  Association  at  Southwestern 
University  in  Georgetown  during  Char- 
ter Day  activities  at  the  university. 

A distinguished  physician  in  Dallas 
for  more  than  50  years.  Dr.  Carter 
was  graduated  with  a BA  degree  from 
Southwestern  in  1909  and  was  award- 
ed his  MA  degree  in  1910. 

Dr,  John  P.  McGovern  of  Houston  has 
been  appointed  editor  of  the  chap- 
ter-at-large  News  Letter  of  the  Soci- 
ety of  the  Sigma  Xi,  a national  re- 
search group.  The  quarterly  publication 
goes  to  more  than  20,000  scientists 
throughout  the  world  who  are  mem- 
bers of  the  chapter-at-large. 

Dr.  McGovern  is  professor  and  chair- 
man of  the  department  of  the  history 
of  medicine  and  clinical  professor  of 
allergy  at  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences and  clinical  professor  of  pediat- 
rics (allergy)  and  microbiology  at  Bay- 
lor College  of  Medicine. 


PAMPHLETS 


Lo  Que  Ud.  Debe  Saber  Acerca  de  La 
Pildora  is  designed  specifically  for 
physicians  with  Spanish-speaking  pa- 
tients. 

This  Spanish  version  of  the  Ameri- 
can Medical  Association’s  pamphlet 
What  You  Should  Know  About  the  Pill 
is  now  available  from  the  AMA  Order 
Department  for  distribution  to  pa- 
tients. The  leaflet  tells  a patient  in  her 
own  language  about  the  reactions  a 
woman  on  birth  control  pills  may  ex- 
perience and  lists  other  considerations 
the  woman  and  her  physician  must 
take  into  account  before  using  the 
contraceptive  pills. 

Physicians  may  receive  complimen- 
tary copies  by  writing  the  AMA  Order 
Department,  535  N.  Dearborn  St., 
Chicago,  III.  60610. 

Statements  on  chiropractic  practice 
make  up  the  American  Medical  Associ- 
ation’s leaflet  What  They  Say  About 


Chiropractic,  which  has  recently  been 
reprinted  by  the  AMA. 

The  leaflet,  which  was  included  in  a 
packet  of  resource  material  presented 
by  the  Texas  Medical  Association  to 
state  legislators,  lists  conclusions  and 
recommendations  of  various  groups 
that  have  studied  the  “science”  of 
chiropractic.  All  of  the  groups  found 
chiropractic  to  be  an  unscientific  prac- 
tice, leaving  much  to  be  desired  in  pro- 
viding adequate  health  care  to  the  ill. 

Findings  in  the  leaflet  come  from 
government-related  groups  such  as 
the  US  Department  of  Health,  Educa- 
tion and  Welfare,  the  Task  Force  on 
Medicaid  and  Related  Programs,  and 
the  National  Advisory  Commission  on 
Health  Manpower,  as  well  as  from 
medical  organizations  such  as  the 
American  Hospital  Association,  Ameri- 
can Public  Health  Association,  Associ- 
ation of  American  Medical  Colleges, 
American  College  of  Radiology,  Ameri- 
can Academy  of  Orthopaedic  Surgeons, 
American  Cancer  Society,  Inc.,  Ameri- 
can College  of  Sports  Medicine,  and 
American  Medical  Association. 

The  Health  Insurance  Benefits  Advi- 
sory Council,  an  advisory  group  to  the 
secretary  of  HEW,  and  the  Health  In- 
surance Council  of  the  Health  Insur- 
ance Association  of  America  have 
made  statements  opposing  chiroprac- 
tic, which  are  included  in  the  pamph- 
let. 

Other  material  included  consists  of 
an  excerpt  from  an  AFL-CIO  "Fact 
Sheet”;  a resolution  adopted  by  the 
Consumer  Federation  of  America;  an 
excerpt  from  an  article  in  Senior  Citi- 
zens News,  the  official  publication  of 
the  National  Council  of  Senior  Citizens; 
statements  by  Ralph  Lee  Smith,  author 
of  the  book  At  Your  Own  Risk:  The 
Case  Against  Chiropractic;  the  opinion 
of  the  US  District  Court,  which  was 
affirmed  by  the  US  Supreme  Court,  in 
England  v.  Louisiana  State  Board  of 
Medical  Examiners  (2416  F.  Supp. 
993);  and  a statement  of  the  National 
Association  for  Retarded  Children. 

According  to  the  AMA,  supplies  of 
What  They  Say  About  Chiropractic 
were  exhausted  soon  after  the  original 
printing  and  distribution  to  state  med- 
ical societies  when  requests  began  to 
include  copies  for  reception  rooms  and 
for  inclusion  with  physician’s  state- 
ments. 

Bulk  rates  of  4 cents  each  for  orders 
of  less  than  100  and  2 cents  each  for 
orders  of  100  or  more  are  now  avail- 
able, and  orders  should  be  addressed 
to  the  AMA  Order  Dept.,  535  N.  Dear- 
born St.,  Chicago,  111.  60610. 
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I Turner’s  Clinical  & 
X-Ray  Laboratories 


Medical  Center 
El  Paso,  Texas 

Telephone  532-4689 

☆ 

SURGICAL  PATHOLOGY 
CLINICAL  PATHOLOGY 
RADIOLOGY 


GEORGE  TURNER,  M.D. 

JEANNE  TURNER  BOWMAN,  M.D. 
DAVID  LIBMAN,  M.D. 


^Ue  ai^d 

(ladi44^  QUnlc 

3501  Gaston  Ave.  Dallas,  Texas 

ADJOINING 

GASTON  EPISCOPAL  HOSPITAL 

For  X-ray  diagnosis  and  the 
X-ray  and  radium  treatment  of  cancer 
and  other  conditions  suitable  for  radia- 
tion therapy. 

Chas.  L.  Martin,  M.D.  James  A.  Martin,  M.D. 
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Nurse  Vera  Taylor  provides 
“physician  of  the  day”  Dr.  Z.  W. 
Hutcheson,  Jr.,  of  Andrews 
with  a tongue  depressor,  a 
commonly  used  supply  in  the 
first-aid  station. 


MDs  care  for  Texas  legislators 


Each  day  of  the  62nd  legislative  ses- 
sion, a practicing  physician  arrives  in 
Austin  to  provide  care  for  the  physi- 
cal (but  not  political)  aches  and  pains 
of  the  150  Texas  representatives  and 
31  senators. 

Called  the  “Physician  for  the  Legis- 
lature” program,  the  idea  of  providing 
a physician  during  sessions  of  the 
Texas  House  and  Senate  was  born  in 
a committee  of  the  Texas  Academy  of 
General  Practice  and  raised  by  the 
combined  efforts  of  TAGP  and  the 
Texas  Medical  Association. 

Although  the  idea  was  proposed 
some  two  years  ago,  final  preparations 
for  operation  of  the  program  were  not 
ready  until  this  current  session. 

The  plan  was  first  suggested  by  the 
TAGP  Legislative  and  Public  Policy 
Committee  and  then  approved  by  the 
TAGP  board  of  directors  on  Oct.  13, 
1968.  At  that  time.  Dr.  J.  T.  Lamar 
McNew  of  Bryan  was  chairman  pro- 
tem  of  the  committee;  he  is  now  com- 
mittee chairman  and  a primary  force 
behind  the  program. 

According  to  Dr.  McNew,  other 
states  have  had  similar  programs  for 
quite  some  time.  “As  a matter  of 
fact,”  he  says,  “we  really  got  the  idea 
from  other  groups.”  At  a national 
meeting,  Dr.  McNew  and  other  TAGP 
members  discussed  programs  with 
members  of  other  general  practice 
academies  in  states  such  as  South 
Carolina.  The  idea  has  worked  very 
well  in  other  states,  said  Dr.  McNew, 
and  he  expects  similar  programs  to 
be  established  eventually  in  all  states. 

When  the  idea  was  proposed  to  pro- 
vide a physician  in  the  Texas  Legisla- 


ture, TMA  volunteered  to  aid  in  estab- 
lishing the  program  by  arranging  the 
mechanics  of  the  operation.  Space  in 
the  Capitol,  minimal  supplies  for  the 
dispensary,  and  the  loan  of  a full-time 
registered  nurse  paid  by  the  state  were 
secured  by  the  Association. 

TAGP,  on  the  other  hand,  accepted 
the  responsibility  for  providing  a phy- 
sician to  serve  each  day  the  Legisla- 
ture is  in  session.  Dr.  McNew  is  the 
man  responsible  for  contacting  TAGP 
members  and  encouraging  them  to 
contribute  a day  to  their  state  govern- 
ment by  providing  medical  care  for 
elected  representatives  and  members 
of  their  families  who  are  ill.  Thus  far, 
some  60  doctors  from  all  areas  of  the 
state  have  come  to  Austin  for  a day. 

Each  “physician  of  the  day”  pays 
his  own  expenses  and  receives  a re- 
minder letter  emphasizing  that  the 
success  of  the  program  depends  upon 
his  being  at  the  Capitol  on  the  day  he 
is  assigned  and  at  the  proper  time. 
The  doctor  is  also  reminded  that  his 
sole  function  is  to  provide  medical 
care — not  to  discuss  legislation  with 
members  of  the  House  or  Senate. 

Dr.  McNew  also  said  that  physicians 
are  told  about  the  physical  arrange- 
ments— that  is,  parking  and  the  loca- 
tion of  the  first-aid  station.  “We  tell 
them  to  bring  their  black  bags,  too. 
In  many  cases,  the  services  provided 
are  similar  to  those  that  would  be  en- 
countered by  a GP  making  a house 
call.”  Several  Austin  physicians  are 
available  to  serve  as  the  admitting 
doctor  in  the  event  emergency  hos- 
pitalization is  required. 


Response  to  the  program  has  been 
excellent,  report  both  Dr.  McNew  and 
TAGP's  executive  secretary  Don  Jack- 
son.  A few  cancellations  have  oc- 
curred; but  in  each  case,  the  physician 
notified  the  TAGP  office  or  Dr.  McNew 
several  days  in  advance,  and  a substi- 
tute has  always  been  available. 

“It  has  been  relatively  easy  to  se- 
cure physicians  to  work  with  the  pro- 
gram,” said  Dr.  McNew,  and  only  a 
handful  of  physicians  has  served  twice 
or  more,  he  commented.  Several  hun- 
dred doctors  volunteered  their  services 
by  filling  in  and  returning  a small  post- 
card included  in  the  TAGP  journal. 

Many  physicians  are  not  really  aware 
how  the  Legislature  operates.  Dr.  Mc- 
New pointed  out.  “But  if  they  work  at 
the  Capitol  for  a few  days,  it  is  quite 
a learning  experience  for  them,”  he 
said. 

Dr.  McNew  noted  that  the  first-aid 
service  is  also  beneficial  for  the  legis- 
lators. Many  times  representatives  or 
senators  become  ill;  but  oftentimes 
they  do  not  know  a local  physician,  or 
they  are  not  sure  how  serious  the  ill- 
ness is.  Many  feel,  too,  that  they  do 
not  have  the  time  to  seek  out  a local 
physician  since  they  must  represent 
their  constituents  in  the  deliberations 
of  the  House  or  Senate. 

Although  he  has  had  no  official 
feedback.  Dr.  McNew  says  he  has 
heard  “via  the  grapevine”  that  the  leg- 
islators have  been  favorably  impressed 
with  the  program.  Remembering  that 
there  were  three  heart  attacks  suffered 
by  legislators  during  the  last  session, 
many  have  pointed  out  that  the  first- 
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stopping  in  for  a chat  with  Dr.  Hutcheson  (center)  are  the  elected  representatives 
from  his  area,  Sen.  H.  J.  “Doc”  Blanchard  of  Lubbock  (left)  and  Rep.  E.  L. 
Short  of  Tahoka  (right). 


aid  service  very  likely  could  save  a 
man’s  life. 

Miss  Vera  Taylor,  a registered  nurse 
who  is  "on  loan”  to  the  Capitol  dis- 
pensary from  the  State  Welfare  Depart- 
ment, confirms  that  the  lawmakers 
find  the  service  of  benefit.  "Nearly 
every  person  who  comes  in  for  treat- 
ment thanks  the  doctor  and  tells  him 
how  much  the  service  is  appreciated,” 
she  said. 

She  pointed  out  that  the  service  is 
not  only  medically  beneficial,  but  “in 
terms  of  dollars  and  cents,  it  pays  for 
itself.”  She  explained  that  in  some  in- 
stances, Capitol  workers  also  receive 
treatment  which  many  times  relieves 
their  problems  and  allows  them  to 
continue  working.  "Thus,  it  helps  re- 
duce absenteeism,”  she  stated. 

Miss  Taylor  noted  that  upper  respir- 
atory infections  by  far  have  been  the 
most  common  complaint  in  the  Capitol 
dispensary.  "They  may  not  feel  really 
sick,”  she  said,  "but  they  feel  just  mis- 
erable.” By  providing  some  relief  from 
influenza-like  illnesses  with  such  dis- 
comforts as  coughing,  congestion,  and 
slight  temperature,  the  first-aid  station 
helps  elected  representatives  carry  out 
their  responsibilities  more  effectively. 

Records  are  kept  on  each  visitor  to 
the  first-aid  station,  and  a final  tally 
will  be  made  at  the  completion  of  the 
legislative  session.  Since  some  condi- 
tions require  more  time  to  treat.  Miss 
Taylor  said  that  sheer  numbers  in 
terms  of  how  many  persons  have  been 
treated  is  not  really  an  accurate  gauge 
of  the  success  of  the  program.  She 
explained  that  on  some  days  only  a 
few  patients  drop  in  the  dispensary. 


but  on  other  days  as  many  as  15  dif- 
ferent situations  have  been  handled. 

If  an  emergency  situation  arises 
while  the  physician  of  the  day  is  not 
in  the  first-aid  station.  Miss  Taylor 
uses  the  radio  pager  provided  by  the 
Travis  County  Medical  Society  to  sum- 
mon the  doctor.  According  to  Miss 
Taylor,  the  pager  is  extremely  worth- 
while and  has  already  proved  its  value 
in  a few  instances.  Other  equipment 
and  supplies  in  the  dispensary  are  pro- 
vided by  the  State  Health  Department. 

Miss  Taylor,  who  finds  her  work 
quite  interesting,  is  impressed  with  the 
dedication  of  the  physicians  who  come 
to  Austin  to  serve  in  the  program.  She 
commented  that  the  TAGP  volunteers 
donate  a considerable  amount  of  time 
plus  a loss  of  income  to  come  to  the 
Capitol  to  make  the  medical  services 
available. 

Along  the  same  line.  Dr.  McNew 
comments,  "The  real  credit  for  the 
success  of  the  program  goes  to  the 
individual  physicians  who  volunteer 
their  time.” 

Dr.  McNew  hopes  that  the  program 
can  be  continued  as  long  as  the  Legis- 
lature is  in  session.  If  the  lawmakers 
go  into  a special  session,  he  observed 
that  TAGP  will  endeavor  to  provide 
medical  services  throughout  the  dura- 
tion of  the  special  session.  “This  in- 
cludes Fridays,  Saturdays,  and  Sun- 
days,” he  said. 

In  response  to  a query  about  con- 
tinuing the  program  during  the  next 
legislative  session.  Dr.  McNew  com- 
mented, “Although  I cannot  speak  for 
the  academy,  I personally  would  like 
to  see  the  program  continued.” 


Does  gas  exposure  affect 
anesthetists’  children? 

Does  daily  exposure  to  the  small 
amounts  of  inhalation  anesthetics  in 
operating  rooms  affect  anesthetists’ 
offspring?  Results  of  a study  of  754 
persons  employed  in  all  80  anesthesia 
services  in  Denmark  indicate  that  the 
question  deserves  attention. 

Data  were  compiled  on  597  preg- 
nancies of  female  anesthetists  and 
wives  of  male  anesthetists.  Of  these, 
212  pregnancies  had  begun  before 
employment  on  the  anesthesia  ser- 
vices, and  385  had  begun  during  the 
time  of  employment.  Spontaneous 
abortions  and  perinatal  deaths  were 
reported  in  10%  and  21%,  respec- 
tively. 

Before  they  (or  their  husbands)  be- 
gan working  on  the  anesthesiology 
services,  the  subjects  had  produced 
105  boys  and  86  girls;  conceptions 
occurring  afterward  resulted  in  147 
boys  and  166  girls. 

Of  the  five  babies  born  with  mal- 
formation, only  one  was  conceived  be- 
fore the  father  began  working  on  an 
anesthesia  service.  Three  deformed 
babies  were  born  to  wives  of  anesthe- 
tists and  one  to  a nurse  anesthetist; 
two  of  the  anomalies  were  esophageal 
atresia. 

According  to  the  Medical  World 
News  (Jan.  8,  1971)  report,  “The  sub- 
groups are  too  small  to  produce  sig- 
nificant statistics.  Then,  too,  there  is 
a Danish  saying  that  there  are  three 
kinds  of  lies:  white  ones,  black  ones, 
and  statistics.  Nevertheless,  the  fig- 
ures are  suggestive  and  intriguing.” 

Two  American  anesthesiologists  con- 
curred that  a large  prospective  study 
on  the  subject  in  this  country  would 
be  desirable,  albeit  perhaps  difficult 
and  expensive. 

Meanwhile,  devices  are  being  devel- 
oped to  lower  the  gas  contamination 
in  the  anesthesiologist’s  inhalation 
zone;  some  of  the  newer  systems  in 
US  hospitals  lead  the  gas  out  of  the 
room  entirely. 

In  Copenhagen,  Dr.  Vagn  F.  Askrog, 
one  of  three  chief  anesthetists  at 
Bispebjerg  Hospital  and  head  of  the 
Denmark  study  of  anesthetists’  off- 
spring, has  developed  an  expiratory 
valve  and  gas-collecting  outlead  that 
leads  patient-expired  gas  to  the  floor. 

His  associates  report  that  they  feel 
less  "knocked  out”  following  surgery 
since  the  valve  has  been  in  use. 

Dr.  Askrog’s  fiancee,  who  is  also  a 
nurse  anesthetist,  says  patients  bene- 
fit from  the  new  valve,  too,  by  allow- 
ing anesthetists  to  make  split-second 
decisions  more  easily. 
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Houston  court  expands  interpretation  of  malpractice  statute  of  limitations 


Several  years  ago,  there  was  little 
question  as  to  when  the  statute  of 
limitations  barred  medical  malpractice 
litigation  in  Texas.  Unless  the  injured 
party  was  a minor  or  not  mentally 
competent,  malpractice  suits  against 
physicians  were  barred  two  years  after 
the  date  of  the  alleged  injury. 

Some  three  years  ago,  the  Texas 
Supreme  Court  broadened  the  statute 
of  limitations  to  include  what  has  be- 
come known  as  the  "discovery  rule.” 
This  rule  holds  that  a mentally  compe- 
tent adult  is  barred  from  suing  a phy- 
sician for  malpractice  after  two  years 
following  the  date  the  patient  discov- 
ered or  should  have  discovered  the  in- 
jury. 

Of  course,  when  the  patient  is  a 
minor,  the  statute  of  limitations  does 
not  bar  an  action  until  two  years  after 
the  patient  reaches  his  21st  birthday 
or  until  after  he  becomes  an  adult  by 
marriage  or  court  action. 

In  an  opinion  rendered  by  the  Hous- 
ton Court  of  Civil  Appeals  in  the  case 
of  Martisek  v.  Ainsworth,  459  SW  2nd 
679  (rehearing  denied,  Nov.  19,  1970), 
the  two-year  statute  of  limitations  ap- 
pears to  be  further  broadened.  The 
court  held  that  the  two-year  statute  of 
limitations  did  not  begin  to  run  until 
the  plaintiff  suffered  actual  damage  in 
1965  as  the  result  of  a physician’s  al- 
leged negligent  act  in  1962.  In  this 
case,  the  malpractice  suit  was  filed 
within  two  years  of  the  1965  mishap, 
but  was  well  past  the  two-year  limita- 
tion following  the  1962  accident. 

This  case  may,  of  course,  be  re- 
viewed and  reversed  or  modified  by 
the  Texas  Supreme  Court,  but  at  the 
moment  it  stands  as  a warning  to 
physicians  that  mere  failure  (or  al- 
leged failure)  to  notify  a patient  of 
possible  complications  may  place  the 
physician  in  jeopardy  years  later  if  the 
patient’s  condition  is  aggravated  or 
worsens  because  of  some  action  totally 
outside  of  the  control  or  knowledge  of 
the  physician. 

In  the  Martisek  case,  the  plaintiff 
was  injured  in  1962  while  working  on  a 
fire  escape  near  the  third  floor  of  a 
hotel  building.  He  sustained  serious 
injuries  and  was  taken  to  the  hospital 
where  he  was  examined  and  treated 
by  a physician.  Among  the  injuries 


diagnosed  were  a fracture  of  the  left 
elbow  and  a fracture  of  the  left  heel 
bone.  Casts  were  placed  on  the  left 
arm  and  left  leg.  The  physician  also 
visually  examined  the  plaintiff’s  back. 
The  following  day,  he  took  x-rays 
which  revealed  a compression  fracture 
of  two  vertebrae. 

The  injured  workman  claimed  that 
the  physician  did  not  tell  him  of  the 
injuries  to  his  back  and  that  no  spe- 
cific treatment  for  his  back  injuries 
was  prescribed.  The  plaintiff  further 
claimed  that  the  physician  told  him 
that  his  back  was  “all  right,”  that 
there  was  nothing  wrong  with  it.  The 
patient  also  alleged  that  the  physician 
did  not  give  him  any  instructions  or 
warnings  concerning  limitations  on  his 
activities  as  a result  of  the  back  con- 
dition. 

Regarding  the  1962  accident,  the 
plaintiff  stated  that  he  was  permitted 
to  leave  the  hospital  after  two  weeks 
and  that  in  March,  1963,  he  returned 
to  his  regular  job — doing  light  work  for 
two  hours  a day,  with  the  hours  grad- 
ually increased  until  he  was  working 
an  eight-hour  day  in  the  first  months 
of  1964.  On  Jan.  22,  1965,  the  work- 
man assisted  a fellow  employee  in  lift- 
ing several  metal  frames,  weighing  60 
to  70  pounds.  As  a result  of  this  ac- 
tivity, he  suffered  a herniated  lumbar 
disc,  which  necessitated  a subsequent 
operation  and  further  disability. 

The  physician  who  operated  on  the 
plaintiff  in  January,  1965,  testified  that 
it  was  his  opinion  that  on  the  date  of 
the  accident,  the  plaintiff  had  "a  weak 
back  and  that  it  was  taken  past  its 
limits,  causing  protrusion  of  disc  ma- 
terial.” The  physician  also  said  he  felt 
that  the  injuries  to  the  ligaments  or 
supporting  structures  of  the  back  sus- 
tained by  the  appellant  in  his  fall  in 
1962  made  his  back  vulnerable  to  the 
1965  injury  in  that  he  no  longer  had 
the  "structures”  in  his  back  needed  to 
carry  a normal  load. 

At  the  trial,  this  physician  witness 
for  the  plaintiff  testified  that,  in  his 
opinion,  a physician  exercising  "ordi- 
nary care”  should  have  informed  the 
patient  in  1962  of  the  back  injury  and 
should  have  given  him  "specific  cau- 
tions” with  respect  to  his  back  or  to 
warn  him  of  "stresses  and  strains  to 


the  back.”  Such  a failure  to  give  in- 
structions would  "fall  below  the  stan- 
dard of  conduct  of  other  surgeons  in  a 
specialty  area,”  stated  the  physician. 

The  trial  court,  after  the  close  of  the 
plaintiff’s  case,  ordered  an  instructed 
verdict  for  the  defendant-doctor.  The 
Court  of  Civil  Appeals,  weighing  the 
facts  and  testimony  presented  at  the 
trial,  concluded  that  there  was  suffi- 
cient testimony  to  raise  an  issue  for 
the  jury  as  to  whether  or  not  the  de- 
fendant-doctor was  negligent  in  failing 
to  inform  the  appellant  of  the  injury  to 
his  back  in  1962.  The  appellate  court 
also  found  that  there  was  evidence 
that  a contributing  cause  of  the  1965 
injury  was  the  weakened  condition  of 
the  plaintiff’s  back  and  that  failing  to 
inform  him  of  the  back  injury  and  to 
warn  or  instruct  him  concerning  the 
effect  of  stresses  and  strains  to  his 
back  constituted  "approximate  cause 
of  the  1965  injury.” 

In  reaching  its  decision,  the  Court 
of  Civil  Appeals  concluded: 

"General  experience  and  common 
sense  would  enable  a layman  fairly  to 
determine  the  causal  relationship  be- 
tween the  action  of  appellee  in  failing 
to  advise  appellant,  if  he  did  so  fail,  of 
the  fact  of  injury  to  his  back  and  the 
resulting  weakened  condition  thereof, 
and  the  injury  to  appellant’s  back 
thereafter  occurring  as  a result  of  an 
excessive  work  load.” 

For  this  reason,  the  appellate  court 
held  that  the  trial  court  was  in  error 
in  withdrawing  the  case  from  the  jury 
at  the  close  of  the  appellant’s  evidence 
and  entering  an  instructed  verdict  for 
the  defendant-doctor. 

This  holding  by  the  appellate  court 
is  somewhat  akin  to  the  doctrine  of  res 
ipsa  loquitur  (the  thing  speaks  for  it- 
self) under  which  it  is  unnecessary  to 
prove  negligence  by  expert  medical 
testimony.  The  doctrine  means  essen- 
tially that  if  it  is  possible  for  a layman, 
through  general  understanding  and 
knowledge,  to  know  that  the  injury  or 
condition  in  question  in  a particular 
case  does  not  normally  occur  in  in- 
stances where  there  is  no  negligence, 
then  merely  proving  the  existence  will 
suffice  as  proof  of  negligence  by  the 
defendant. 

In  the  Martisek  case,  the  appellate 
court  held  that  common  knowledge 
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would  indicate  that  the  injury  suffered 
by  the  workman  in  1965  could  be  the 
result  of  the  failure  of  the  first  treating 
physician  to  warn  his  patient  of  the 
back  injury  and  to  enumerate  the  steps 
the  patient  should  take  to  protect  his 
back.  One  aspect  of  this  case  that 
should  be  remembered  is  that  the 
appellate  court’s  decision  was  made 
without  medical  testimony  to  prove 
any  relationship  between  the  1965  in- 
jury and  the  failure  to  inform  in  1962. 

The  Houston  court’s  opinion  is  also 
important  in  that  it  was  held  that  the 
alleged  failure  of  disclosure  in  1962 
would  not  bar  a suit  filed  some  five 
years  later,  based  on  an  injury  that 
occurred  three  years  after  the  alleged 
failure  to  properly  inform  the  patient. 

In  arriving  at  this  conclusion,  the 
court  quoted  at  length  from  other  legal 
texts  and  cases  and  held  that  if  the 
act  complained  of  as  the  basis  of  the 
action  (i.e.,  failure  to  inform)  was  “not 
unlawful’’  and  did  not  in  itself  "con- 
stitute a legal  injury,’’  then  the  statute 
of  limitations  will  not  begin  to  run  until 
a "cause  of  action  accrues” — and  then, 
only  when  “damages  are  sustained.” 

The  court  further  stated  “this  is 
true  although  at  the  time  the  act  is 
done  it  is  apparent  that  injury  will  in- 
evitably result.”  This  situation  is  dis- 
tinguished by  the  court  from  one  in 
which  the  act  “of  which  the  injury  is  a 
natural  consequence  is  of  itself  a legal 
injury  to  the  plaintiff,  a completed 
wrong.”  In  that  situation,  said  the 
court,  “a  cause  of  action  accrues  and 
the  statute  begins  to  run  at  the  time 
the  act  is  committed,  even  where  little, 
if  any,  actual  damage  occurs  immedi- 
ately on  commission  of  the  act.” 

Construing  these  legal  principles  as 
they  apply  to  the  Martisek  case,  the 
court  held  that  the  alleged  action  of 
the  doctor  in  “concealing  the  injuries 
to  the  plaintiff’s  back  was  not  of  itself 
a completed  wrong,  a legal  injury  to 
appellant.  As  a consequence,  the  stat- 
ute of  limitations  did  not  begin  to  run 
until  actual  damage  was  suffered  by 
the  appellant  as  the  result  of  the 
wrong.” 

If  the  decision  in  this  case  is  sus- 
tained by  the  Supreme  Court  of  Texas, 
the  obvious  rule  of  law  implied  is  that 
a physician  will  be  liable  for  injuries 
that  could  occur  many  years  after 
treatment  by  the  physician,  if  the  in- 
jury can  be  traced  to  the  failure  of  the 
physician  to  properly  warn,  set  out  a 


course  of  treatment  or  behavior,  or 
otherwise  fail  to  inform  the  patient  of 
the  nature  of  the  injury  or  possible 
consequences.  (In  the  Martisek  case, 
there  was  no  allegation  at  any  point 
that  any  physician  was  negligent  in 
treatment  of  the  condition.)  Such  a 
ruling  as  this,  if  sustained,  will  add  to 
the  physician’s  duties  and  require  him 
to  advise  the  patient  as  to  future  con- 
duct, future  work  habits,  and  even 
future  life  style. 

PHILIP  R.  OVERTON,  LL.B. 

SAM  V.  STONE,  JR.,  LL.B. 

Space  research  also 
aids  the  ailing  on  earth 

Research  and  developments  that  have 
enabled  a few  men  to  travel  through 
space  already  have  enriched  the  medi- 
cal environment,  and  they  continue  to 
have  tremendous  potential  for  care  of 
the  patient  on  earth. 

Miniaturized  telemetry  devices  de- 
veloped for  astronauts  now  are  com- 
monplace equipment  in  coronary  care 
units  and  other  patient-monitoring 
systems  in  hospitals.  Also,  they  are  ap- 
plicable to  transmission  systems  in  am- 
bulances, long-distance  television  con- 
sultation, and — probably  soon — consul- 
tation via  picture-telephone.  Spray-on 
electrodes,  a further  refinement  of 
space  research,  allow  electrocardiog- 
raphy during  active  exercise,  stress 
testing,  or  work  evaluation  studies. 

Despite  the  forces  of  gravity,  astro- 
nauts were  able  to  use  their  hands 
and  feet  during  take-off  and  reentry, 
and  thus  did  not  need  the  NASA- 
developed  infra-red  switch  activated  by 
eye  movements.  Quadriplegics,  how- 
ever, are  using  it;  now  they  can  turn 
book  pages,  switch  the  radio  and  tele- 
vision on  and  off,  and  even  direct  their 
motorized  wheel  chairs. 

Medical  research  applications  of 
space  projects  cited  in  the  Jan.  18, 
1971,  issue  of  the  Journal  of  the 
American  Medical  Association  include: 
(1)  a sensitive  micrometeorite  detec- 
tor that  has  been  adapted  for  use  as 
a muscle  accelerometer,  (2)  trans- 
ducers designed  for  pressure  survey 
probes  in  wind  tunnels  have  been  ap- 
plied to  measuring  human  intravascu- 
lar pressures,  (3)  an  astronaut  space 
helmet  is  being  used  for  research  on 
oxygen  consumption  of  children,  (4) 


techniques  for  computerized  enhance- 
ment of  television  pictures  from  space- 
craft are  being  employed  to  sharpen 
medical  fluoroscopy  and  x-ray  images, 
and  (5)  liquid-cooled  garments  and 
anti-gravity  pressure  suits  are  being 
used  as  therapeutic  devices  for  ther- 
mal and  circulatory  problems  in  hu- 
man patients. 

The  list  goes  on.  While  space  hard- 
ware garners  the  most  publicity, 
NASA’s  vast  interdisciplinary  team 
plays  out  a quieter  drama  of  research 
in  human  physiology  from  which  the 
most  permanent  medical  benefits 
probably  will  accrue. 

Organization  to  offer 
insurance  to  diabetics 

Breaking  through  the  insurance  bar- 
rier set  up  by  the  word  “diabetes,” 
the  South  Texas  Diabetes  Association 
has  announced  the  availability  of 
a low-cost  group  hospital  insurance 
plan  for  diabetic  members  and  their 
dependents. 

Underwritten  by  Fireman’s  Fund 
American  Life  Insurance  Company,  the 
new  offering  will  allow  diabetic  pa- 
tients to  obtain  a policy  with  benefits 
comparable  to  those  offered  non-dia- 
betics and  at  more  reasonable  rates 
than  are  now  available  to  diabetics. 

Traditionally,  insurance  companies 
have  automatically  rejected  diabetics 
who  apply  for  a policy  or  have  offered 
them  sub-standard  risk  policies,  which 
provide  reduced  benefits  at  double  or 
triple  the  standard  premium  rates. 

Dr.  J.  D.  Ibarra  of  Temple,  insur- 
ance chairman  of  the  association, 
states,  “On  an  individual  basis,  the 
insurance  industry  may  be  perfectly 
correct  in  their  stand.  As  a group, 
though,  we  feel  the  overall  experience 
would  be  different.  Diabetics  generally 
seek  more  regular  medical  attention 
than  non-diabetics.  Through  such  reg- 
ular care,  early  diagnosis  and  treat- 
ment of  other  conditions  is  indeed  a 
reality.  Such  a situation  should  ulti- 
mately lead  to  direct  savings  for  the 
insurance  company.  Then,  too,  a well- 
controlled  diabetic  also  exercises  reg- 
ularly and  eats  a well-balanced  diet. 
All  of  these  positive  factors  should  go 
a long  way  toward  offsetting  the  ad- 
verse loss  factors  of  diabetes.” 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  prograni  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  86  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Services  Associate  Professor  of  Psychiatry  and  Medical  Director 

Area  Code  704  - 264-3201 
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When  disease  is  ruled  out 
and  psychie  tension  is  implicated 

\hlllllTl*  (diazepam) 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
infonnation,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agita- 
tion; acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  adjunc- 
tively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to 
local  pathology,  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis,  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 
Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle 
glaucoma. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convul- 
sive disorders,  possibility  of  increase  in  frequency 
and/ or  severity  of  grand  mal  seizures  may  require 
increased  dosage  of  standard  anticonvulsant  medica- 
tion; abrupt  withdrawal  may  be  associated  with  tem- 
porary increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  have  occurred  following  abrupt  discon- 
tinuance. Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to 
habituation  and  dependence.  In  pregnancy,  lactation 


or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed.  Usual  precautions  indicated  in  pa- 
tients severely  depressed,  or  with  latent  depression, 
or  with  suicidal  tendencies.  Observe  usual  precau- 
tions in  impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypo- 
tension, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred 
vision.  Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation, 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  peri- 
odic blood  counts  and  liver  function  tests  advisable 
during  long-term  therapy. 
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Nutley,  New  Jersey  07110 


Assistant  executive  secretary 
handles  variety  of  projects 


The  office  of  the  assistant  executive 
secretary  of  the  Texas  Medical  Associ- 
ation essentially  consists  of  dealing 
with  "whatever  the  day  brings  in,” 
plus  specific  assignments  such  as 
working  with  the  Board  of  Councilors, 
the  Texas  delegates  to  the  American 
Medical  Association,  and  the  Commit- 
tee on  Government  Health  Programs. 

In  addition,  the  assistant  secretary 
travels  many  miles  each  year  repre- 
senting the  Association  at  conferences 
and  at  meetings  of  various  county 
medical  societies,  district  medical  so- 
cieties, and  some  civic  groups. 

Oftentimes,  assistant  executive  sec- 
retary Donald  M.  Anderson  is  called 
upon  to  speak  to  medical  and  civic 
gatherings.  He  is  a regular  participant 
in  the  TMA  Orientation  Program  for 
new  and  transfer  physicians.  He  also 
describes  Association  services  to  grad- 
uating senior  students  at  the  Confer- 
ences on  Medical  Practice  sponsored 
by  TMA  at  each  of  the  medical  schools 
in  the  state. 

Working  with  the  Board  of  Councilors 

Since  one  of  the  Board  of  Councilors’ 
major  functions  is  to  consider  "all 
questions  pertaining  to  medical  ethics” 
referred  to  it,  Mr.  Anderson’s  office 
must  keep  up  with  a wide  range  of 
activities,  information,  and  ideas  con- 
cerning the  subject — “everything  from 
the  use  of  credit  cards  by  physicians 
to  euthanasia.”  The  office  thus  serves 
as  a source  of  information  to  the 
board,  providing  members  with  any 
background  material  they  might  need. 
Records  of  disciplinary  actions  taken 
on  appeal  to  the  board  are  also  main- 
tained in  this  office. 

Since  the  Board  of  Councilors  is  also 
granted  exclusive  authority  by  the  Con- 
stitution to  interpret  the  document, 
Mr.  Anderson’s  office  keeps  abreast  of 
the  TMA  Constitution  and  By-Laws.  He 
notes  that  in  many  instances  changes 
in  the  various  parts  of  the  Constitu- 
tion and  By-Laws  may  conflict  with 
other  sections  of  the  document,  since 
amendments  are  sometimes  suggested 
in  a somewhat  piecemeal  fashion. 


Liaison  with  county  and  district 
medical  societies  is  another  part  of  the 
Board  of  Councilors’  work.  The  office 
of  the  assistant  executive  secretary 
also  handles  amendments  to  county 
medical  society  constitutions  and  pro- 
vides information  on  Association  policy 
to  component  county  medical  societies. 

A current  project  in  the  office  arising 
from  working  with  the  Board  of  Coun- 
cilors is  the  compilation  of  a packet 
of  reference  material  designed  to  famil- 
iarize new  officers  of  county  medical 
societies  with  the  services  of  TMA,  in- 
formation on  the  Association,  and  gen- 
eral information  that  will  be  helpful  to 
them  during  their  terms  of  office. 

Keeping  abreast  of  government 
health  programs 

The  office  of  the  assistant  executive 
secretary  plays  a similar  role  as  infor- 
mation gatherer  for  the  Committee  on 
Government  Health  Programs  and  for 
TMA  officers,  serving  as  coordinator  of 
the  new  Association  Office  on  Govern- 
ment Health  Programs,  which  has  three 
specific  objectives; 

1.  To  be  a limited,  central  file  for 
information  on  government  health  pro- 
grams. 

2.  To  provide  digested,  current  in- 
formation to  Association  officers  and 
committees. 

3.  To  disseminate  collected  informa- 
tion, upon  request,  to  county  medical 
societies  and  to  members  of  the  Asso- 
ciation. 

In  this  capacity,  the  assistant  secre- 
tary says  he  acts  as  the  “communi- 
cator between  the  outpourings  of  the 
various  sources  and  the  physicians  and 
Association  officers  responsible  for  pol- 
icy-making  in  these  areas.  I try  to  col- 
lect information  that  will  be  of  help  to 
them  in  their  deliberations.” 

The  assistant  executive  secretary 
points  out  that  today  hardly  any 
branch  of  government  is  without  some 
type  of  health  care  program.  For  exam- 
ple, the  Department  of  Health,  Educa- 
tion, and  Welfare  alone  sponsors  some 
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Donald  M.  Anderson,  TMA’s 
executive  secretary,  scans 
a newsletter  concerning 
government  health 
programs,  with  a stack  of 
correspondence  and 
reading  matter  piled 
nearby. 


255  programs:  this  does  not  include 
programs  of  the  Office  of  Economic 
Opportunity,  the  Veterans  Administra- 
tion, and  the  various  branches  of  the 
military.  Many  of  these  programs  have 
direct  and  great  effects  upon  physi- 
cians in  the  state,  and  the  Office  on 
Government  Health  Programs  strives  to 
keep  the  physician  informed  on  those 
that  will  affect  him  most. 

‘‘My  function  is  to  try  to  be  alert  to 
matters  that  relate  to  government 
health  programs  and  to  communicate 
these  to  Association  authorities  so  that 
they  may  consider  actions  and  deter- 
mine policy,”  comments  Mr.  Anderson. 

Information  on  the  myriad  govern- 
ment health  programs  is  gathered  from 
bulletins  and  releases,  and  efforts  are 
made  to  keep  track  of  Congressional 
action  concerning  health  care  pro- 
grams by  reading  the  Congressional 
Record,  the  Federal  Register,  and  vari- 
ous governmental  and  private-organi- 
zation newsletters. 

Other  activities 

In  addition  to  specific  assignments, 
Mr.  Anderson  works  along  with  execu- 
tive secretary  C.  Lincoln  Williston  in 
implementing  the  programs  adopted 
by  the  AMA  delegates  and  administra- 
tively helping  them  to  meet  policy 
obligations. 

Another  effort  of  his  office  is  to  re- 
view material  on  socioeconomic  chang- 
es that  may  affect  physicians  in  their 
medical  practice.  He  is  compiling  a file 
on  nation-wide  medical  foundations — 
how  they  operate  and  their  adminis- 
trative organization. 

A variety  of  mail  ends  up  in  the  as- 
sistant secretary’s  office;  many  pieces 
of  correspondence  must  be  referred 
to  various  TMA  bodies  or  other  staff 
members,  while  others  are  “spillover” 
from  Mr.  Williston’s  mail.  “Both  Mr. 
Williston  and  I read  many  letters  and 
try  to  pick  out  what  the  writer  is  talk- 
ing about,  what  problem  is  present  or 
what  information  is  needed.”  After  de- 
termining this,  the  correspondence  is 
either  answered  or  referred  to  the  ap- 


propriate staff  member  or  TMA  board, 
council,  or  committee. 

“One  aspect  of  management  is 
knowing  who  is  doing  what  and  to  send 
material  and  requests  where  they  need 
to  go,”  smiles  Mr.  Anderson. 

Handling  correspondence  and  keep- 
ing the  files  in  order  for  the  assistant 
executive  secretary  is  Mrs.  Nancy  Fish- 
er, who  has  been  employed  in  Mr. 
Anderson's  office  for  almost  a year. 

The  assistant  executive  secretary 
and  Mrs.  Fisher  serve  as  the  Headquar- 
ters administrative  team  for  many 
projects.  Mr.  Anderson  comments  that 
this  variety  keeps  his  job  interesting 
and  flexible,  but  makes  it  difficult  to 
answer  his  son’s  query,  “What  do  you 
do  at  work?” 

“As  an  ‘assistant,’  I do  what  needs 
to  be  done,”  he  says.  “I’m  sort  of  a 
jack  of  all  trades.” 


Mrs.  Nancy  Fisher  stuffs 
packets  to  TMA  officers 
with  a report  on  a recent 
AMA  conference  on  peer 
review. 
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The  Will  Rogers  Memorial 
Coliseum  stands  as  a monument 
to  the  genius  of  Herbert 
McDonald  Hinckley,  Sr.  The 
structure  has  been  named  a 
historical  site  by  the  Fort  Worth 
Historical  Society,  and  a plaque 
will  be  placed  on  the  coliseum, 
giving  credit  to  its  innovative 
creator. 


Physician -author  remembers  his  father. 


Editor’s  note:  Dr.  Herbert  McDonald 
Hinckley,  Jr,,  a DeSoto,  Tex.,  general 
practitioner,  felt  he  had  a story  to  tell, 
so  he  wrote  a book.  The  following  arti- 
cle tells  about  his  efforts  on  adding 
the  life  story  of  his  father,  the  creator 
of  the  concept  of  a domed  coliseum, 
to  the  history  of  engineering.  Physi- 
cians who  plan  to  attend  the  1971 
TMA  Annual  Session  in  Houston  and 
who  will  no  doubt  visit  Houston’s  fabu- 
lous Astrodome  will  appreciate  the 
story  he  has  to  tell. 

A graduate  of  North  Texas  State 
University  and  The  University  of  Texas 
(Southwestern)  Medical  School,  Dr. 
Hinckley  has  become  so  interested  in 
writing  that  he  is  now  working  on  a 
second  book — this  one  a biography  of 
his  mother  and  her  family. 


Called  one  of  the  wonders  of  the 
world,  the  Astrodome  in  Houston  has 
awed  thousands,  but  it  has  a special 
significance  for  DeSoto,  Tex.,  physician 
Dr.  Herbert  McDonald  Hinckley,  Jr. 

In  his  book.  Under  the  Dome,  Dr. 
Hinckley  explains  why.  The  physician’s 
work  deals  with  the  life  of  his  father, 
Herbert  McDonald  Hinckley,  Sr.,  the 
man  whose  revolutionary  design  for 
the  Will  Rogers  Memorial  Coliseum  in 
Fort  Worth  is  a basic  tenet  for  the 
structure  of  Houston’s  Astrodome. 

Dr.  Hinckley’s  book,  published  in 
1968  by  Carlton  Press,  Inc.,  in  New 
York  City,  weaves  together  the  frustra- 
tions and  achievements  of  a strong- 
willed  man  who  loved  engineering  with 
historical  highlights  of  the  period  in 
which  he  lived  and  worked.  Herbert 
Hinckley,  Sr.,  is  portrayed  as  a son,  a 
husband,  a father,  a military  man,  and, 
by  no  means  least,  as  a young  per- 
fectionist design  engineer  who  pain- 
stakingly sought  success  in  the  field 
he  loved  and  a better  life  for  his 
family. 

Described  by  his  son  as  an  ambi- 
tious, uncompromising  engineer  but  a 
patient  father,  Herbert  Hinckley,  Sr., 
became  interested  in  designing  and 
building  when  he  was  only  ten  years 
old,  the  book  relates.  Because  he  was 
not  athletically  inclined,  he  did  not 
take  part  in  the  contests  of  physical 
strength  at  the  local  fair  in  Dallas  that 
year,  but  he  did  decide  to  enter  the 
float  contest  sponsored  by  the  fair. 
Working  with  his  father,  Herbert  super- 
vised the  building  of  a float  that  re- 
sembled a ship,  critically  analyzing 
every  step  of  the  procedure.  His  moth- 
er, Sarah,  went  to  work  on  sewing  a 
sailor’s  uniform,  and  when  the  big  day 
came,  the  ship  and  its  captain  were 
the  proud  winners  of  the  competition. 

Several  years  later,  during  the  stock 
market  crash  of  1907,  writes  Dr.  Hinck- 
ley, his  father  was  called  in  by  a math 


professor  who  told  Herbert,  Sr.,  that 
his  grades  in  algebra  were  too  low  and 
that  he  would  never  succeed  in  a field 
that  required  advanced  mathematical 
skill.  This  episode,  says  the  author, 
must  have  only  served  to  fire  in  the 
young  engineer-to-be  a greater  deter- 
mination to  master  the  subject,  for  in 
later  years  Herbert,  Sr.,  pored  over 
reams  of  paper  while  working  out  the 
complicated  mathematical  formulae 
that  were  used  in  the  construction  of 
what  Dr.  Hinckley  claims  to  be  the 
first  domed  structure  of  its  type  in  the 
world. 

According  to  the  physician  author, 
the  seeds  of  a domed  structure  must 
have  been  implanted  in  his  father’s 
mind  one  night  while  Herbert,  Sr.,  and 
his  namesake  watched  wrestling  match- 
es in  an  old  auditorium  in  Fort  Worth. 
Dr.  Hinckley  remembers  vividly  that 
they  arrived  at  the  arena  late  and  had 
to  sit  behind  some  columns  that  ob- 
structed their  view.  Although  this  did 
not  bother  Herbert,  Jr.,  who  really  was 
not  too  interested  in  the  wrestling,  his 
father  was  frustrated  by  the  experi- 
ence, and  he  remarked  to  his  son, 
“Someone  should  design  a building 
without  posts  so  that  people  wouldn’t 
have  to  look  around  them.’’ 

And  in  1934,  when  Herbert  Hinck- 
ley, Sr.,  was  given  the  job  of  design- 
ing a tower  and  coliseum  in  Fort 
Worth  for  the  Texas  centennial  cele- 
bration to  be  held  in  1936,  he  did  just 
that! 

Dr.  Hinckley’s  mother,  Sadie,  recalls 
that  her  husband  sat  up  late  at  night 
and  worked  on  weekends  for  almost  a 
whole  year  perfecting  every  detail  of 
the  structure  that  was  to  become  the 
Will  Rogers  Memorial  Coliseum. 

The  bubble  of  excitement  of  the 
young  design  engineer  burst,  though, 
when  his  first  attempt  to  obtain  the 
approval  of  his  employer,  W.  J.  Hed- 
rick, for  his  revolutionary  design  failed. 
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Left:  Section  of  the  Will  Rogers 
Coliseum,  showing  the  huge 
curved  steel  beams,  a revolution- 
ary design  in  its  time. 

Right:  The  Astrodome  in  Houston, 
the  ultimate  in  domed  sta- 
diums, is  based  on  the  concept 
originated  by  Herbert  Hinckley, 

Sr.  The  stadium  cost  $23.5 
million  and  covers  9^/2  acres. 

Its  vault,  with  a clear  span  of 
642  feet,  has  a maximum 
height  of  208  feet  and  would 
comfortably  accommodate 
Houston’s  18-story  Shamrock 
Hilton  Hotel. 


the  man  who  created  the  dome 


Describing  that  situation,  Dr.  Hinck- 
ley wrote:  “Hedrick  sensed  that  Her- 
bert was  doing  something  quite  revo- 
lutionary, but  he  would  not  interfere 
until  he  had  seen  the  finished  product. 
He  knew  Herbert  well  enough  to  know 
that  he  must  be  given  free  reign.  How- 
ever, when  Hedrick  saw  the  design,  he 
expressed  a reticence  to  approve  a 
plan  that  was  untried.  There  was  too 
much  at  stake  to  risk  a calamity.  Mr. 
Hedrick’s  expression  of  doubt  turned 
out  to  be  Herbert’s  first  set-back. 
Herbert  himself  knew  that  the  design 
would  work,  but  he  had  to  convince 
Hedrick  and  others.’’ 

Although  Herbert  took  Hedrick’s  doubt 
as  a rejection  of  his  plan,  Hedrick 
called  in  two  well-known  local  architec- 
tural engineers  and  a consultant  from 
Oklahoma.  The  local  men  “frankly  ad- 
mitted to  Herbert  that  they  did  not 
understand  the  complicated  details  for 
the  fittings  at  the  circular  end  of  the 
dome,  where  all  the  huge,  curved  steel 
beams  met.’’  The  Oklahoma  engineer 
studied  the  design  carefully,  and  after 
long  deliberation,  the  consultant  stated 
his  opinion:  “Although  he  thought  the 
design  might  be  sound,  and  he  under- 
stood it  in  part,  he  would  be  afraid  to 
build  it.  The  risk  would  be  too  great.’’ 

In  spite  of  the  fears  expressed  by 
these  experts,  Hedrick  knew  Herbert 
Hinckley  was  a perfectionist  as  a de- 
sign engineer  and  he  had  faith  in  him, 
writes  Dr.  Hinckley.  After  the  consul- 
tants left,  Hedrick  said  “Herbert,  I be- 
lieve you  can  do  it,  so  let’s  go  ahead.’’ 

The  contract  to  construct  the  criti- 
cal steel  beams  for  the  roof  was 
awarded  to  the  Virginia  Bridge  Co.,  in 
Roanoke,  Va.,  and  Herbert,  Sr.,  and  his 
family  moved  to  Virginia,  where  he 
could  oversee  the  fabrication  of  the 
beams,  explains  the  author. 

After  several  months,  Herbert,  his 
wife,  and  his  two  sons  arrived  back  in 
Fort  Worth  with  the  first  trainload  of 


steel  to  face  the  first  of  many  prob- 
lems on  the  construction  of  the  domed 
coliseum. 

The  contractor  who  had  been  se- 
lected to  erect  the  steel  framework 
examined  the  beams  and  announced 
that  they  would  have  to  be  cut  down, 
that  they  did  not  meet  specifications. 
Herbert,  Sr.,  explained  to  the  man 
that  the  steel  beams  had  expanded 
during  the  hot  summer  train  ride  and 
that  nothing  need  be  done  to  the 
beams,  because  he  had  taken  expan- 
sion and  contraction  of  the  steel  into 
consideration  when  the  building  was 
being  designed. 

The  uncompromising  design  engi- 
neer ordered  work  to  begin. 

Although  the  building  was  not  com- 
pleted in  time  for  the  centennial  cele- 
bration, Dr.  Hinckley  recalls,  “I  remem- 
ber the  throngs  of  people,  though, 
that  went  through  the  building  while  it 
was  being  worked  on  and  their  amaze- 
ment at  the  huge  roof  spanning  the 
entire  width  of  the  arena.’’ 

Before  the  first  dome  was  com- 
pleted, Herbert,  Sr.,  went  to  New  Or- 
leans to  design  a second  one  at  LSU. 

The  Will  Rogers  Memorial  Coliseum, 
the  “masterpiece  of  Herbert’s  creativ- 
ity,’’ brought  him  success,  but  it  ex- 
acted its  cost,  too.  In  1938,  Herbert 
Hinckley,  Sr.,  died  at  the  age  of  40, 
the  victim  of  a heart  attack. 

During  his  lifetime,  he  had  designed 
many  other  buildings,  too.  To  his 
credit  are  the  16-story  Dallas  National 
Bank  Building,  the  22-story  Tower  Pe- 
troleum Building  in  Dallas,  the  18- 
story  Medical  Arts  Building  Annex  in 
Dallas,  the  elephant  house  at  the  Dal- 
las Zoo,  a beautiful  library  at  North 
Texas  State  University,  and  many 
bridges  built  while  he  was  employed 
by  Fort  Worth  and  Denver  Railroad.  He 
can  also  claim  partial  credit  for  the 
building  of  Hermann  Hospital  in  Hous- 
ton. 


Another  structure  he  created  was 
the  indoor  building  for  the  fish  aquar- 
ium at  the  State  Fair  Centennial  in 
Dallas.  Dr.  Hinckley  writes  that  his 
brother  Conrad  was  especially  fasci- 
nated by  this  work  of  his  father’s. 
“The  older  Hinckleys  got  great  delight 
from  watching  the  awe  in  Conrad’s 
wide  eyes  as  he  saw  the  huge  fish 
swimming  straight  towards  him,’’  says 
Dr.  Hinckley. 

Only  after  his  death  did  the  Amer- 
ican Society  of  Civil  Engineers  give 
Herbert  Hinckley,  Sr.,  credit  as  the 
creator  of  the  dome  concept  and  de- 
sign. But  in  Under  the  Dome,  his  son 
calls  attention  to  the  real  monuments 
to  his  genius:  “But  in  Fort  Worth 
there  is  a dome  coliseum  . . . and  in 
New  Orleans  there  is  a dome  coli- 
seum . . . and  in  Lubbock  there  is  a 
dome  coliseum  . . . and  in  Houston 
there  is  the  Astrodome  . . . and  in 
Charlottesville  there  is  a dome  . . . 
and  . . .’’ 
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Skyscrapers  and  greenly-wooded  parks 
combine  to  create  in  Houston’s  visi- 
tors a sense  of  awe  at  the  dynamic, 
yet  relaxed,  atmosphere  of  the  nation’s 
sixth  largest  city. 

All  around  town,  visitors  can  find 
sights  to  amaze  them,  stores  with 
merchandise  to  entice  them,  restau- 
rants featuring  gourmet  foods  to  stuff 
them,  parks  and  recreational  facilities 
to  relax  them,  night  clubs  and  cultural 
events  to  entertain  them,  and  schools 
and  exhibits  to  add  to  their  knowledge. 

Travelers  cannot  hope  to  see  and 
visit  every  interesting  spot  in  the  city; 
even  many  life-long  residents  haven’t 
seen  everything  Houston  has  to  offer. 

But  physicians  and  their  wives  at- 
tending the  1971  Annual  Session  will 
have  an  excellent  opportunity  to  ex- 
plore to  their  hearts’  content  Texas’ 
Bayou  City. 

Houston’s  past:  To  truly  appreciate 
the  phenomenal  growth  of  the  city, 
visitors  must  remember  a little  of 
Houston’s  history. 

Named  for  Texas  hero  Gen.  Sam 
Houston,  the  town  was  founded  Aug. 
30,  1836,  by  two  brothers.  New  York 
real  estate  men  who  had  come  to 
Texas  to  start  a town,  sell  townsites, 
and  reap  profits.  The  brothers  found 
the  land  they  wanted  for  their  town 
and  paid  a dollar  an  acre  for  6,642 
acres. 

One  account  relates,  “The  site  of 
Houston  was  selected  in  1836  by  A.  C. 
Allen  by  the  simple  expedient  of  pad- 
dling up  Buffalo  Bayou  until  he  arrived 
at  what  seemed  to  be  the  highest  point 
of  navigation  for  medium-draft  boats. 
Allen  then  sat  down  under  the  nearest 
tree  and  sketched  out  his  map  of  the 
future  city  on  a scrap  of  paper.  The 
land  had  originally  been  part  of  the 
John  Austin  grant  and  was  purchased 
from  the  Austin  family  by  Allen  and 
his  brother  John  K.  The  wild  and  deso- 
late stretch  of  prairie  was  plagued  by 
two  perennial  problems,  mud  and  mos- 
quitoes. Savage  Indians  roamed  the 
woods:  alligators  and  snakes  infested 
the  sluggish  bayous;  yellow  fever  and 


Host  city  offers 
activities  for  all 


malaria  were  an  ever-present  menace.” 

But,  continues  the  story,  “minor 
problems  such  as  these  have  never 
been  known  to  deter  real  estate  pro- 
moters,” and  soon  advertisements  of- 
fering townsites  began  appearing  in 
newspapers  across  the  country. 

In  an  advertisement  in  a New  York 
paper,  the  founding  brothers  boldly 
claimed,  “When  the  rich  lands  of  this 
country  shall  be  settled,  a trade  will 
flow  to  Houston,  making  it  the  great- 
est interior  commercial  emporium  of 
Texas.”  The  Allen  brothers  must  have 
been  prophets,  too! 

Although  Houston’s  first  promoters 
generated  much  publicity  about  the 
new  town  which  resulted  in  a steady 
stream  of  newcomers,  in  1837  the  first 
stern-wheeler  to  navigate  Buffalo  Bayou 
in  an  effort  to  land  at  Houston  went 
almost  three  miles  past  the  markers 
indicating  the  trail  from  the  bayou  to 
the  town.  The  skipper  of  the  Laura  M. 
had  left  some  three  days  before  from 
Harrisburg,  only  16  miles  away. 

The  Laura  M.  finally  did  arrive, 
though,  and  one  historian  writes,  “He 
[the  skipper]  did  not  realize  it,  but 
the  arrival  of  the  Laura  M.  started  a 
gleam  in  Houston’s  collective  eye  that 
persists  to  this  day.  Houston  was  a 
seaport!” 

From  this  humble  beginning  came 
the  Port  of  Houston,  now  the  nation’s 
third  largest,  to  a town  50  miles  inland 
from  the  Gulf  of  Mexico! 

Promoted  by  an  active  Chamber  of 
Commerce  (the  second  oldest  west  of 
the  Mississippi),  Houston  grew  by  leaps 
and  bounds.  The  first  railroad  in  Texas 
was  operated  out  of  Houston.  Gail  Bor- 
den published  one  of  the  state’s  first 
newspapers  in  Harrisburg,  which  is 
now  a part  of  Houston.  The  city  was 
one  of  the  early  capitals  of  the  Repub- 
lic of  Texas,  and  even  today  it  serves 
as  the  seat  of  Harris  County. 

In  1901,  oil — the  “black  gold”  that 
has  helped  make  Houston  the  city 
that  it  is  today — was  discovered  when 
Spindletop  in  Southwest  Texas  brought 
forth  the  crude  black  substance  from 


the  Texas  earth.  Industries  in  Houston 
today  include  food  and  kindred  prod- 
ucts, lumber  and  wood  products,  paper 
and  allied  products,  printing  and  pub- 
lishing, chemicals  and  allied  products, 
primary  metals  industry,  fabricated 
metals  products,  scientific  instruments, 
nonelectrical  and  electrical  machinery, 
and  rubber  and  plastics  products. 

Not  a fickle  mistress,  Houston  has 
not  forgotten  her  founding  fathers. 
Allen’s  Landing  Park,  at  the  corner  of 
Main  St.  and  Commerce,  is  a spot  of 
green  along  the  bayou  snuggled  amidst 
the  skyscrapers  to  honor  the  Allen 
brothers  and  their  dream-come-true. 

Parks  and  historical  monuments: 
City  fathers  have  remembered  Hous- 
ton’s past  but  have  planned  for  its  fu- 
ture, as  evidenced  by  the  many  histori- 
cal monuments  and  parks  situated  all 
over  the  city.  Major  attractions  include: 

Hermann  Park — Acres  of  wood  land 
for  relaxation;  facilities  for  golf,  tennis, 
picnicking,  and  horseback  riding;  play- 
grounds, a miniature  train  ride,  and 
an  outdoor  band  concert  theater  are 
located  here;  park  includes  the  Museum 
of  Natural  Science,  Zoo,  Burke  Baker 
Planetarium,  and  Garden  Center;  locat- 
ed just  off  S.  Main. 

Sam  Houston  Park — A project  of  the 
Harris  County  Heritage  Society  featur- 
ing historic  old  homes  of  the  city;  park 
is  located  at  1100  Bagby;  tours  begin 
from  515  Allen  Parkway. 

Allen's  Landing  Park — Downtown  park 
at  the  site  of  Houston’s  founding  by 
the  Allen  brothers:  small  boats  are 
available  for  trips  on  the  bayou;  locat- 
ed at  the  foot  of  Main  St.  at  Com- 
merce. 

Albert  Thomas  Space  Hall  of  Fame — 
Exhibits  honoring  those  who  have  made 
outstanding  contributions  to  the  na- 
tion’s space  program;  located  in  the 
Albert  Thomas  Convention  and  Exhibit 
Center,  612  Smith. 

Memorial  Park — With  1,466  acres, 
this  is  the  largest  park  in  the  South- 
west; facilities  available  for  horseback 
riding,  hiking,  golf,  tennis,  baseball, 
and  soccer:  park  also  includes  a pool 
and  arboretum;  located  off  Memorial 
Dr. 
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Aline  McAshan  Botanical  Hall  and 
Arboretum — Nature  and  conservation 
center  for  both  children  and  adults; 
free  self-guided  tours,  or  2-hour  guided 
educational  tours  available  to  groups 
by  appointment;  4500  Woodway  near 
Loop  610. 

San  Jacinto  Battleground  State  Park — 
Site  of  the  battle  for  Texas  independ- 
ence; park  includes  San  Jacinto  Monu- 
ment and  Battleship  Texas  (see  below); 
just  off  Highway  225  near  suburban 
Pasadena. 

San  Jacinto  Monument  and  Museum 
— World’s  tallest  shrine  marks  the  spot 
where  Gen.  Sam  Houston  routed  Mexi- 
can Gen.  Santa  Anna  to  win  Texas  her 
freedom;  includes  museum  depicting 
the  cultural  development  of  Texas;  lo- 
cated in  San  Jacinto  Battleground 
State  Park. 

Battleship  Texas — US  Navy  battleship, 
served  in  World  Wars  I and  II;  contains 
Texas  Navy  Museum;  donated  to  the 
state  and  now  berthed  at  San  Jacinto 
Battleground  State  Park  in  the  Hous- 
ton Ship  Channel. 

Weatherby  Arms  Museum — Almost  a 
horror  house,  filled  with  weapons  of 
the  past,  documenting  man's  inhuman- 
ity to  his  brother;  also  a buy  and  trade 
antique  and  gun  shop;  2510  Westridge 
(1  block  east  of  Main,  near  the  Astro- 
dome). 

Architectural  wonders:  In  a city  the 
size  of  Houston,  in  many  cases  the 
only  way  to  go  when  building  is  up, 
and  many  of  Houston’s  skyscrapers 
climb  heavenward  in  beauty.  Older 
areas  of  town  spread  out  luxuriously, 
with  stately  mansions  set  between  tall 
trees.  Some  of  the  lovelier  sights  of 
Houston  and  the  surrounding  area  in- 
clude: 

The  Astrodome — The  ‘‘eighth  wonder 
of  the  world”;  located  between  Kirby 
and  Greenbriar,  S.  Main  and  Loop  610; 
tours  daily  when  there  is  no  event 
scheduled,  10  a.m.,  1 p.m.,  and  3 p.m. 

Observation  tower,  Humble  Building 
— Located  on  45th  floor  of  Humble 
Building  at  800  Bell;  open  Mon.-Fri. 
from  2 p.m.  to  11  p.m.,  Sat.  from  10 
a.m.  to  11  p.m..  Sun.  from  noon  to  10 
p.m. 


Number  One  Shell  Plaza — When  com- 
pleted, its  52  stories  will  make  it 
Houston’s  tallest  building,  Louisiana 
and  Walker. 

Mecom  Fountain — Beautiful  by  day, 
a fantasy  of  water  and  light  at  night; 
Main  at  Montrose. 

River  Oaks — A scenic  drive  through 
Houston’s  oldest,  most  exclusive  resi- 
dential area;  Kirby-Shepherd-Westhei- 
mer-Alabama  Sts.  area. 

Nassau  Bay  and  Clear  Lake  City — 
Less  than  an  hour’s  drive  from  down- 
town Houston;  new  residential  areas 
where  NASA  astronauts  and  members 
of  the  space  team  live  and  play. 

Bishop’s  Palace,  Galveston — Only 
building  in  Texas  designated  by  the 
American  Institute  of  Architecture  as 
one  of  the  most  outstanding  in  the  US; 
1402  Broadway. 

Galveston  homes,  churches,  and  hotels 
— Monuments  to  19th  Century  Greek, 
Spanish,  and  Victorian  architecture; 
list  available  from  Galveston  Chamber 
of  Commerce,  some  are  open  to  the 
public. 

Music  and  art:  From  a city  of  mud 
and  mosquitoes,  Houston  has  become 
a city  of  opera,  symphony,  antiques, 
painting,  and  sculpture.  Special  musi- 
cal and  artistic  attractions  include: 

Jesse  H.  Jones  Hall  for  the  Perform- 
ing Arts — A $7  million  gift  of  Houston 
Endowment,  Inc.,  Houston’s  most  mod- 
ern cultural  facility  is  the  home  of  the 
Houston  Symphony  Orchestra,  the 
Houston  Grand  Opera  Association,  the 
Houston  Ballet  Foundation,  and  the 
Houston  Society  for  the  Performing 
Arts;  located  downtown  at  Louisiana 
and  Capitol  in  Houston’s  new  Civic 
Center.  Forty-five  minute  tours  are 
given  daily:  tour  reservations  are  re- 
quired. Activities  in  the  hall  during 
Annual  Session  include:  May  6 — Mod- 
ern Jazz  Quartet  with  the  Houston 
Symphony  Orchestra,  and  May  9-11 — 
Houston  Symphony  Orchestra. 

Alley  Theatre — One  of  the  finest 
and  foremost  professional  theatres  in 
the  US;  “backstage”  tours  conducted 
daily,  reservations  are  required:  located 
downtown  at  615  Texas  across  from 
Jones  Hall.  Through  May  9,  “The  Prime 


of  Miss  Jean  Brodie”  will  be  playing  at 
the  Alley;  ticket  information  can  be  ob- 
tained from  the  box  office,  522-1045. 

Houston  Music  Theatre — Another 
“dome”  in  Houston;  located  at  7426 
Southwest  Freeway  in  suburban  Sharps- 
town. 

Miller  Outdoor  Theatre — Houston 
Parks  and  Recreation  Department  spon- 
sors band  concerts  at  the  outdoor  the- 
atre in  Hermann  Park  on  Sunday  after- 
noons in  May:  check  local  newspapers 
for  time  and  performers. 

Dinner  Theatres — Two  fine  dinner 
theaters  are  located  in  Houston,  the 
Windmill  Dinner  Theatre  and  Holiday 
Dinner  Theatre.  From  May  5-June  2, 
the  Windmill  Dinner  Theatre  will  host 
“Ma  Flanders”:  the  theatre  is  located 
in  Town  and  Country  Village,  at  the 
West  Belt  off  Katy  Freeway.  The  Holi- 
day Dinner  Theater  is  located  at  2525 
Murworth,  near  the  Astrodome. 

Museum  of  Fine  Arts — Houses  an 
eight  million  dollar  collection  of  art 
treasures,  including  ancient,  contempo- 
rary, and  traditional:  located  at  1001 
Bissonnet. 

Bayou  Bend — The  former  home  of 
Miss  Ima  Hogg  houses  an  outstanding 
collection  of  antique  American  furni- 
ture; now  a part  of  the  Museum  of  Fine 
Arts;  two-hour  tour  by  reservation  only; 
1 Wescott  St. 

Contemporary  Arts  Museum — Devot- 
ed exclusively  to  avante-garde  objets 
d’art;  located  at  6945  Fannin,  building 
new  structure  at  Bissonnet  and  Mon- 
trose. 

Art  galleries — Some  outstanding  gal- 
leries in  Houston  are: 

Allen  Art  Galleries,  1318  Main,  con- 
temporary and  19th  century  art,  west- 
ern scenes  are  a feature. 

Pace  Galleries,  Inc.,  5008  Westheim- 
er  at  Post  Oak,  contemporary  and  old 
masters. 

David  Galleries,  2243  San  Felipe, 
featuring  contemporary  art  and  sculp- 
ture. 

William  Simpson,  Esq.,  3400  Louisi- 
ana, imported  antiques  and  art  objects. 

The  Courtney  Gallery,  2037  W.  Ala- 
bama, presenting  the  finest  in  con- 
temporary art. 
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The  Astrodomain  includes 
the  fine  hotels  shown  in  the 
foreground,  the  Astrodome 
in  the  back,  and  behind  that 
the  Astrohall  and  the  fun- 
playground  Astroworld. 

Medical  facilities:  The  Texas  Medical 
Center,  a familiar  sight  to  many  Texas 
physicians,  provides  some  of  the  finest 
facilities  in  the  state  for  patient  care, 
education,  and  research.  Construction 
on  the  center  began  in  1946,  and  to- 
day, some  20  buildings  occupy  the  175 
acres  adjoining  Hermann  Park,  just  off 
Fannin  and  Holcombe  Blvd.  Tours  of 
the  center  may  be  arranged,  or  visitors 
may  prefer  simply  to  drive  through  the 
center.  With  approximately  11,000  em- 
ployees, the  institutions  and  organiza- 
tions with  headquarters  in  the  Texas 
Medical  Center  are: 

Arabia  Temple  Crippled  Children’s 
Hospital — Clinic  devoted  solely  to  treat- 
ment and  care  of  crippled  children. 

Baylor  College  of  Medicine — Texas' 
only  private  medical  school;  enrollment 
for  1969-1970  was  362. 

Hermann  Hospital — Private  and  char- 
ity unit;  expansion  program  in  1949 
added  facility  that  now  treats  more 
than  90,000  outpatients  each  year. 
Hermami  Hospital  School  of  Nursing  is 
also  located  in  the  center. 

Methodist  Hospital — One  of  the  lead- 
ing cardiovascular  hospitals  in  the  na- 
tions; used  as  a service  and  teaching 
hospital. 

St.  Luke’s  Episcopal  Hospital — Gen- 
eral hospital  supported  by  the  Episco- 
pal Diocese  of  Texas. 

Texas  Children’s  Hospital — Special 
pediatric  facilities  are  located  in  this 
100-bed  private/charity  hospital. 

Institute  of  Religion — Trains  graduate- 
level  and  postgraduate  theological  stu- 
dents as  hospital  chaplains,  pastors,  or 
educators;  the  only  institution  of  its 
kind  in  the  United  States  connected 
with  a medical  center. 

Jesse  H.  Jones  Library  Budding — • 
Houses  more  than  67,000  volumes; 
serves  as  research  library  for  the  cen- 
ter; also  contains  offices. 

Ben  Taub  General  Hospital — City- 
owned  and  operated  charity  hospital. 

The  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute — De- 
voted to  cancer  research  and  treat- 
ment; one  of  the  most  outstanding  fa- 
cilities of  its  kind  in  the  United  States. 


The  University  of  Texas  Dental 
Branch — Four-story  dental  school;  sen- 
ior students  provide  dental  care  for 
Houston  residents  under  close  super- 
vision of  professors. 

Others  include:  Diagnostic  Center 
Hospital,  Houston  Speech  and  Hearing 
Center,  Texas  Institute  for  Rehabilitation 
and  Research,  Houston  Academy  of 
Medicine,  Texas  Woman’s  University 
College  of  Nursing,  The  University  of 
Texas  Graduate  School  of  Biomedical 
Sciences,  The  University  of  Texas 
School  of  Public  Health,  The  University 
of  Texas  Division  of  Continuing  Medi- 
cal Education,  Jewish  Medical  Re- 
search and  Training  Institute,  The 
Heart  Institute,  Texas  Research  Insti- 
tute of  Mental  Sciences,  Institute  of 
Ophthalmology,  City  of  Houston  De- 
partment of  Public  Health,  Common 
Research  Computer  Facility,  and  Fon- 
dren-Brown  Orthopedic-Cardiovascular 
Clinical  Research  Center. 

The  new  University  of  Texas  Medical 
School  at  Houston  has  offices  in  the 
Jesse  H.  Jones  Library  Building;  stu- 
dents are  expected  at  the  school’s 
campus  in  the  Texas  Medical  Center 
in  June,  1971. 

Nearby  Galveston  serves  as  the 
home  of  the  state’s  oldest  and  largest 
medical  school.  The  University  of  Texas 
Medical  Branch. 

Science  and  industry — keys  to  Hous- 
ton’s growth:  For  the  scientific  minds 
at  Annual  Session,  Houston  offers  sev- 
eral tempting  attractions,  including: 

Port  of  Houston,  Ship  Channel — Ob- 
servation platform  from  which  visitors 
can  view  the  turning  basin  is  located 
atop  Wharf  9;  Sam  Houston  inspection 
boat  provides  a close-up  look  at  the  in- 
dustrial complexes  along  Houston’s 
‘‘big  ditch,”  reservations  for  the  two- 
hour  boat  tour  must  be  made  in  ad- 
vance (call  223-0672);  enter  at  Gate  8, 
Port  of  Houston,  to  reach  both  the  ob- 
servation deck  and  the  boat. 

NASA  Manned  Spacecraft  Center — 
Where  America’s  astronauts  train  for 
lunar  and  deep-space  exploration;  free 
open  house  on  Sunday  from  1 p.m.  to 
5 p.m.  features  exhibits  of  space  hard- 


ware and  movies;  off  the  Gulf  Freeway, 
30  miles  from  downtown  Houston. 

Burke  Baker  Planetarium — Provides  a 
stairway  to  the  stars  through  its  pro- 
jector, one  of  the  largest  of  its  kind  in 
the  nation;  part  of  the  Museum  of  Nat- 
ural Science;  located  in  Hermann  Park. 

Museum  of  Natural  Science — Thirteen 
large  halls  comprise  this  $5  million 
educational  facility;  includes  the  Hall 
of  Medical  Science,  Hall  of  Space  Sci- 
ence, and  Hall  of  Petroleum  Science; 
located  in  Hermann  Park,  at  the  end  of 
Caroline  St. 

Art  in  Industry  tour — A red-carpet 
tour  of  the  10,000  square-foot  Anheus- 
er-Busch brewery;  art  objects  associat- 
ed with  the  brewing  process  are  on  dis- 
play, and  guides  explain  the  brewing 
process;  tours  end  with  a sampling  of 
Anheuser-Busch  products;  located  at 
775  Gelhorn  Dr. 

Branches  on  Houston’s  tree  of  knowl- 
edge: An  educational  explosion  in 
Houston  has  occurred  to  keep  pace 
with  the  increased  demand  for  higher- 
education  facilities.  Colleges  and  uni- 
versities in  the  Houston  area  offer  the 
visitor  a variety  of  architectural  sights, 
art  galleries,  drama  productions,  and 
library  facilities.  In  Houston,  higher 
education  is  provided  by: 

The  University  of  Houston — 3801  Cul- 
len Blvd. 

Rice  University — 6100  Main. 

University  of  St.  Thomas — 3812  Mon- 
trose; media  center,  3812  Mt.  Vernon. 

Texas  Southern  University — 3201 
Wheeler. 

Houston  Baptist  College — 7502  Fon- 
dren. 

Sacred  Heart  Dominican  College — 
2401  E.  Holcombe  Blvd. 

South  Texas  Junior  College — 1 Main 
St. 

San  Jacinto  College — 8060  Spencer 
Highway,  Pasadena. 

A “sporting  town”:  Houston  offers 
spectators  and  participants  their  choice 
of  sports  activities.  As  mentioned  pre- 
viously, Hermann  and  Memorial  Parks 
have  facilities  for  horseback  riding, 
hiking,  and  tennis. 

Although  no  baseball  game  is  sched- 
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uled  in  the  Astrodome,  Annual  Session 
sports  buffs  can  pick  a place  to  visit 
from  this  offering: 

Lacrosse — US  Naval  Academy  vs. 
Johns  Hopkins  University,  May  8 in  the 
Astrodome. 

Golf  courses — Four  municipal  golf 
courses  are  open  seven  days  a week 
during  daylight  hours:  Hermann  Park. 
6110  Golf  Course  Dr.;  Memorial  Park, 
6501  Memorial  Dr.;  Glenbrook  Park, 
8101  N.  Bayou  Dr.;  and  Brock  Park, 
8201  John  Ralston  Rd.  Fees  for  18 
holes  range  from  $1.50  to  $2. 

Houston  Baseball  Museum — A collec- 
tion of  great  moments  in  the  history 
of  baseball:  located  in  Finger’s  Furni- 
ture Center,  4001  Gulf  Freeway. 

Auto  Racing — Local  stock  car  events 
at  Almeda  Speedway,  14500  Almeda 
Rd.;  check  local  newspapers  for  time 
and  events. 

Cla.ssic  Showcase — An  unusual  com- 
bination of  classic  automobiles,  life- 
like wax  figures,  and  detailed  scenic 
set  designs;  cars  on  display  include 
Duesenberg,  Rolls-Royce,  Aston  Martin, 
Delage,  Bentley,  Jensen,  and  Isotta- 
Fraschini;  located  at  3009  S.  Post  Oak. 

For  the  young-at-heart:  Children  and 
young-at-heart  adults  will  enjoy  these 
Houston  attractions  and  events: 

Astroworld — A “never-never  land”  of 
yesterday,  today,  and  tomorrow;  57 
acres  of  rides,  shows,  gift  shops,  res- 
taurants, and  shaded  picnic  areas;  air- 
conditioned  for  visitors’  comfort;  lo- 
cated on  Loop  610  between  Kirby  and 
Fannin. 

Sea-Arama,  Galveston  — - Modern 
oceanarium-aquarium  with  shows;  lo- 
cated at  91st  St.  and  Seawall  Blvd. 

Houston  Zoological  Gardens — More 
than  40  acres  of  animals;  the  zoo  fea- 
tures a unique  Tropical  Bird  House 
where  more  than  200  exotic  birds  wing 
freely  through  an  aviary  rain  forest;  a 
new  feature  is  a three-acre  Children’s 
Zoo;  located  in  Hermann  Park,  zoo  en- 
trance is  at  the  corner  of  Hermann  Dr. 
and  S.  Main. 

Nine  to  Ninety  Antique  Toy  Museum 
— One-of-a-kind  entertainment  consist- 
ing of  rare  toys  displayed  in  a unique 


manner  to  delight  both  children  and 
adults;  located  at  3900  Montrose. 

Disney  on  Parade — This  show  of  fan- 
tasy features  favorite  Disney  charac- 
ters; runs  from  May  4-9  at  the  Sam 
Houston  Coliseum,  810  Bagby. 

Hofbraugarten  German  Village — Take 
a trip  to  the  Old  World;  complete  with 
German  bakery,  delicatessen,  beer  gar- 
den, and  nursery  garden  with  live  ani- 
mals; German  band  provides  the  enter- 
tainment; fun  for  both  adults  and  chil- 
dren; off  the  Gulf  Freeway  at  FM  517, 
Dickinson-Alvin  exit;  near  the  Manned 
Spacecraft  Center. 

Everything  under  the  sun:  Limitless 
possibilities  exist  for  the  Houston  shop- 
per. Downtown  stores  and  suburban 
shopping  centers  stock  a galaxy  of  mer- 
chandise. Shop  in  comfort  at  any  of 
the  following: 

Post  Oak-W estheimer  area — Called  the 
“Million  Dollar  Mile”;  beautiful,  exclu- 
sive stores,  including  the  new  Galleria 
with  a floor  of  ice,  a ceiling  of  glass, 
and  three  tiers  of  shops  and  boutiques 
in  between. 

Town  and  Country  Village — Renown 
stores  and  restaurants  spread  over  sev- 
eral acres;  features  a “Farmers  Mar- 
ket” with  fresh  vegetables,  fruits,  and 
meats;  located  in  southwest  Houston, 
at  the  West  Belt  off  Katy  Freeway. 

Westbury  Square — Brick  sidewalks  en- 
circle quaint  Old  World  shops  with  mod- 
ern, handcrafted,  and  antique  merchan- 
dise: includes  Rumpleheimer’s  ice 

cream  parlor.  The  Gay  Dot  party  shop, 
antiques  in  The  Hourglass,  The  Four 
Seasons  ladies’  apparel.  The  Candle 
Shop,  Cromwell  mens'  wear,  Joan 
Flake’s  clothes  for  children.  Art  de  Mer 
shell  shop,  Bernini  Glass  Art,  Petit 
Marmite  gourmet  cooking  accessories, 
a book  store,  a tobacco  shop,  and  a 
variety  of  import  shops  and  restau- 
rants. 

Neiman-Marcus — The  most  exclusive 
store  in  Texas,  located  at  917  Main 
and  in  the  Post  Oak  area. 

The  Flea  Market — Collection  of  un- 
usual shops,  located  in  Old  Market 
Square. 

Sakowitz — High  fashion  for  ladies. 


NASA  engineers,  astronauts, 
and  scientists  plan  and  guide 
America’s  space  shots  in  this 
complex  of  buildings  that  make 
up  the  Manned  Spacecraft 
Center. 

men,  and  children,  located  at  1111 
Main  plus  suburban  stores. 

Joske’s  of  Houston — Clothes  for  all 
and  for  all  occasions;  stores  located  in 
Post  Oak  area,  Gulfgate  Shopping  Cen- 
ter, and  Northline  Shopping  Center. 

Foley’s — A full  square  block  of  shop- 
ping downtown;  10  floors  with  cloth- 
ing, sporting  goods,  home  furnishings, 
etc.;  1110  Main  and  four  suburban 
branches. 

Battelstein’s — Mens’  and  ladies’  fash- 
ions; 812  Main,  2010  S.  Shepherd,  and 
111  Sharpstown  Center. 

Isahell  Gerhart — Exclusive  ladies’ 
wear  for  all  occasions,  downtown  in 
the  Bank  of  the  Southwest  Building 
and  2501  River  Oaks. 

Everitt-Buelow — Clothes  caterer  to 
the  ladies,  1000  Main  and  2315  S. 
Post  Oak. 

Penns — Furs  and  fine  clothes,  locat- 
ed in  the  mezzanine  of  the  Humble 
Building. 

Gazebo — Boutique  for  the  fashion- 
minded  woman,  2036  W.  Gray. 

Paraphernalia — For  the  “mod”  look, 
4743  Westheimer. 

Norton  Ditto — Fine  mens’  wear,  2019 
S.  Post  Oak  and  Bank  of  the  Southwest 
Building. 

Brass  Rack — Features  natural  should- 
er clothing  for  men,  818  Travis. 

Doug  Middlebrook — Departures  from 
computerized  designs  for  men,  2015-G 
West  Gray. 

Iva  Starnes — Clothes  for  men  with 
modern  look,  2727  Fondren  at  West- 
heimer in  Fondren  Square. 

The  Symbol — New-look  fashions  for 
men,  913  Travis. 

Rodney's — Presenting  fine  mens’ 
clothing;  2507  Times,  Post  Oak  at 
Westheimer,  and  Lantern  Lane  on  Me- 
morial. 

Leopold  Price  & Rolle — Exclusive 
men’s  store,  805  Main  and  four  sub- 
urban locations. 

Oshman’s — Brand-name  sports  equip- 
ment and  sportswear  for  both  men  and 
women;  Main  at  Walker  and  seven  sub- 
urban stores. 

World  Toy  and  Gift  Shop — Fun  for 
the  smallfry;  features  an  unusual  as- 
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Conveniently  located  near  downtown, 
the  Texas  Medical  Center,  and  several 
Houston  attractions  is  the  Shamrock 
Hilton  Hotel,  which  will  serve  as  head- 
quarters for  the  scientific  sessions  and 
exhibits  at  TMA’s  104th  Annual  Ses- 
sion. 


Spreading  over  some  175 
acres  are  the  20  buildings 
that  comprise  the  Texas 
Medical  Center,  one  of  the 
finest  complexes  of 
medical  facilities  in 
the  Southwest. 


sortment  of  domestic  and  imported 
toys  and  games;  2404  University. 

F.  A.  O.  Schwarz  Children's  World — 
Toys  and  togs  for  the  youngsters,  1720 
S.  Post  Oak  at  San  Felipe. 

In  addition,  covered  shopping  malls 
are  located  in  every  part  of  the  city 
and  include  one-of-a-kind  shops  and 
branches  of  the  downtown  stores. 

A heaven  for  the  gourmet:  Food  from 
around  the  world  is  available  in  Hous- 
ton’s beautiful  restaurants  and  supper 
clubs.  The  gourmet  has  a difficult  de- 
cision to  make  when  the  time  comes 
to  choose  a luncheon  or  dinner  spot. 
Some  of  the  best  in  the  city  are: 

Doctor’s  Club — Great  drinks  and 
food,  third  floor  of  the  Jesse  H.  Jones 
Library  Building  in  Texas  Medical  Cen- 
ter. 

Charlie’s  517 — Lovely  supper  club, 
serving  good  food;  also  open  for  lunch; 
located  at  517  Louisiana  across  from 
the  Alley  Theatre  and  Jones  Hall. 

Maxim’s — Best  French  cooking  in  the 
South;  a Holiday  Magazine  award  win- 
ner; club  for  members  only;  802  Lamar. 

Swiss  Chalet  Restaurant — Delicious 
fondue,  511  S.  Post  Oak. 

Raffles — Supper  club  with  fine  dining 
and  dancing,  1455  W.  Loop  South. 

Brennan’s  Restaurant  and  F.O.B. 
(Friends  of  Brennan’s)  Club — Famous 
for  breakfast:  order  eggs  for  gourmet 
dining:  beautiful  New  Orleans  atmo- 
sphere; 3300  Smith. 

Massa’s  Oyster  House — Superb  sea- 
food and  great  oyster  bar;  includes  Bar- 
rier Reef  Club;  downtown  at  802  Rusk. 

Bill  William’s  Oyster  Bar — Stand-up 
oyster  bar,  located  across  from  Method- 
ist Hospital. 

A If  red’s  Restaurant-Delicatessen — Serv- 
ing  Kosher-style  food  and  home-baked 
pastries;  2408  Rice  Blvd.,  9123  Stella 
Link,  and  520  Town  and  Country  Shop- 
ping Center. 

Gaido’s  Restaurant  and  Club — Texas- 
size  shrimp  and  choice  lump  crab 
meat,  9200  S.  Main  and  on  the  Seawall 
in  Galveston. 

Angelo’s  Fisherman’s  Wharf — Gulf 
Coast  seafood  served  in  a family-style 
atmosphere,  10200  S.  Main. 


Ari’s  Grenouille — Resembles  a French 
sidewalk  cafe;  inside  dining  with  French 
music  also  available;  1550  Westheimer. 

G.  Kelley’s — For  steak  and  seafood 
lovers;  3212  S.  Main. 

Ye  Olde  College  Inn — A tradition  in 
Houston;  cited  by  Holiday  and  Esquire 
magazines;  features  seafood  and  steaks 
you  watch  being  cooked;  at  6545  S. 
Main  near  Rice  University. 

Pier  21 — ^The  greatest  in  seafood, 
7001  Fannin. 

Tokyo  Garden  and  Club  Tokyo — Sit 
on  the  floor  and  enjoy  authentic  Jap- 
anese cuisine;  Kaiseki  9-course  dinner 
must  be  ordered  three  hours  in  ad- 
vance; 4701  Westheimer. 

Vargo’s — A wooded  setting  for  excel- 
lent food  served  family  style,  2401  Fon- 
dren. 

Foulards — The  ultimate  in  gourmet 
dining,  3435  Westheimer. 

Sonny  Look’s  Restaurants — The  tops 
in  steak  houses;  9810  Main,  6112 
Westheimer,  and  the  newest.  Look’s 
Depot,  at  212  Milam  in  Old  Market 
Square. 

Stables  Steak  House — For  a real  treat, 
they  have  a fresh  Maine  lobster  tank; 
excellent  steaks,  too;  7325  Main. 

Timmy  Chan’s  Restaurant — Only 
downtown  restaurant  offering  Chinese 
food;  superb  lunch  and  dinner  menu; 
2606  Fannin. 

Hoe  Sai  Gai — Name  means  “good 
prosperity”:  serves  true  Cantonese  cui- 
sine, as  well  as  American  dishes;  lo- 
cated near  the  Post  Oak  shopping  dis- 
trict at  1625  S.  Post  Oak. 

The  Red  Lion  and  Churchill  Club — 
The  atmosphere  of  an  old  English  inn; 
features  excellent  roast  beef;  beautiful 
hand-carved  bar  in  the  club  (member- 
ship required);  7315  Main. 

A then’s  Bar  and  Grill — An  authentic 
Greek  restaurant;  a favorite  hangout  of 
sailors;  an  unusual  atmosphere;  8037 
Clinton  on  the  Ship  Channel. 

Bismarck  Restaurant — Featuring  the 
best  in  German  and  Viennese  dishes, 
719  Franklin  at  Milam  in  Old  Market 
Square. 

Trader  Vic’s — Exotic  Polynesian  food 
and  drinks.  Shamrock  Hilton  Hotel. 
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Safari  Steak  House — Steaks,  shishka- 
bob,  and  Indian  cuisine;  4902  Rich- 
mond. 

Joe  DiMaggio’s  Restaurant  and  Pai- 
sano  Club — What  else  but  Italian  food?, 
3795  Richmond. 

El  Chico  International  Restaurant — 
For  outstanding  Mexican  food,  7707  S. 
Main. 

Kaphan's — Good  steaks  and  seafood 
served  in  Houston  for  more  than  30 
years,  7900  S.  Main. 

Bill  Bennett’s  Steak  House  in  the  Sky 
— For  a breath-taking  view  of  Houston’s 
skyline  and  a delicious  steak;  top  of 
the  St.  Joseph  Professional  Bldg.,  2000 
Crawford. 

Black  Angus — “Steer”  yourself  to  a 
thick  steak  here,  2925  Weslayan. 

Cellar  Door — Smoked  meats  and  bar- 
beque  served  in  Old  West  atmosphere; 
706  Lamar,  6732  Stella  Link,  and  5930 
Westheimer. 

Chez  Orleans — Creole  dishes  along 
with  seafood  dinners,  4088  Westheimer. 

Del  Monico’s — Houston’s  original 
spaghetti  house;  serves  fine  Italian 
dishes;  3925  Westheimer. 

Flag  Room — A piece  of  historic  Tex- 
ana;  serving  prime  roast  beef;  excellent 
wine  list;  located  in  the  Rice  Hotel, 
Main  at  Texas. 

La  Bastille — Continental  sandwiches 
for  lunch  in  an  old  French  prison  at- 
mosphere; at  night,  it’s  a swinging 
club;  716  Franklin  at  Milam  in  Old 
Market  Square. 

Ten  Fathoms — Fish  from  the  deep, 
originator  of  the  Fish-Kabob;  also  serv- 
ing steak  and  chicken;  740  Polk. 

2-K  Restaurant  and  Ice  Cream  Parlor 
— Victorian  setting  for  excellent  food 
and  “out-of-this-world”  ice  cream,  5016 
Westheimer. 

San  Jacinto  Inn — Famous  for  its  “all- 
you-can-eat”  seafood  dinners,  located 
at  the  San  Jacinto  Battleground  State 
Park. 

Club  Castille — Spanish  and  French 
cuisine  in  a setting  straight  from  oid 
Spain;  flaming  dishes  a specialty;  lo- 
cated on  the  ninth  floor  of  the  Houston 
House,  1617  Fannin. 

The  Parthenon  and  Forum  Club — 


Belly  dancing,  the  native  entertainment 
of  Greece,  is  combined  with  continen- 
tal and  Greek  cuisine,  611  Fannin. 

Leather  Bottle — Old  Market  Square 
attraction  where  you  cook  your  own 
steak,  just  the  way  you  like  it;  enter- 
tainment on  weekends;  712  Franklin. 

Jimmy  Walker's  Edgewater  Restaurant 
and  Supper  Club — Feast  on  seafood 
while  viewing  the  bay  located  in  Ke- 
mah,  near  the  Manned  Spacecraft  Cen- 
ter. 

Old  Mexico  Restaurant — Select  curios 
and  jewelry  after  you  treat  yourself  to 
delightfully  seasoned  Mexican  dishes, 
120  Gray. 

Roosts  for  the  night  owls:  For  a fun 
time,  Houston  offers  entertainment 
ranging  from  dinner  and  dancing  with 
entertainment  by  top-name  performers 
to  body  painting  on  topless,  live  mod- 
els. Choose  from  this  offering; 

Astrodome  Club — Dine  in  the 
“Dome”  at  the  press-box  level  and  en- 
joy watching  a sports  event  or  take  in 
the  awe  of  a silent  giant  coliseum. 

Cork  Club — A Houston  favorite;  dine 
in  an  elegant  atmosphere  while  enjoy- 
ing an  outstanding  show;  2100  Travis. 

International  Club — ^Top  orchestras 
and  vocalists  perform  for  your  pleasure 
in  the  Continental  Room  of  the  Sham- 
rock Hilton  Hotel;  fine  for  dinner  and 
dancing. 

Old  Market  Square — A downtown  at- 
traction of  quaint  shops,  unusual  night 
clubs,  and  fine  restaurants;  play  where 
the  farmers  used  to  peddle  their  wares; 
bounded  by  Milam,  Preston,  Congress, 
and  Travis  Sts. 

Les  Quatres  Saisons — Talented  singers 
perform  popular  tunes  in  an  elegant 
decor,  at  316  Milam  in  Old  Market 
Square. 

French  Quarter — Two  shows  nightly 
in  this  swinging  club;  second  floor  of 
the  Continental  Houston  Hotel  over- 
looking the  pool  and  patio;  101  Main. 

Balinese  Room,  Galveston — A favor- 
ite dinner  club  overlooking  the  Gulf,  on 
Seawall  Blvd.  across  from  Moody  Cen- 
ter. 

Dome  Shadows — Public  club  with  go- 


go  girls  and  10-piece  band,  9218  Buf- 
falo Speedway  off  S.  Main. 

La  Bastille — Subterranean  entertain- 
ment in  this  replica  of  a 15th  century 
French  prison;  a hangout  of  celebrities; 
716  Franklin  at  Milam  in  Old  Market 
Square. 

Golden  Fleece — Another  Old  Market 
Square  night  club;  Latin  tunes  for  danc- 
ing; singers  and  dancers  perform  for 
your  pleasure;  decor  right  out  of  Greek 
mythology;  807  Congress. 

Warwick  Club — Ride  the  glass-en- 
closed observation  elevator  to  the  top 
of  the  Warwick  Hotel;  piano  bar  and 
orchestra  entertain;  5701  Main. 

The  Red  Baron — Food  served  in  a 
private  club  atmosphere  by  topless 
waitresses;  3807  Main,  1427  Travis, 
1016  Rusk,  3139  Richmond. 

Annie  Fanny’s — Named  for  Playboy’s 
cartoon  favorite,  little  Annie  Fanny;  fea- 
tures “the  world's  most  exciting  top- 
less dancers”;  3007  Travis. 

Rembrandt’s  Paint  Factory — Body 
painting  on  live  models  and  topless 
dancing,  3509  Montrose. 

The  Swinging  Door — Topless  go-go 
girls  in  Houston’s  most  talked-about 
club;  featured  in  Newsweek  and  Swank 
magazines;  3007  Travis. 

The  Sanctuary  and  Inner  Sanctum — 
Sophisticated  psychedelic  club  featur- 
ing rock  in  the  Sanctuary,  Inner  Sanctum 
provides  music  for  dancing  and  cock- 
tails in  a room  with  a visual  impact 
that  will  amaze  you;  both  located  at 
5203  Montrose. 

Pattis — A place  of  laughter,  elegance, 
and  seclusion;  entertainment  provided 
by  Patti  Gordon;  fine  food;  3303  Lou- 
isiana. 

The  end:  And  if  you  run  out  of 
things  to  do,  call  526-7575.  That’s  the 
Houston  Fun  Magazine’s  Tele-Fun  line, 
and  it  will  tell  you  where  the  action  is 
in  this  dynamic  city. 
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1971  Annual  Session 


Texas  Medical  Association 
May  6-9  Houston 


40  guest  speakers 

250  special  TMA-member  speakers 

13  section  programs 

20  curbstone  consultations 

13  continental  breakfast  round  tables 

28  specialty  society  programs 

10  special  symposiums 

175  scientific  & technical  exhibits 

Forum  of  original  research 

Film  program 

Physicians  & wives  art  exhibition 
Sports  and  entertainment 

REGISTER  IN  ADVANCE. 

See  your  current  issue  of 
Texas  Medicine. 
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MEDICINE  IN  LITERATURE 


Physicians  critique  recently-published  medical  volumes  on  a variety  of  topics 


So  You  Have  Glaucoma,  ed.  2,  Everett 
R.  Veirs,  84  pp.,  14  illus.,  New 
York,  Grune  & Stratton,  Inc.,  1970, 
$5.75. 

EDITION  2 of  this  patient’s  textbook 
of  glaucoma  explains  the  disease  in 
terms  that  the  majority  of  patients 
should  be  ab'e  to  understand.  If  the 
ophthalmologist  will  make  copies  of 
the  book  available  to  his  glaucoma 
patients,  it  should  help  alleviate  the 
all-too-often-heard  criticism,  "My  doc- 
tor never  tells  me  anything.”  Most 
patients  will  desire  a copy  for  their 
library. 

The  book  is  divided  into  nine  chap- 
ters and  a postscript.  Glaucoma  is  dis- 
cussed in  historical,  anatomical,  and 
physiological  terms.  The  various  types 
and  causes  of  the  disease  are  dis- 
cussed, with  a separate  chapter  deal- 
ing with  congenital  glaucoma.  Signs, 
symptoms,  and  treatment  are  ex- 
plained in  simple  terms.  Every  effort 
is  made  to  alleviate  the  patient’s  fear 
of  glaucoma,  while  stressing  the  im 
portance  of  following  his  ophthalmolo- 
gist’s instructions  on  medication  and 
follow-up  procedures. 

Each  patient  who  reads  the  book 
should  be  told  in  advance  what  type 
of  glaucoma  he  has.  The  discussion 
on  the  type  of  glaucoma  the  patient 
has  will  be  the  part  of  the  book  he 
will  be  most  interested  in,  and  the  ad- 
vance information  will  eliminate  con- 
fusion. 

The  book  has  a definite  place  in 
helping  the  patient  to  better  under- 
stand such  a confusing  and  complex 
eye  disease.  And  by  aiding  patient 
understanding,  the  book  will  also  help 
the  ophthalmologist. 

ENNIS  E.  MOSS,  M.D. 

Lubbock. 


Penicillin  Allergy,  Clinical  and  Immuno- 
logic Aspects,  Gordon  T.  Stewart 
and  John  P.  McGovern,  eds.,  196 
pp.,  illus.,  Springfield,  III.,  Charles  C 
Thomas,  1970,  $10.50. 

ALL  MEDICAL  PRACTITIONERS,  immu- 
nologists, and  research  scientists  who 
deal  with  penicillin  hypersensitivity  will 
find  this  book  of  interest. 

Penicillin  is  one  of  the  best-studied 
drugs  used  in  medicine  today.  This 
volume  represents  a thorough  and  ex- 
haustive collection  of  information 
concerning  the  incidence,  types  of  re- 
action, immunochemistry,  determinant 


antigens,  and  experience  of  clinical 
testing  with  penicillin  and  its  deriva- 
tives. 

One  section  deals  with  attempts  to 
detect  possible  reactions  in  a large 
group  of  patients  treated  for  venereal 
disease.  The  incidence  of  reaction  was 
reported  to  be  approximately  3.5%  in 
the  clinic  involved  in  the  detection 
effort.  By  testing  with  penicilloyl-poly- 
lysine  intradermally  and  by  careful 
historical  evaluation,  the  reaction  rate 
in  3,368  cases  was  decreased  to 
0.14%  during  the  study  period. 

Another  interesting  section  deals 
with  management  of  patients  with  a 
history  of  penicillin  allergy  by  use  of 
alternative  antibiotics.  In  special  cases 
of  life-threatening  situations  that  re- 
quire the  use  of  penicillin  (such  as 
bacterial  endocarditis),  a procedure  is 
presented  for  administration  of  peni- 
cillin by  starting  with  5 units,  then 
doubling  the  dose  at  five-minute  in- 
tervals until  continuous  therapy  with 
intravenous  penicillin  G is  tolerated. 

After  reading  this  book,  one  con- 
cludes that  clinical  history  remains  to 
be  the  best  preventive  of  serious  reac- 
tions to  penicillin.  However,  the  use  of 
penicilloyl-polylysine  (PPL)  skin  testing 
is  presented  in  detail  as  an  aid  in  de- 
tecting possible  reactions. 

A.  LOBDELL  EXLINE,  M.D. 

Austin. 


Atlas  of  Human  Electron  Microscopy, 
Ruben  P.  Laguens  and  Cesar  L.  A. 
Gomez  Dumm,  180  pp.,  illus.,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1969, 
$20.50. 

THIS  VOLUME,  Atlas  of  Human  Elec- 
tron Microscopy,  is  intended  for  the 
beginning  study  of  electron  micro- 
scopy by  medical  students,  patholo- 
gists, and  physicians.  Examination  and 
discussion  of  human  tissue  is  empha- 
sized because  of  the  authors'  belief 
that  medical  students  should  acquire 
their  knowledge  primarily  from  human 
material,  since  man  is  the  ultimate  ob- 
ject of  their  future  professional  activity. 

The  excellent  black-and-white  illus- 
trations have,  for  the  most  part,  been 
obtained  from  biopsy  of  tissue  re- 
moved during  surgical  operations. 

The  atlas  should  be  of  value  in  in- 
troducing the  reader  to  the  exciting 
discipline  of  electron  microscopy,  and 
the  references  at  the  end  of  the  book 
should  be  very  helpful  in  future  stud- 
ies. 


Cardiovascular  Surgery:  Current  Prac- 
tice, vol.  1,  Thomas  H.  Burford  and 
Thomas  B.  Ferguson,  eds.,  273  pp., 
illus.,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1969,  $18. 

THIS  IS  A timely  work,  with  the  editors 
having  used  their  knowledge  of  work- 
ers in  the  field  to  select  experts,  all 
of  whom  have  written  quite  well,  to 
present  the  facts. 

This  volume  should  be  commended 
to  students  at  all  levels — from  pump 
technicians  and  medical  students  to 
the  continuing  student,  that  is,  the 
physician  who  is  in  active  practice, 
teaching,  or  research.  The  author  (or 
authors)  of  each  chapter  has  drawn 
upon  his  own  extensive  personal  ex- 
perience in  presenting  the  information, 
with  this  mood  being  reflected  in  many 
first-person  comments,  which  are  rem- 
iniscent of  so  much  British  medical 
literature. 

The  bibliography  that  follows  each 
of  the  nine  chapters  represents  a val- 
uable reference  source  on  the  subject 
covered  by  the  particular  chapter.  In 
addition,  the  subject  matter  in  each 
chapter  is  especially  well  presented, 
lucid,  informative,  and  eminently  prac- 
tical. 

The  first  three  chapters — "Whole- 
body  perfusion  on  heart-lung  ma- 
chines: present  status  and  future 
trends”  by  Benson  Roe,  "Postopera- 
tive care  of  the  open-heart  patient: 
general  considerations”  by  Dwight  C. 
McGoon  and  James  R.  Pluth,  and 
"Postoperative  care  of  the  open-heart 
patient:  support  of  respiration”  by 
Richard  Peters — present  virtually  all 
one  needs  to  know  to  study,  under- 
stand, and  meet  these  problems. 

Each  author  has  obviously  used  the 
personal  approach  and  drawn  from  his 
personal  experience;  however,  this  de- 
tracts very  little  from  the  worth  of 
these  three  outstanding  chapters. 

Likewise,  Anthony  R.  C.  Dobell’s 
chapter  on  "Tetralogy  of  Fallot,”  Nina 
S.  Braunwald’s  chapter  on  prosthetic 
heart  valves,  and  K.  Alvin  Merendino 
and  Hitoshi  Mohri’s  chapter  on  ho- 
mologous and  heterologous  artificial 
valves  would  provide  any  reader  from 
a beginner  to  an  expert  with  more 
than  98%  of  the  essential  material  on 
these  subjects. 

The  last  three  chapters — one  on 
myocardial  revascularization  by  Don- 
ald B.  Effler,  one  on  cardiac  trans- 
plantation by  Grady  L.  Hallman  and 
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Denton  A.  Cooley,  and  one  on  ven- 
tricular assistive  devices  by  Michael 
E.  DeBakey  and  Edward  B.  Diethrich 
— make  pleasant  reading  for  the  end 
of  this  fine  book,  without  burdening 
the  reader  with  too  much  factual  in- 
formation. In  the  chapter  on  “Myocar- 
dial revascularization;  current  status 
and  trends,”  Dr.  Rene  G.  Favaloro’s 
milestone  contribution  of  the  now 
popular  saphenous  vein  jump  grafts 
from  ascending  aorta  to  coronary  seg- 
ments is  given  only  brief  mention, 
perhaps  due  to  the  time  when  the 
manuscript  for  this  chapter  was  writ- 
ten. 

The  first  part  of  the  book  comprises 
such  important,  essential,  and  en- 
grossing information  that  it  truthfully 
can  be  said  that  it  is  a bit  difficult 
simply  to  sit  down  and  read  the  first 
several  chapters.  However,  the  last 
three  chapters  are  more  like  pleasant 
conversation  and  rumination  after  the 
completion  of  a difficult  course. 

At  a time  when  most  books  merely 
represent  later  editions  of  either  widely 
known  facts  or  pure  speculation,  this 
little  volume  is  like  a breath  of  fresh 
air.  It  deserves  to  become  one  of 
the  basic,  timeless,  standard  reference 
texts — in  spite  of  its  brevity. 

MILTON  V.  DAVIS,  M.D. 

Dallas. 


Corticosteroids  in  the  Treatment  of 
Shock,  A Symposium  Conducted  by 
the  University  of  Illinois  College  of 
Medicine,  Department  of  Surgery,  in 
Cooperation  with  the  Division  of 
University  Extension,  April  13,  1968, 
mini  Union,  Chicago,  William  Schu- 
mer  and  Lloyd  M.  Nyhus,  eds.,  163 
pp.,  illus.,  Urbana,  III.,  University  of 
Illinois  Press,  1970,  $10. 

ALTHOUGH  ONLY  a small  volume, 
this  is  the  best  collection  of  present- 
day  knowledge  concerning  shock  and 
shock  treatment  that  I have  seen  to 
date.  The  names  of  the  authors  will 
be  well  known  to  most  readers.  It  is 
refreshing  to  read  a summary  of  pres- 
ent-day knowledge  from  all  the  medi- 
cal disciplines  concerned  with  shock 
that  is  written  in  simple,  easy-to-under- 
stand  English. 

The  book  should  be  of  great  assis- 
tance in  all  ranks  of  the  medical  pro- 
fession, from  the  medical  student  to 
the  practicing  physician.  It  is  recom- 
mended reading  for  anyone  involved 
with  clinical  practice  of  medicine. 

H.  K.  BALDWIN-PRICE,  M.D. 

Cleburne. 


The  Adolescent  Patient,  William  A. 

Daniel,  Jr.,  444  pp.,  76  illus.,  St. 

Louis,  The  C.  V.  Mosby  Co.,  1970, 

$20.50. 

THROUGH  SPECIFIC,  yet  unusual, 
chapters  such  as  the  one  on  “Rock  ‘N’ 
Roll  Hearing  Loss,”  author  Daniel  pro- 
vides readers  with  information  con- 
cerning the  changes  and  problems 
that  often  occur  during  adolescence. 
Usual  pediatric  topics  are  covered,  too, 
with  specific  references  to  the  adoles- 
cent-age patient. 

Nineteen  experts  in  various  fields  of 
medicine  contributed  to  this  volume, 
which  the  author  has  written  to  ac- 
quaint the  physician  with  many  age- 
related  problems  and  illnesses  and  to 
apprise  him  of  the  philosophy  of  re- 
habilitation and  the  communicative 
handicaps  that  may  exist  at  this  age 
level. 


Manic  Depressive  Illness,  George  Win- 
okur,  Paula  J.  Clayton,  and  Theo- 
dore Reich,  186  pp.,  tables,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1969, 
$6.50. 

BY  A REVIEW  of  previous  studies  and 
presentation  of  their  own  data,  the 
authors  of  this  volume  have  attempted 
to  offer  readers  a set  of  clinical  and 
genetic  findings  that  are  fundamental 
to  the  understanding  of  manic  depres- 
sive illness.  They  believe  that  any  sub- 
sequent studies — whether  they  be  bio- 
logic, psychologic,  or  sociologic — must 
take  into  account  these  findings  and 
must  build  upon  this  foundation  of 
data  collected  over  many  years. 

Manic  Depressive  Illness  is  divided 
into  three  sections.  The  first  deals  with 
previous  studies  by  many  authors  on 
manic  depressive  disease.  In  the  sec- 
ond part  are  the  results  of  the  authors’ 
own  clinical  and  genetic  study  of  the 
entity.  Section  3 concludes  the  book, 
discussing  possible  etiologies  and  treat- 
ment for  the  disorder. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Ayd,  F.  J.,  Jr.,  and  Blackwell,  B.,  eds.: 
Discoveries  in  Biological  Psychiatry, 
Philadelphia,  J.  B.  Lippincott  Co., 
1970. 

Bettelheim,  B.:  The  Children  of  the 
Dream,  Communal  Child-Rearing  and 
American  Education,  New  York,  The 
Macmillan  Co.,  1969. 


Dagley,  S.,  and  Nicholson,  D.  E.;  An  In- 
troduction to  Metabolic  Pathways, 
New  York,  John  Wiley  & Sons  Inc., 
1970. 

Disbrey,  B.  D.,  and  Rack,  J.  H.:  Histo- 
logical Laboratory  Methods,  Edin- 
burgh and  London,  E.  & S.  Living- 
stone, 1970. 

Fast,  J.;  Body  Language,  New  York,  M. 
Evans  & Co.,  1970. 

Hodgkin,  A.  L.:  The  Conduction  of  the 
Nervous  Impulse,  The  Sherrington 
Lectures  VH,  Springfield,  III.,  Charles 
C Thomas,  and  Liverpool,  England, 
Liverpool  Univ.  Press,  1967. 

Hurst,  J.  W.,  and  Logue,  R.  B.,  eds.: 
The  Heart,  Arteries  and  Veins,  ed.  2, 
New  York,  McGraw-Hill  Book  Co., 
1970. 

Keefer,  C.  S.,  and  Wilkins,  R.  W.,  eds.: 
Medicine:  Essentials  of  Clinical  Prac- 
tice. Boston,  Little,  Brown  and  Co., 
1970. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Library,  1801 
N.  Lamar  Blvd.,  Austin  78701.  Guidelines  for 
book  reviewers  are  available  from  the  Library. 


Dr.  H.  F.  Hawkins 

Dr.  Hubert  Francis  Hawkins,  a special- 
ist in  internal  medicine  and  diagnosis, 
died  Feb.  24,  1971,  in  Oak  Cliff  Medi- 
cal and  Surgical  Hospital  in  Dallas. 

Dr.  Hawkins,  a native  of  Albuquer- 
que, N.M.,  had  practiced  medicine  in 
Dallas  for  more  than  40  years  when 
he  retired  in  1967.  A 1921  graduate 
of  Texas  Christian  University  in  Fort 
Worth,  he  was  awarded  his  MD  degree 
from  Baylor  College  of  Medicine,  then 
located  in  Dallas,  in  1925.  For  the  year 
following  his  graduation  from  medical 
school.  Dr.  Hawkins  served  an  intern- 
ship at  Baylor  Hospital  in  Dallas.  He 
also  held  a residency  in  internal  medi- 
cine at  Cincinnati  General  Hospital, 
Ohio.  In  1934,  he  took  postgraduate 
training  at  New  Jersey  State  Hospital 
at  Marlboro,  N.J. 

Author  of  several  medical  papers, 
Dr.  Hawkins  was  a member  of  Dallas 
County  Medical  Society,  American  Med- 
ical Association,  Southern  Medical  As- 
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DR.  HAWKINS 

sociation,  American  Diabetes  Associa- 
tion, American  College  of  Physicians, 
and  American  Heart  Association.  He 
also  belonged  to  the  Dallas  Southern 
Clinical  Society,  of  which  he  was  vice- 
president  in  1940,  and  the  Dallas  Acad- 
emy of  Medicine.  In  1968,  he  was 
elected  to  honorary  membership  in 
Texas  Medical  Association. 

He  also  served  on  the  staffs  of  Bay- 
lor University  Medical  Center,  Metho- 
dist Hospital  of  Dallas,  Parkland  Me- 
morial Hospital,  and  Gaston  Episcopal 
Hospital.  At  Parkland,  he  served  as 
chief  of  medicine  from  1940  to  1944, 
and  he  was  chairman  of  the  staff  at 
Gaston  in  1953.  From  1938  to  1940, 
Dr.  Hawkins  served  as  associate  pro- 
fessor of  medicine  at  Baylor  College  of 
Medicine,  then  in  Dallas.  He  was  also 
an  associate  professor  of  clinical  medi- 
cine at  The  University  of  Texas  (South- 
western) Medical  School  in  Dallas. 

The  69-year-old  physician  is  survived 
by  his  wife,  Helen  M.  Johnson  Hawkins, 
and  a stepson,  Hal  K.  Biard  of  Chicago, 
III. 


Dr.  B.  F.  Stevens 

Retired  El  Paso  physician  Dr.  Branwell 
Fanning  Stevens  died  Feb.  13,  1971, 
in  Providence  Memorial  Hospital  in  El 
Paso. 

The  96-year-old  physician,  a native 
of  Oak  Park,  III.,  had  been  an  El  Paso 
resident  for  70  years  and  had  been  in 
active  practice  until  1957  when  he  re- 
tired. Prior  to  his  arrival  in  El  Paso,  he 
served  as  house  physician  in  Palmyra 
Springs  Sanatorium,  in  Palmyra,  Wise. 

An  1899  graduate  of  Rush  Medical 
College  in  Chicago,  III.,  Dr.  Stevens 
served  as  chief  of  staff  at  Hotel  Dieu 
Sisters’  Hospital  and  R.  E.  Thomason 
General  Hospital,  both  in  El  Paso.  He 
also  taught  anatomy  and  medicine  to 
nursing  students  at  Hotel  Dieu  School 
of  Nursing,  beginning  with  the  first 
graduating  class  of  four  in  1902. 

Dr.  Stevens,  who  was  a captain  in 
the  US  Army  Medical  Corps  during 
World  War  I,  served  as  an  examiner 
for  the  Selective  Service  Commission 
during  World  War  II. 


A past  president  of  the  El  Paso 
County  Medical  Society,  Dr.  Stevens 
was  named  an  honorary  member  of 
Texas  Medical  Association  in  1954.  He 
was  also  a member  of  American  Medi- 
cal Association  and  Southwestern  Sur- 
gical Society. 

Surviving  the  physician  are  his  wife, 
Elise  Walters  Stevens  of  El  Paso;  two 
daughters,  Mrs.  Sara  McKnight  of  Mc- 
Lean, Va.,  and  Mrs.  Ruth  Elizabeth 
Herlin  of  Port  Arthur;  a sister.  Mrs. 
Irene  Rath  of  Phoenix,  Ariz.;  and  six 
grandchildren. 


DR.  WHITE 

Dr.  J.  B.  White 

Dr.  Jesse  Brown  White,  retired  Ama- 
rillo physician,  died  Dec.  16,  1970, 
in  Northwest  Texas  Hospital,  Amarillo. 
The  77-year-old  physician  had  been 
in  practice  in  Amarillo  from  1930  to 
1960  when  he  retired. 

Dr.  White,  a native  of  Brownsville, 
Tenn.,  received  a degree  in  pharmacy 
from  Vanderbilt  University  in  1912.  In 
1917,  he  was  awarded  an  MD  degree 
from  Vanderbilt  University  School  of 
Medicine.  Following  his  graduation,  he 
held  a one-year  internship  at  St.  Louis 
(Mo.)  City  Hospital. 

After  serving  as  a first  lieutenant  in 
the  US  Army  Medical  Corps  from  1918 
to  1919,  Dr.  White  began  general  prac- 
tice in  Marlin.  Before  coming  to  Ama- 
rillo in  1930,  he  also  practiced  at  Bor- 
ger  and  was  on  the  staff  of  McKnight 
State  Tuberculosis  Sanatorium  near 
San  Angelo.  He  was  a general  practi- 
tioner, but  he  also  specialized  in  dis- 
eases of  the  chest  in  his  Amarillo 
practice. 

Dr.  White  had  served  as  secretary 
and  as  president  of  Potter-Randall 
Counties  Medical  Society  and  as  chair- 
man of  the  Section  on  Medicine  of  the 
Panhandle  District  Medical  Society.  He 
was  president  of  the  board  of  directors 
of  the  Potter  County  Tuberculosis  As- 
sociation and  during  his  term  as  presi- 
dent, served  on  the  board  of  directors 
of  the  Texas  Tuberculosis  Association. 
He  was  also  president  of  the  state 
organization  for  two  terms. 

He  v/as  also  a fellow  of  the  American 
College  of  Chest  Physicians  and  had 


been  president  of  the  Texas  chapter  of 
the  organization  in  1954.  Also  in  1954, 
he  was  presented  an  award  of  merit 
by  the  board  of  regents  of  the  society. 
He  also  held  membership  in  the  Amer- 
ican Thoracic  Society,  American  Acad- 
emy of  Tuberculosis  Physicians,  and 
American  Academy  of  General  Prac- 
tice. Dr.  White  was  elected  to  honorary 
membership  in  Texas  Medical  Associ- 
ation in  1962;  he  also  belonged  to  the 
American  Medical  Association. 

He  was  on  the  executive  committee 
of  St.  Anthony's  Hospital  in  Amarillo 
and  for  many  years  had  been  an  in- 
structor in  diseases  of  the  chest  in 
St.  Anthony's  School  of  Nursing. 

Dr.  White  is  survived  by  his  wife, 
Ouida  Whiteside  White;  a daughter. 
Chick  White;  and  a son.  Jack  White, 
all  of  Amarillo. 


DR.  TAYLOR 

Dr.  R.  W.  Taylor 

Lufkin  physician  Dr.  Robert  William 
Taylor  died  Feb.  27,  1971,  at  his  home 
after  an  extended  illness. 

The  67-year-old  physician  was  a 
native  of  Lufkin  and  began  his  practice 
there  in  1936.  Dr.  Taylor,  who  gave 
special  attention  to  cardiovascular  and 
lung  diseases,  also  practiced  in  Kerr- 
ville  and  San  Antonio  before  settling 
in  Lufkin.  He  retired  from  active  prac- 
tice in  1970. 

He  attended  The  University  of  Texas 
at  Austin  and  was  graduated  from  the 
University  of  Tennessee  College  of  Med- 
icine with  an  MD  degree  in  1930.  From 
1930  to  1931,  he  held  an  internship 
at  Shreveport  Charity  Hospital. 

A member  of  the  Postgraduate  Med- 
ical Assembly  of  South  Texas  in  1932, 
he  was  also  a member  of  Texas  Medical 
Association,  Angelina  County  Medical 
Society,  and  American  Medical  Associa- 
tion. In  1952  and  1953,  he  served  as 
chief  of  staff  of  Memorial  Hospital  in 
Lufkin.  Also  in  1953,  he  was  named 
president  of  the  Angelina  County  Heart 
Association. 

Survivors  include  his  wife,  Fannie 
Belle  Taylor;  a daughter,  Mrs.  Robbie 
Lynn  Hickman,  Jr.,  of  Akron,  Ohio;  and 
a brother,  Herman  Taylor  of  Lufkin. 
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Dr.  H.  S.  Salomon 

Richardson  general  practitioner  and 
diagnostician  Dr.  Herbert  Sidney  Salo- 
mon died  Feb.  14,  1971,  in  Dallas. 

The  30-year-old  physician,  a native 
of  Baltimore,  Md.,  was  a 1962  gradu- 
ate of  Washington  and  Lee  University 
in  Lexington,  Va.,  where  he  was  named 
to  Phi  Beta  Kappa.  In  1967,  he  was 
awarded  his  MD  degree  from  The  Uni- 
versity of  Texas  (Southwestern)  Medi- 
cal School  in  Dallas.  After  his  gradua- 
tion, Dr.  Salomon  served  a one-year 
internship  in  medicine  at  Parkland 
Memorial  Hospital  at  Dallas  and  a six- 
month  residency  in  medicine  at  Baylor 
University  Medical  Center,  also  in 
Dallas. 

In  1969,  Dr.  Salomon  established 
practice  in  Richardson;  he  practiced 
there  until  his  death. 

The  physician  was  a member  of 
Southern  Medical  Association,  Dallas 
County  Medical  Society,  Texas  Medical 
Association,  and  American  Medical  As- 
sociation. He  also  held  membership  in 
Phi  Delta  Epsilon  medical  fraternity. 

Survivors  include  his  wife,  Anna 
Jean  Chupik  Salomon;  a daughter, 
Lara  Elaine  Salomon  of  Dallas;  a son, 
David  Albert  Salomon  of  Dallas;  a 
brother,  Stephen  Raymond  Salomon  of 
Dallas;  his  mother,  Mrs.  Ethel  Schul- 
man  Salomon  Haberman  of  Dallas;  and 
his  stepfather,  Harry  Haberman  of 
Dallas. 


DR.  KOEPSEL 

Dr.  O.  S.  Koepsel 

Dr.  Orlando  Shirley  Koepsel,  Corpus 
Christ!  general  practitioner,  died  Jan. 
7,  1971.  He  was  63. 

A native  of  Seguin,  Dr.  Koepsel  was 
a 1928  graduate  of  Southern  Methodist 
University  in  Dallas  and  a 1932  gradu- 
ate of  Baylor  College  of  Medicine,  then 
located  in  Dallas.  Following  internships 


at  Baylor  University  Medical  Center 
and  Kings  County  Hospital  Center  in 
New  York  City,  he  established  practice 
in  Corpus  Christ!. 

Dr.  Koepsel  served  in  the  US  Army 
during  World  War  II,  attaining  the  rank 
of  lieutenant  colonel. 

Surviving  the  physician  are  his  wife, 
Nina  Kennedy  Koepsel;  and  two  sisters, 
Mrs.  Lucille  Stubbs  of  Seguin  and  Mrs. 
Earl  Rives  of  Houston. 


Dr.  W.  F.  Guerriero 

Dallas  obstetrician-gynecologist  Dr.  Wil- 
liam Frederick  Guerriero  died  Feb.  12, 
1971,  in  Baylor  University  Medical 
Center  in  Dallas. 

Born  in  Monroe,  La.,  Dr.  Guerriero 
was  educated  in  his  home  state,  grad- 
uating from  Tulane  University  School 
of  Medicine  in  1934  with  an  MD  de- 
gree. A one-year  rotating  internship  at 
Charity  Hospital  of  Louisiana  at  New 
Orleans  was  followed  by  a one-year  in- 
ternship in  general  surgery  at  the  hos- 
pital. 

From  1936  to  1937,  Dr.  Guerriero 
took  additional  training  in  obstetrics 
and  gynecology  at  St.  Francis  Hospital 
in  Monroe,  La.  While  in  that  city,  he 
helped  found  and  direct  the  Monroe 
Welfare  Clinic.  From  1937  to  1940,  he 
was  a fellow  and  instructor  at  Louisi- 
ana State  University  Medical  Center  in 
New  Orleans  and  served  a residency 
at  Charity  Hospital  of  Louisiana  at 
New  Orleans.  He  also  served  as  direc- 
tor and  consultant  on  maternal  welfare 
for  the  city  of  New  Orleans. 

Certified  by  the  American  Board  of 
Obstetrics  and  Gynecology  in  1941, 
Dr.  Guerriero  held  professorships  in 
obstetrics-gynecology  at  LSU  Medical 
Center  and  at  The  University  of  Texas 
(Southwestern)  Medical  School  in  Dal- 
las. Before  establishing  practice  in  Dal- 
las in  1944,  he  had  offices  in  San 
Diego,  Calif. 

Dr.  Guerriero  was  attending  obste- 
trician and  gynecologist  at  many  Dallas 
hospitals,  and  in  1968  and  1969,  he 
was  president  of  the  medical  staff  and 
chairman  of  the  executive  medical 
committee  of  Presbyterian  Hospital  of 
Dallas.  During  1969-1970,  he  remained 
a member  of  the  hospital’s  executive 
committee. 

A former  captain  in  the  US  Air 
Force  during  World  War  II,  he  was  a 
member  of  the  American  College  of 
Surgeons,  International  College  of  Sur- 
geons, American  College  of  Obstetri- 
cians and  Gynecologists,  and  Central 


Association  of  Obstetricians  and  Gyne- 
cologists. One  of  the  originators  of  a 
health  education  program  in  the  Dallas 
schools.  Dr.  Guerriero  was  also  a mem- 
ber of  Dallas  County  Medical  Society, 
Texas  Medical  Association,  and  Amer- 
ican Medical  Association.  He  also  be- 
longed to  Dallas  Southern  Clinical 
Society,  Texas  Association  of  Obstetri- 
cians and  Gynecologists,  Dallas-Fort 
Worth  Obstetrical-Gynecological  Soci- 
ety, Southwestern  Surgical  Society,  and 
American  Fertility  Society. 

The  author  of  numerous  medical 
papers.  Dr.  Guerriero  was  also  recog- 
nized as  a leading  supporter  of  the 
Dallas  Civic  Opera,  having  served  as 
president  of  the  Civic  Opera  Guild 
from  1967  to  1969. 

Survivors  include  his  wife,  Jane 
Boucher  Guerriero;  a son,  William 
Graham  Guerriero,  M.D.,  of  Houston; 
and  two  daughters,  Nancy  and  Lucia 
Guerriero,  both  of  Dallas. 


Dr.  H.  E.  Braun 

General  practitioner  Dr.  Howard  Ed- 
ward Braun  died  in  Veterans  Admini- 
stration Hospital  in  Dallas  on  Feb.  25, 
1971. 

The  47-year-old  physician  was  born 
in  LaGrange  and  was  graduated  from 
The  University  of  Texas  at  Austin  in 
1949  with  a BS  degree  in  pharmacy. 
In  1956,  he  received  his  MD  degree 
from  The  University  of  Texas  Medical 
Branch  in  Galveston.  From  1956  to 
1957,  he  served  an  internship  at  the 
US  Public  Health  Service  Hospital  in 
New  Orleans  and  at  Charity  Hospital 
of  Louisiana  at  New  Orleans. 

Dr.  Braun  had  been  in  practice  in 
Grand  Prairie  for  the  past  three  years 
and  was  on  the  staff  of  Great  Southwest 
General  Hospital  in  Grand  Prairie,  Ar- 
lington Memorial  Hospital  in  Arlington, 
and  Eastern  Star  Home  in  Arlington. 
Before  that  time,  he  had  practiced  in 
Baytown  from  1957  to  1958  and  in 
Houston  from  1958  to  1968. 

A World  War  II  Navy  veteran,  he  was 
a member  of  Dallas  County  Medical 
Society,  Texas  Medical  Association, 
and  American  Medical  Association. 

Survivors  include  his  wife,  Bobbie 
Stell  Braun;  three  sons,  Mark  Braun  of 
Grand  Prairie,  and  Eric  and  Paul  Braun, 
both  of  Houston;  two  daughters.  Candy 
and  Ginger  Braun,  both  of  Houston;  a 
stepson,  Ricky  Stell  of  Grand  Prairie; 
a stepdaughter,  Angela  Stell  of  Grand 
Prairie;  and  his  mother,  Mrs.  Betty 
Braun  of  Houston. 
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Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychiatrist-in-Chief 

Howard  M.  Burkett.  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Associate  Psychiatrists 
Jerry  M.  Lewis,  M.D. 
Claude  L.  Jackson,  M.D. 


Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison.  M.D. 
Maurice  S.  Green,  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King,  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Kathleen  Wood,  M.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  B.B.A. 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 

LAWN 

PSYCHIATRIC  HOSPITAL 


381-7181 


Dallas,  Texas  75223  P.  0.  Box  11288 


KELSEY-SEYBOLD  CLINIC 


AC  (713)  526-2671 


6624  FANNIN  STREET 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D., 
F.A.C.P, 

Joy  Mackay  M.D, 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C,P. 


Gastrointestinal  Diseases, 
Gastroscopy 
John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhom,  M.D.. 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 


Heart  Disease  and  Cardiac 
Catheterization 
Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia  M.D., 
F.A.C.P. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

•Military  Service 


General  Medicine  and  Oncology 
Carlos  F.  Taboada,  M.D. 
Nephrology 

Francis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 

Jerome  B.  Bart,  M.D. 
Infectious  Diseases 
Stuart  Riggs  M.D., 

F.A.C.P. 

Occupational  Health  Services 
Paul  E.  Wright  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston.  M.D. 
F.A.C.Pr.M. 

Richard  M.  Fenno  M.D.. 
M.P.H..  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  J.  Karstens,  M.D.. 
F.A.C.Pr.M. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D. 
OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 
William  A.  Johnson,  III, 
M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
•Ricardo  Daichman,  M.D. 
William  H.  Boylston,  M.D. 
Manuel  C.  Ramirez,  M.D. 


PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Granberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  Ph.D., 
M.D.,  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 


HOUSTON,  TEXAS  77025 


PSYCHOLOGY 

Mrs.  Ruth  Blackman.  M.A. 
Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 
Carolyn  C.  Garcia,  M.S. 

CONSULTANTS 
MaxUlo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Psychiatry 

Albert  Owers,  M.D. 
Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr.. 
M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorcardiography 
Registered  PhysioUierapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Liaboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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Dr.  A.  C.  Evans 


Dr.  Allan  Cameron  Evans,  retired  colo- 
nel in  the  Air  Force  Medical  Corps,  died 
Feb.  16,  1971,  in  Dallas. 

A Massachusetts  native,  the  51- 
year-old  physician  attended  North  Tex- 
as Agricultural  College  in  Arlington 
(now  The  University  of  Texas  at  Arling- 
ton) and  was  graduated  from  Baylor 
University  in  Waco  in  1941  with  a BS 
degree.  In  1944,  Dr.  Evans  was  awarded 
his  MD  degree  from  The  University  of 
Texas  (Southwestern)  Medical  School 
at  Dallas.  An  internship  at  Hillcrest 
Medical  Center  in  Tulsa,  Okla.,  followed 
his  graduation  from  medical  school. 
Upon  completion  of  his  internship.  Dr. 
Evans  joined  the  US  Air  Force  Medical 
Corps  and  served  continuously,  except 
for  a one-year  residency,  until  1970 
when  he  retired.  From  1948  to  1949, 
Dr.  Evans  served  a residency  in  obstet- 
rics-gynecology at  Parkland  Memorial 
Hospital  in  Dallas.  After  his  retirement 
from  military  service.  Dr.  Evans  was 
employed  by  the  Dallas  City  Health 
Department. 

Dr.  Evans  was  a member  of  Dallas 
County  Medical  Society,  Texas  Medical 
Association,  and  American  Medical  As- 
sociation. A member  of  Theta  Kappa 
Psi  medical  fraternity,  he  also  held 
membership  in  the  American  College  of 
Obstetricians  and  Gynecologists,  Aero- 
space Medical  Association,  and  the 
Association  of  Military  Surgeons  of 
the  US. 

His  survivors  include  his  wife.  Flora 
Hodde  Evans  of  Dallas;  four  sons, 
Allan  William  Evans  of  Sunnyvale, 
Calif.,  and  Allan  Christian,  Allan  David, 
and  Allan  Keller  Evans,  all  of  Dallas; 
two  daughters,  Edith  Ann  Evans  of 
Dallas  and  Mrs.  Elizabeth  Herman  of 
Omaha,  Neb.;  his  mother,  Mrs.  Myra 
E.  Evans  of  Dallas;  and  three  grand- 
children. 


Dr.  J.  A.  Clapp,  Jr. 

Retired  Houston  obstetrician-gynecolo- 
gist Dr.  James  Alston  Clapp,  Jr.,  died 
Feb.  21,  1971,  in  The  University  of 
Texas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  in  Houston. 

Born  in  Memphis,  Tenn.,  Dr.  Clapp 
was  graduated  from  Rice  University  in 
1927  with  a BA  degree.  In  1931,  he 
was  awarded  his  MD  degree  from 
Emory  University  School  of  Medicine  in 
Atlanta,  Ga.  Internships  at  Cincinnati 
General  Hospital,  Ohio,  and  at  Long 
Island  College  Hospital  in  Brooklyn, 
N.Y.,  followed  his  graduation.  From 
1933  to  1934,  he  served  a residency 
in  obstetrics  and  gynecology  at  Louis- 
ville General  Hospital,  Ky.,  and  from 


1935  to  1936,  he  held  a second  resi- 
dency in  gynecology  at  New  York  Post- 
graduate Hospital.  Additional  post- 
graduate work  was  taken  at  the  Uni- 
versity of  Vienna,  Austria,  in  1936- 
1937. 

Certified  by  the  American  Board  of 
Obstetrics  and  Gynecology  in  1938,  he 
was  a charter  member  of  the  Houston 
Obstetrics  and  Gynecology  Society, 
Houston  Surgical  Society,  and  Ameri- 
can College  of  Obstetricians  and  Gyne- 
cologists. He  also  belonged  to  Harris 
County  Medical  Society,  Texas  Medical 
Association,  and  American  Medical  As- 
sociation. A member  of  Alpha  Kappa 
Kappa  medical  fraternity,  he  was  also 
a fellow  of  the  American  College  of 
Surgeons  and  a member  of  both  the 
Central  Association  of  Obstetricians 
and  Gynecologists  and  the  Texas  Asso- 
ciation of  Obstetricians  and  Gynecolo- 
gists. He  was  a past  president  and 
charter  member  of  the  Obstetricians 
and  Gynecologists  Club  of  Houston. 

Dr.  Clapp  retired  from  active  prac- 
tice in  1965  and  at  that  time  became 
associated  with  the  Joint  Commission 
on  Accreditation  of  Hospitals. 

His  survivors  include  his  wife,  Mig- 
nonne  Stinson  Clapp;  a son,  James 
Alston  Clapp,  III,  of  Houston;  and  four 
grandchildren. 


Dr.  S.  Jenkins 

Retired  Dallas  ophthalmologist  Dr. 
Speight  Jenkins  died  Sept.  9,  1970,  in 
New  York  City.  He  was  76. 

Dr.  Jenkins,  the  son  of  Judge  W.  H. 
and  Jessie  Speight  Jenkins,  was  born 
July  10,  1894,  in  Waco.  In  1917,  he 
was  graduated  from  Baylor  University 
with  an  AB  degree,  and  in  1921  he 
received  his  MD  degree  from  Baylor 
University  College  of  Medicine,  then 
located  in  Dallas. 

He  served  as  house  surgeon  at  Bap- 
tist Hospital  in  Waco  and  at  Metropoli- 
tan Hospital  Center,  New  York  Medical 
College,  in  New  York  City.  In  1924,  he 
completed  an  18-month  residency  at 
the  New  York  Eye  and  Ear  Infirmary. 
Dr.  Jenkins  also  did  postgraduate  work 
at  Algemeines  Hospital  in  Vienna.  In 
1955,  he  was  awarded  the  gold  key  of 
the  American  Medical  Association  sec- 


tion of  the  University  of  Vienna  Medi- 
cal Division  for  outstanding  achieve- 
ment in  ophthalmology. 

Dr.  Jenkins  served  in  the  US  Army 
during  World  War  I,  and  he  was  award- 
ed the  civilian  medal  of  honor  for  his 
services  to  the  US  Air  Force  during 
World  War  II.  He  had  practiced  in  Dal- 
las for  42  years  before  his  retirement 
in  1966  and  had  been  a member  of 
the  Dallas  Society  of  Ophthalmology 
and  Otolaryngology. 

An  honorary  member  of  Dallas 
County  Medical  Society  and  Texas  Med- 
ical Association,  and  a member  of 
American  Medical  Association,  he  is 
survived  by  his  wife,  Sarah  Baird  Jen- 
kins; a son,  Speight  Jenkins,  Jr.,  of 
New  York  City;  two  sisters,  Mrs.  Mar- 
tha Marchman,  Sr.,  of  Dallas  and  Mrs. 
Hallie  Singleton  of  Waco;  two  broth- 
ers, W.  H.  Jenkins,  Jr.,  and  Judge 
James  R.  Jenkins,  both  of  Waco;  and 
one  grandchild. 


DR.  JAMES 

Dr.  W.  E.  James 

Dr.  Wilson  E.  James,  Jr.,  Orange  gen- 
eral practitioner,  died  Feb.  7,  1971,  in 
St.  Elizabeth  Hospital  in  Beaumont 
following  a lengthy  illness. 

Born  in  Groom,  Tex.,  the  50-year-old 
physician  attended  Texas  Technologi- 
cal University  and  The  University  of 
Texas  at  Austin.  In  1949,  he  was  grad- 
uated from  the  University  of  Tennessee 
College  of  Medicine.  From  1953  to 
1954,  Dr.  James  served  an  internship 
at  Brackenridge  Hospital  in  Austin. 

A physician  in  Orange  for  17  years, 
he  served  with  the  Fifth  Army  in  World 
War  II,  receiving  a Bronze  Star  for 
action  in  Italy. 

Dr.  James,  who  also  had  practiced 
in  Troy,  Tenn.,  was  a member  of  Tex- 
as Medical  Association  and  American 
Medical  Association.  He  had  served  as 
president  of  Orange  County  Medical 
Society  in  1962. 

Survivors  include  his  wife,  Virginia 
Nolen  James;  two  daughters,  Debbe 
James  of  Orange  and  Mrs.  Nikos  Papa- 
dopoulas  of  Houston;  two  sons,  Wilson 
E.  James,  III,  and  Danny  James,  both 
of  Orange;  a sister,  Mrs.  K.  G,  Tubbs 
of  Dumas;  a brother,  Ernest  James, 
DDS,  of  Plainview;  his  father,  Wilson  E. 
James  of  Pampa;  and  one  grandchild. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 


Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 
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Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  appreciate  it. 
Specify  DICARBOSIL  144's  — 
1 44  tablets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 

W.  E.  Crump.  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D..  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M,D,,  D,A,B.R. 

Julian  H,  Acker,  M,D, 

David  D,  Salmon,  M,D,,  D,A.B.E. 

PEDIATRICS 

George  W,  Slaughter,  III,  M,D.,  F.A.A.P. 

Joseph  Bilder,  Jr,,  M,D. 

LABORATORIES 

Claude  D.  Wilson,  F,A,C.R,,  Radiology 
Joe  D,  Steed,  M,D,,  D,A,B,R.,  Radiology 
David  D,  Salmon,  M,D,,  D,A,B.R,,  Radiology 

MEDICINE 

W,  B,  Whiting,  M,D,,  Cardiology 
R,  F,  Knox,  M.D.,  Endocrinology 

P,  K.  Smith,  M,D,,  F.A,C,P.,  Diagnosis  & Internal  Medicine 

I.  L,  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M,D,,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M,D,,  Diagnosis  & Internal  Medicine 
Julian  C,  Sleeper,  M,D,,  Cardiology 

Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 

GENERAL  PRACTICE 

J,  B.  Hathorn,  Jr,,  M.D, 

Melvin  Horany,  M,D. 

John  E.  Worthen,  Jr,,  M,D. 

UROLOGY 

Owen  C.  Berg,  M,D,,  F,A,C.S, 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable.  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr,,  Asst.  Administrator 


ONCOLOGY 

ASSOCIATES 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 
Radiation  Therapy 

Radium  Therapy 

Marcus  J.  Sedimeir, 
Radiation  Therapy 
Radium  Therapy 

M.D.,  D.A.B.R. 

Norris  Gilfillan,  M.D.,  F.A.C.S. 
Chemotherapy 

R.  P.  O'Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 
Consultant-Physicist 

Tom  B.  Bond,  M.D., 
Consultant 

F.A.C.R. 

1550  West  Rosedale,  Suite  620 

Fort  Worth 

336-2028 

Sfarlife  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 


A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 

of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D. 
Medical  Director 


Bland  Seale 
Administrator 
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. ..t:he  “now”  supplier! 


When  you  need  that  specific  something— NOW — 
call  SCHERER . . .the  house  with  the  items, 
more  sizes,  more  complete  lines. 

SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


1 

ARIZONA 

PHOENIX  • 1841  North  23rd  Avenue  • 85005 
Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926 

Telephone:  (916)  483-4976 

LOS  ANGELES  • 291  Coral  Circle 

El  Segundo,  California  90245 

Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 

North  Highlands,  California  95660 

Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road  • 92191 

Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 

South  San  Francisco,  California  84080 

Telephone:  (415)  871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 

Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 
DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  07102 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 
SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone  (713)344-8303 

UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 
SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


SCHERER/Texas 

Houston  • 115  Hyde  Park  Boulevard  • 77006 

(713)  526-2011 


San  Antonio  • 138  West  Rhapsody  • 78216 


SCHERER  COMPAIMY 

Medical  and  Scientific  Supplies 

V 


A Bergen  Brunswig  Company 
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fr^cisT 

HOSPiTELS 

INCORPORATED 


FIWNCIsf^ 
CONVALESCENT 
CENTERS 

^■VISION  OF  FRANCIS  HOSPiTFLS,  INC. 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  “Hospi- 
telble”  Francis  way. 


FRANCIS  HOSPITELS,  INC.,  7129  Highway  290  East  Austin,  512  454-2725 


FRANCIS  CONVALESCENT  CENTERS— WACO:  Francis  Hospitel,  2501  Maple  Avenue.  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 

Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 
Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  pbenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 

^ince  / (S'SO 


Thora^ne 

"miorpromaziiie 

vefsarilhy 

quality 

experience 


sH  on 

% 


Smith  Kline  & French  Laboratories  SKSf 


A 

BUILDING  BLOCK 
TO  RECOVERY 


Ai  a<Jiuncffve  therapy 

DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.i.d. 


Trirptin:  100.000  N.F.Uflfts.Chymotryp&in;  8.000  N.F.  Units; 
«lun.alent  m tryptic  aclisily  Ip  40  mg.  o(  N.F.  trypsin 

I Reduces  swelling 


Orve  /oldlef  cf.f.cl. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtair^ed  in: 

O Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  Infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BITABS  should  not  be  given 
to  patients  with  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  Increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but.  In  controlled  studies,  it 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  Or>e  tablet  q.I.d. 

I THE  NATIONAL  DRUO  COMRANY 

I DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADB-PHIA.  PENNSYLVANIA  19U4 

TtSDCMAtK  SITAftS  U S.  PATENT  NO.  3.004,693  9/70  0009A  l«1 


Bitabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


The  causes  of  vagntis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprehensive 
therapy  that  combats  all  three  major  vaginal 
pathogens,  alone  or  in  combination. 

AVC 

Cream  [aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


Contraindications:  Known  sensitivity  to  sulfonamides. 

Precautions/ Adverse  Reactions:  The  usual  precautions  for  topical 
and  systemic  sulfonamides  should  be  observed  because  of  the  pos- 
sibility of  absorption.  Burning,  increased  local  discomfort,  skin 
rash,  urticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage:  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  daily. 

Supplied:  Cream  - Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK:  AVC  AV-lOA  2/71  Y-I49 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


A/C 

The  treatment  is  singular 


one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION;  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS;  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS;  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.  D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.  F.A.C.P.  * 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.  * 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.  D. , , F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.  * 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
Janies  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 


C.  H.  Tseng,  M.D.,  M.A.C.R. 
Claude  Williams,  M.D.,  M.A.C.R. 
DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices: 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Pediatrics: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

M.  L.  Gray,  M.D. 

J.  S.  O’Hare,  M.D. 

F.  H.  Verheyden,  M.D. 

R.  K.  Willms,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes: 

J.  H.  Pesnell,  M.D. 

L.  W.  Ralston,  M.D. 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

E.  L.  Mahon,  Jr,,  M.D. 

Obstetrics  and  Gynecology: 

William  J.  Fowler 

Administrator  of  Nan  Travis 

Urology: 

J.  C.  Rucker,  M.D. 

Memorial  Hospital 

H.  F.  Rives,  M.D. 

J.  D.  Crawford,  M.D. 

J.  G.  Casey 

Pathology: 

Business  Manager  of  Travis  Clinic 

Harbert  Davenport,  Jr., 

M.D. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members 
at  $8.00  per  column  inch  and  listings  must  run  for  a minimum 
of  six  months.  New  listings  are  limited  to  those  specialties  rec- 
ognized  by  the  American  Medical  Association.  A discount  of  5% 

if  allowed  for  six  months’  advance  payment.  Mail  copy  to  Ad-  ■ 

vartlsing  Assistant.  TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  111  a 

Austin.  Texas  78701.  Deadline  is  20th  of  the  month  preceding  " ® ^ Jr  ^ 1 jm 

publication  month.  ^ 

Aerospace  Medicine 

PHYLLIS  HUFFMAN.  M.D. 

Fellow  American  Academy  of  Pediatrics 

Certified  by  Sub-Board  of  Pediatric  Allergy 

Pediatric  Allergy  and  Immunology 

606  North  Kent  Street  Midland,  Texas  79701 

Telephone  915  682-9479 

D.  OWEN  COONS,  M.D.,  F.A.M. 

Diplomate  American  Board  of  Preventive  Medicine 

Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 

Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  reH:ertification 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 

Cardiovascular  Disease 

Allergy 

EVERETT  C.  PRICE,  M.D. 

Diplomate  American  Boards  of  Internal  Medicine  and 

Cardiovascular  Disease 

Consultation,  Cardiac  Catheterization, 
and  Angiography  in  Children  and  Adults 

EKG  interpretation  by  return  mail 

Houston,  Texas  77025 

0£3-43o8  523-6949 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M-O.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamin,  M.O.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

Clinics 

HpUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  U Etter,  M.D.,  F.A.C.A.,  F.AJV.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

Suite  Hermann  Professional  Building 

6410  Fannin  St,  Houston,  Texas  77025,  526-8931 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.D.,  Internal  Medicine  O.  Sterling  Gillis,  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Internal  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Pathology 

R.  A.  Morse,  M.D.,  Internal  Medicine  Hershberger,  M.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics  Radiology— 

Tnm  n u. u n c — John  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  j^hn  G.  Bolen,  M.D. 

Robert  P,  Gordorit  C.P.A.»  Administrator  William  T.  Gordon,  M.D. 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

OrSnirr'^T^^Xfir’  Theodore  J.  Haywood,  M.D. 

Joseph  T.  Queng,  M.D. 
^^Unschlldj  M»D*  Jdinos  A Murrav  M n 

Hermann  Gregory,  M.D.  (Military  Leave  of  Absence)  * 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street  Houston,  Texas  77025,  528-5591 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Corteil  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phiiiips,  M.D. 

RADIOLOGY — CONSULTANTS 

CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street  Port  Arthur,  Texas 

ALLERGY  CLINIC 

Saul  (^ossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donaid  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 
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THOMAS-SPANN  CLINIC  AND  HOSPITAL 


1546  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  884-3861 

SURGERY 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 


R.  Gayle  Spann,  M.D.,  F^.C.S. 
(Deceased) 

S.  T.  Coleman,  M.D.,  FJV.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 

(Consultant) 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F,A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L Vernor,  M.D. 


GYNECOLOGY 
J.  H.  Thomas,  M.D. 
INTERNAL  MEDICINE 
William  E.  Morris,  M.D 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
RADIOLOGY 
Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Petit 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S. 
R.  J.  Turner,  III,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D.,  FJt.C.P. 
D.  W.  Johnston,  M.D.,  F.A.C.P. 
Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


ORTHOPEDICS 

Carlos  M.  Yanez,  M.D.,  F.A.C.S. 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  376-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.D.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 
Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 
Doyle  L.  Sharp,  M.D.,  General  Surgery 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Nev/man,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  ChakmakJIan,  M.D.,  D.A.B.P.,  Pediatric  Cardiology 

D.  Owen  Coons,  M.D.,  Aerowace  Medicine  & General  Practice 
Emmett  R.  Hamtw,  O.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  In  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
F.  Joseph  Carabin,  M.D.,  Consultant  In  Nuclear  Medicine 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Baytree  Drive,  Dallas,  Texas;  Telephone  224-1181 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
Herbert  M.  Hinckley,  M.D.,  General  Practice 
David  L.  Webb,  M.D.,  General  Practice 
DUNCANVILLE  OFFICE 

621  Hustead  St.,  Duncanville,  Texas;  Telephone  298-3378 
Terry  S.  Vincent,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  HInk,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 


OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 

RADIOLOGY 

W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

BUSINESS  MANAGER 
R.  L.  Heith 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


C.  H.  "Ham"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY — 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  ModelskI,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivler,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher.  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 

Jeffrey  Zatorski.  M.D. 

Oscar  A.  Fonseca,  M.D. 

Consultation  By  Appointment 


NEUROLOGY 

Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

PATHOLOGY 

Paul  B.  Radelat.  M.D. 

Ashok  M.  Balsaver,  M.D. 
Jack  P.  Abbott,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain.  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 
LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagraro 
and  Therapy 
ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 
Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hlllcroft,  Houston,  Texas  77036 

Telephone  774-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  FranKlin,  M.D.  Harvey  B.  Koch,  M.D. 

Arthur  B.  Conde,  M.D.  UROLOGY 

OBSTETRICS  & GYNECOLOGY  Glen  E.  Lewis,  M.D. 

L^ren  B DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDI^RICS  RADIOLOGY 

John  R.  Dunii,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

Dermatology  and  Syphilology 

703  Hermann  Professional  Bldg.,  Houston,  Texas;  Phone  526-3733 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the  Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.,  Fort  Worth,  Texas 

C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE,  JR.,  M.D. 

DAVIDS.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.,  Dallas,  Texas 

JOHN  B.  McMASTER,  JR.,  M.D. 

Dermatology 

Dermabrasion  & Chemosurgery 

416  M & S Tower,  San  Antonio,  Texas  78205;  Phone  222-2147 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 
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Eye,  Ear,  Nose,  Throat 


General  Surgery 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 


J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 


West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 
Disease  & Surgery  of  the  Eye 

1321  Hickory  St.,  Abilene,  Texas,  Phone  673-3751 


Family  & General  Practice 


JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D. 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 


L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 


BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 
728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 


ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 


IRWIN  KURTZ,  M.D. 

Diplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 


707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 


BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 


Gastroenterology 


JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 
Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 


1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 


PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 
Telephone  915  533-2508 


CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 
Gastroenterology,  Gastroscopy,  Esophagoscopy 


Jesse  E.  Thompson,  M.D.,  F.A.C.S. 
R.  Don  Patman,  M.D.,  F.A.C.S. 


1414  Medical  Arts  Buildings,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 


DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 
ASSOCIATION 


DRS.  THOMPSON  AND  PATMAN 
Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 


Internal  Medicine 


3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 


Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 


JOHN  A.  WIGGINS,  JR.,  M.D. 
Diseases  of  the  Chest 
Bronchoscopy 


W.  CROCKETT  CHEARS,  JR.,  M.D. 
Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 


TEXAS  MEDICINE  is  the  only  major  source  of  medical 

meeting  information  in  the  state.  Keep  informed  by 
being  a regular  reader  of  the  “HIGHLIGHTS  OF  COM- 
ING MEETINGS”  section. 


1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 


STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 
8226  Douglas  Avenue,  Dallas,  Texas  75225 
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ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

Neurology 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Neurological  Surgery 

JAMES  GREENWOOD,  JR.,  M.D. 

Neurosurgery 

718  Hermann  Professional  Bldg.,  Houston,  Texas  77025 

Office;  528-5373;  Residence:  528-4038 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

PAUL  S.  MICHAELSON,  M.D. 

Adult  and  Pediatric  Neurology 

EEG  Laboratory 

8226  Douglas  Avenue 

Douglas  Plaza  Medical  Building  Suite  729 

Dallas,  Texas  75225,  214-691-6881 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dailas,  Texas  75225,  363-8524 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

Casey  E.  Patterson,  M.D. 

Charles  W.  Simpson,  M.D. 

Tom  M.  Nash,  M.D. 

James  E.  Bland,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Ophthalmology 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

GLENN  R.  CHERRY,  M-D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  826-7060 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  0.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St,  El  Paso,  Texas  79902,  915  542-0643 

W.  REX  HAWKINS,  M.D. 

Diseases  of  the  Retina 

608  Medical  Center  Professional  Building 

Houston,  Texas  77025,  713  528-6341 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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DAVID  R.  STAGER.  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

Donald  A.  Shearer,  Administrator 

‘Special  Attention  to  Surgery  of  the  Hand 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  533-7465 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

Orthopedic  Surgery 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

L LEE  LANKFORD,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suita  9,  Lubbock,  Texas  79410,  806  795-8261 

Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 

TMA 
ANNUAL 
SESSION 
MAY  6-9 
HOUSTON 


^ 41  guest  speakers 
350  special  and  TMA-member  speakers 
13  section  programs 
20  curbstone  consultations 
13  continental  breakfast  round  tables 
28  specialty  society  programs 
^ 10  special  symposiums 

150  scientific  & technical  exhibits 
Forum  of  original  research 
Film  program 

Physicians’  & wives'  art  exhibition 
^ Sports  and  entertainment 
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THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

Qeorgo  M.  Bocwell,  Jr,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.O. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Patholognf 

165  Hermann  Prof.  Bldg,,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

Otolaryngology 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dalias,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  WIttstruck,  M.D.,  F.CJt.P.,  Walter  Krohn,  M.D.,  F.CJt.P. 

Harold  M.  Block,  Jr.,  M.D.,  F.C.A.P. 

Clinical  Patholo^ 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

DIplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

GEORGE  J.  RACE,  M.D.  AND  ASSOCIATES 

Pathologists 

421  Medical  Tower  Building, 

712  North  Washington,  Dallas,  Texas  75246,  214  824-1258 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andu|ar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 
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i S.  WILKENFELD,  M.D. 

DIplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  3364)446 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  tvirelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D.- 
PATRICK  H.  BECKHAM,  M.D. 

^Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Oiplomates  American  Board  of  Plastic  Surgery 

JAMES  H.  PENOFF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN.  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904V^  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

Psychiatry 

W.  ROBERT  STOBBE,  M.D. 

Diplomate  American  Board  of  Psychiatry  and  Neurology 

General  Psychiatry 

706  Medical  Towers,  Houston,  Texas  77025;  Telephone  713  524-1306 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  nfth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

General  Psychiatry 

340  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 

San  Antonio,  Texas  78216;  Telephone  512  341-4459 

CARL  R.  COERS,  III,  MD.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

SEAT  BELTS  SAVE  LIVES— 

BUT  ONLY  IF  YOU  USE  THEM 
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Parry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Code  M.  Hanke,  M.D. 

Doyle  1.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 

Timberlawn  Psychiatric  Hospital 

4600  Samuell  Blvd.,  Dallas,  Texas 

Telephone  381-7181 

Radiology 

AMARILLO  RADIOLOGICAL  GROUP 

Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 

J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 

Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 

MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 

Psychiatry  & Neurology 

HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

‘Robert  1.  Hauser,  M.D. 

‘Barry  M.  Brown,  M.D. 

‘Francisco  J.  Rodriguez,  M.D. 

Section  of  Neurology 
‘Gerald  Ratinov,  M.D. 

‘Robert  M.  Gordon,  M.D. 

‘Abe  Hauser,  M.D. 

Section  of  Social  Work 

Ethel  Feinsilver,  M.S. 

Administrator 

Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

‘Diplomate,  American  Board  of  Psychiatry  and  Neurology 

DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.O.,  D.A.B.R. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 

6011  Harry  Hines  Blvd.,  631-7070 

3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 

Harvey  M.  Lowry,  M.D.,  F.A.C.R. 

James  R.  Gish,  M.D.,  D.A.B.R. 

Edward  A.  Sheldon,  M.D.,  D.A.B.R. 

James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 

502  Goodhue  Bldg.,  838-2224 

Baptist  Hospital,  833-6421 

Beaumont,  Texas 

PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 

Allen  Goss,  Ph.O. 

Practice  Limited  to  Neurology  and  Psychiatry 

Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 

JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 

Cobalt  60  Rotational  Therapy,  X-Ray  and 

Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 

STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 

l||l  MEMORIAL  LIBRARY 
■ Oil  TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

*Bernard  J.  Dolenz,  M.D. 

*Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 

*Dlplomates  American  Board  of  Psychiatry  and  Neurology 

Make  plans  now  to  attend  the 

1971  TMA  ANNUAL  SESSION 

Houston  May  6-9 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel.  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

CHARLES  T.  MEADOWS,  M.D. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODO,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Docotrs  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

ERWIN  C.  WINKEL.  M.D. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  6814)343 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Mrs.  Marilyn  Baker 

Present  your  ideas 
in  Texas  Medicine 

litting  manuscripts, 

"Information  for  Authors." 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

DIplomates  American  Board  of  Urology 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  fjroup. 
100-bed  fully  accredited  hospital.  Salary  oi>en.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  76216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford.  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford.  Texas  76670,  area  code  214,  493-2611. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefit  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  i>opulation  36,000.  Contact  AD-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIA'TRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  'Texas  78701. 


ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  Pull  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association.  3330  South 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 


GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-bed 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  opera- 
tions. Elxcellent  schools,  churches,  and  recreational  facilities  available. 
For  additional  information  contact  Houston  County  Development  Foun- 
dation, P.O.  Box  307,  Crockett,  Texas  76836,  area  code  713,  644-2369. 

OPPORTUNI'nES  IN  YOAKUM  COUNTY,  TEXAS.  DENVER  CITY, 
TEXAS.  Actual  need  for  four  general  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  16,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modern  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  60  beds,  well  equipped 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Yoakum 
County,  16  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipped  modern  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  has  excellent  schools,  good  churches.  Yoakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital,  Denver  City,  Texas,  area  code  806, 
692-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806, 
466-8606. 


GENERAL  PRACTITIONER  WANTED  to  associate  with  five-doctor 
clinic,  including  one  general  surgeon.  Community  of  6.000  with  fully 
accredited  68-bed  hospital ; country  club  and  lakes  close  by.  General  sur- 
gery and  Ob/Gyn  interest  especially  wanted.  Contact  Bowie  Clinic.  P.  O. 
Box  681,  Bowie,  Texas  76230. 


WANTED:  PHYSICIANS  WITH  INTEREST  IN  SURGERY  AND/OR 
OBSTETRICS  to  locate  in  progressive  East  Texas  area  with  complete 
support  of  local  medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur, 
Gladewater,  Texas,  or  phone  AC  214,  846-2281. 


PSYCHIATRIC  REISIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $18,000,  $14,000  and  $16,000  per  year.  NIMH  grants 
available.  For  full  information  write  Anthony  P.  Rousoe,  M.D.,  Director 
of  Training  and  Research,  Austin  State  Hospital,  4110  Guadalupe,  Austin, 
Texas  78761. 


EMERGENCY  ROOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-service  basis.  Excellent  eco- 
nomic opportunity.  Hospital  privileges  available.  Call  AC  612  732-3641 
collect  or  write  Texas  Hospital  Consultants,  114  West  Glenview,  San 
Antonio,  Texas  78228. 


WANTED  GENERAL  SURGEON  to  join  two  GPs  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas.  Beginning  salary 
$3,000  per  month  or  may  be  on  own.  Call  or  write  M.  A.  Childress, 
M.D.,  P.  O.  Box  289,  Goldthwaite,  Texas  76844,  AC  915,  648-2212. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  Lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
working  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8165,  379-8166,  Newton, 
Texas. 


ATTEINTION:  GENERAL  PRACTITIONERS-SURGEONS.  If  you 
would  like  the  advantages  of  small  city  living  together  with  a wide 
open  field  for  practicing  your  profession,  contact  the  Board  of  Directors, 
Taft  Hospital  District,  1220  Gregory  Street,  Taft,  Texas  78390.  A modern 
hospital  and  convalescent  home  is  at  your  disposal.  Added  attraction: 
only  16  minutes  by  car  from  the  Sparkling  City  by  the  Sea.  Corpus 
Christi,  'Texas.  Ideal  climate,  plus  swimming,  fishing,  sailing,  golfing, 
hunting,  and  social  activities  available.  Write  us  for  more  details,  or 
better  still,  come  and  see  for  yourself.  You  will  be  pleasantly  surprised. 


ADMITTING  PHYSICIAN — Vacancy  in  staff  of  seven  full-time  physi- 
cians. Certification  not  required.  1300-bed  teaching  hospital,  excellent 
facilities,  regularly  scheduled  hours.  Nondiscrimination  in  employment. 
Write  Chief  of  Staff,  VA  Hospital,  Houston,  Texas  77031. 


GENERAL  PRACTITIONER,  Spanish  speaking  preferred.  Due  to 
retirement  of  doctor  after  25  years.  Excellent  location  in  long  estab- 
lished pharmacy.  Waiting  room,  office  and  treatment  rooms  partially 
furnished,  with  all  utilities  available.  Reasonable  lease.  Write  or  call 
Mr.  Loya,  1610  Quitman,  Houston ; telephone  1-713-227-4645. 


WEST  TEXAS  OB-GYN,  FOUR  MAN  GROUP  desires  associate.  Sal- 
ary $24,000  per  year,  leading  to  partnership.  Military  service  completed 
and  age  under  38  years.  Midland  Women’s  Clinic,  2009  West  Wall, 
Midland,  Texas  79701. 


GENERAL  PRACTITIONER  WANTEID  to  join  three  man  clinic  with 
adjoining  44  bed  hospital.  Salary  to  start  with  option  for  partnership. 
Centrally  located  near  Dallas,  Fort  Worth  and  Waco.  Good  schools, 
churches,  five  miles  from  Lake  Whitney.  Contact  James  G.  Barton,  M.D., 
or  Morris  R.  Hill,  M.D.,  Whitney.  Texas.  Phone  AC  817,  694-2222. 


WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  36,  military  com- 
pleted to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-46,  60  miles  from  Dallas.  Beginning 
salary,  $25,000  guaranty  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER  to  associate  with  two  GP’s  doing  surgery, 
obstetrics,  orthopedics.  Salary  open  with  full  partnership  in  one  year.  No 
investment  needed.  Town  with  4.000  population.  Golf  course,  lake,  hunt- 
ing and  fishing.  21  bed  hospital  fully  staffed,  licensed  and  approved  for 
Medicare.  Joins  three  doctor  clinic.  On  call  every  third  weekend.  A.  D. 
Major,  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona,  Texas  76266. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10.000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam  The  clinic  is  located  in  the 
same  building  with  a 50-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photogrraph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTICE — The  city  of  George  West  and  environs  need  a 
physician  for  general  practice  due  to  the  retirement  of  the  only  doctor. 
Excellent  opportunity  for  highly  successful  practice  because  of  potential. 
Farming,  ranching  and  oil  main  industries.  Superior  schools,  modern  hos- 
pital within  26  minutes.  Contact  Tom  Martin,  AC612,  666-2244  collect 
or  write  Route  1,  Box  260,  George  West,  Texas  78022. 


YOUNG  PHYSICIAN  WANTED  in  June  to  associate  with  established 
general  practitioner  in  Mount  Pleasant,  Texas.  Population  12,000.  Large 
modern  clinic  centrally  located.  75-bed  county  hospital.  Excellent  oppor- 
tunity. For  details  contact  E.  L.  Fender,  M.D.,  AC214,  724-3103  or 
724-4746. 


TEXAS  PHYSICIANS,  PSYCHIATRISTS,  PSYCHIATRIC  RESI- 
DENTS: Excellent  opportunities  for  progressive  practice  at  state  mental 
hospitals  and  in  state  institutions  for  the  mentally  retarded.  Have  sev- 
eral vacancies  throughout  the  state.  Competitive  salaries,  retirement 
program,  holidays,  vacation  and  sick  leave  benefits;  several  institutions 
in  close  proximity  to  military  bases.  For  further  information  write 
Personnel  Department,  Texas  Department  of  Mental  Health  and  Mental 
Retardation,  Box  12668.  Capitol  Station,  Austin,  Texas  78711. 


GENERAL  PRACTITIONER,  OPHTHALMOLOGIST,  INTERNIST:  To 
affiliate  with  five  other  G.P.’s  and  three  specialists  in  general  and  multi- 
specialty group  near  Houston,  Texas.  Liberal  salary  and  extensive  fringe 
benefits  including  retirement  program  and  life  and  health  insurance  pro- 
grams. Open  staff  hospital  appointments  in  125  bed  general  hospital. 
Rapidly  growing  industrial  complex.  Herbert  H.  Duke,  Jr.,  M.D.,  The 
Medical  and  Surgical  Group,  Baytown,  Texas  77620. 


PHYSICIANS  WANTED:  General  practitioner  wanted  to  be  associated 
with  board  certified  family  physician  in  West  Houston.  Almost  any  type 
association  may  be  arranged.  Write  P.O.  Box  19236,  Houston.  Texas 
77024. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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PHYSICIAN  NEEDED  in  a small  growing  community  in  the  panhandle 
of  Northwest  Texas.  County  of  Sherman,  city  of  Stratford.  Located  8(1 
miles  north  of  Amarillo.  Has  good  schools,  churches,  and  golf  course. 
Two  federal  highways  and  two  railroads  intersect  here.  Clinic  building 
available.  Ideal  climate  approximately  18  inches  rainfall  per  year.  Trade 
territory  extends  several  miles  from  Stratford.  For  fui'ther  infonnation 
contact:  Paul  Chesmer,  Stratford.  Texas  79084. 


PHYSICIAN  WANTED  : Mart.  Texas  is  located  in  Central  Texas  with 
a population  of  2,200  and  a trade  ai-ea  of  10,000  or  more.  There  is  avail- 
able a fully  equipped  clinic.  Nursing  home  with  63  beds  stays  full  at  all 
times.  Physician  potential  net  income  $40,000  to  $50,000  per  year.  For 
additional  information  contact  Georgia  Gi>odenough,  Chairman,  Medical 
Committee,  Mart  Chamber  of  Commerce,  1201  Texas  Avenue,  Mart,  Texas 
76664. 


WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Base  annual  salary  $20,000,  extra 
$1,000  to  $3,500  if  board  certified.  40  hour  woi-k  week  with  ample  vaca- 
tion time,  other  fringe  benefits.  Excellent  community  to  live.  Near  Dallas, 
Fort  Worth.  Contact  Medical  Director,  Denton  State  School,  Box  368, 
Denton,  Texas. 


WANTED:  GENERAL  PHYSICIAN  at  Kerrville  State  Hospital.  40 
hour  work  week,  sick  leave,  paid  vacation,  and  holidays.  Best  climate  in 
Texas.  Salary  $19,000  to  $20,000  per  year.  Contact  Luther  W.  Ross,  M.D.. 
Superintendent,  Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas 
78028.  ' 


WANTED  : PSYCHIATRIST  at  Kerrville  State  Hospital.  40  hour  work 
week,  sick  leave,  paid  vacation,  and  holidays.  Best  climate  in  Texas. 
Salary  up  to  $22,600  per  year.  Contact:  Luther  W.  Ross.  M.D.,  Superin- 
tendent. Kerrville  State  Hospital.  P.O.  Box  1468,  Kerrville,  Texas  78028. 


DOCTOR  WANTED  due  to  death  of  long  established  physician.  Out- 
standing field  for  doctor.  County  seat.  West  Texas  town.  Completely 
modern  hospital.  Excellent  schools  and  ideal  living  conditions.  Large 
territory  in  progressive  area.  Large  trade  area  covering  pai-ts  of  several 
counties  and  two  incorporated  towns  in  county.  Trade  area  population 
7,000  to  8,000.  This  opening  will  bear  closest  investigation.  For  further 
information  contact  R.  M.  Stanley,  Secretary,  Community  Associates, 
AC  817,  347-2603  or  address  Drawer  S,  Matador.  Texas  79244. 

RADIOLOGIST,  board  certified  or  eligible,  needed  by  board  man  for 
association  ; diagnosis,  therapy.  160-bed  community  hospital,  office.  Start- 
ing guarantee  up  to  $40,000 ; solo,  group-practice  advantag^.  Southern 
Texas,  international  and  coastal  access  ; continuous  r^ort  climate.  Maxi- 
mum leisure,  modem  facilities,  no  investment.  Curriculum  vitae,  refer- 
ences. with  first  letter  to  AD-312,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin.  Texas  78701. 

PEDIATRICIAN : To  join  an  8 man  specialty  group.  Have  enlarged 
our  department  to  accommodate  third  pediatrician.  Guaranteed  salary 
$26,000  or  more  depending  on  qualifications.  Contact  F.  L.  Phillips.  M.D., 
7630  Bellfort  Blvd.,  Houston,  Texas  77017.  Phone  644-3344. 


IMMEDIATE  OPENING  FOR  GENERAL  PRACTITIONER.  Group 
practice  located  in  the  North  Dallas  area.  No  investment  necessary. 
Established  group  with  good  potential  earnings.  Reply  to  P.  O.  Box 
30093,  Dallas,  Texas  75230. 


IMMEDIATE  OPENING  FOR  BOARD  CERTIFIED  INTERNISTS. 
Group  practice  located  in  the  North  Dallas  area.  No  investment  necessary. 
Established  group  with  good  potential  earnings.  Reply  to  P.O.  Box  30093, 
Dallas,  Texas  75230. 


$30,000-$40,000  GUARANTEED  FIRST  YEAR.  Little  or  no  practice 
expense.  Maximum  leisure  time  with  family.  General  and  internal  medi- 
cine private  practices  available  in  solo  and  group  situations.  Not  an 
employment  agency.  No  cost  to  physician.  Sanford  Smith.  Director,  Phy- 
sician and  Personnel  Planning,  P.O.  Box  9836,  Houston,  Texas  77015, 
713-453-6324. 


Situations  Wanted 


BOARD  CERTIFIED  DIAGNOSTIC  RADIOLOGIST,  University 
trained,  all  special  procedures.  Age  36,  married,  two  children.  Seeks 
office  space  in  a productive  location.  Reply  to  Ad-306,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN  POSITION  WANTED.  Available  in  July  1971.  Spanish  and 
English  language.  Some  experience  in  general  surgery.  Finishing  OB/ 
training  in  June.  Please  reply  to  AD-310,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARMY  MEDIC,  young,  vigorous  medical  NCO  retiring  in  July,  wishes 
to  assist  overworked  GP  in  rural  Texas.  Twenty  years  of  ever  increas- 
ing responsibility,  often  as  solo  medic  with  isolated  unit,  has  prepared 
me  for  anything.  Would  also  work  for  small  clinic  or  group  practice. 
Married,  male,  Caucasian.  Available  in  August.  Please  reply  to  Ad-304, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON,  33,  married.  University  of  Texas  trained, 
completing  military  obligation  in  September  1971.  Desires  association 
with  individual  or  specialty  group.  C.  G.  Buckingham,  2nd  General 
Hospital,  APO  New  York,  New  York  09180. 


SITUATION  WANTED  BY  OPHTHALMOLOGIST  from  India  (two 
years  practice,  plus  Texas  license)  to  join  as  associate  or  assistant  with 
board  certified  ophthalmologist.  Willing  preceptor.  Location  one  and  one 
half  hours  distance  from  Dallas,  San  Antonio,  Houston,  Austin.  Temple 
or  Bryan.  Contact  Jayant  B.  Rana.  M.D..  4412  .'^cushnet  Avenue,  New 
Bedford,  Massachusetts  02745  or  call  Tuesdays  and  Thursdays  8 a.m.  to 
1 p.m.,  AC  617,  995-3058. 


RADIOLOGIST,  certified,  desires  relocation  Gulf  Coast.  Seven  years 
experience.  Small  hospital  or  small  partnership  desired.  Call  AC  317, 
849-1988  a.m.  or  write  6725  Creekside  Lane,  Indianapolis,  Indiana  46220. 


SEEKING  LOCATION— GENERAL  SURGEON,  39,  certified,  eligible 
for  Texas  license.  Wide  experience  and  training.  Desires  gi-oup,  clinic, 
partnership  or  association.  Shall  accept  minimal  GP  or  ER  work.  For 
additional  information  contact  AD-313,  Texas  Medicine,  1801  North  Lamar 
Blvd..  Austin,  Texas  78701,  or  call  AC  313,  646-1277. 


For  Sale  or  For  Rent 


FOR  RENT:  Medical  or  dental  office  available  July  1,  1971.  Reception 
and  consultation  rooms  overlooking  beautiful  Hunter’s  Branch  in  Hedwig 
Village  (West  Houston).  842  square  feet.  Write  P.O.  Box  19235,  Houston, 
Texas  77024. 


DILLION,  COLORADO — Luxury  condominium  on  lake,  sleeps  6,  auto- 
matic kitchen,  2 bedrooms,  2 bathrooms,  tireplace,  magnificent  view. 
Maid  service.  Ski  Arapahoe,  Keystone,  Vail,  Loveland,  and  Breckenridge. 
Summer — fishing,  sailing,  pool,  tennis.  $60  nightly  for  6,  less  by  week. 
S.  C.  Percefull,  M.D.,  3535  South  Lafayette,  Englewood,  Colorado  80110. 
Phone  AC  303,  781-7824. 


EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Plano.  Texas. 
Office  space  soon  to  be  available  in  new  garden-type  professional  build- 
ing. Excellent  schools  and  housing.  For  information  call  or  write  H.  R. 
Codianne,  909  Westwood,  Plano,  Texas  75074,  AC  214,  424-3788. 


SELLING 

BEAUTIFUL  EAST  TEXAS 
TOLEDO  BEND  COUNTRY 

We  specialize  in  investment  properties,  farms 
and  ranches. 

Management  and  syndication  services  available 
for  the  group  or  individual. 

Outstanding  opportunity  now  available  on  To- 
ledo Bend  Lake. 

TOWN  AND  COUNTRY  REAL  ESTATE 

214  Austin  St.  Center,  Texas 

713  598-5657 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

335-5942  336-7905 

Fort  Worth,  Texas 

Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


Considering  a new  practice  opportunity? 

Let  TMA  Help  You! 

We  will  circulate  your  biographical  sketch 
and  job  preferences  to  communities  and  to 
medical  groups  looking  for  associates.  No 
service  fee  is  involved. 

Contact: 

Physician’s  Placement  Service 
Texas  Meejical  Association 
1801  North  Lamar  Blv(d. 

Austin,  Texas  78701 
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(Eorbett,  2!f  utrl|in0s,  memorial  iifoopital 

Anil  ©nrbptt  Clinic 


306  Coleman  Street  fUarlin  Sexas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D..  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 


EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


ALLERGY 
S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses : 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  foiTns  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


*Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diag^nosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
♦Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
♦Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
♦Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U,,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 

♦Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
WUliam  W.  Hoffman.  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S.,  General  Dentistry 

William  N.  New,  M.D.,  Dermatology 

Landon  W.  Stewart,  M.D.,  Internal  Medicine 

William  S.  Wolff,  M.D.,  Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 

Richard  B.  Dulany,  M.D.,  Urology 

William  F.  Walton,  D.D.S. , General  Dentistry 

Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


•Inactive  status 


(diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Confroindications:  Concurrently  with  MAO  Inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generoily  safer  than  the  amphetamines,  use  with  great  caution  in 
potients  with  severe  hypertension  or  severe  cardiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleosont  symptoms  with  diethylpropion  hydrochloride  hove  been  reported  to  occur 
>n  relatively  low  incidence.  As  is  charocteristic  of  sympothomimefic  agents,  it  may 
occosionolly  couse  CNS  effects  such  os  Insomnio,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
vasculof  effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  isoloted  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomeno  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostroinfest/nof  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  hove  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  ogronulocyfosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poln,  decreased 
libido,  dysuria,  ond  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swollowed  whole,  in  midmorning  {10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  on  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  In  children  under  12  years  of  age  is  not 
recommended.  T-107/4/71/u.s  patent  no.  3.001,910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylllne,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophylline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


Gwinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


What  T exas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 
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Disaster  area. 

You  see  one  every  night  you 
drive  home.  In  fact,  you’ve  probably 
called  it  that  yourself.  It  went  something 
like,  “Will  you  kids  look  at  this  place. 

It  looks  like  a disaster  area.”  Remember? 

At  the  time,  you  didn’t 
realize  how  right  you  were.  The  slip  in 
the  bathtub.  The  broken  swing  set.  The 
can  of  paint  remover  not  put  away.  The 
tumble  out  of  the  tree.  They  can  all  be 
disasters  if  you’re  not  protected. 

Blue  Cross  and  Blue  Shield 
is  concerned  about  you  and  your  family. 

If  you’re  already  covered  by  our  program, 
you  know  what  we  mean.  If  not,  well, 
we’ve  worked  out  a plan  to  help  people 
weather  disasters. 

Your  house  may  look  like  a 
nice,  innocent  house.  And  your 
neighborhood  may  look  like  a nice, 
innocent  area.  But  beware.  It  can  also  be 
a disaster  area. 

ifl  BLUE  CROSS'  ^BLUE  SHIELD' 

People  helping  people. 


* American  Hospital  Association 
^National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


Association  & 

TMA  delegates  consider  DO  membership,  peer  review,  rehabilitation, 
physician’s  assistants,  and  medical  education  during  104th  Annual  Session 


Major  policy  decisions  on  peer  review, 
osteopaths,  and  abortion  were  adopted 
by  the  Texas  Medical  Association’s 
House  of  Delegates  during  the  104th 
Annual  Session  in  Houston,  May  6-9. 

Membership  for  osteopaths 

Delegates  paved  the  way  toward 
opening  membership  in  the  Texas  Med- 
ical Association  to  osteopathic  physi- 
cians by  approving  in  principle  mem- 
bership for  osteopaths  who  practice 
scientific  and  ethical  medicine.  A con- 
stitutional revision  to  permit  member- 
ship was  presented  but  must  lay  over 
for  one  year  before  final  action  can  be 
taken  by  the  House. 

At  its  1972  annual  session,  the 
House  will  be  asked  to  make  the  fol- 
lowing changes  in  the  Constitution  and 
By-Laws: 

1.  Amend  Article  1,  Section  2,  of  the 
Constitution  to  read: 

‘‘The  purpose  of  this  Association 
shall  be  to  federate  and  bring  into  one 
compact  organization  the  entire  pro- 
fession licensed  to  practice  medicine  and 
surgery  in  the  State  of  Texas.” 

2.  Amend  Article  II,  Section  3,  of 
the  Constitution  to  read: 

‘‘Only  physicians  holding  the  degree 
of  Doctor  of  Medicine  and  Doctor  of 
Osteopathy  and  legally  registered,”  etc. 

3.  Direct  the  Council  on  Constitution 
and  By-Laws  to  prepare  appropriate 
amendments  to  the  Constitution  and 
By-Laws  as  may  be  required. 

The  action  on  approving  the  princi- 
ple of  membership  for  osteopaths  fol- 
lowed many  years  of  consideration  by 
policymaking  bodies  of  the  Association. 

In  1967,  the  House  of  Delegates 
adopted  a statement  recommended  by 
the  Board  of  Councilors  which  declared, 
‘‘Doctors  of  osteopathy  who  practice 
scientific  medicine  on  an  ethical  basis 
are  not  cultists.”  In  1968,  the  Board 
of  Councilors  further  interpreted  that 
statement  to  mean  that  doctors  of 
medicine  could  consult  with  osteopaths 
who  are  both  ethical  and  practicing 
scientific  medicine. 

The  Texas  Medical  Association’s 
Board  of  Councilors  and  Council  on 
Medical  Education  and  Hospitals,  which 
had  studied  the  subject  for  many 
years,  held  a joint  meeting  on  May  5 
to  thoroughly  review  the  status  of  os- 
teopathic medicine  in  this  country  and 


the  value  of  extending  membership  to 
osteopaths. 

Testimony  indicated  that  osteopathic 
physicians  do  receive  quality  education 
and  that  their  grades  on  medical  board 
licensing  examinations  are  similar  to 
those  of  doctors  of  medicine. 

Previously,  the  American  Medical 
Association  House  of  Delegates  had  ap- 
proved a recommendation  that  state 
and  county  medical  societies  amend 
their  by-laws  to  accept  doctors  of  oste- 
opathy as  members. 

Position  on  peer  review 

A position  statement  on  review  of 
physicians’  services  and  fees  (peer  re- 
view) was  unanimously  approved  by 
the  House  of  Delegates. 

The  statement,  which  will  be  sent  to 
all  members  of  the  Texas  Medical  As- 
sociation, U.S.  Congressmen,  the  De- 
partment of  Health,  Education  and 
Welfare,  and  the  AMA  House  of  Dele- 
gates, reads: 

1.  The  Texas  Medical  Association 
voices  its  support  of  the  concept  of 
Consultative  Review  and  the  Suggested 
Guidelines  for  County  Medical  Society 
Consultative  Review  Committees,  as 
formulated  by  the  Board  of  Councilors 
at  the  request  of  the  House  of  Dele- 
gates and  the  President.  These  guide- 
lines utilize  the  knowledge  of  local 
practices,  but  at  the  same  time  if  local 
capabilities  to  do  peer  review  do  not 
exist,  the  guidelines  provide  a mechan- 
ism for  peer  review  at  the  district  or 
state  level. 

2.  Similarly,  the  Texas  Medical  As- 
sociation reiterates  its  support  of  other 
voluntary  mechanisms  of  review  by 
physicians.  For  many  years,  county 
medical  societies  have  maintained  ad- 
judication, insurance  review,  and  pub- 
lic grievance  committees.  Medical 
staffs  of  hospitals  support  tissue,  utili- 
zation review,  credentials,  and  other 
appropriate  committees.  These  mech- 
anisms can  be  effective  and  should 
continue  to  be  encouraged  and  sup- 
ported. The  imposition  of  regulations 
emanating  from  the  United  States  Gov- 
ernment and  its  agents  under  the  des- 
ignations of  "Peer  Review”  and  “Pro- 
fessional Services  Review”  would  pre- 
empt, disrupt,  and  invalidate  the  Texas 
Medical  Association’s  internal  disciplin- 
ary mechanisms. 

3.  The  Texas  Medical  Association 


should  continue  to  voice  concern  about 
the  possible  establishment  of  Profes- 
sional Standards  Review  Organizations 
or  other  proposals  embracing  peer  re- 
view, by  government.  The  Texas  Medi- 
cal Association  cannot  support  the  re- 
view of  professional  services  of  physi- 
cians by  those  other  than  physicians, 
doctors  of  medicine,  who  are  in  the 
active  private  practice  of  medicine.  It 
is  in  the  public  interest  for  the  Associ- 
ation to  oppose  proposals  for  advance 
review  prior  to  the  admission  of  the 
patient  to  the  hospital.  Of  equal  con- 
cern, proposed  legislation  embraces 
the  establishment  of  regional  norms  or 
patterns  of  health  care  services  for 
various  illnesses  and  conditions.  Physi- 
cians should  not  be  held  solely  respon- 
sible for  the  cost  and  utilization  of 
tax-supported  medical  programs:  some 
of  the  problems  of  existing  programs 
of  health  care,  public  and  private,  can 
be  traced  to  the  fact  that  there  was  no 
consultation  and  incorporation  before- 
the-fact  of  the  experience  of  physicians 
who  must  deliver  medical  care  under 
governmental  programs  and  private  in- 
surance programs.  For  these  reasons, 
the  Texas  Medical  Association  should 
continue  to  oppose  the  establishment 
of  Professional  Standards  Review  Or- 
ganizations or  other  “peer  review” 
proposals  by  government.  The  physi- 
cians of  Texas  have  expressed  that 
they  are  not  willing  to  carry  out  peer 
review  mechanisms  at  the  direction  of 
government.  The  design  of  peer  review, 
to  be  effective,  must  involve  those  re- 
sponsible for  its  implementation. 

4.  Recognizing  that  the  federal  gov- 
ernment is  certain  to  assume  an  even 
greater  role  in  financing  medical  care 
and  that  it  undoubtedly  will  place  more 
limitations  on  fees,  the  Texas  Medical 
Association  reiterates  its  support  for 
the  concept  of  direct  billing.  Physicians 
should  be  aware  of  the  manifest  su- 
periorities of  direct  billing  as  an  altern- 
ative to  accepting  assignments: 

a.  Direct  billing  protects  both  the 
patient  and  the  physician  from  inter- 
ference by  government  and  by  third 
parties. 

b.  It  will  result  in  fewer  misunder- 
standings with  patients. 

c.  It  is  the  least  demanding  on  the 
time  of  the  busy  physician  and  his  of- 
fice assistants. 
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d.  It  reduces  the  multitude  of  com- 
plexities which  are  involved  in  the  tak- 
ing of  assignments.  To  be  specific,  the 
physician  does  not  have  to  be  con- 
cerned with  such  questions  as  to 
whether  the  patient  is  eligible  for  bene- 
fits, those  services  which  are  covered 
and  those  which  are  not,  and  the  fac- 
tors of  deductibles  and  co-insurance. 

Rehabilitation  of  injured  patients 

Delegates  also  adopted  a policy 
statement  on  the  rehabilitation  of  in- 
jured patients,  noting  the  following 
specific  pledges  and  beliefs: 

1.  The  Texas  Medical  Association 
feels  that  most  patients  with  severe 
injury  can  be  returned  to  gainful  em- 
ployment if  properly  placed. 

2.  The  Association  recognizes  that 
there  are  many  impediments  in  return- 
ing injured  patients  to  work;  therefore, 
it  pledges  its  support  to  attempt  to 
eliminate  these  impediments. 

3.  The  Association  pledges  its  sup- 
port in  assisting  in  the  development  of 
properly  constituted  work  classification 
units  for  adequate  evaluation  of  the 
work  potential  of  patients  with  severe 
injury. 

4.  The  Association  believes  an  in- 
jured workman  should  be  prepared  for 
suitable  employment  if  his  disability 
prevents  satisfactory  performance  in 
his  original  occupation. 

5.  It  is  also  the  policy  of  the  Asso- 
ciation to  encourage  physicians  to 
make  use  of  all  community  resources 
available  for  the  total  rehabilitation  of 
persons  with  severe  injury. 

6.  The  Association,  through  its  pub- 
lications and  conferences,  will  provide 
information  on  agencies  and  individ- 
uals that  can  provide  rehabilitation 
services  for  those  who  cannot  return 
to  their  regular  employment. 

7.  The  Association  urges  its  mem- 
bers to  cooperate  fully  with  all  public 
and  private  agencies  that  contribute  to 
the  ultimate  restoration  of  patients  to 
economic  and  social  usefulness. 

8.  The  Association  urges  all  physi- 
cians to  cooperate  with  industry  in  re- 
turning injured  employees  to  their  reg- 
ular job  or  jobs  commensurate  with  the 
employee’s  disability  as  determined 
through  discourse  between  the  physi- 
cian and  industry’s  personnel,  when- 
ever indicated. 

Physician’s  assistant 

A definition  adopted  in  principle  by 
the  House  of  Delegates  classified  the 
physician’s  assistant  as  "a  skilled  per- 
son, qualified  by  academic  training  in 


an  accredited  program  and  by  practical 
training  to  provide  patient  services  un- 
der the  supervision  and  direction  of  a 
licensed  physician  who  is  responsible 
for  the  performance  of  that  assistant.” 

The  delegates  concurred  with  Dr. 
Walter  Walthall,  past  President  of  the 
Association,  that  “the  physician  will  be 
responsible  and  liable  for  the  super- 
vision and  performance  of  the  assist- 
ant.” They  further  emphasized  that  the 
physician’s  assistant  must  not  be  grant- 
ed licensure  or  certification  at  this 
time  because  the  concept  is  still  experi- 
mental and  no  law  could  include  all 
necessary  components. 

The  delegates  further  recommended 
that  the  Association  explore  more  ef- 
fective means  of  utilization  of  health 
manpower  such  as  nurses,  who  long 
have  functioned  as  the  "physician's 
assistant.” 

Medical  education 

An  addendum  to  the  Association’s 
policy  statement  on  medical  education, 
approved  by  the  delegates,  declared 
that  “any  new  health  educational  fa- 
cility which  desires  legislative  support 
of  the  Texas  Medical  Association  must 
demonstrate  excellence  of  education 
and  adequate  resources  (funds  and 
facilities)  before  consideration  can  be 
given.” 

Delegates  also  declared  that  TMA 
members  should  be  encouraged  to  in- 
tercede with  the  Legislature  on  behalf 
of  medical  schools,  to  personally  speak 
to  legislators  in  their  districts,  and  to 
speak  to  influential  patients  on  the 
problems  faced  by  the  medical  schools. 
They  said  also  that  medical  schools 
should  be  encouraged  to  carry  their 
needs  to  physicians  on  a personal 
basis  through  letters  and  other  forms 
of  communication  and  that  county 
medical  societies  that  maintain  a 
speakers’  bureau  should  be  encouraged 
to  have  speakers  present  the  funding 
problems  of  medical  schools  to  com- 
munity civic  organizations. 

Delegates  approved  a recommenda- 
tion that  the  Texas  Medical  Association 
advise  the  Legislature  immediately  of 
the  need  to  promptly  provide  appropri- 
ations to  make  possible  an  increased 
enrollment  of  Texas  medical  students 
at  Baylor  College  of  Medicine,  a pri- 
vately owned  medical  school. 

Abortion 

Existing  Association  policy  stating 
that  abortion  is  a medical  procedure 
was  amended  by  the  delegates  to  make 
clear  that  the  Association’s  position 


should  “not  be  interpreted  as  endorse- 
ment of  abortion  on  demand  or  re- 
quest; further,  it  shall  not  be  interpret- 
ed as  endorsement  of  the  use  of  abor- 
tion as  a part  of  a social  movement.” 

New  Association  leaders 
elected  in  Houston 

New  officers  and  members  of  boards 
and  councils  were  elected  at  the  104th 
Annual  Session  in  Houston. 

Aiding  Texas  Medical  Association’s 
new  President  Dr.  James  H.  Sammons 
of  Baytown  will  be  Dr.  S.  Braswell 
Locker  of  Brownwood,  President-elect; 
Dr.  E.  W.  Schmidt  of  Pecos,  vice-presi- 
dent; Dr.  Byron  P.  York  of  Houston, 
secretary;  and  Dr.  Charles  P.  Hard- 
wicke  of  Austin,  treasurer. 

Speaker  of  the  House  of  Delegates 
for  1971-1972  will  be  former  House 
vice-speaker  Dr.  Jack  B.  Lee  of  San 
Antonio.  Dr.  Travis  Smith  of  Abilene 
will  assist  him  as  vice-speaker. 

Reelected  to  a term  on  the  Board 
of  Trustees  was  Dr.  John  M.  Smith, 
Jr.,  of  San  Antonio.  New  member  of 
the  board  is  Dr.  Sam  N.  Key,  Jr.,  of 
Austin. 

Five  physicians  were  named  to  the 
Board  of  Councilors:  Dr.  Sheridan  S. 
Evans  of  McAllen,  Sixth  District:  Dr. 
William  A.  King  of  Naples,  Fifteenth 
District;  Dr.  James  G.  Morris  of  Lub- 
bock, Third  District;  Dr.  George  H. 
Herrmann  of  Del  Rio,  Fifth  District:  and 
Dr.  Dick  K.  Cason  of  Hillsboro,  Twelfth 
District. 

Elected  TMA  delegates  to  the  Ameri- 
can Medical  Association  were  Drs.  R. 
D.  Moreton,  Houston;  Joe  T.  Nelson, 
Weatherford;  Haden  E.  McKay,  Humble: 
Walter  Walthall,  San  Antonio;  Charles 
Max  Cole,  Dallas;  and  James  D.  Mur- 
phy, Fort  Worth.  Alternates  elected 
were  Drs.  Merle  W.  Delmer,  San  An- 
tonio; J.  E.  Miller,  Dallas;  G.  V.  Brind- 
ley, Jr.,  Temple;  Mylie  E.  Durham,  Jr., 
Houston;  J.  L.  Jackson,  Wichita  Falls: 
Sam  A.  Nixon,  Floresville;  and  S.  Bras- 
well Locker,  Brownwood. 

The  following  were  elected  to  posi- 
tions on  TMA  councils: 

Council  on  Annual  Session.  Dr.  Alice 
Smith  of  Dallas  and  Dr.  P.  W.  Voltz 
of  San  Antonio. 

Council  on  Constitution  and  By- 
Laws.  Dr.  Milton  V.  Davis  of  Dallas  and 
Dr.  Wendell  H.  Hamrick  of  Houston. 

Council  on  Medical  Education  and 
Hospitals.  Dr.  Jack  M.  Partain  of  San 
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Antonio,  Dr.  E.  Russell  Hayes  of  Dal- 
las, and  Dr.  William  F.  Ross  of  San 
Benito. 

Council  on  Medical  Jurisprudence. 
Dr.  Max  E.  Johnson  of  San  Antonio, 
Dr.  Thomas  R.  Hunter,  Jr.,  of  San  An- 
gelo, and  Dr.  Val  F.  Borum  of  Fort 
Worth. 

Council  on  Medical  Service  and  In- 
surance. Dr.  William  M.  Sherrill  of 
Houston,  Dr.  Porter  K.  Mason  of  Dal- 
las, Dr.  Jack  L.  Eidson  of  Weatherford, 
Dr.  H.  Carl  Messerschmidt,  Jr.,  of  Bay- 
town,  and  Dr.  R.  E.  Read  of  Lufkin. 

Council  on  Public  Relations  and 
Public  Service.  Dr.  Durwood  E.  Neal  of 
Fort  Worth,  Dr.  John  D.  Martin  of  El 
Paso,  Dr.  William  E.  Sharp  of  Baytown, 
and  Dr.  Edward  J.  Lefeber  of  Gal- 
veston. 

Council  on  Scientific  Advancement. 
Dr.  A.  J.  Gill  of  Dallas,  Dr.  Arthur  M. 
Jansa  of  Houston,  and  Dr.  Marcel  Pat- 
terson of  Galveston. 

Council  on  Tax-Financed  Health  Care 
Programs  (New).  Dr.  Joseph  T.  Painter 
of  Houston,  chairman;  Dr.  Elgin  W. 
Ware,  Jr.,  of  Dallas;  Dr.  Myron  B.  Zinn 
of  San  Antonio;  Dr.  Thomas  K.  Nichols 
of  Atlanta;  Dr.  James  B.  Ivers  of  Beau- 
mont; Dr.  Mario  E.  Ramirez  of  Roma; 
Dr.  Dewey  W.  Johnston  of  Fort  Worth; 
Dr.  Wayne  V.  Ramsey,  Jr.,  of  Abilene; 
and  Dr.  Hodgie  C.  Henderson,  Jr.,  of 
Dallas. 

New  assistant  named 
for  Southwestern’s  dean 

The  former  chief  of  operations  for  the 
Regional  Medical  Program  of  Texas  has 
been  appointed  assistant  to  the  dean 
at  The  University  of  Texas  (Southwest- 
ern) Medical  School  in  Dallas. 

Bill  F.  Jones,  the  new  assistant, 
previously  had  been  an  associate  pro- 
fessor in  the  department  of  physical 
medicine  and  rehabilitation  at  The  Uni- 
versity of  Texas  Medical  School  in  San 
Antonio  and  had  been  a consultant 
in  the  planning  office  of  RMP  at  the 
school. 

Jones  has  received  bachelor  degrees 
in  business  administration  and  psy- 
chology. He  also  has  a master’s  degree 
in  counseling  from  Oklahoma  State 
University  and  has  taken  postgradu- 
ate work  in  management  at  Louisiana 
State  University  and  in  biomedical 
engineering  at  the  University  of  Wis- 
consin. 


Emergency  care  text 
prepared  by  academy 

Two  San  Antonio  physicians  aided  in 
the  preparation  of  a new  standard 
textbook  for  training  of  emergency 
medical  technicians. 

Serving  as  chairman  of  the  editorial 
advisory  board  for  the  textbook  pub- 
lished by  the  American  Academy  of 
Orthopaedic  Surgeons  was  Dr.  Charles 
A.  Rockwood,  Jr.,  professor  and  chair- 
man of  orthopaedics  at  The  University 
of  Texas  Medical  School  at  San  An- 
tonio. Dr.  Arthur  S.  McFee,  assistant 
professor  in  the  department  of  surgery 
at  the  San  Antonio  medical  school, 
also  served  on  the  advisory  committee. 

Entitled  Emergency  Care  and  Trans- 
portation of  the  Sick  and  Injured,  the 
320-page  volume  is  designed  for  use 
by  both  the  student  and  the  teacher. 
More  than  100  experts  contributed  to 
the  publication,  which  was  compiled 
by  members  of  the  academy’s  Com- 
mittee on  Injuries. 

With  its  58  chapters  and  more  than 
200  illustrations,  the  text  details  the 
practical  applications  of  emergency 
care  and  rescue  techniques. 

Written  in  a ready  reference  style, 
the  book  is  intended  for  use  by  such 
emergency  medical  technicians  as  am- 
bulance operators,  drivers,  and  attend- 
ants, nurses,  police  officers,  firemen, 
rescue  squad  members,  safety  engi- 
neers, and  all  others  responsible  for 
first  aid  to  the  public. 

The  volume  will  serve  as  the  pri- 
mary student  textbook  for  the  US  De- 
partment of  Transportation  basic  train- 
ing program  for  all  ambulance  per- 
sonnel. 

The  academy-published  text  was 
prepared  with  the  assistance  of  the 
American  College  of  Surgeons,  Ameri- 
can Medical  Association,  American 
National  Red  Cross,  National  Academy 
of  Sciences-National  Research  Coun- 
cil, US  Army  Medical  Training  Center 
at  Fort  Sam  Houston,  Texas,  US  De- 
partment of  Transportation,  and  the 
US  Public  Health  Service. 

In  an  introductory  statement.  Dr. 
Walter  A.  Hoyt,  Jr.,  of  Akron,  Ohio, 
former  chairman  of  the  academy’s 
Committee  on  Injuries,  explains  the 
purpose  of  the  book:  “The  emergency 
medical  technician  performs  a unique 
service  which  cannot  be  rendered  by 
any  other  individual  or  group. 


“Through  effective  application  of  his 
skills  at  the  scene  of  an  accident  or 
illness,  he  is  in  the  enviable  position 
of  being  able  to  save  lives  and  pre- 
vent or  alleviate  suffering. 

“Although  there  are  many  compe- 
tent emergency  medical  technicians, 
their  numbers  are  far  too  few  to  fill 
the  national  need  for  their  services. 

“It  is  most  important  not  only  to 
increase  their  numbers  but  also  to 
provide  a standardized  educational 
approach  for  them  that  will  help  es- 
tablish a uniform  standard  of  compe- 
tency in  this  vital  allied  medical  pro- 
fession.’’ 

The  volume  is  available  at  $4.95 
prepaid  per  copy  from  the  American 
Academy  of  Orthopaedic  Surgeons, 
430  N.  Michigan  Ave.,  Chicago,  III. 
60611. 

Texas  medical  schools 
receive  AMA  ERF  funds 

More  than  $23,000,  collected  in  1970 
for  payment  in  1971,  has  been  distrib- 
uted to  Texas  medical  schools  by  the 
American  Medical  Association’s  Educa- 
tion and  Research  Foundation. 

Four  medical  schools  in  the  state 
— ^The  University  of  Texas  Medical 
Branch  at  Galveston,  The  University  of 
Texas  (Southwestern)  Medical  School 
at  Dallas,  Baylor  College  of  Medicine 
at  Houston,  and  The  University  of 
Texas  Medical  School  at  San  Antonio 
— received  both  earmarked  and  un- 
designated funds  from  AMA  ERF.  Each 
of  the  four  schools  was  presented 
$2,719.61  in  undesignated  funds, 
which  represents  each  school’s  prorata 
share  of  money  collected  by  the  foun- 
dation on  an  undesignated  basis. 

In  addition  to  the  fixed  amount  of 
undesignated  funds,  the  educational 
facilities  received  varying  amounts  ear- 
marked by  donors  for  that  particular 
school.  Earmarked  funds  and  totals  for 
the  Texas  medical  schools  were  as 
follows:  UT  Medical  Branch,  earmarked 
— $4,527.50,  total — $7,247.11;  South- 
western, earmarked — $2,010,  total — 
$4,729.61;  Baylor,  earmarked — $3, 
383.53,  total— $6,103.14;  and  UT  San 
Antonio,  earmarked — $3,019.64,  total 
$5,739.25. 
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anxiety: 
a time  bomb 


Unless  “defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


rx  Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc, 
, / Nutley,  N.J.  07110 


know 

diuretics 

medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hygrotori  chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  /I dncrse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  Hozv  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502  h».  7764.9 
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AMERICAN  MEDICAL  ASSOCIATION 

A new  progrram  feature  will  be  introduced  at  the  120th  annual 
convention  of  the  American  Medical  Association,  June  20-24,  in 
Atlantic  City.  Two  intensive,  day-long  “Seminars  in  Depth”  on 
trauma  and  intensive  coronary  care  will  be  held  Wednesday, 
June  23,  and  will  provide  physicians  with  information  they  would 
normally  receive  at  postgraduate  courses.  Current  trends  in  the 
use  of  coronary  care  units,  organization  of  a coronary  care  unit, 
management  of  cardiogenic  shock  and  congestive  heart  failure, 
and  mobile  coronary  care  units  will  be  subjects  of  the  morning 
session  of  the  seminar  on  intensive  coronary  care.  Wednesday 
afternoon  will  be  devoted  to  management  of  cardiac  arrhyth- 
mias. The  morning  session  of  the  trauma  seminar  will  include  a 
discussion  of  today's  injury  problems,  including  organizing  for 
emergency  medical  care  and  changing  trends  in  emergency  de- 
partment personnel.  Regional  injuries,  including  face  and  hand, 
abdominal,  thoracic,  and  soft  tissue  injuries  will  be  discussed  at 
the  afternoon  session.  Craniocerebral  trauma,  eye  injuries,  and 
fractures  will  also  be  discussed.  “Abortion — A Legal  Pact”  and 
“Drug  Abuse — Levels  of  Impact”  are  topics  of  general  sessions. 
Speakers  at  the  session  on  abortion  will  review  indications  and 
contraindications  of  therapeutic  abortion,  surgical  and  psychi- 
atric complications,  and  the  impact  of  therapeutic  abortion  on 
the  community  and  physician  care.  The  general  session  on  drug 
abuse  will  be  a joint  meeting  with  the  Sections  on  Psychiatry 
and  Neurology,  Clinical  Pharmacology  and  Therapeutics,  Fam- 
ily and  General  Practice,  Military  Medicine,  and  Preventive 
Medicine.  A highlight  of  Thursday,  the  convention’s  final  day, 
will  be  a discussion,  “What  Is  the  Current  State  of  Transplan- 
tation?” Papers  on  transplantation,  renal  transplantation,  and 
donor  selection  will  be  presented.  These  will  be  followed  by  a 
panel  discussion  on  ethics  and  legalities  of  transplantation.  The 
continuing  controversy  over  oral  hjrpoglycemic  agents  and  vas- 
cular complications  in  adult-onset  diabetes  will  be  discussed 
Thursday  afternoon.  The  popular  Sunday  evening  session  on 
Medicine  and  Religion  will  be  held  again  this  year.  In  addition, 
a second  Sunday  evening  meeting  will  be  a joint  AMA-American 
School  Health  Association  session  on  school  health. 

Contact:  American  Medical  Association,  535  N.  Dearborn  St., 
Chicago  60610. 


TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS 

Graduating  seniors  at  The  University  of  Texas  Medical  Branch 
at  Galveston,  UT  Medical  School  at  San  Antonio,  UT  Southwest- 
ern Medical  School  at  Dallas,  and  Baylor  College  of  Medicine  in 
Houston  will  be  given  examinations  by  Texas  State  Board  of 
Medical  Examiners,  June  14-16,  at  the  Sheraton-Fort  Worth 
Hotel  in  Fort  Worth. 

Contact:  Dr.  M.  H.  Crabb,  1612  Summit  Ave.,  Suite  303,  Fort 
Worth  76102,  secretary. 


HIGHlIGHfS 

Of 

COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 


AMERICAN  PHYSICAL  THERAPY  AS- 
SOCIATION, TEXAS  CHAPTER,  will 
feature  guest  speakers  Colonel  Jack 
Earle,  Jr.,  chairman,  department  of  ortho- 
pedics, Wllford  Hall  Hospital,  Lackland 
AFB,  and  Dr.  David  Wolf,  orthopedic  sur- 
geon, San  Antonio,  at  Its  31st  annual 
meeting,  May  21-28,  at  the  Hilton  Palacio 
del  Rio  in  San  Antonio.  Scoliosis  is  the 
topic  of  Colonel  Earle’s  presentation,  and 
Dr.  Wolf  will  discuss  total  hip  replace- 
ment. Physical  therapy  assistants  pro- 
grams in  Texas  and  the  use  of  television 
in  teaching  will  also  be  discussed.  Con- 
tact: Jane  Watson,  Route  8,  Box  279, 
San  Antonio  78228,  chairman. 


REGIONAL  MEDICAL  PROGRAM  OF 
TEXAS  will  sponsor  "The  Diagnosis  and 
Treatment  of  the  Stroke  Patient”  June  25- 
26  at  UT  Southwestern  Medical  School  at 
Dallas.  The  program  is  designed  to  provide 
the  physician  with  the  most  up-to-date 
techniques  available  in  diagnosis,  and  the 
latest  methods  of  treatment  and  rehabilita- 
tion. Members  of  the  team  of  the  Stroke 
Demonstration  Program  at  Presbyterian 
Hospital  in  Dallas  will  discuss  all  aspects 
of  diagnosis,  medical  management,  surgical 
management,  and  rehabilitation  procedures 
for  the  stroke  patient.  Contact:  Dr.  Rich- 
ard R.  North.  Presbyterian  Hospital  of 
Dallas,  8200  Walnut  Hill  Lane,  Dallas 
76231. 
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CURRENT  NATIONAL  MEETINGS 


AMERICAN  PHYSICAL  THERAPY  AS- 
SOCIATION’S 50th  anniversary  conference 
will  be  held  June  27-July  2 at  the  Sheraton 
Boston  Hotel  in  Boston.  Sessions  will  be 
devoted  to  discussions  of  education  for 
changing  needs  in  the  health  care  system, 
the  contribution  of  motor  evaluation  to 
diagnosis  and  research,  motor  and  learning 
changes  in  the  geriatric  patient,  gait  in 
geriatric  subjects,  evaluation  of  hand  func- 
tion, athletic  injuries  in  adolescence,  bone 
diseases  in  patients  with  renal  failure  and 
transplantation,  reconstructive  surgery  of 
the  hip  joint  in  degenerative  arthritis  and 
physical  therapy  management,  and  current 
treatment  of  Parkinson’s  disease.  Contact: 
Royce  P.  Noland,  1166  15th  St.,  NW,  Wash- 
ington, DC  20005,  executive  director. 


AMERICAN  ACADEMY  OF  FACIAL 
PLAS’nC  AJID  RECONSTRUCTIVE 
SURGERY,  INC.,  will  present  its  annual 
scientific  program  at  the  San  Francisco 
Hilton  in  San  Francisco,  May  23-26.  Pres- 
entations will  be  "Septal  Bone  Grafts 
for  Correction  of  Saddle  Nose,’’  “A  Tech- 
nique of  Otoplasty,’’  “Chemosurgery  for 
Facial  Neoplasms,”  “The  Plastic  Surgeon 
and  the  Law,”  "Treatment  of  Facial 
Scars,”  “Hair  Transplants,”  "Maxillofa- 
cial Prosthetics,”  "Double  Chin  Correc- 
tion,” "Closed  Management  of  Mandibu- 
lar Fractures,”  and  "Deformities  of  Nasal 
Bones  Following  Linear  Resection  of  Sep- 
tal Cartilage.”  Contact:  Dr.  Carl  N.  Pat- 
terson, mo  West  Main  St.,  Durham,  NC 
27701,  secretary. 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  MAY 

AMERICAN  ASSOCIATION  OF  PLAS’nC  SURGEONS, 
annual,  Williamsburg,  Va.,  May  23-27,  1971.  Dallas  F. 
Whaley,  29  E.  Madison  St.,  Suite  812,  Chicago  60602, 
Exec.  Dir. 

MEDICAL  LIBRARY  ASSOCIATION,  annual.  New  York 
City,  May  30-June  3,  1971.  Helen  Brown  Schmidt,  919  N. 
Mi^igan  Ave.,  Chicago  60611,  Exec.  Dir. 


ALSO  IN  JUNE 

AMERICAN  DIABETES  ASSOCIATION,  annual,  San 
Francisco,  June  17-23,  1971.  J.  Richard  Connelly,  18  E. 
48th  St.,  New  York  10017,  Exec.  Dir. 

AMERICAN  RHEUMATISM  ASSOCIATION,  New  York 
City,  June  14-16,  1971.  Lynn  Bonfiglio,  1212  Avenue  of 
the  Americas,  New  York  10036,  Exec.  Sec. 

SOCIETY  OF  NUCLEAR  MEDICINE,  annual,  Los  An- 
geles, June  28-July  2,  1971.  Margaret  Glos,  211  E.  43rd 
St.,  New  York  10017,  Exec.  Officer. 


AMERICAN  NEUROLOGICAL  ASSOCIA- 
nON  will  meet  at  the  Shoreham  Hotel 
in  Washington,  DC,  June  14-16.  Giant 
cell  arteritis  (temporal  arteritis),  vascular 
deposits  of  immunoglobulin  and  comple- 
ment in  inflammatory  myopathy,  brain 
uptake  of  metabolites  and  drugs  follow- 
ing carotid  arterial  injections,  the  control 
of  essential  tremor  by  propranolol,  sen- 
sory perineuritis,  segmental  myoclonus 
in  meningomyelocele,  epilepsy  associated 
with  eating,  dysprosody  due  to  posterior 
fossa  lesions,  and  hyperthermia  in  the 
treatment  of  malignant  gliomas  of  the 
brain  will  be  discussed  in  scientific  ses- 
sions. Contact:  Dr.  Samuel  A.  Trufant, 
Cincinnati  General  Hospital,  Cincinnati 
46229,  secretary. 


JULY 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  Mexico  Chapter,  Ruidoso,  NM,  July  19-22,  1971.  Bob 
Reid,  PO  Box  456,  Sunland  Park,  NM  88063,  Exec.  Sec. 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  annual, 
Denver,  July  16-17,  1971.  F.  C.  Schmidt,  1764  Gilpin  St., 
Denver  80218,  Exec.  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Galves- 
ton, July  26-28,  1971.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 


AUGUST 

AMERICAN  HOSPITAL  ASSOCIATION.  Chicago,  Aug. 
23-26,  1971.  James  E.  Hague,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Sec. 
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SEPTEMBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY.  Las  VeKas,  Sept.  20-24.  1971.  Dr. 
C.  M.  Kos.  15  Second  St.,  SW,  Rochester  65901.  Exec. 
Sec.-Treas. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Chi- 
cago, Sept.  12-16,  1971.  Lois  J.  James,  30  N.  Michigan 
Ave. , Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS. 
Cleveland,  Sept.  15-18,  1971.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Hot  Springs,  Va.,  Sept.  9-11. 
1971.  Dr.  Charles  A.  Hunter,  1100  W.  Michigan.  Indian- 
apolis 46202,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY. 
Las  Vegas,  Sept.  19-20,  1971.  Lawrence  A.  Zui)an.  1100 
17th  St.,  NW,  Washington,  DC  20036,  E.xec.  Sec. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Minneapolis,  Sept.  15-18,  1971.  Mrs.  Margaret  H. 
Henry,  36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio 
44094,  Exec.  Sec. 

■ AMERICAN  HEART  ASSOCIATION,  Texas  Affiliate, 
Inc.,  San  Antonio,  Sept.  21-26,  1971.  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78757,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  13th  National 
Conference  on  Physicians  and  Schools,  Chicago,  Sept.  30- 
Oct.  2,  1971.  AMA,  Department  of  Health  Education, 
635  N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  Chi- 
cago, Sept.  15-19,  1971.  W.  Wayne  Curtis,  420  Lexington, 
New  York  10017,  Exec.  Sec. 

AMERICAN  ROENTGB24’  RAY  SOCIETY,  Boston.  Sept. 
28-Oct.  1,  1971.  Dr.  Ted  F.  Leigh,  Emory  University 
Clinic,  Atlanta  30322,  Exec.  Sec. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  annual. 
Mackinac  Island,  Michigan,  Sept.  26-Oct.  1,  1971.  Har- 
riett C.  Carriere,  801  Green  Bay  Rd.,  Lake  Bluff,  111. 
60044,  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY.  Lub- 
bock, Sept.  18,  1971.  Mrs.  Carlie  Umphres,  PO  Box  3276, 
Amarillo  79106,  Exec.  Sec. 

B TEXAS  PEDIATRIC  SOCIETY,  Houston,  Sept.  23-26, 
1971.  Dr.  Pat  A.  Cato,  1016  E.  32nd  St.,  Austin  78705, 
Sec. 

WORLD  MEDICAL  ASSOCIATION,  annual,  Ottawa, 
Canada,  Sept.  12-18,  1971.  Miss  M.  L.  Natwick,  10  Co- 
lumbus Circle,  New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Miami  Beach,  Oct.  4-7,  1971.  Mac  F.  Cahal,  Volker  Blvd. 
at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  New  York  City,  Oct.  11-16,  1971.  Joseph 
J.  Garvey,  PO  Box  10,  Joliet,  111.  60434,  Exec.  Sec. 


AMERICAN  COLLEGE  OP  CHEST  PHYSICIANS,  an- 
nual, Philadelphia.  Oct.  24-28,  1971.  Dr.  Alfred  Soffer, 
112  E.  Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  At- 
lanta, Oct.  24-30,  1971.  Daniel  Weiss,  299  Broadway, 
New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OP  PREVENTIVE  MEDICINE 
and  ASSOCIATION  OF  TEACHERS  OF  PREVENTIVE 
MEDICINE,  Minneapolis.  Oct.  10,  1971.  Ward  Bentley, 
801  Old  Lancaster  Rd..  Bryn  Mawr,  Pa.  19010,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  annual,  Atlan- 
tic City,  Oct.  18-22,  1971.  Dr.  C.  Rollins  Hanlon,  65  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  Atlantic  City, 
Oct.  10-14,  1971.  Dr.  C.  Gordon  Watson  (DDS),  211  E. 
Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Philadelphia, 
Oct.  4-8,  1971.  Ruth  M.  Yakel,  620  N.  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  Guadalajara, 
Mexico,  Oct.  9-16,  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington,  111.  61701,  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  annual.  Roches- 
ter, NY,  Oct.  17-21,  1971.  Rutherford  T.  Phillips,  PO 
Box  1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  Chi- 
cago, Oct.  24-29,  1971.  Mary-j  Waterstraat,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual, 
Minneapolis,  Oct.  11-15,  1971.  Dr.  James  R.  Kimmey, 
1740  Broadway.  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS.  At- 
lanta, Oct.  16-20,  1971.  John  W.  Andes,  515  Busse  High- 
way, Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  HYPNOSIS,  Chi- 
cago, Oct.  12-15,  1971.  F.  D.  Nowlin,  800  Washington 
Ave.,  SE,  Minneapolis  65414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual.  Boston,  Oct.  22-30,  1971.  Albert  G.  Boeck,  Jr., 
710  S.  Wolcott  Ave.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS.  INC.,  annual,  Montreal.  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison 
St.,  Suite  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Oct.  28-31,  1971.  Dr.  John  A.D.  Cooper, 
1 Dupont  Circle,  Washington,  DC  20036,  Pres. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  St.  Louis,  Oct.  7-9,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Chicago.  Oct.  6-8,  1971.  Dr. 
Arthur  E.  Brown,  501  Boylston  St.,  Boston  02117,  Sec. 

B EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Houston,  Oct.  14-16, 
1971.  William  E.  Russell,  4429  N,  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 
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MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO. 
Scottsdale,  Ariz.,  Oct.  13-16.  1971.  Mrs.  Virginia  E. 
Bryant,  333  W.  Thomas  Rd.,  No.  207,  Phoenix  85013, 
Exec.  Sec. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  11-13,  1971.  Mrs.  Alma  O'Donnell,  601  NW 
Expressway,  Oklahoma  City  73118,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION.  Charleston. 
SC.  Oct.  3-6,  1971.  Mrs.  Annette  S.  Boutwell,  PO  Box 
10387,  Raleigh,  NC  27605,  Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Mexico  City, 
Oct.  14-16.  1971.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  Anstin,  Oct.  1-3. 
1971.  C.  Lincoln  Williston,  1801  N.  Lamar  Bird.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  October,  1971.  Dr.  Ariel  Bar-Sela,  1717 
Medical  Towers,  Houston  77025,  Sec.-Treas. 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  annual,  San  Juan.  Puerto 
Rico,  Nov.  7-12.  1971.  Creston  C.  Herold,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Philadelphia,  Nov.  14-17,  1971.  Mark  T.  Bowers, 
3664  9th  St.,  Riverside,  Calif.  92501,  Exec.  Officer. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Atlanta,  Nov.  9-13,  1971.  Mrs.  Dene  R.  Murray. 
200  E.  Ohio  St.,  Chicago  60611,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  4-6.  1971.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  10017,  Exec.  V-Pres. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, annual,  San  Juan,  Puerto  Rico,  Nov.  7-12,  1971. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Officer. 

AMERICAN  HEART  ASSOCIATION.  Anaheim.  Calif., 
Nov.  9-18,  1971.  Dr.  James  M.  Hundley,  44  E.  23rd  St., 
New  York  10010,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  'Washington, 
DC,  Nov.  3-6,  1971.  Dr.  Warren  R.  Lang,  7112  Lincoln 
Dr.,  Philadelphia  19119,  Sec.-Treas. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  annual,  El 
Paso,  Nov.  12-13,  1971.  Dr.  John  Emmett,  1900  N.  Ore- 
gon, El  Paso,  Sec. 


NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City,  Nov.  17-19,  1971. 
Margaret  S.  Banks,  79  Madison  Ave.,  New  York  10016, 
Admin.  Asst. 

SOUTHERN  MEDICAL  ASSOCIA’nON,  Miami  Beach, 
Nov.  1-4,  1971.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  36205,  Exec.  Dir. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Nov.  11-13,  1971.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79901,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  FOR  CHILDREN  WITH 
LEARNING  DISABILITIES,  Dallas.  Nov.  11-13,  1971. 
Mrs.  Marjorie  Morehead,  4326  Bobbitt,  Dallas  76229. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
INC.,  Chicago,  Nov.  28-Dec.  3,  1971.  Mrs.  Marguerite  H. 
Henry,  713  E.  Genesee  St.,  Syracuse,  NY  13210,  Exec. 
Dir. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Chicago, 
Dec.  4-9,  1971.  Mrs.  Dorothy  P.  Compton,  2250  NW 
Flanders  St.,  Portland,  Ore.,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT 
OF  SCIENCE,  Philadelphia.  Dec.  26-31,  1971.  Dr.  William 
Bevan,  1616  Massachusetts  Ave.,  NW,  Washington,  DC, 
Exec.  Officer. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIA'nON, 
INC.,  New  Orleans,  Dec.  1-4,  1971.  Gertrude  Conroy. 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  Washington,  DC.  Dec.  5-8,  1971. 
RADM  Walter  Welham,  MC  USN  Ret.,  8602  Connecticut 
Ave.,  Chevy  Chase,  Md.  20015,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  Dec.  6-8,  1971.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC,  Sec. 

B TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

a TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix 
Prof.  Bldg.,  San  Antonio  78206,  Sec.-Treas. 

B TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  San  Antonio,  December,  1971.  Dr. 
Bland  H.  Schwarting,  304  Medical  Prof.  Bldg.,  San  An- 
tonio 78205,  Sec. 
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TEXAS  MEDICINE 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  plus  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  o(  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovlts 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroi(d-an(drogen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  conrains: 
Methyl  Testosterone  ..2.5  me. 
Thyroid  Cit. (1/6  cr.)  ..10  me. 

Glutamic  Acid  SO  mg. 

Thiamme  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 
hCFCRTO 

IpdrI 


HIGH  POTENCY 

Each  red  tablet  contains: 

Methyl  Testosterone  ..5.0  mg. 
Thyroid  Cit.(V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  . . . . ^ . .10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100.  500.  1000. 


Android-X 

EXTRA  HtCH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Eit.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext.  ('/4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxme  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourabie  response  was  seen 
in  78%.  This  compares  with  40%  on 
piacebo.  Aithough  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  roie  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications;  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysurla,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions;  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Referenceo;  1.  Monlesono.  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clm  Med  12:69.  1966.  2,  Dublin.  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67.  1964  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Bradlow,  K.  L.,  Zumoff,  6.,  fuhushima,  0.  K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  i..  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osot,  A.,  and  Farrar,  6.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  impotence  in  the  Male.  Thomas,  Springfield, 

HI.,  1959,  pp.  79-99. 


Write  tor  literature  and  samples:  THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin* 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


POOR 


25% 

17% 

FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blinij  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

♦A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
I theAmer-Ger.Soc.  June,  1964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazolc lOO  mg. 

Nicotinic  Acid i(X)  mg. 

Ascorbic  Acid l(X)  mg. 

Thiamine  HCI 25  mg. 

1-Glutamlc  Acid 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  tOO,  500,  1000  capsules. 

Also  elixir  Boz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazolc  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  RtFERTO 

PDRJ 


Write  lor  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO. 

rzsoow.eth  St., Los  Angeles, Calif.90057 
Write  tor  Product  Catalog 
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What  has  7 million  customers, 
is  in  all  50  states,  takes  in  *20 
billion  a year-&  needs  your  help? 


Our  colleges  and  universities. 

This  year  some  7 million  students  are  enrolled  in 
more  than  2,200  American  institutions  of  higher  learning. 
At  a cost  of  more  than  $20  billion.  In  the  past  10  years 
enrollments  have  doubled.  So  have  costs. 


Tuitions  have  risen  too. 

But  tuition  pays  only  about  hi  the  cost  of  an  education 
in  college.  And  college  is  where  the  future  is  being  shaped. 
Everybody’s. 

So  we’re  asking  everybody  to  help  with  the  other  %. 
Join  the  future.  Give  to  the  college  of  your  choice. 

COUNCIL  FOR 


EDUCATION 


advertising  contributed  for  the  public  good 
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TEXAS  MEDICINE 


Clinical  Chemistry:  Sponsored  by  the 
Commission  on  Continuing  Education, 
American  Society  of  Clinical  Patholo- 
gists, and  under  the  directorship  of 
Dr.  John  B.  Fuller,  UT  Medical  Branch 
at  Galveston,  this  course  is  designed 
for  pathologists  and  medical  technol- 
ogists, and  will  be  held  in  Galveston, 
May  26-28.  The  course  will  consist 
of  discussions  on  toxicological  proce- 
dures, electrophoresis,  Immunoelectro- 
phoresis, single  radioimmunodiffusion 
and  electroimmunodiffusion,  kit  evalu- 
ations of  kinetic  enzyme  procedures, 
and  technics  of  atomic  absorption 
spectrophotometry. 

Fee  for  the  three-day  workshop  is 
$100.  Contact:  Commission  on  Con- 
tinuing Education,  American  Society  of 
Clinical  Pathologists,  710  S.  Wolcott, 
Chicago  60612. 

Pattern  Integrations  That  Sustain  De- 
pendence or  Autonomy:  This  is  the 
title  of  a course  to  be  held  May  31- 
June  1 at  The  University  of  Texas  Med- 
ical School  at  San  Antonio.  The  course 
is  sponsored  by  The  University  of  Tex- 
as Nursing  School  (System-Wide)  and 
will  feature  Dr.  Hildegard  Peplau,  pro- 
fessor and  director,  graduate  program 
in  advanced  psychiatric  nursing,  Rut- 
gers University,  Newark,  NJ.  Fee  for 
the  course  is  $15.  Pre-register  by  con- 
tacting Dorothy  Blume,  Director  of 
Continuing  Education,  UT  Nursing 
School,  Austin  78712. 

Gastroenterology:  The  Medical  College 
of  Georgia  will  present  a seminar  in 
gastroenterology,  June  3-5,  at  Jekyll 
Island,  Ga.  This  course  for  practicing 
physicians  is  designed  to  present  the 
current  status  of  diagnosis  and  man- 
agement of  diseases  of  the  liver,  bili- 
ary tract,  and  pancreas. 

Registration  fee  is  $75.  Contact: 
Division  of  Continuing  Education,  Med- 
ical College  of  Georgia,  Augusta  30902. 

Pediatrics:  Sponsored  by  Children’s 
Medical  Center  of  Dallas  and  the  de- 
partment of  pediatrics  of  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas,  the  Fifth  Annual  Post- 
graduate Pediatrics  Seminar  will  take 
place  June  11-12  at  the  auditorium  of 
Children’s  Medical  Center,  1935  Ame- 
lia Street,  Dallas.  Guest  faculty  will  be 
Drs.  Marc  O.  Beem,  professor  of  pedi- 


atrics, University  of  Chicago  School  of 
Medicine:  Samuel  L.  Katz,  professor 
and  chairman,  department  of  pediat- 
rics, Duke  University  Medical  Center; 
C.  Henry  Kempe,  professor  and  chair- 
man, department  of  pediatrics,  Uni- 
versity of  Colorado  Medical  Center; 
and  Calvin  M.  Kunin,  professor  and 
associate  chairman,  department  of 
medicine.  University  of  Wisconsin. 

Registration  fee  for  the  seminar  is 
$15.  Write  Dr.  John  S.  Chapman,  As- 
sistant Dean  for  Postgraduate  Educa- 
tion, UT  Southwestern  Medical  School 
at  Dallas,  5323  Harry  Hines  Blvd., 
Dallas  75235. 


General  Practice  Review:  University  of 
Colorado  School  of  Medicine  will  pre- 
sent a General  Practice  Review  June 
21-26  at  Estes  Park,  Colo.  To  be  stud- 
ied are  osteoarthritis,  cervical  spine 
problems  in  rheumatoid  arthritis,  man- 
agement of  systemic  pseudomonas  in- 
fections, current  concepts  of  hepatitis, 
dehydration  and  shock,  sepsis  and 
meningitis,  cardiac  failure,  contact  der- 
matitis, fungal  diseases,  bites  and 
stings,  burns,  clinical  management  of 
breech  delivery,  laparoscopy,  ovulation 
induction  and  opiate  addiction. 

Registration  and  tuition  fee  for  the 
review  course  is  $110.  Write  the  Office 
of  Postgraduate  Medical  Education, 
University  of  Colorado  School  of  Medi- 
cine, 4200  East  Ninth  Ave.,  Denver 
80220  for  more  information. 


Stroke:  "The  Diagnosis  and  Treatment 
of  the  Stroke  Patient’’  will  be  offered 
through  the  department  of  postgradu- 
ate education  at  UT  Southwestern 
Medical  School  at  Dallas.  The  program 
is  sponsored  by  the  Regional  Medical 
Program  of  Texas  and  will  be  held 
June  25-26.  All  aspects  of  diagnosis, 
medical  management,  surgical  man- 
agement and  rehabilitation  procedures 
for  the  stroke  patient  will  be  discussed 
by  members  of  the  Stroke  Demonstra- 
tion Program  at  Presbyterian  Hospital 
in  Dallas.  The  purpose  of  the  program 
is  to  provide  the  physician  with  the 
most  up-to-date  techniques  available 
in  diagnosis,  and  the  most  up-to-date 
methods  of  treatment  and  rehabilita- 
tion. 

Dr.  Richard  R.  North,  Presbyterian 
Hospital  of  Dallas,  8200  Walnut  Hill 


Lane,  Dallas  75231,  may  be  contacted 
for  more  information. 

Nuclear  Medicine:  July  26-30  are  the 
dates  of  a course  entitled,  “Nuclear 
Medicine — Its  Use  in  Defining  Dis- 
ease,’’ sponsored  by  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton and  UT  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Hoiiston.  The 
course  is  designed  for  both  the  general 
practitioner  and  the  specialist  and  will 
take  place  at  UT  M.D.  Anderson  Hos- 
pital. Fee  for  the  course  is  $100.  Con- 
tact: Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton, PO  Box  20367,  Houston  77025. 

Rheumatic  Diseases:  "Recent  Advanc- 
es in  Rheumatic  Diseases’’  will  be 
sponsored  by  the  American  College  of 
Physicians,  July  26-29,  in  Estes  Park, 
Colo.  The  four-day  course  will  feature 
guest  speakers  who  are  authorities  in 
the  field  of  rheumatic  diseases.  Gout, 
rheumatoid  arthritis,  lupus  erythema- 
tosus, and  radiographic  manifestations 
of  rheumatic  disease  will  be  empha- 
sized. 

Tuition  is  $125  for  non-members  of 
the  College:  $80  for  members,  resi- 
dents and  research  fellows;  and  $40 
for  ACP  candidates.  Further  informa- 
tion and  details  may  be  obtained  by 
writing  the  Office  of  Postgraduate  Med- 
ical Education,  University  of  Colorado 
School  of  Medicine,  4200  East  Ninth 
Ave.,  Denver  80220. 

Dermal  Pathology:  The  University  of 
Texas  Graduate  School  of  Biomedical 
Sciences  and  UT  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston 
will  present  a five-day  course  in  “Der- 
mal Pathology’’  Aug.  23-27.  Emphasis 
will  be  on  reviewing  the  basic  concepts 
of  dermal  pathology,  including  embry- 
ology, histology,  electron  microscopy, 
histochemistry,  inflammatory  derma- 
toses, granulomatous  dermatoses,  re- 
ticulo-endothelial  dermatoses  and  nevi 
and  neoplasms. 

The  course  is  designed  primarily  for 
pathologists  and  dermatologists.  Tui- 
tion fee  is  $125.  For  further  informa- 
tion, write  to  the  Division  of  Continuing 
Education,  UT  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  PO  Box 
20367,  Houston  77025. 
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For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 


Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WAR  N E R-CH I LCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-11 


Thinking  about  a new  practice  opportunity? 

Let  Us  Help  You! 

The  TMA 

Physicians'  Placement  Service 

will  circulate  your  biographical  sketch 
and  job  preferences  to  communities 
and  to  medical  groups 
looking  for  associates. 


No  service  fee  is  involved.  Just  write  or  call: 

Physicians’  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
(Phone:  AC  512  - 477-6704) 
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For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy.-  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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Nothing  new  about  Synirin  other  than 
. . .it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Synirin. 

ASPIRIN  5 QR^PENTOBARBITAL  US  Git. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
" in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  .325  mg.  (5  gr.) 

Pentobarbital* 8mg.  (l/8gr.) 

"‘May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


A clinical  supply  of  this  new  aspirin  formulation  may  he  recptesled. 


Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 


Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning:  may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  pbenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  wiU 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances: 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  2326  1 

Ad'S  6 


Around  the  World 
in  80  Days”. . . 

^ . .An  expense-paid  trip  with  one  hitch  -- 
a 60-day  hitch  in  a South  Viet  Nam  civilian  hospital 
delivering  vitally  needed  medical  care  to  the  people 
of  South  Viet  Nam. 

American  physicians  are  urgently  needed, 
especially  general  practitioners,  general  surgeons, 
internists,  ophthalmologists,  orthopedic  surgeons, 
pediatricians,  and  preventive  medicine  specialists. 

For  further  information  please  write  to: 

Program  Director 
Volunteer  Physicians  for  Viet  Nam 
American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 


in  stable  adult  diabetes,  if  diet  alone fails... 

start  with 
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(phenformin  HCl) 

timed-disintegration  capsules  50  mg.  / 
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sulfonylurea 
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Lowers  elevated  blood  sugar  without  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  theclinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


lowers  elevated 
blood  sugar 


Howto  prescribe  DBP-TD  (phenformin  HCI) 

To  start  with  DBI-TD 

Week  1 1 capsule  with  breakfast  may  be  ef- 
fective, or  a second  capsule  may  be 
given  with  the  evening  meal. 

Week  2 Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
ures, primary  and  secondary.  Contraindications:  Diabetes  mel- 
litus that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
is  uncomplicated  and  well  regulated  on  insulin;  acute  compli- 
cations of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
grene); surgery;  severe  hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre- 
cautions: Starvation  Ketosis,  which  must  be  differentiated 
from  "insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBI  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
ommended in  the  presence  of  azotemia  or  in  any  clinical  situa- 
tion that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
sis, it  is  recommended  that  periodic  determinations  of  ketones 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare, 
urticaria  and  gastrointestinal  symptoms  following  exces- 
sive alcohol  intake  have  been  reported.  Dosage:  1 to  3 
DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331. 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles 
of  100  and  1000. 
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FlurandrenolideTape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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TEXAS  MEDICINl 


Editorials 


THE  ORINASE  CONTROVERSY 

In  my  opinion,  the  so-called 
Orinase  controversy  occurred  by 
default  because  the  unprece- 
dented release  of  research  findings 
to  the  public  press  before  they 
had  been  judged  by  a qualified 
medical  audience  was  not  promptly 
censured  by  the  scientific  peers 
of  those  responsible. 

On  May  21,  1970,  the  findings 
of  the  University  Group  Diabetes 
Program  (UGDP)  became  national 
headline  news  almost  a month 
before  their  scheduled  presenta- 
tion at  the  annual  meeting  of 
the  American  Diabetes  Association. 
The  project  was  a cooperative 
study  by  12  university  medical 
centers  to  evaluate  the  effects 
of  diet  alone  and  diet  plus  tolbuta- 
mide (Orinase),  a fixed  dose  of 
insulin,  and  a variable  dose  of 
insulin,  upon  the  outcome  of  newly 
diagnosed  adult-onset  diabetes. 
More  than  800  diabetics  were 
followed  on  one  of  the  four  regi- 
mens for  three  to  eight  years. 
During  this  time  89  patients  died, 
61  of  them  from  heart  attacks 
or  other  cardiovascular  lesions. 

The  sensational  findings,  however, 
were  that  30  deaths  occurred  in 
the  Orinase-treated  group,  and 
that  26  of  them  were  cardio- 
vascular deaths.  These  facts  were 
translated  by  the  writer  of  the 
national  news  story  into  8,000 
Orinase-induced  deaths  per  year. 


The  UGDP  workers  themselves 
concluded  that,  “.  . . the  combin- 
ation of  diet  and  tolbutamide 
therapy  is  no  more  effective  than 
diet  alone  in  prolonging  life. 
Moreover,  the  findings  suggest  that 
tolbutamide  and  diet  may  be  less 
effective  than  diet  alone,  or  than  diet 
and  insulin,  at  least  insofar  as  car- 
diovascular mortality  is  concerned.” 
These  astounding  findings  were 
publicly  endorsed  by  the  Food 
and  Drug  Administration  the 
very  next  day. 

When  the  UGDP  study  was  offi- 
cially reported  on  June  14,  how- 
ever, it  evoked  such  raucous 
skepticism  from  the  nation’s  lead- 
ing diabetologists  that  the  FDA 
postponed  immediate  plans  to 
restrict  the  use  of  Orinase.  But 
on  Oct  30  the  agency  sent  all  phy- 
sicians a Drug  Information  Letter 
summarizing  the  UGDP  findings 
on  Orinase  and  recommending 
that  the  use  of  all  sulfonylurea 
agents  be  limited  to  patients  with 
adult-onset,  nonketotic  diabetes 
which  . . cannot  be  adequately 
controlled  by  diet  or  weight  loss 
alone  and  in  whom  the  addition 
of  insulin  is  impractical  or  un- 
acceptable.” Surprisingly,  these 
recommendations  were  endorsed 
by  the  Drug  Council  of  the 
American  Medical  Association 
and  by  the  American  Diabetes 
Association. 
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A month  later,  diabetologists  across  the 
land  belatedly  mounted  a counterattack. 

On  Nov  30  Dr.  Robert  Bradley  of  the  Joslin 
Clinic  and  three  cochairmen*  convened 
40  diabetes  specialists  in  Boston  to  discuss 
the  UGDP-FDA  situation  and  decide  on 
appropriate  action.  Gross  deficiencies  in 
design,  execution,  and  statistical  analysis 
of  the  study  were  spelled  out  in  detail. 

It  was  then  emphasized  that  the  FDA  recom- 
mendations based  on  these  questionable 
data  would  have  catastrophic  effects  upon 
the  management  of  diabetes  by:  (1)  caus- 
ing 90%  reduction  in  the  number  of  diabetics 
treated  with  oral  agents;  (2)  abandoning 
thousands  of  patients  who  refuse  to  diet 
and/or  take  insulin,  and  whose  physicians 
refuse  to  prescribe  oral  agents;  (3)  fostering 
the  belief  that  blood  sugar  control  is  of  no 
benefit  to  life  or  limb;  (4)  making  a mockery 
of  diabetes  detection  programs;  (5) 
reducing  the  employability  and  insurability 
of  diabetics  switched  from  oral  agents  to 
insulin;  (6)  letting  the  patient  choose  his 
own  treatment;  (7)  destroying  the  diabetic’s 
faith  in  his  physician;  and  (8)  paving  the 
way  for  malpractice  suits  when  diabetics 
on  oral  agents  die  of  cardiovascular  disease. 

At  a press  conference  next  day,  the 
four  cochairmen  released  a statement  on 
the  treatment  of  diabetes  that  cited  these 
deleterious  effects  and  ended  by  requesting: 

“(1)  suitable  modifications  of  the  FDA  Drug 
Information  Letter;  (2)  immediate  recon- 
sideration of  FDA-proposed  revisions  of 
the  package  inserts  demanded  of  the  manu- 
facturers of  oral  hypoglycemic  agents; 
and  (3)  further  independent  statistical  and 
clinical  analysis  of  the  UGDP  study,  based 
on  raw  data  thus  far  unavailable  to  the 
scientific  community.”  Copies  of  the  state- 
ment were  forwarded  to  the  FDA,  the 

*The  cochairmen  were  Dr.  Peter  Forsham  of  San  Fran- 
cisco, Dr.  Henry  Dolger  of  New  York,  and  Dr.  Hol- 
brooke Seltzer  of  Dallas. 


ADA,  the  AMA,  and  appropriate  members 
of  Congress.  It  was  subsequently  sent 
to  diabetes  specialists  around  the  country, 
and  is  presently  supported  by  141  signatures. 

Otherwise,  however,  the  anti-UGDP/FDA 
campaign  has  made  little  progress  since 
December.  At  Dr.  Bradley’s  urging,  the 
ADA  did  recommend  modifications  in  the 
FDA  Drug  Information  Letter.  However, 
negotiations  that  began  early  in  February 
between  the  agency  and  Dr.  Bradley’s  group 
have  now  extended  into  mid-April  with  the 
outcome  still  not  in  sight.  If  reasonable  albeit 
face-saving  concessions  are  not  made 
ultimately,  the  only  recourse  will  be  direct 
attack  upon  the  credibility  of  the  UGDP 
findings  from  which  the  FDA  recommendations 
were  derived. 

In  this  regard,  diabetes  associations 
and  drug  safety  councils  in  other  countries 
are  mystified  by  the  FDA’s  precipitous  action 
based  upon  a single  report  of  dubious 
validity.  Their  confusion  stems  from  not 
appreciating  the  pivotal  role  of  the  premature 
press  release  on  May  21.  The  latter  created 
instant  panic  among  800,000  Americans 
who  were  taking  Orinase — panic  that  was 
spread  the  next  day  by  FDA  endorsement  of 
the  study.  As  the  acute  scare  subsided 
to  chronic  anxiety,  it  set  the  stage  for  the 
agency  to  claim  response  to  “public  pressure” 
for  its  bombshell  Drug  Information  Letter 
of  Oct  30.  In  short,  the  FDA  used  the  national 
panic  it  helped  create  toward  one  sulfonyl- 
urea to  justify  its  restrictions  against  all 
such  agents.  Apprehension  about  Orinase 
undoubtedly  also  helped  pressure  both 
the  AMA  and  the  ADA  into  supporting 
the  UGDP  study. 

On  the  other  hand,  had  those  responsible 
for  this  public  “trial  by  fury”  been  singled 
out  and  censured  at  the  ADA  meeting  last 
June  14,  the  greater  havoc  wrought  since 
then  would  never  have  occurred. 

Holbrooke  S.  Seltzer,  MD,  Dallas. 
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ORGANIZATIONAL  STRENGTH 
IS  BASIC  ISSUE  IN  MEDICINE 

Upon  finishing  a busy  year  as  president  of 
El  Paso  County  Medical  Society,  I reflect  that 
our  activities  were  legion:  We  printed  an 
illustrated  directory,  coped  with  a metha- 
done maintenance  program,  studied  the 
formation  of  a “free  clinic’’  for  certain  seg- 
ments of  youth,  successfully  conducted 
a community-wide  rubella  vaccination 
program,  and  transferred  a notable  county 
society  tumor  clinic  to  different  auspices, 
to  name  just  a few.  But  these  activities, 
important  as  they  are,  may  represent  only 
skirmishes  in  a larger  war — a war  to  maintain 
the  long-term  viability  of  organized  medi- 
cine itself.  As  our  organizational  strength  is 
impaired,  so  do  we,  as  individual  practi- 
tioners, become  easier  prey  for  bureaucrats 
and  politicians. 

Our  December  1970  business  meeting 
brought  forth  considerable  caustic  comment 
about  the  increase  in  TMA  and  AMA  dues. 

Some  of  us  were  able  to  advance  reasonable 
arguments  as  to  the  benefits  accruing  from 
TMA  membership,  such  as  (1)  the  library 
facilities,  (2)  interesting  state  news,  (3) 
excellent  insurance  plan,  (4)  the  continuous 
attention  to  our  interests  in  state  legislation, 
and  (5)  a well-evidenced  disposition  of 
TMA  staff  members  to  be  of  real  help 
to  the  individual  member.  But  as  for  the 
AMA,  what  it  now  does  in  a practical  way 
to  justify  that  part  of  the  dues  payment 
is  open  to  doubt,  and  the  AMA  certainly 
needs  to  improve  its  image  with  the 
average  physician  if  it  is  going  to  merit 
his  support.  The  AMA’s  rebuttal  to  the 
CBS  television  documentary  in  April  was, 
in  my  opinion,  very  poorly  done;  the  material 
sent  to  me  (as  president  of  a county 
society)  arrived  too  late  and  was  not  of 
sufficient  “punch’’  to  be  used  on  any  local 
stations.  In  that  instance,  I would  have 
much  preferred  that  a portion  of  my  dues 


money  be  used  to  buy  time  on  a rival  network 
to  give  a more  accurate  picture  of  the 
average  working  physician.  I would  think 
that  the  AMA  could  develop,  with  pro- 
fessional help,  some  program  of  the  “Marcus 
Welby’’  type  to  discreetly  account  for  the 
increased  fees  and  increased  services 
necessary  to  practice  medicine  today. 

Some  paid  “institutional”  advertising 
in  nonprofessional  magazines,  pointing 
out  gross  errors  in  bureaucratic  medical 
thinking,  would  not  be  amiss. 

I believe  the  AMA  should  be  at  the 
forefront  of  the  search  for  some  logical 
solution  to  our  malpractice  insurance 
dilemma.  If,  as  has  been  said,  Americans 
are  a litigious  people  and  there  is  little 
or  no  hope  of  changing  the  basic  contingency- 
fee  legal  arrangement,  the  AMA  could  take 
a different  tack.  It  could  regularly  advertise, 
in  magazines  of  general  readership,  that 
the  lions’  share  of  payments  goes  to 
parties  other  than  the  plaintiff.  It  also 
could  investigate  the  possibility  of  a 
retributive  legal  squad  to  press  suitable 
countercharges  against  plaintiffs  and 
attorneys  who  just  “go  fishing”  with  little 
to  lose  and  much  to  gain  from  physicians 
and  their  insurance  carriers. 

There  is  also  a new  threat  to  the  strength 
of  our  organization  on  the  county  and 
state  levels,  brought  about  by  activities  of 
peer  review  committees.  I am  in  favor  of 
such  committees  and  see  that  they  are 
necessary,  but  some  members  have 
broached  the  idea  that  if  they  do  not  belong 
to  the  local  medical  society  they  are  free 
from  peer  review  or  actions  of  the  board 
of  censors.  Some  quite  successful  practitioners 
in  our  city  resist  all  invitations  to  join 
our  county  medical  society.  Their  example 
might  well  influence  others  to  cease 
paying  dues  or  not  to  join  at  all.  Until  a few 
years  ago  it  was  a requirement  in  our 
local  hospitals  (and,  I believe,  generally  true 
throughout  the  country)  that  a physician 
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had  to  be  a member  of  his  county  medical 
society  (or  applicant)  to  be  on  the  staff  of  a 
public  hospital.  The  courts  knocked  down  this 
requirement  as  being  “restraint  of  an  individ- 
ual's right  to  earn  a living,”  and  we  lost 
a mighty  weapon  for  firm,  gentle  discipline. 

It  was  much  simpler,  and  easier  on  the 
errant  physician,  to  be  threatened  with  loss 
of  hospital  privileges  by  a local  suspension 
of  membership  than  to  make  a case 
before  the  State  Board  of  Medical  Examiners. 

In  view  of  recent  emphasis  by  TMA  and 
AMA  for  peer  review  committees,  and 
even  in  Congress  toward  local  medical  groups 
regulating  their  members’  charges  and 
services,  it  might  be  worthwhile  to  reinvestigate 
the  legal  aspects  of  requiring  county  society 
membership  for  hospital  staff  privileges. 

If  this  doctrine  could  be  successfully 
reasserted,  our  profession  certainly  would 
benefit  and  our  organizational  strength 
would  be  assured. 

John  D.  Martin,  MD,  El  Paso. 

Editor’s  Note:  The  AMA  did  try  to  buy  time  (after 
being  refused  free  time)  for  rebuttal  of  the  CBS  docu- 
mentary, but  was  refused  by  all  major  networks. 

communications  to 

TEXAS  MEDICINE 

Efficacy  of  Double  Master  Test 

In  the  May  1970  issue  of  Texas  Medicine, 
pages  54-57,  there  was  an  article  by  Drs.  M.  E. 
Rougraff  and  J.  C.  Baker  entitled  “Heart  Rate 
Response  to  Exercise  by  Double  Master  Test.” 
The  purport  of  the  article  was  that  the  exertion 
involved  in  the  double  Master  two-step  test 
wasn’t  sufficient  to  raise  the  heart  rate  suffi- 
ciently to  discover  adequate  changes  in  the 
post-exercise  electrocardiograms.  The  authors 


stated  that  the  Master  two-step  test  only  at- 
tains 50-60%  of  heart  rate  of  the  age-predicted 
maximal  rate  of  Sidney  Robinson  (1938). 

This  is  not  our  experience  and  we  are  finish- 
ing articles  in  regard  to  the  rate  of  the  two-step 
test.  In  patients  with  angina  studied  success- 
ively, the  maximal  heart  rate  attained  is  72- 
74%  of  the  maximal  age-predicted  rate  of 
Robinson. 

Incidentally,  I should  like  to  mention  a ma- 
neuver to  obtain  the  fastest  heart  rate  of  the 
patient  when  he  performs  the  double  Master 
two-step  test.  The  fastest  rate  on  the  two-step 
test,  if  not  obtained  immediately  after  the  last 
trip,  will  be  missed.  The  heart  rate  decelerates 
very  quickly.  Our  reports  will  deal  with  “moni- 
tored” tests,  that  is,  the  rate  is  recorded  while 
the  patient  is  actually  walking  over  the  two 
steps  so  we  never  miss  the  maximal  rate.  How- 
ever, we  have  had  occasion  to  demonstrate  an 
easy  way  of  obtaining  the  fastest  heart  rate 
during  the  two-step  test  without  “monitoring” 
the  patient.  Just  as  the  last  trip  of  the  two-step 
test  is  about  to  be  made,  the  technician  flips 
the  “on”  button  of  the  ECG  machine.  Thus,  the 
heart  beat  is  recorded  through  the  last  trip  and 
then  while  the  patient  is  lying  down  on  the 
table.  Since  the  patient  is  in  motion  during  his 
last  trip  and  while  he  is  proceeding  to  lie  down 
on  the  table,  his  ECG  will  be  erratic  and  impos- 
sible to  interpret  for  a few  seconds.  Neverthe- 
less, the  QRS  will  always  be  recorded  and  easily 
discernible  and  so  the  heart  rate  can  be  ob- 
tained. Insurance  doctors  and  practicing  physi- 
cians can  thus  obtain  the  maximal  heart  rate 
and,  I repeat,  in  patients  with  angina,  it  is  72- 
74%  of  the  maximal  age-predicted  rate  of 
Robinson  for  men  35  to  78  years  of  age.  Again, 
as  we  intend  to  show,  this  rate  is  more  than 
adequate  for  the  discovery  of  “ischemic”  heart 
disease. 

Very  truly  yours, 

Arthur  M.  Master,  MD,  New  York,  NY. 
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Whenthe 

G.I.  bug  hitsTexas... 
these  Texans  are  here 

to  help  you 


For  quick  relief  of 

G.I.  cramping  and  diarrhea 


■ pleasant-tasting  creamy-white  suspension 

■ contains  paregoric  (equivalent) 

■ controls  diarrhea  and  colicky  cramps 

■ effective  for  all  ages  down  to 
one  year 


Supplied  in  bottles  of  4 and  8 fluid  ounces. 
Contains  opium  (V4  grain)  1 5 mg.  per  fluid  ounce. 

Warning;  May  be  habit  forming. 

Each  fluid  ounce  contains;  Paregoric  (equivalent) 
( 1 fl.  dram)  3.7  ml.;  Pectin  (IVi  grains)  162  mg.; 
Kaolin  (85  grains)  5.5  g.;  Alcohol  0.  69%  • 

Your  Rorer  representative  will  call  on  you 
soon  with  an  ample  supply  of  Parepectolin® 
samples  to  meet  your  needs. 


WILLIAM  H.  RORER,  lINC. 

Fort  Washington,  Pa.  19034 
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The  automatic 


transMipn. 


Your  patients  start  thyroid  therapy 
smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
“bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTHROID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
If  s a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.^ 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T4  to  Taat  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50^f  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


Synthroid 


(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID, IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema, hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  ora!  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications : Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects;  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  FBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0. 4 mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0.1  mg.  until  the  optimum 
maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  O.I  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC 

Morton  Grove,  Illinois  60053 


As  your  hypothyroid 
patients  travel 
alona  the  smooth 
roady  let  us  be 
of  service  in  these 
4 specific  ways: 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 

A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK:  Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS.' 

0.05mg.(white);0.l  mg. (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


# SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further 
information. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053 


Unified  organization  offers  strength, 
plus  room  to  promote  individual  views 


During  the  next  12  months  this 
page  will  be  my  means  of  communica- 
tion with  you,  the  11,000  + members 
of  the  Texas  Medical  Association. 

1 will  do  my  best  to  use  it  to  keep 
you  informed  of  the  activities  of 
your  Association  as  well  as  that  of 
others  in  which  we  as  physicians 
have  an  interest.  This  will  be 
to  the  Association’s  advantage  only 
if  you  as  members  read  this  page 
and  respond  to  the  information  which 
it  contains.  I invite  each  of  you  to 
respond  to  these  monthly  letters 
and  to  voice  your  views  to  the 
Association.  If,  during  these  12 
months,  this  organization  does  not 
appear  to  be  fully  reflective  of 
your  views,  then  I suggest  that  you 
become  active  in  your  county 
society  and  through  this  means 
work  to  change  the  TMA  policies. 

As  the  national  effort  begins 
to  gear  for  the  1972  elections  and 
every  politician  of  both  parties 
begins  again  to  make  grand  promises 
to  the  voters,  we  in  medicine  will 
see  a wider  variety  of  medical 
promises  than  ever  before.  We  are 
no  longer  able  to  afford  the  luxury 
of  splinter  groups  in  medicine. 

We  must,  if  we  are  to  survive  as  a 
free  profession,  put  aside  petty 
differences ; remember  that  every- 
one does  not  agree  with  everything  all 
the  time ; that  one  who  does  not 
agree  with  everything  is  not  the 
enemy  but  a fellow  physician  with 
the  same  rights  of  thought  and 
expression  which  we  claim  for 
ourselves;  and,  of  most  importance, 
we  must  remember  that  the 
welfare  of  our  patients  comes  before 
either  our  own  or  that  of 
government. 

This  Association  during  the  past 
year  has  gained  386  new  member 
physicians.  Only  8 of  these 
reflected  a gain  in  AMA  member- 
ship. Had  54  more  of  our  Texas 
physicians  joined  the  AMA  we  would 
have  another  delegate  to  the  AMA 
for  1971.  This  loss  is  unfortunate, 
for  whatever  you  may  like 
or  not  like  about  AMA 
policies  and  activities,  it  is  still 
the  only  organization  in  medicine 


which  is  representative  of  all 
the  physicians  in  the  actual  delivery 
of  health  care,  and  some  94% 
of  all  physicians  engaged  in  the 
delivery  of  private  medical  care  in 
this  country  belong  to  the  AMA. 
Have  you  mailed  in  your  1971  dues? 
The  strength  in  unity  that  is 
possible  should  not  be  casually 
lost  by  default. 

The  Texas  Medical  Association 
now  provides  services  to  seven 
specialty  societies  in  our  state.  This 
provision  offers  greater  liaison 
than  ever  before ; allows  faster 
communication  within  societies ; and 
overall  serves  to  bring  meaningful 
relationships  between  the  specialty 
and  the  parent  societies  to  the 
surface.  Is  your  specialty  society 
one  of  those  served?  If  not,  let  me 
encourage  you  to  discuss  this 
with  its  officers.  The  many  years 
of  experience,  the  vast  machinery  of 
the  executive  secretery’s  office  and 
the  TMA  generally  are  at  your 
service.  We  invite  you  to  use  them. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 


They  all  have  two  things  in  common:  they  have  monilial  vaginitis; 


Candefhn  now  gives  you  complete 
therapeutic  flexibility. 

It  is  the  specific  high  potency  antimonilial  agent  which 
provides  superior  effectiveness.  And  there  is  at  least  one 
dosage  form  to  meet  every  patient’s  individual  needs  and/ 
or  preference. 

CANDEPTIN  —more  advantages  for  your  patients  . . . 

It’s  fast— prompt  symptomatic  relief  of  itching,  burning, 
candidiasis  discharge  and  malodor  in  48-72  hours;  usu- 
ally cures  completely  in  a single  14-day  course  of  therapy. 
It’s  safe,— no  side  effects,  clinical  reports  of  irritation  or 
sensitization  have  been  extremely  rare;  exact  dosage  can 
be  assured. 

It’s  convenient— easy  to  use  in  all  forms,  encourages  pa- 
tient acceptance  and  cooperation;  therapy  can  be  started 
in  your  office. 

It’s  clinically  proven— Candicidin  is  significantly  more  po- 
tent in  vitro  than  nystatin,’  and  has  a record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant  pa- 
tients.24.4  In  two  recent  studies,  both  involving  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed  cure 
rate  was  achieved  with  14  days  of  therapy. 


CANDEPTIN  (candicidin)  Vaginal  Tablets,  Vaginal 
Ointment,  and . . . new  Vagelettes^’^ 

Now  Vagelettes  offer  a unique  new  dosage  form— candi- 
cidin ointment  in  a soft  gelatin  capsule  — for  virtually 
unlimited  application.  With  Candeptin  in  three  forms, 
your  range  of  therapy  has  been  extended  to  meet  even 
those  previously  difficult-to-treat  Candida  cases. 

□ For  the  young  patient— cut  off  the  tip  of  the  narrow 
soft  end  of  the  Candeptin  Vagelette  and  extrude  contents 
through  the  intact  hymen. 

□ For  the  gravid  patient— easy  manual  insertion  without 
the  need  for  an  applicator  or  inserter  for  intravaginal  use. 

□ For  the  multiple  needs  of  all  your  patients— topical 
application  for  labial  involvement,  intravaginal  use  to 
treat  mucosal  infestation. 

References:  1.  Lechevalier,  H.:  Antibiotics  Annual  1959-1960. 
New  York,  Antibiotica  Inc.,  1960.  pp.  614-618.  2.  Olsen,  J.R.: 
Journal-Lancet  55:287  (July)  1965.  3.  Giorlando,  S.W.,  Torres, 
J.F.,  and  Muscillo,  G.:  Am.  J.  Obst.  & Gynec.  90:370  (Oct.  1) 
1964.  4.  Friedel,  H.J.:  Maryland  M.J.,  75:36  (Feb.)  1966.  5.  Gior- 
lando, S.W.:  to  be  published  1971.  6.  Decker,  A.:  Case  Reports 
on  File,  Medical  Department,  Julius  Schmid. 
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they  can  now  be  cured  with  Candepti n.  Even  these  two. 


Candeptin® 

Candicidin  Vaginal  Tablets,  Ointment,  VAGELETTES™ 

Description;  Candeptin  (candicidin)  Vaginal  Ointment  contains 
a dispersion  of  candicidin  powder  equivalent  to  0.6  mg.  per  gm. 
or  0.06%  Candicidin  activity  in  U.S.R  petrolatum.  3 mg.  of  Can- 
dicidin is  contained  in  5 gm.  of  ointment  or  one  applicatorful. 
Candeptin  Vaginal  Tablets  contain  Candicidin  powder  equiva- 
lent to  3 mg.  (0.3%)  Candicidin  activity  dispersed  in  starch, 
lactose  and  magnesium  stearate.  Candeptin  Vagelettes  contain  3 
mg.  of  Candicidin  activity  dispersed  in  5 gm.  U.S.P.  petrolatum. 
Action:  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  and  Vagel- 
ettes possess  anti-monilial  activity. 

Indications;  Vaginitis  due  to  Candida  albicans  and  other  Candida 
species. 

Contraindications:  Contraindicated  for  patients  known  to  be 
sensitive  to  any  of  its  components.  During  pregnancy  manual 
Tablet  or  Vagelette  insertion  may  be  preferred  since  the  use  of 
the  ointment  applicator  or  tablet  inserter  may  be  contraindicated. 
Caution:  During  treatment  it  is  recommended  that  the  patient  re- 
frain from  sexual  intercourse  or  the  husband  wear  a condom  to 
avoid  re-infection. 

Adverse  Reaction:  Clinical  reports  of  sensitization  or  temporary 
irritation  with  Candeptin  Vaginal  Ointment,  Vaginal  Tablets  or 
Vagelettes  have  been  extremely  rare. 

Dosage:  One  vaginal  applicatorful  of  Candeptin  Ointment  or 
one  Vaginal  Tablet  or  one  Vagelette  is  inserted  high  in  the  vagina 


twice  a day,  in  the  morning  and  at  bedtime,  for  14  days.  Treat- 
ment may  be  repeated  if  symptoms  persist  or  reappear. 

Available  Dosage  Forms:  Candeptin  Vaginal  Ointment  is  sup- 
plied in  75  gm.  tubes  with  applicator  (14-day  regimen  requires  2 
tubes).  Candeptin  Vaginal  Tablets  are  packaged  in  boxes  of  28, 
in  foil  with  inserter  — enough  for  a full  course  of  treatment. 
Candeptin  Vagelettes  are  packaged  in  boxes  of  14.  (14-day  regi- 
men requires  2 boxes). 

Store  under  refrigeration  to  insure  full  potency. 

Federal  law  prohibits  dispensing  without  prescription. 

Candeptin 

aginal  Tablets/ Ointment, 

yL4IHilLlUlIly  VAGELETTES^“  Vaginal  Capsules 

depend  on  it  as  your  agent  of  first  choice 


Innovators  in  Candicidin  Therapy 
Julius  Schmid  Pharmaceuticals 
423  West  55th  Street 
New  York,  New  York  10019 
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Safety  isn’t 
everytliini^  in  a 
antibiotic. 

Until  you  need  it. 


Such  as  the  time  when  tooth  staining  becomes  a matter 
of  consideration. 

Or  the  patient  has  impaired  kidney  function. 

Or  there  is  a potential  for  a severe  allergic  reaction  with 
a penicillin-sensitive  patient. 

There  is  no  guarantee  of  safety,  even  with  Erythrocin. 

]\Iild  allergic  reactions,  abdominal  discomfort  and  rare 
monilial  overgrowth  may  occur.  But  serious  reactions  are 
extremely  rare.  And  after  18  years,  there  are  no  known 
toxic  effects  on  vital  organs,  bone,  blood,  nerves  or  teeth. 

We’ll  ask  you  the  question.  Have  you  ever  seen 
a severe  reaction  with  Erythrocin?  101281 

ERYTHROCIN' 

ERYTHROMYCIN,  ABBOTT 

The  potency  yon  need 
-the  safety  you  want 

See  next  page  for  brief  summary,  listing 
indicated  organisms,  precautions,  etc. 


Erythrocin* 

(ERYTHROMYCIN,  ABBOTT) 

Brief  Summary 


Indications 

Erythrocin  is  indicated  against  gram-posi- 
tive cocci  — staphylococci  (most  strains), 
pneumococci  and  streptococci  (including 
enterococci) . Active  against  other  pathogens, 
such  as  Corynehacterium,  Hemophilus,  Clos- 
tridium, Neisseria,  and  Treponema  pallidum, 
the  agents  causing  trachoma  and  lympho- 
granuloma venereum  and  primary  atypical 
pneumonia  caused  by  Mycoplasma  pneumo- 
niae (Eaton  agent).  Establish  susceptibility 
of  pathogenic  organism  when  practical.  Main- 
tain therapeutic  levels  for  ten  days  in  the 
treatment  of  streptococcal  infections  to  help 
prevent  rheumatic  fever  and  glomerulone- 
phritis. Also  consider  local  measures  or  sur- 
gery whenever  indicated. 

Contraindications 

Known  hypersensitivity  to  erythromycin. 

I.M.  preparation  also  contraindicated  in  pa- 
tients hypersensitive  to  the  “caine”  type  of 
local  anesthetics. 

Precautions,  Side  Effects 

Occasionally  abdominal  discomfort, 
cramping,  nausea  or  vomiting  may  occur; 
generally  controlled  by  reduction  of  dosage. 
Mild  allergic  reactions,  such  as  urticaria  and 
other  skin  rashes,  may  occur.  Serious  allergic 
reactions  have  been  extremely  infrequent;  if 
hypersensitivity  is  encountered  consider  ap- 
propriate countermeasures,  e.  g.,  epinephrine, 
steroids,  etc.,  and  withdraw  drug.  The  rare 
possibility  of  overgrowth  of  nonsusceptible 
organisms  should  be  kept  in  mind;  if  it  occurs 
withdraw  drug  and  institute  appropriate 
treatment.  Local  venous  discomfort,  gener- 
ally mild,  may  occur  with  I.  V.  administration. 
I.M.  preparation  is  suitable  for  deep  intra- 
muscular administration  only;  restrict  use  in 


children  with  small  muscle  mass.  A mild 
transient  local  discomfort  sometimes  occurs 
following  rectal  insertion  of  Erythrocin  Sup- 
positories; discontinue  if  significant  discom- 
fort persists. 

Administra-tion  and  Dosage 

I.  ORAL:  In  adults  with  mild  to  moderate 
infections  caused  by  readily-susceptible  or- 
ganisms 1 .0  Gm.  daily;  more  severe  infections 
or  those  caused  by  less  susceptible  organisms 
2.0  Grams  daily;  unusually  severe  infeetions 
up  to  4 or  more  Gm./day.  Daily  dose  in  chil- 
dren is  15  to  25  mg./lb. /day  depending  upon 
severity  of  infection.  Daily  dose  should  be 
administered  in  divided  doses  at  4-to-6  hour 
intervals.  Continue  treatment  for  at  least  48 
hours  after  symptoms  have  subsided  and  tem- 
perature has  returned  to  normal.  In  fulminat- 
ing or  life-threatening  infections,  a parenter- 
al form  of  erythromycin  is  preferred. 

II.  PARENTERAL:  Intravenous  admin- 
istration may  be  continuous  or  intermittent 
(6  to  8 hour  intervals);  1 to  4 Gm.  daily  in 
adults;  15  to  25  mg./lb./day  in  children, 
depending  upon  severity  of  infection.  Rec- 
ommended I.M.  dose  is  100  mg.  (2  ml.)  for 
adults,  50  mg.  ( 1 ml.)  for  children  30  lbs.  or 
more  and  1.4  to  1.8  mg./lb.  in  smaller  chil- 
dren. Injections  are  usually  given  at  6 to  8 
hour  intervals;  may  be  given  at  4 to  6 hour 
intervals  for  severe  infections. 

III.  RECTAL:  Following  therapeutic 
doses  are  recommended  in  children:  to  20 
lbs.,  1-125  mg.  suppository  every  8 hours; 
20  to  40  lbs.,  1-125  mg.  suppository  every 
6 hours. 

Change  to  oral  therapy  as  soon 
as  practicable.  101281 
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HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  pi'ogram,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modern  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Service  Associate  Professor  of  Psychiatry  and  Medical  Director 

Area  Code  704-254-3201 
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The  gas/acid  group  of  disorders 

“I'he  two  most  common  complaints  referable  to  the  upper 
gastrointestinal  tract  for  which  patients  seek  medical  relief  are 
hyperacidity  and  ‘gas.’  The  two  often  occur  together.”* 

Frees  captured  gas. ..neutralizes  free  acid 

Silain-Gel  Tablets  and  Liquid  are  separate  formulas  designed  to  provide 
equivalent  dual-action  symptomatic  relief.  Both  dosage  forms  contain 
simethicone  which  effectively  frees  trapped  gas,  enabling  the  patient  to 
eliminate  it.  Magnesium  hydroxide  in  both  assures  a rapid  rise  in 
pH  for  prompt  relief  of  hyperacidity.  The  special  co-dried  aluminum 
I hydroxide/magnesium  carbonate  gel  in  the  tablets  assures  the 
same  rapid  and  uniform  reaction  rate  as  the  liquid.  Thus,  both  medications 
achieve  prompt  and  prolonged  neutralization  of  free  acid  plus  prompt 
relief  from  the  pain  and  pressure  of  trapped  gas. 

Always  in  good  taste 

The  pleasant,  distinctive  flavor  of  Silain-Gel,  as  well  as  its 
non-constipating  feature,  make  it  a therapy  your  patients  can  live  with  — 
in  comfort  and  without  complaint. 

Select  the  form  of  Silain-Gel  you  want  to  provide  symptomatic  relief  in: 
gastric  ulcer  • duodenal  ulcer  • heartburn  • gastric  hyperacidity  • 
gastritis  • dyspepsia 

when  the  patient  prefers  the  convenience  of  a tablet,  select 

Silain-Gel®  Tablets: 

when  the  patient  prefers  a liquid,  select 

Silain-Gel®  Liquid 

Also  available  for  the  patient  who  needs  an  antifrothicant/antiflatulent 
agent  only:  Silain®  (simethicone)  Tablets 

*Slanger,  A.:  Med.  Times  150  (Feb.)  1966. 


Announcing  the  “Antgasid” 

Silain-Gel 


Tablets  : simethicone  plus  aluminum  hydroxide/magnesium  carbonate  co-dried  gel  and  magnesium  hydroxide 
Liquid:  simethicone  plus  aluminum  hydroxide  and  magnesium  hydroxide 

one  dose  does  both:  frees  captured  gas... neutralizes  free  acid 
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A.H.  Robins  Company,  Richmond,  Virginia  23220 
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sterile  solution  (300  ma  per  ml. ) 


Consider  Lincocin 

(lincomycin  hydrochloride,  Upjbhn) 


and  single-dose  2 n 
disposable  syringe 


For  your  convenience 
in  2 ml.  and  10  ml.  vials. 


«CfS»-2  NCIM 

accyMStMlIcSolwtion 

Uneoein* 

(lincomycin 
MmcMorWo  kdiction) 
{•>»ir.tolNmf.ptrcc. 
Rncomycin 
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Upjohn 


once-popular  treatment  for  back  pains 
iMas  to  have  the  seventh  son  of  a seventh  son 
jstand  or  walk  on  the  patient's  back. 


For  headache,  a sovereign  remedy  was 
to  wear  a snakeskin  round  one's  head. 


The  pain  of  earache  was  allegedly  relieved 
by  holding  a hot  roasted  onion  to  the  ear. 


A realistic 
approach 

to  pain 
relief 


Empirin’’ 

Compound  with  Codeine 
Phosphate  gr.  1/2  No.  3 


Each  tablet  contains; 

Codeine  Phosphate  gr.  1/2  (Warning- 
May  be  habit  forming),  Phenacetin  gr.  2 1 / 2, 
Aspirin  gr.  3 1 / 2,  Caffeine  gr.  1 / 2. 

keeps  the  promise 
of  pain  relief 


'B.W.  & Co.'  narcotic  products  are 

Class  "B",  and  as  such  are  available  on  oral 

prescription,  v\rhere  State  law  permits. 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
’.SI  Tiickahoe,  N.Y. 


JUDGE  ANTIBIOTIC 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 

No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a v/ay 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


SHISTAINED 


AVAILABILnY 


m. 


NeoificapsUL 


(Time  Release) 


B-Complec 
with  Vitamin  C 


Each  capsule  contains:  MDR{1) 

Thiamine  Mononitrate  (Vitamin  Bi).15mg. — 15 

Riboflavin  (Vitamin  B,)., 10  mg. — 8.3 

Pyridoxine  HCI  (Vitamin  B*) 5 mg. — X 

Niacinamide  50  mg. — 5 

Calcium  Pantothenate 10  mg. — X 

Ascorbic  Acid  (Vitamin  C)  .300  mg. — 10 


Cyanocobalamin  (Vitamin  B,a) 5 meg. — X 


Dietary  Supplement 


100  CAPSULES 


Now  — water-soluble  vitamins  in  convenient  time-release  capsules! 
B-Complex  and  Vitamin  C (plus  B12)  are  released  at  a controlled  rate. 
This  means  sustained  availability  up  to  10  hours.  NEOVICAPS  — the 
unique  vitamin  capsule  that  stays  on  the  job  longer. 


cm 

First  Texas  Pharmaceuticals.  Inc  oaiias,  Texas  75222 
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INADVERTENT  HYPOTHERMIA 
DURING  SURGERY 


WILLIAM  KLINGENSMITH,  MD 

Now  that  air  conditioning  usually  keeps 
operating  room  temperatures  below  70° , the 
patient  must  be  protected  from  loss  of 
body  heat.  Anesthetic  agents  and  muscle 
relaxants  reduce  the  effectiveness  of  the  body’s 
heat  regulatory  mechanisms.  During  surgery, 
these  and  other  factors  may  produce  hypothermia 
which  can  result  in  difficulties  during  surgery 
and  the  postoperative  period. 

BEFORE  THE  GENERAL  USE  of  air  conditioning 
in  operating  rooms,  patients  frequently  were 
harmed  by  body  temperature  elevations  during 
surgery,  especially  during  the  hot  summer 
months  when  operating  room  temperatures 
often  exceeded  90°.  Patients  with  inflammatory 
diseases  necessitating  surgery  were  likely  to 
undergo  alarming  temperature  elevations  be- 
cause of  the  surgical  drapes,  hot  operating 
rooms  and  lights,  and  dehydration.  Deaths 
were  expected  from  hyperpyrexia,  and  during 
certain  very  hot  seasons,  only  the  most  emer- 
gent cases  were  treated  surgically. 

Most  operating  rooms  are  now  air-conditioned 
with  temperatures  maintained  below  70°  most 
of  the  time.  Operating  room  lights  have  been 
cooled.  The  more  generous  use  of  intravenous 
fluids  has  prevented  dehydration,  and  more 
aged  and  debilitated  patients  are  being  treated 
surgically  for  longer  periods  of  time;  thus,  many 
patients  are  exposed  to  the  possibility  of  hypo- 
thermia during  surgery. 

Heat  Regulatory  Mechanisms:  In  a normal  en- 
vironment without  anesthesia,  70%  of  heat 
lost  from  the  body  is  by  radiation  and  conduc- 
tion; evaporation  from  the  skin  and  lungs  ac- 
counts for  23%,  and  the  remaining  7%  is  lost 
through  urine  and  feces  or  in  the  warming  of 
inspired  gases. Heat  control  is  facilitated  in 
the  normal  unanesthetized  individual  by  dilata- 
tion and  constriction  of  the  cutaneous  blood 


vessels,  producing  a radiator-like  effect  that  can 
conserve  or  dissipate  heat;  by  shivering  which 
develops  heat  in  the  muscles;  and  by  sweating. 

During  anesthesia,^  those  normal  methods  of 
heat  loss  and  heat  conservation  are  greatly  al- 
tered (Fig  1).  Muscle  tone  is  abolished  by  the 
anesthetic  agent  and  by  muscle  relaxants.  All 
anesthetic  agents  act  as  peripheral  vasodila- 
tors,® so  the  radiator  effect  of  the  skin  is  ac- 
centuated, allowing  more  heat  to  be  lost  by 
radiation  or  conduction.  The  heat  regulating 
center  of  the  brain  is  depressed  and  made  in- 
efficient by  the  anesthetic  agent  (especially 
halothane),  particularly  in  very  young  and  very 
old  patients.  Anesthesia  abolishes  shivering  and 
alters  sweating. 

Infants®  and  the  aged  are  especially  prone  to 
develop  hypothermia  during  anesthesia.  Many 
aged  patients  have  reduced  amounts  of  sub- 
cutaneous fat  and  reduced  muscle  mass,  but 
the  main  difficulty  lies  within  the  hypothalamus, 
where  the  heat  regulatory  mechanism  has  been 
damaged  by  the  ravages  of  old  age.  It  has  been 
shown  that  certain  elderly  individuals,  when  ex- 
posed to  cold  environments,  are  prone  to  de- 
velop hypothermia  again  and  again. Infants 
and  children  are  especially  sensitive  to  cold  be- 
cause of  their  small  body  mass,  increased  ratio 
of  surface  area  to  weight,  and  immature  heat 
regulatory  mechanisms.® 

Effects  of  Hypothermia:  Hypothermia,  by  and 
large,  has  been  considered  a friendly  agent, 
especially  since  its  wide  use  in  cardiac  and 
neurological  surgery  with  beneficial  results  to 
the  patient. These  beneficial  results  are 
due  to  the  decrease  in  oxygen  consumption  of 
the  tissues  during  hypothermia,  which  is  ac- 
companied by  an  increase  in  cardiac  irritability 
and  a decrease  in  respiratory  activity. Other 
specific  effects  of  hypothermia^^  include  reduc- 
tion in  blood  pressure,  progressive  reduction  in 
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glandular  filtration  rate,  and  prolongation  of 
clotting  time.^^  The  excretion  of  potassium  is 
reduced  and  metabolic  acidosis  develops.  Im- 
portant to  the  surgeon  is  the  decreased  need 
for  anesthetic  agents  accompanying  the  de- 
crease in  metabolism;  a reduction  of  body  tem- 
perature by  1°  F reduces  metabolism  6%. 

The  development  of  hypothermia  during  sur- 
gery is  dependent  on  many  factors  (Fig  2).® 
The  most  important  of  these  are  the  temperature 
of  the  operating  room  and  the  length  of  time 
the  patient  is  exposed  to  this  environment  of 
lowered  temperature.  The  patient’s  weight  and 
body  surface  determine  the  rate  of  cooling: 
obese  patients  cool  much  less  rapidly  than  thin 
or  emaciated  individuals.  If  major  body  cavities 
are  opened,  heat  loss  is  increased,  and  muscle 
relaxants  and  anesthetic  agents  retard  heat 
production.  The  routine  use  of  large  volumes 
of  intravenous  fluids  at  room  temperature  or 
below  has  a pronounced  cooling  effect;  the  ad- 
ministration of  one  unit  of  cold  blood  decreases 
the  body  temperature  from  0.5  to  1°  C. 

Patients  who  become  cold  during  surgery 
present  problems  in  the  recovery  room  (Fig  3). 
Ordinarily  these  problems  are  not  manifested 
unless  the  temperature  drops  5 or  6°  F,  but 
there  are  individual  variations.  The  hypothermic 
patient,  because  of  the  depressed  metabolism, 
does  not  overcome  the  effects  of  the  muscle 
relaxants  and  anesthetic  agents  and  may  pre- 
sent real  problems  for  the  nursing  personnel 
during  the  recovery  period. Even  after  warm- 
ing, these  patients  still  may  not  do  well  if  meta- 
bolic acidosis  is  present  and  not  corrected. 
Preventing  Hypothermia  in  the  Operating  Room: 
The  most  important  preventive  measure  during 
surgery  is  to  recognize  that  hypothermia  may 
occur,  especially  in  young  children  and  the 
aged,  and  especially  during  long  procedures  re- 
quiring large  volumes  of  fluid  or  blood  replace- 


1.  Loss  of  muscle  tone: 

Anesthetic  agent 
Muscle  relaxant 

2.  Peripheral  vasodilatation 

3.  Depressed  temperature  regulating  center  (halothane) 

4.  Shivering  abolished 

5.  Sweating  altered 


1.  Mechanisms  of  heat  loss  during  anesthesia. 


1.  Temperature  in  operating  room 

2.  Humidity 

3.  Duration  of  anesthesia 

4.  Patient's  weight 

5.  Surface  area  exposed 

6.  Site  of  operation 

7.  Blood  and  fluid  replacement 

8.  Age 

9.  Anesthetic  agent 
10.  Muscle  relaxants 


2.  Factors  affecting  changes  in  body  temperature. 


1.  Slow  respiratory  rate 

2.  Cyanosis  of  extremities 

3.  Diminished  blood  pressure 

4.  Bradycardia 

5.  Lethargy 

6.  Delay  in  metabolism  of  muscle  relaxants  (2-3°  F) 


3.  Manifestations  of  low  body  temperature  in 
recovery  room. 


4.  Warming  coil  with  bath  thermometer  and 
disposable  bucket  for  water  bath  of  100°  F to 
warm  blood  and  fluids.  The  thermometer  probe  may 
be  inserted  into  the  rectum  or  esophagus. 
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5.  Microwave  blood  wanner  that  warms  blood  to 
body  temperature  in  a few  minutes.  It  is 
effective,  but  expensive. 


6.  Warming  or  cooling  blanket  in  place  on  the 
operating  table. 


merit.  In  order  to  recognize  hypothermia  the 
body  temperature  must  be  monitored  by  using 
a rectal  or  esophageal  probe.  Warming  blankets 
with  controlled  temperatures  are  readily  avail- 
able and  already  should  be  in  place  on  the  op- 
erating table  for  infants  and  small  children,  and 
for  many  patients  who  are  wasted  from  old  age 
or  disease.  The  use  of  a simple  warming  coil  in 
a water  bath  can  prevent  decrease  in  body 
temperature  from  the  intravenous  infusion  of 
cold  fluids  (Fig  4).  More  refined  methods  of 
blood  warming  are  available  (Fig  5),  and  with 
the  proper  equipment  the  entire  body  may  be 
warmed  or  cooled  during  surgery  (Fig  6).  Fol- 
lowing these  simple  precautions  usually  pre- 
vents hypothermia.  If  the  temperature  is  main- 
tained, the  anesthetist  is  less  likely  to  use 
large  amounts  of  anesthetic  agents  or  relaxants. 
Material:  During  a six-month  period,  rectal  tem- 
peratures of  all  patients  admitted  to  the  recov- 
ery room  were  obtained.  In  a few  instances, 
rectal  temperature  determinations  were  not  pos- 
sible and  axillary  temperatures  were  substi- 
tuted. Prior  to  the  initiation  of  this  study,  body 
temperature  determination  in  the  immediate 
postoperative  period  usually  had  not  been  done. 
During  this  six-month  period,  3,127  consecu- 
tive patients  of  all  ages  were  admitted  to  the 
recovery  room  following  surgical  or  diagnostic 


High  Temperatures 

No. 

°F  Patients 

Low  Temperatures 

No. 

'’F  Patients 

104 

1 

96 

222 

103 

1 

95 

92 

102 

2 

94 

32 

101 

8 

93 

1 

100 

31 

Total 

43  (1%) 

347  (11%) 
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7.  Abnormal  body  temperatures  noted  among 
3,127  patients  admitted  to  recovery  room  during 
six-month  period. 
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procedures  of  all  sorts  (Fig  7).  Of  these,  43  pa- 
tients (1%)  had  temperatures  above  100  F. 
In  most  instances  these  elevated  temperatures 
were  explained  by  the  septic  process  that  had 
necessitated  the  surgical  procedure,  such  as 
ruptured  appendix  or  gangrenous  cholecystitis. 
Some  of  these  patients  with  fever  had  been 
exposed  to  temperatures  above  85°  for  long 
periods  of  time  for  arteriographic  studies  in  a 
special  procedures  room  before  it  was  air-con- 
ditioned; in  some  patients,  no  logical  cause  for 
fever  was  present. 

A much  larger  number,  347  or  11%,  of  pa- 
tients entering  the  recovery  room  had  tempera- 
tures below  97  F.  In  most  instances  the  de- 
gree of  cooling  was  mild,  but  33  patients  had 
body  temperatures  below  95  F,  and  one  pa- 
tient (whose  degree  of  cooling  prompted  this 
study  and  who  is  not  included  in  the  total)  had 
a rectal  temperature  of  91  F following  an  un- 
complicated resection  of  an  abdominal  aortic 
aneurysm. 

Summary:  Although  hypothermia  is  of  benefit 
during  some  surgical  procedures,  it  has  unde- 
sirable side  effects  including  increased  cardiac 
irritability,  decreased  respirations,  and  the  pro- 
duction of  metabolic  acidosis.  Because  of  re- 
duced metabolism  of  anesthetic  agents,  the 
hypothermic  patient  is  easily  overdosed.  Air- 
conditioned  operating  rooms  are  a major  fac- 
tor; hypothermia  (below  96  F)  was  found  in 
347  (11%)  of  the  surgical  patients  admitted 
to  the  recovery  room  during  a six-month  pe- 
riod. Hypothermia  is  especially  likely  to  develop 
in  infants  and  in  the  aged,  and  causes  difficul- 
ties in  the  immediate  postoperative  period. 
Hypothermia  is  avoided  easily  by  monitoring 
the  patient’s  temperature  during  surgery  and 
using  simple  techniques  to  prevent  undue  loss 
of  body  heat. 
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Pacemaking 


Experience  with  cardiac  pacemakers  has  widened 
their  usefulness  in  treating  cardiac  diseases.  Pac- 
ing may  be  used  effectively  in  the  management  of 
both  ventricular  and  supraventricular  arrhythmias. 


CARDIAC  PACING  has  been  widely  accepted  as 
the  treatment  of  complete  heart  block  for  the 
past  decade.  The  experience  gained  by  the 
widespread  use  of  pacemakers  has  extended 
their  use  for  treatment  of  a variety  of  cardiac 
abnormalities.  Not  only  do  ventricular  arrhyth- 
mia and  tachycardia  respond  to  pacing,  but 
also  the  supraventricular  bradytachycardias 
may  be  terminated  by  the  cardiac  pacemaker. 
Ventricular  Abnormalities:  Ventricular  prema- 
ture contractions  and  ventricular  tachycardia 
frequently  occur  in  severe  cardiac  diseases 
such  as  coronary  insufficiency  and  infarction. 
These  abnormal  beats  are  precursors  of  ven- 
tricular fibrillation^-  and  are  potentially  fa- 
tal. Chemical  agents  such  as  lidocaine,  pro- 
cainamide, digitalis,  quinidine,  diphenylhydan- 
toin,  and  propranolol  are  used  frequently  to 
combat  the  dysrhythmia.  Cardioversion  usually 
is  the  first-line  treatment  of  ventricular  tachy- 
cardia; however,  this  procedure  is  hazardous 
for  the  over-digitalized  patient^  and  may  be  so 
for  the  fully  digitalized  patient, ^ causing  unde- 
sirable and  sometimes  uncontrollable  ventricu- 
lar fibrillation.^-®  In  addition,  the  newly  ac- 
quired rhythm  may  be  desirable,  but  often  it 
is  short-lived.’^  Only  one-third  of  the  patients 
in  whom  conversion  is  successful  initially  have 
maintained  the  normal  rhythm  for  longer  than 
two  months.® 

Myocardial  depressant  drugs  frequently  are 
not  successful  in  converting  ventricular  arrhyth- 
mias.® Often  these  drugs  create  an  undesirable 


rhythm. Significant  bradycardia  may  be 
produced  by  propranolol,  procainamide,  lido- 
caine, diphenylhydantoin,  or  quinidine,  or  com- 
binations of  these,  especially  in  digitalized  pa- 
tients. Myocardial  depression  may  be  highly 
undesirable  in  conditions  of  low  cardiac  output 
such  as  congestive  failure.  The  congestive  fail- 
ure, as  well  as  the  ventricular  arrhythmia,  may 
be  treated  effectively  by  cardiac  pacing  and 
the  subsequent  addition  of  digitalis  or  other 
agents.  After  pacing  is  instituted,  then  digitalis 
or  other  drugs  may  be  added  to  the  regimen 
without  fear  of  bradycardia  and,  therefore,  low 
cardiac  output. 

More  use  of  the  pacemaker  can  be  obtained 
by  overdriving,  which  is  pacing  the  heart  at  a 
rate  faster  than  that  of  the  physiologic  pace- 
maker. This  may  be  carried  out  by  atrial  pacing 
or  by  ventricular  pacing.  The  mechanism  of  ac- 
tion of  suppression  of  the  ventricular  abnormal 
rhythm  is  not  clear.  The  suppression  is  thought 
to  result  from  changes  in  the  refractoriness 
of  the  ventricular  musculature  caused  by  the 
faster  rate.^  The  faster  rate  diminishes  the  time 
during  which  ectopic  foci  can  discharge.^®  Also, 
it  is  thought  that  retrograde  stimulation  of  the 
conduction  system  blocks  the  antegrade  im- 
pulse within  the  atrioventricular  node  when 
ventricular  pacing  is  used.  Several  reports  at- 
test to  the  effectiveness  of  overdriving  the 
ventricle  to  suppress  the  ventricular  dysrhyth- 
mia.1,2, 7,9,11-14 

Supraventricular  Tachybradycardias:  Pacemak- 
ers may  be  effective  in  the  treatment  of  some 
of  the  more  drug-refractory  supraventricular  ar- 
rhythmias. Suppression  of  these  abnormal  beats 
may  be  carried  out  by  atrial  pacing^'®’!®'^® 
or  by  ventricular  stimulation. In  our  ex- 
perience, long-term  atrial  capture  has  not  been 
possible  with  transvenous  pacing,  even  when 
the  coronary  vein  position  is  used.^®  Therefore, 


56 


TEXAS  MEDICINE 


CHARLES  F.  CAMPBELL,  MD 
JOHN  R.  L.  VAUGHAN,  MD 


we  have  used  short-term  transvenous  atrial 
pacing  and  transvenous  ventricular  pacing. 
Atrial  pacing  is  more  physiologic  due  to  the 
timing  of  the  chamber  contractions,  but  thora- 
cotomy would  be  necessary  to  obtain  safe  pro- 
longed pacing. 

The  bradycardia-tachycardia  syndrome  re- 
sponds well  to  pacing. This  syndrome 
usually  is  manifest  by  intermittent  sinus  brady- 
cardia and  fibrillation  or  other  supraventricular 
tachyarrhythmia.  Both  conditions  may  cause 
symptoms  of  cerebral  ischemia  such  as  syn- 
cope, lightheadedness,  malaise,  fatigue,  and 
loss  of  balance.  Both  myocardial  depressant 
and  stimulant  drugs  would  be  undesirable  be- 
cause depressant  drugs  may  decrease  the  rate 
and  stimulants  may  precipitate  tachyarrhyth- 
mias. Pacing  the  heart  at  70-80  beats/minute 
has  been  adequate  in  most  cases  but  rates  of 
90  beats/minute  may  be  necessary  in  order  to 
prevent  tachycardia  (Fig  1).  Atrial  pacing  of 
rapid  fibrillation  is  not  successful  because  the 
rate  necessary  to  overdrive  these  contractions 
would  be  too  fast.  Ventricular  pacing  may  suffi- 
ciently block  the  oncoming  impulses  within  the 
conduction  system  to  overdrive  the  ventricle. 
Atrial  flutter  also  may  respond  to  pacing, 
as  does  atrioventricular  junctional  tachycar- 
dia.The  pacing  rate  necessary  to  inhibit 
the  tachyarrhythmia  may  be  comparatively  fast. 
Many  of  the  supraventricular  tachycardias  re- 
quire pacing  at  rates  above  110  beats/minute. 
Many  times,  one  can  overdrive  the  tachycardia 
for  a short  time  and  the  pacemaker  rate  can  be 
reduced.  The  course  may  be  an  interrupted  re- 
entry mechanism,  better  oxygenation  to  the 
myocardium,  or  a change  in  the  physiologic 
pacemaker.  In  any  event,  slower  pacing  rates 
have  been  possible  after  adequate  pacing  for 
a few  hours  (Fig  2). 


1.  ECGs  from  a patient  with  bradycardia-tachycardia 
syndrome,  a.  Fibrillation,  h.  Sinus  bradycardia, 
c.  Sinus  bradycardia,  paced. 
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2.  Pacer  competition  may  disappear  after  adequate 
pacing,  a.  Competition  with  pacer,  b.  ECG  of  same 
patient  at  the  same  rate,  taken  a few  hours  later. 
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3.  ECGs  (case  2).  a.  Eibrillation-flutter. 
b.  Elutter.  c.  Symptomatic  slow  fibrillation, 
d.  Paced  rate  above  90  beats/ minute. 


Sinus  Bradycardia-Tachycardia  Syndrome:  Case 
1:  This  66-year-old  man  complained  of  dizzi- 
ness, lassitude,  and  generalized  weakness,  es- 
pecially in  his  arms  and  legs,  and  of  syncopal 
episodes  when  arising  from  a reclining  to  a 
standing  position.  He  had  angina  pectoris  during 
episodes  of  paroxysmal  bradyarrhythmia.  Atrial 
fibrillation  had  been  present  for  about  three 
years.  He  was  seen  for  possible  carotid  artery 
stenosis.  At  that  time,  sinus  bradycardia  with  a 
rate  of  40  beats/minute  was  present.  Medica- 
tions consisted  of  occasional  nitroglycerin;  di- 
goxin,  0.25  mg  daily;  and  quinidine  sulfate,  0.3 
gm  four  times  daily.  Bilateral  soft  carotid  bruits 
were  heard,  but  were  thought  to  be  due  to  the 
slow  heart  rate.  Withdrawal  of  the  quinidine 
caused  reversion  to  a fast  fibrillation  which  in- 
termittently reverted  to  sinus  bradycardia;  tem- 
porary transvenous  pacing  stopped  the  symp- 
toms (Fig  1).  No  carotid  bruits  were  heard  over 
the  bifurcations.  Permanent  transvenous  de- 
mand pacing  was  instituted  and  quinidine  was 
resumed.  The  patient  remains  asymptomatic 
after  six  months  of  pacing. 

Case  2:  This  72-year-old  woman  was  first 
seen  in  1967.  At  that  time  she  gave  the  history 
of  having  paroxysmal  tachyarrhythmias  since 
1952.  This  was  later  documented  as  being 
atrial  flutter  and  fibrillation.  It  was  apparent 
from  the  first  examination  that  the  patient  had 
myxedema  secondary  to  radioactive  iodine  ad- 
ministration in  1963  for  hyperthyroidism.  This 
was  confirmed  by  a protein-bound  iodine  level 
of  2.4  pg/lOO  ml.  An  attempt  was  made  to 
correct  the  myxedema  by  administering  very 
small  and  gradually  increased  amounts  of  thy- 
roid extract.  As  the  dose  was  increased,  the 
tachyarrhythmias  became  more  frequent  and 
prolonged.  These  were  converted  successfully 
with  quinidine  at  first,  but  this  became  increas- 
ingly more  difficult. 
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A sustained  rapid  atrial  flutter-fibrillation  de- 
veloped and  could  not  be  terminated  with  quini- 
dine,  0.4  gm,  every  six  hours  (outpatient). 
Profound  generalized  weakness  as  well  as  local- 
ized weakness  of  the  left  arm  and  right  side  of 
the  face  developed.  The  patient  was  admitted 
to  the  hospital  where  digitalis  was  administered 
to  tolerance  and  quinidine,  1.6  gm  in  24  hours, 
was  given  without  effect.  She  was  then  given 
2.4  gm  in  24  hours,  and  up  to  50%  widening 
of  the  QRS  interval  and  rapid  atrial  flutter  de- 
veloped. Digitalis  and  quinidine  were  discon- 
tinued and  treatment  with  propranolol  was  in- 
stituted. Symptomatic  slow  atrial  fibrillation 
ensued.  Temporary  transvenous  pacing  was 
instituted  and  a normal  paced  rhythm  (72 
beats/minute)  was  maintained  for  some  24 
hours.  At  that  time,  atrial  fibrillation  again  ap- 
peared. The  rate  of  the  pacemaker  was  in- 
creased to  90  beats/minute  and  the  atrial 
fibrillation  promptly  reverted  to  a normal  paced 
rhythm  (Fig  3).  A permanent  transvenous  de- 
mand pacemaker  was  implanted  and  the  rhythm 
and  rate  have  remained  normal  even  with  in- 
creasing doses  of  thyroid  extract  to  correct 
myxedema. 
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Circumferential  stenosing  ulceration  of  the 
small  bowel  can  be  produced  experimentally 
with  hypertonic  solutions  of  potassium  chloride 
or  sodium  chloride  given  intraluminally 
or  intravascularly,  by  intravascular  injection  of 
microspheres,  or  by  ligation  of  the  mesenteric 
vessels.  This  specific  form  of  small-intestine 
ulcerative  disease  is  often  caused  by 
ingestion  of  enteric-coated  potassium  chloride 
tablets,  and  its  basic  underlying  etiology  is 
vascular  insufficiency  of  the  bowel. 


Stenotic 
lesions 
of  the 

small  bowel: 

Etiological 

dilemma 

STENOSING  AND  ULCERATING  lesions  of  the 
small  bowel  were  rather  uncommon  until  this 
past  decade.  Bailie  reported  the  first  case  in 
1805;  in  a review  of  the  world  literature  in 
1963,  Watson  found  only  170  cases. ^ The  in- 
frequent occurrence  probably  was  partly  real, 
but  some  cases  may  have  been  diagnosed  as 
regional  enteritis  or  as  such  nonspecific  enti- 
ties as  plasma  cell  enteritis.  In  1964,  however, 
Lindholmer  and  associates^  and  Baker  and 
associates^  reported  preliminary  findings  sug- 
gesting a relationship  between  small-bowel 
ulceration  and  therapy  with  thiazides  and  po- 
tassium. The  articles  caught  the  attention  of 
surgeons  and  internists  and  alerted  them  to 
the  likelihood  that  the  number  of  cases  would 
increase  and  to  the  need  to  look  for  them. 

There  has,  in  fact,  been  a striking  increase 
in  the  incidence  of  small-bowel  ulcerative  le- 
sions since  1957,  when  the  thiazide  diuretics 
were  introduced.  These  drugs  increase  potas- 
sium excretion,  so  it  became  a standard  prac- 
tice to  administer  potassium  to  prevent  hypo- 
kalemia. By  1969,  thiazide  diuretics  and  potas- 
sium chloride  were  combined  in  a single  tablet, 
and  subsequently  enteric-coated  preparations 
were  introduced. 

Boley  and  his  associates  demonstrated  that 
a rapid  release  of  potassium  chloride  and  its 
absorption  in  a high  concentration  over  a small 
segment  of  small  intestine  caused  ulceration. 
They  postulated  that  a high  concentration  of 
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the  salt  causes  spasm  of  the  intramural  and 
mesenteric  vessels,  predominately  veins,  with 
slowing  of  blood  flow  and  subsequent  infarc- 
tion of  varying  severity  of  the  intestinal  wall. 
Circumferential  ulceration,  either  superficial  or 
deep,  or  even  overt  intestinal  necrosis  ensues. 
With  milder  injuries  complete  and  rapid  recov- 
ery follows,  but  with  more  severe  degrees  of 
damage  fibrosis  and  increasing  stenosis  with 
progressive  intestinal  obstruction  results.  In 
the  most  severe  injuries,  perforation  or  intra- 
luminal hemorrhage  may  result.  Subsequently, 
they  have  shown  that  similar  changes  can  be 
caused  by  intra-arterial  infusions  of  potassium 
in  concentrations  greater  than  9 mEq/liter.  This 
phenomenon  could  be  blocked  by  simultane- 
ous infusion  of  magnesium  ions.^ 

This  disease  has  been  reported  in  all  age 
groups.  Accidental  ingestion  of  thiazide-potas- 
sium tablets  by  a 2-year-old  boy  resulted  in 
intestinal  stenosis. Similar  lesions  have  oc- 
curred following  the  use  of  liquid  potassium 
gluconate."  Myers  and  others®  demonstrated 
similar  changes  in  patients  who  were  under- 
going intestinal  resection  for  other  indications. 
They  isolated  short  segments  of  bowel  and  in- 
jected hypertonic  potassium  chloride  solution 
intraluminally.  Other  patients  received  hyper- 
tonic sodium  chloride  solutions,  and  still  others 
isotonic  sodium  chloride  solutions  intralumin- 
ally. The  bowel  exposed  to  the  hypertonic  po- 
tassium chloride  became  thickened,  edema- 


tous, and  cyanotic.  The  mucous  membrane 
was  covered  with  thick,  stringy  mucus.  Similar 
changes  were  noted  when  hypertonic  sodium 
chloride  was  used.  It  is  now  well  recognized 
that  enteric-coated  potassium  is  responsible 
for  many  ulcerative  lesions  of  the  small  intes- 
tine. While  the  term  “enteric  potassium  chloride 
enteropathy”  has  been  suggested,®  there  is 
evidence  that  vascular  insufficiency  underlies 
all  of  the  several  varieties  of  causes  of  this 
disease.  The  same  entity  can  be  produced  in 
experimental  animals  by  the  intravascular  in- 
jection of  microspheres. Poth  and  McClure,^® 
in  studying  intestinal  obstruction,  ligated  the 
blood  supply  to  segments  of  the  ileum  and 
treated  their  experimental  animals  with  intes- 
tinal sulfonamides.  The  control  animals  died  of 
massive,  acute,  fulminating  peritonitis  but  the 
prepared  animals  survived  the  experiment. 
When  they  were  sacrificed  the  segment  of 
bowel  was  found  to  be  shortened,  and  11 
months  postoperatively,  one  animal  had  an- 
nular fibrosis  which  reduced  the  size  of  the 
lumen.  Cases  of  mesenteric  artery  embolism 
with  survival  have  been  reported  with  subse- 
quent development  of  stenotic  ulcerations  of 
the  jejunum.  These  lesions,  again,  were  patho- 
logically similar  to  the  potassium  chloride  le- 
sions. Frengley  and  Reid^^  postulated  that  in- 
complete infarction  of  the  bowel  can  occur 
with  the  ischemic  changes  falling  short  of  com- 
plete necrosis  of  the  wall,  sometimes  produc- 
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1 . Two  stenosing  lesions  of  the  ileum  are  seen, 
with  proximal  dilated  bowel  to  the  left.  The  patient 
is  a 78-year-old  white  man. 


ing  extensive  hemorrhage  or  chronic  stenosing 
ileitis.  Others  have  concluded  that  arterial  and 
venous  insufficiency  in  a segment  of  bowel 
may  result  in  stenosing  ulceration  of  the  small 
intestine. 12  ^ significant  study  on  congenital 
intestinal  stenosis  was  reported  by  Louw.i^  He 
operated  upon  female  dogs  during  pregnancy 
and  interrupted  the  blood  supply  of  a segment 
of  fetal  bowel.  The  wounds  were  closed  and 
80%  of  the  mothers  were  delivered  normally 
at  term.  He  sacrificed  the  experimental  pup- 
pies a few  hours  after  birth,  and  found  that 
when  the  vascular  interference  was  incomplete 
the  result  was  intestinal  stenosis.  Louw  con- 
cluded that  infarction  of  a segment  of  bowel 
may  result  in  a progression  of  intestinal  anom- 
alies varying  from  widely  separated  blind  ends 
to  intestinal  stenosis.  Raf's  excellent  extensive 
survey  of  clinical  and  experimental  literature 
on  intestinal  ulcerations  is  a classic  in  this 
field. 1“ 

Our  own  interest  in  this  condition  was  stim- 
ulated by  a case  seen  by  the  senior  author. 
The  patient,  a 78-year-old  man,  presented  with 
mechanical  small-bowel  obstruction  in  1956. 
He  was  found  to  have  two  stenosing  lesions  of 
the  ileum  which  were  treated  by  resection  and 
end-to-end  anastomosis  (Fig  1).  Pathological 
diagnosis  was  chronic  localized  hyperplastic 
plasma  cell  enteritis.  Eight  years  later  he 
again  had  mechanical  small-bowel  obstruction 
caused  by  an  annular  stenosing  lesion  which 
was  not  in  the  same  position  as  the  previous 
anastomosis,  and  was  thought  to  be  a new 
stenosis  (Fig  2).  Seventeen  other  cases  of 
chronic,  nonspecific  ulceration  of  the  small  in- 
testine were  found  in  a review  of  records  at 
Baylor  University  Medical  Center  and  the  Gas- 
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2.  A new  stenosis  developed 
eight  years  later  in  the 
same  patient. 


ton  Episcopal  Hospital  from  1960  through 
1969.  Records  were  studied  for  age,  sex,  race, 
site  of  ulceration,  treatment  with  thiazide  diu- 
retics and  potassium  salts,  and  type  of  com- 
plication that  caused  the  patients  to  seek  med- 
ical attention.  The  median  age  for  this  group 
of  patients  was  54  years.  The  sex  distribution 
was  about  equal;  16  patients  were  white  and 

1 was  Negro.  The  lesion  was  in  the  ileum  in 
12  and  in  the  jejunum  in  5 patients,  with  the 
level  varying  from  just  below  the  ligament  of 
Treitz  to  the  terminal  ileum.  Thirteen  patients 
presented  with  partial  small-bowel  obstruction, 

2 with  perforation,  and  2 with  both  perforation 
and  obstruction.  Two  patients  with  obstruction 
also  bled  from  their  ulcers.  Of  the  14  patients 
whose  medication  histories  could  be  deter- 
mined, 9 had  been  taking  thiazide  diuretics 
and  potassium  and  5 had  not.  There  was  one 
death  in  the  series  resulting  from  perforation 
and  peritonitis.  No  cases  have  been  recognized 
since  1966. 

It  can  be  concluded,  then,  that  regardless 
of  the  etiological  factor  that  precipitates  these 
lesions,  they  all  have  the  singular  feature  of 
being  circumferential  stenosing  ulcerations. 
The  same  entity  can  be  produced  experiment- 
ally with  hypertonic  potassium  chloride  or  hy- 
pertonic sodium  chloride  given  either  intra- 
luminally  or  intravascularly,  intravascular  in- 
jection of  microspheres,  or  by  ligation  of  the 
mesenteric  vessels.  It  is  apparent  then,  be- 
cause of  clinical  and  experimental  evidence, 
that  this  is  a specific  form  of  small-intestine 
ulcerative  disease  often  caused  by  ingestion  of 
enteric-coated  potassium  chloride,  and  that  its 
basic  underlying  etiology  is  vascular  insuffi- 
ciency of  the  bowel. 


REFERENCES 

1.  Watson  MR:  Primary  nonspecific  ulceration  of  the  small 
bowel.  Arch  Surg  87:600-603,  1963. 

2.  Lindholmer  B,  Nyman  E,  Raf  L:  Nonspecific  stenosing 
ulceration  of  small  bowel;  a preliminary  report.  Acta  Chir 
Scand  128:310-311,  1964. 

3.  Baker  DR,  Schrader  WH,  Hitchcock  CR:  Small-bowel 
ulceration  apparently  associated  with  thiazide  and  potassium 
therapy.  JAMA  190:586-590,  1964. 

4.  Boley  SJ.  Schultz  L,  Krieger  H,  et  al:  Experimental 
evaluation  of  thiazides  and  potassium  as  a cause  of  small- 
bowel  ulcer.  JAMA  192:763-768,  1965. 

5.  Levowitz  BS,  Boley  SJ,  Agrawal  GP,  et  al:  Vascular 
basis  of  the  potassium  ulcer  and  its  reversal  by  magnesium 
ion.  Surg  Forum  18:315-317,  1967. 

6.  Hartman  SW,  Greaney  EM  Jr,  Rottapel  D:  Small-bowel 
ulceration  due  to  enteric-coated  potassium  ingestion  in  a 
two-year-old  child.  Surgery  61:814-815,  1967. 

7.  Warr  OS,  Nash  JP:  Jejunal  ulceration.  Report  of  a case 
apparently  associated  with  potassium  gluconate.  JAMA  199: 
217-218,  1967. 

8.  Myers  RN,  Brown  CE,  Deaver  MJ:  In  vivo  effect  of 
potassium  on  small  bowel.  Ann  Surg  166:693-703,  1967. 

9.  Delaney  T,  Hoxworth  PI:  Enteric-coated  potassium  chlo- 
ride enteropathy.  Surg  Gynec  Obstet  127:76-80,  1968. 

10.  Poth  EJ,  McClure  JN:  Intestinal  obstruction;  protective 
action  of  sulfasuxidine  and  sulfathalidine  to  the  ileum  fol- 
lowing vascular  damage.  Ann  Surg  131:159-170,  1950. 

11.  Frengley  JD,  Reid  J:  Non-specific  enteritis  resulting 
from  mesenteric  vascular  insufficiency.  New  Zeal  Med  J 
63:212-218,  1964. 

12.  Watson  MR,  Mark  JBD:  Ulceration  of  the  small  intes- 
tine. Relation  to  enteric-coated  potassium.  Amer  J Surg  112: 
421-425,  1966. 

13.  Louw  JH:  Investigations  into  the  etiology  of  congenital 
atresia  of  the  colon.  Dis  Colon  Rectum  7:471-478,  1964. 

14.  Raf  LE:  Enteric-coated  potassium  chloride  tablets  and 
ulcer  of  the  small  intestine.  Acta  Chir  Scand  Supp  374:1-87, 
1967. 


The  authors,  Department  of  Surgery,  The  University  of 
Texas  (Southwestern)  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas  75235. 


Volume  67,  May,  1971 


63 


T raumatic  iryury 
to  the 

popliteal  artery 


In  59  cases  of  popliteal  artery  injury  sustained  in 
combat,  limb  salvage  was  achieved  in  88%.  This 
measure  of  success  is  attributed  to  careful  atten- 
tion to  repair  of  concomitant  venous  injuries. 
Factors  most  often  associated  with  failure  were 
irreparable  venous  damage,  fracture  of  long  bones, 
and  massive  distal  soft-tissue  injury. 

VASCULAR  INJURY  always  has  been  a major 
problem  in  management  of  combat  casualties. 
The  current  understanding  and  principles  of 
vascular  injuries  have  evolved  primarily  from 
experience  gained  with  these  problems  during 
periods  of  armed  conflict.  The  necessity  of 
vascular  repair  was  emphasized  by  experience 
without  repair  in  World  War  I and  World  War 
11.2.'?  The  efficacy  of  repair  was  established 
during  the  Korean  conflict.^-® 

Experience  with  peripheral  arterial  injuries  in 
Vietnam  to  date  has  indicated  that  results  of 
treatment  for  all  peripheral  arterial  injuries  are 
similar  to  those  observed  in  the  latter  part  of 
the  Korean  conflict.^’®®®®  Popliteal  artery  re- 
pair during  the  Korean  conflict  resulted  in  a 
32%  amputation  rate.^  This  was  an  improve- 
ment over  the  amputation  rate  of  73%  follow- 
ing ligation  reported  from  World  War  II,  but 
still  disturbingly  high. 2 Early  reports  based  on 
experience  from  Vietnam  indicated  that  pop- 
liteal arterial  injury  still  resulted  in  amputa- 
tion in  approximately  one-third  of  all  cases 
repaired. 

Examination  of  the  factors  which  appeared 
to  predispose  to  failure  of  a popliteal  arterial 
repair  indicated  that  fracture,  massive  distal 
soft-tissue  injury,  and  venous  injury  all  in- 
creased the  likelihood  of  an  unfavorable  result. 
Consideration  of  these  factors  led  to  some 
modifications  in  the  management  of  popliteal 
arterial  injuries  which  appear  to  have  signifi- 


cantly improved  the  results  of  their  surgical 
treatment.  The  present  report  reviews  59  com- 
bat casualties  undergoing  repair  of  the  poplit- 
eal artery  at  the  24th  Evacuation  Hospital  in 
the  Republic  of  South  Vietnam. 

Patient  Material:  Fifty-nine  patients  underwent 
repair  of  a popliteal  arterial  injury  from  July  1, 
1967  to  Nov  1,  1969.  Of  these,  48  were  Ameri- 
can servicemen  under  30  years  of  age.  Eleven 
patients  belonging  to  other  military  forces 
varied  in  age  from  19  to  53. 

Injury  was  caused  by  a fragment  wound  in 
the  majority  of  cases  (Fig  1).  Most  patients  had 
multiple  injuries  involving  other  organ  systems 
as  well.  Repair  of  the  arterial  injury  was,  of 
necessity,  occasionally  delayed  until  a life- 
threatening  abdominal  or  thoracic  injury  was 
treated.  Patients  usually  were  admitted  to  the 
emergency  room  within  IV2  hours  of  the  time 
of  injury.  Evaluation  and  resuscitation  were 
instituted  immediately.  Arterial  injury  frequent- 
ly was  not  evident  until  replacement  of  blood 
volume  allowed  accurate  assessment  of  peri- 
pheral pulses.  A tense,  swollen  calf  was  a fur- 
ther clue  to  popliteal  artery  injury.  Occasionally 
the  injury  was  definitely  diagnosed  only  at  the 
time  of  operative  wound  debridement.  A poplit- 
eal arterial  injury  was  confirmed  in  this  fashion 
in  several  patients  who  had  intact  peripheral 
pulses.  Exploration  of  the  artery  was  pursued 
only  to  the  point  of  adequate  wound  debride- 
ment when  the  peripheral  pulse  was  intact  and 
the  foot  was  viable. 

Results  of  Treatment.-  All  patients  in  the  series 
underwent  primary  arterial  repair.  Total  tran- 
section was  the  most  common  injury.  Further- 
more, repair  of  a transection  carried  a some- 
what higher  failure  rate  than  repair  of  a lesser 
injury.  Similarly,  major  venous  injury,  long-bone 
fracture,  and  massive  distal  soft-tissue  injury 
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all  predisposed  to  a higher  failure  rate  follow- 
ing repair  (Fig  2). 

Resection  and  end-to-end  anastomosis  and 
saphenous  vein  graft  interposition  were  em- 
ployed with  almost  equal  frequency.  Primary 
end-to-end  anastomosis  was  associated  with  a 
better  result  than  that  observed  with  injuries 
necessitating  vein  grafting  (Fig  3). 

Venous  repair  was  utilized  whenever  tech- 
nically possible,  and  in  three  patients  an  inter- 
posed vein  graft  for  venous  repair  was  utilized. 
Venous  ligation  was  commonly  associated  with 
graft  failure  and  amputation  (Fig  3). 

Fasciotomy  was  liberally  employed  with  ap- 
proximately equal  frequency  in  successful  and 
unsuccessful  repairs. 

Nearly  all  patients  had  follow-up  for  at  least 
two  weeks  after  arterial  repair.  Failure  of  the 
graft,  defined  as  loss  of  pulse,  late  hemorrhage 
requiring  ligation  or  amputation,  occurred  in  12 
patients  (20%)  (Fig  4).  Amputation  was  nec- 
essary in  7 patients  (11.9%).  All  other  pa- 
tients were  evacuated  with  viable  extremities, 
although  5 patients  had  apparent  failure  of  the 
graft  (absent  pulse)  at  the  time  of  evacuation. 
Overall  limb  salvage  was,  therefore,  accom- 
plished in  52  patients  (88%).  Those  patients 
who  died  less  than  one  week  after  arterial  re- 
pair were  not  included  in  this  series.  Four  pa- 
tients died  of  other  injuries.  No  deaths  were 
directly  attributable  to  the  arterial  injury. 
Discussion:  This  report  cites  an  88%  limb  sal- 
vage rate  for  popliteal  artery  injury.  This  repre- 
sents a considerable  improvement  over  previ- 
ous reported  results  of  popliteal  artery  repair 
during  either  the  Vietnam  or  the  Korean  wars. 

Repair  of  popliteal  arterial  injuries  is  particu- 
larly critical  as  ligation  following  injury  is  ac- 
companied by  the  highest  amputation  rate  of 
any  type  of  major  peripheral  arterial  injuries 
treated  by  ligation. 
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1.  Mechanism  of  popliteal  artery  injury  in  59 

patients. 

/ Repair s 

Successful*  Unsuccessful  Totals 

Arterial  injury: 

Thrombosis 

4 

0 

4 

Laceration  or  perforation 

17 

1 

18 

Transection 

26 

11 

37 

Total 

47 

12 

59 

Venous  injury 

18 

11 

29 

Associated  long-bone  fracture 

8 

9 

17 

Massive  distal  soft-tissue  injury 

3 

8 

11 

'Results  of  repair  refer  here  to  the  success  or  failure  of  the  total 
repair  in  salvaging  the  extremity  and  a normal  distal  pulse.  Unsuc- 
cessful repairs,  then,  include  absent  pulses  with  viable  legs,  normal 
pulses  with  nonviable  legs,  or  amputation  for  any  reason. 

2.  Type  of  popliteal  vascular  injury. 


Repair- 


Successful 

Unsuccessful 

Totals 

Arterial  repair; 

End-to-end  anastomosis 

25 

2 

27 

Lateral  arteriorrhaphy 

3 

3 

Vein  graft 

19 

10 

29 

Totals 

47 

12 

59 

Venous  repair; 

End-to-end  anastomosis 

7 

2 

9 

Venorrhaphy 

5 

2 

7 

Vein  graft 

3 

3 

Ligation 

3 

7 

10 

Fasciotomy 

29 

8 

37 

3.  Vascular  repair  for  popliteal  vessel  injuries. 
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Two  factors  seriously  impair  the  chances  of 
successful  repair  of  injuries  of  the  popliteal 
vessels.  First  is  major  distal  soft-tissue  injury, 
which  undoubtedly  results  in  major  loss  of  both 
arterial  and  venous  collateral  flow  through 
damaged  muscle.  Fracture,  another  factor  miti- 
gating against  a successful  outcome,  also  in- 
volves considerable  associated  soft-tissue  in- 
jury. Associated  popliteal  venous  injury  is  the 
second  factor  which  seriously  affects  the  out- 
come of  popliteal  arterial  repair.  This  is  empha- 
sized not  only  by  the  high  incidence  of  venous 
injuries  among  the  patients  in  whom  repair  was 
unsuccessful  but  even  more  so  by  the  fact  that 
arterial  repair  was  intact  in  four  of  the  patients 
who  required  amputation.  In  each  instance,  in- 
creasingly severe  distal  soft-tissue  edema  led 
to  progressive  distal  muscle  ischemia,  necrosis, 
and  ultimate  loss  of  the  limb. 

Repair  of  a concomitant  venous  injury  was 
considered  nearly  as  important  as  arterial  re- 
pair in  these  cases.  This  is  the  one  major  differ- 
ence in  the  surgical  management  in  our  series 
as  compared  to  that  in  other  series  dealing 
with  popliteal  artery  injuries.  This  innovation  in 
surgical  management  of  these  injuries  appears 
to  be  primarily  responsible  for  the  improved  re- 


,  Repair , 

Successful  Unsuccessful 

Normal  pulse,  viable  leg 

47  (80%) 

Total  failed  repair 

12  (20%) 

Absent  pulse,  viable  leg 

5 

Amputation 

7 (11.9%) 

Normal  pulse,  nonviable  leg 

4 

Sepsis 

2 

Reexploration 

2 8 

Deaths  unrelated  to  vascular  repair 

3 1 

4.  Results  of  vascular  repair  for  popliteal  vessel 
injury. 


suits  obtained.  The  short  period  of  follow-up 
is  not  ideal,  but  the  incidence  of  amputation 
more  than  two  weeks  following  arterial  repair 
of  popliteal  artery  combat  injuries  is  known  to 
be  low.®  The  present  data  strongly  support  the 
importance  of  repairing  concomitant  venous 
injuries  in  successful  management  of  traumatic 
injuries  of  the  popliteal  artery. 
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rhere’s  a soup 
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and,  it’s  made  by  vCUnpOal 


CALORIES  / 7 oz  Serving* 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell's  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
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Beef  Broth 
Consommd 
Chicken  with  Rice 
Chicken  Gumbo 
Chicken  Noodle 
Cream  of  Potato 
Chicken  Vegetable 
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An  excerpt 
from  No.  i 
of  a new  series 
Searie* 


The  Ecology 
of  Birth  Control” 


7^million  more  Americans— 
what  impact  on  health  care? 

Because  of  a declining  birthrate  in  the 
United  States  — attributable  in  no  small 
measure  to  the  widespread  use  ot  con- 
traceptives—our  population  in  thirty 
years  is  expected  to  be  only  280  mil- 
lion, while  the  world  population  is  ex- 
pected to  double,  reaching  7 billion. 

But  the  word  “only”  has  an  Ironic  ring 
to  ecologists  who  warn  of  cities  re- 


sembling overcrowded,  contaminated 
rat  colonies,  ot  respiratory  and  mental 
diseases  reaching  epidemic  propor- 
tions and  ot  a health-care  community 
virtually  overwhelmed  by  the  burden. 

The  global  consequences  may  be  no 
less  devastating.  Ecologists  estimate 
that  every  American  has  roughly  fifty 
times  the  negative  impact  on  the 
Earth’s  life-support  systems  of,  say,  a 
citizen  of  India.  In  these  terms,  adding 
75  million  Americans  would  be  equiv- 
alent to  adding  3.7  billion  Indians  to 


the  world  population. 

*For  the  complete  brochure,  anc 
others  in  the  series  as  they  appear 
please  write  to  Searie  or  ask  your  Searlt 
representative.  Explored  in  the  forth 
coming  issues  will  be  the  role  of  birtt 
control  on  family  pressures  and  it; 
effects  on  the  family;  the  influences  O' 
poverty,  ethnic  factors  and  marita 
status;  its  role  in  illness,  its  genetic 
implications  and  its  effects  on  the 
emotional  and  behavioral  life  of  the 
individual. 


\ An  original  contribution 
to  the  science  of  contraception 

Dem/iilen 

Each  tablet  contains  1 mg  ethynodlol  cliacetate/50  meg.  ethinyl  estradiol 

Demulen...for  low  estrogen  and  Searle’s  progestin. ..with 
its  unsurpassed  contraceptive  effectiveness  and  low  in- 
cidence of  side  effects.. .with  simple  “Sunday-starting” 
and  patient-proof  Compack®  tablet  dispenser. 


Actions  — Demulen  acts  to  prevent  ovulation  by  inhibiting  the  output  of  go- 
nadotropins from  the  pituitary  gland.  Demulen  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FHS)  and  the  luteinizing  hormone  (LH). 

Special  note:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The  ef- 
fectiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that 
of  the  combination  products.  Both  types  provide  almost  completely  effective 
contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated 
blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have 
not  been  quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  con- 
traceptives must  be  continued. 

Indication- Demulen  is  indicated  for  oral  contraception. 

Contraindications  — Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  — The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  in  the  United  States  have  shown  a statistically  sig- 
nificant association  between  thrombophlebitis,  pulmonary  embolism,  and 
cerebral  thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There 
have  been  three  principal  studies  in  Britain  leading  to  this  conclusion,  and 
one"  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in 
the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and  asso- 
ciates"' in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the  users 
are  several  times  as  likely  to  undergo  thromboembolic  disease  without  evident 
cause  as  nonusers.  The  American  study  also  indicated  that  the  risk  did  not 
persist  after  discontinuation  of  administration,  and  that  it  was  not  enhanced 
by  long-continued  administration.  The  American  study  was  not  designed  to 
evaluate  a difference  between  products.  However,  the  study  suggested  that 
there  might  be  an  increased  risk  of  thromboembolic  disease  in  users  of  se- 
quential products.  This  risk  cannot  be  quantitated,  and  further  studies  to  con- 
firm this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medi- 
cation should  be  withdrawn. 

Since  the  safety  of  Demulen  in  pregnancy  has  not  been  demonstrated,  it  is 
recommended  that  for  any  patient  who  has  missed  two  consecutive  periods 
pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regimen. 
If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small 'fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions  — The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including 
a Papanicolaou  smear,  since  estrogens  have  been  known  to  produce  tumors. 


some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine 
and  possibly  liver  function  tests  may  be  affected  by  treatment  with  Demulen. 
Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may  cause 
some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by  this 
factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  re- 
quire careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 
the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic 
or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance  has 
been  observed  in  a significant  percentage  of  patients  on  oral  contraceptives. 
The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  patients 
should  be  carefully  observed  while  receiving  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Demulen 
may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  advised  of 
Demulen  therapy  when  relevant  specimens  are  submitted.  Susceptible  women 
may  experience  an  increase  in  blood  pressure  following  administration  of  con- 
traceptive steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives  — 

A statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  IS  suggestive  of  an  association,  such  a relationship 
has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  reac- 
tions: neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting, gastrointestinal  symptoms  (such  as  abdominal 
cramps  and  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mentaldepression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted;  anovula- 
tion post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes  in 
appetite,  cystitis-likesyndrome,  headache,  nervousness,  dizziness,  fatigue,  back- 
ache, hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T^  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 
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A variety  of  injuries  to  the  nose  are  described 
and  a simplified  approach  to  treatment  is  dis- 
cussed. Specific  treatment  is  detailed  for  com- 
monly encountered  conditions.  Emphasis  is  on 
modalities  and  techniques  which  can  be  carried 
out  in  the  emergency  room  without  complex 
armamentarium  or  highly  trained  personnel. 

NASAL  INJURIES  ARE  common  and  their  re- 
corded treatment  dates  back  to  antiquity.  Only 
the  eyes  are  more  important  features  in  facial 
recognition,  and  any  trauma  that  potentially 
alters  either  appearance  or  function  of  the  nose 
is  significant  in  all  age  groups.  The  more  fre- 
quently encountered  injuries  are  described,  as 
are  simplified  treatment  methods.  Emphasis  is 
placed  on  diagnosis  and  judgment  relative  to 
timing  and  type  of  care  rather  than  specific 
details  of  treatment. 

Anatomy:  A knowledge  of  nasal  anatomy,  while 
essential  to  the  rhinoplastic  surgeon,  is  also 
helpful  to  the  general  practitioner  in  diagnos- 
ing injuries  and  rendering  emergency  care.  The 
physician  is  more  likely  to  recognize  the  sig- 
nificance of  these  injuries  if  he  understands 
anatomical  variations  as  well  as  the  role  they 
play  in  nasal  physiology. 

The  skin  of  the  nose  varies  in  thickness,  be- 
ing thin  and  mobile  over  the  bony  bridge  and 
thick  and  adherent  to  the  underlying  cartilages 
in  the  tip,  nostrils,  and  base.  Sebaceous  glands 
are  prominent  in  the  tip  and  frequently  hyper- 
trophy with  age,  providing  additional  bulk  to 
this  area.  Because  of  this  variation  in  skin 
thickness,  particularly  at  the  dermal  level,  scar- 
ring may  be  more  noticeable  and  suture  marks 
more  of  a problem.  The  skin  of  the  nose  is 
richly  endowed  with  a subdermal  vascular  plex- 
us, accounting  for  the  distressing  and  frequent- 
ly prolonged  bleeding  following  trivial  injury. 

The  upper  and  lower  lateral  cartilages  vary 


in  thickness  and  shape  and  account  in  great 
measure  for  the  contour  of  the  nose.  Because 
the  underlying  cartilaginous  structure  of  the 
nasal  tip  and  alar  rims  separate  with  difficulty 
from  the  overlying  skin,  undermining  to  mobil- 
ize the  skin  is  difficult  to  accomplish  without 
distortion — a factor  to  be  considered  in  the  re- 
pair of  avulsion  injuries.  The  medial  crura  of 
the  lower  lateral  cartilage  contours  the  colu- 
mella and  supports  the  tip.  An  exacting  repair 
is  needed  for  injuries  in  this  area  to  restore 
contour  and  avoid  asymmetry. 

Injuries  to  the  nasal  septum  frequently  are 
not  recognized  because  of  the  difficulty  in  ex- 
amining this  structure,  particularly  when  there 
are  clots  in  the  vestibule  and  fossa.  Slight  devi- 
ations of  the  septum  are  the  rule  rather  than 
the  exception;  however,  they  often  are  aggra- 
vated by  trauma.  The  normal  position  of  the 
base  of  the  septum  on  the  vomerine  groove 
must  be  recognized.  The  mucoperichondrium 
contains  several  plexus  of  vessels  that  are 
prone  to  injury  following  nasal  trauma. 

Nasal  bones  are  small,  thin,  and  fracture 
easily:  however,  when  a fracture  occurs  second- 
ary to  a lateral  blow,  resulting  in  deviation  of 
the  nasal  bridge,  the  site  of  fracture  is  lateral 
to  the  nasal  maxillary  suture  line  and  involves 
the  frontal  process  of  the  maxillas.  The  nasal 
bones  articulate  with  the  nasal  process  of  the 
frontal  bone  at  the  glabella  and  are  supported 
by  the  perpendicular  plate  of  the  ethmoid 
bone,  as  well  as  by  the  quadrilateral  cartilage 
of  the  septum.  Because  the  nasal  bones  are 
well  supported,  the  relatively  common  hairline 
or  undisplaced  fractures  frequently  need  no 
specific  treatment. 

The  nasal  lacrimal  apparatus  lies  in  close 
proximity  to  the  anterior  and  superior  lateral 
wall  of  the  nasal  fossa  and  is  subject  to  injury, 
particularly  where  the  fractures  are  of  the 
nasal-ethmoid  variety.  Fortunately,  mere  res- 
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toration  of  contour  by  adequate  repositioning 
and  packing  of  the  fractured  bones  usually  will 
restore  continuity  to  provide  adequate  drainage. 
Anesthesia:  A local  anesthetic  always  is  admin- 
istered prior  to  repair  of  simple  lacerations. 
Where  only  a small  cut  is  involved,  direct  infil- 
tration through  the  wound  margins  with  2% 
Xylocaine  with  epinephrine  (1:100,000)  is  use- 
ful. Where  lacerations  are  extensive  and  com- 
bined with  nasal  fractures,  a routine  rhino- 
plastic  local  and  topical  anesthetic  technique 
is  employed.  This  consists  of  cotton  pledgets, 
moistened  with  either  2%  Xylocaine  or  a mix- 
ture of  half  cocaine  (5%)  and  half  epinephrine 
(1:1,000),  dyed  with  methylene  blue.  Some 
prefer  to  spray  the  mucosa  of  the  nasal  fossa, 
using  a small  atomizer,  with  a topical  anes- 
thetic. The  base,  sides,  and  apex  of  the  nose 
are  then  infiltrated  with  7-8  cc  total  of  2% 
Xylocaine  with  epinephrine  (1:100,000),  the 
previously  placed  cotton  pledgets  are  removed, 
and  one-half-inch  Nugauze,  impregnated  with 
the  same  topical  anesthetic,  is  inserted.  The 
most  common  error  made  in  inducing  local 
anesthesia  is  not  waiting  sufficient  time  for  the 
anesthetic  to  infiltrate  and  anesthetize.  Gener- 
ally, seven  to  ten  minutes  is  adequate.  A gen- 
eral anesthetic  is  employed  only  when  more 
extensive  maxillofacial  injuries  are  present. 
Contusions,  Abrasions,  and  Lacerations:  Simple 
contusions  need  no  specific  treatment  except 
for  control  of  nasal  bleeding,  which,  while  usu- 
ally self-limiting,  may  become  troublesome.  A 
light  gauze  pack,  moistened  with  epinephrine 
(1:1,000),  will  control  most  bleeding  when  kept 
in  place  about  24  hours.  Other  methods  include 
the  use  of  Gelfoam  or  Oxycel  maintained  with 
a gauze  pack.  If  the  bleeding  point  is  discrete 
and  accessible,  direct  cauterization  with  a sil- 
ver nitrate  application  or  by  electrocautery  may 
be  helpful. 


1.  Subcuticular  closure  reinforced  with  paper 
tape  strips. 
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2.  a.  An  automobile  windshield  injury 
produced  multiple  lacerations, 
b.  Following  repair;  a penetrating 
injury  to  the  left  eye  necessitated 
enucleation  and  prosthetic 
replacement. 


Abrasions  are  best  managed  by  cleansing 
and  applying  an  antibiotic  ointment.  Dressings 
are  avoided  whenever  possible.  If  neglected,  im- 
pregnated dirt  and  debris  can  result  in  a trau- 
matic tattoo,  treatment  of  which  can  be  diffi- 
cult if  not  impossible.  The  time  to  remove  the 
potential  source  of  pigmentation  is  immediate- 
ly after  injury. 

Simple  lacerations  are  repaired  in  two  layers, 
using  5-0  plain  catgut  to  approximate  the  sub- 
cutaneous tissue  and  6-0  black  silk  sutures  or 
nylon  in  the  skin.  If  the  skin  is  deeply  pigment- 
ed or  heavy  with  sebaceous  glands,  suture 
marks  tend  to  persist.  A minimal  number  of 
sutures  are  placed  and  these  are  removed  with- 
in two  or  three  days.  Closing  the  initial  lacera- 
tion with  a subcuticular  suture  is  preferred  in 
these  cases  (Fig  1).  For  a stellate  lacera- 
tion or  tangential  cuts,  debridement  is  consid- 
ered only  where  the  skin  is  thin  and  loose,  as 
over  the  nasal  bridge.  Injudicious  excision  of 
skin  in  the  nasal  tip,  where  it  is  thick  and  im- 
mobile and  undermining  is  difficult,  can  lead 
to  gross  distortion  at  repair.  In  the  nasal  tip 
area,  even  tissue  of  questionable  viability  is 
better  sutured  than  excised. 

When  the  laceration  is  through  and  through, 
the  vestibular  skin  (including  the  adherent  low- 
er and  upper  lateral  cartilages)  is  repaired  first, 
using  4-0  plain  catgut;  closure  is  carried  out  as 
previously  outlined  (Fig  2).  When  the  mucosa 
is  lacerated,  one-half-inch  Nugauze  packing, 
impregnated  with  antibiotic  ointment,  is  insert- 
ed immediately  after  repair  to  maintain  the 
mucosa  in  good  position  for  two  or  three  days. 
This  facilitates  healing  and  maintenance  of  a 
patent  vestibule  and  anterior  fossa.  External 
splinting  is  unnecessary.  Dressings  are  cum- 
bersome and  difficult  to  maintain,  and  are 
avoided  except  in  association  with  dressings 
elsewhere  on  the  face. 
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Avulsion  Injuries  of  the  Nose:  In  an  avulsion 
injury  v\/ith  true  soft-tissue  loss,  undermining 
and  closure  usually  is  avoided;  in  fact,  it  is 
rarely  possible  without  distorting  the  nose.  If 
the  nasal  lining  has  not  been  violated,  and  if 
the  patient’s  general  condition  permits  and 
facilities  are  available,  a skin  graft  from  either 
the  postauricular,  upper  eyelid,  or  supracla- 
vicular region  is  employed.  The  thick,  full-thick- 
ness skin  graft  shows  less  color  change  and 
contraction  following  healing  than  the  thinner 
split-thickness  skin  graft.  If  cartilage  or  bone  is 
exposed,  closure  of  the  wound  with  a skin  graft 
will  discourage  infection  and  decrease  the  mor- 
bidity usually  associated  with  these  wounds. 
One  must  be  careful  in  diagnosing  an  avulsion 
of  skin  as  a full-thickness  skin  loss  (Fig  3).  The 
thick  nasal  tip  skin  may  have  dermal  append- 
ages deep  in  the  base  of  the  wound  and  epi- 
thelization  will  close  the  defect  rapidly  without 
skin  grafting.  If  in  doubt,  delay  the  grafting 
and  use  a moist  dressing.  Peripheral  epitheliza- 
tion  in  small  defects  leaves  less  scarring  than 
the  application  of  split-thickness  skin  grafts. 

Hemostasis  must  be  achieved  prior  to  skin 
grafting.  If  bleeding  persists,  grafting  is  de- 
layed. The  donor  skin  is  taken  by  sharp  dissec- 
tion, then  trimmed  to  remove  all  adherent  fat. 
Interrupted  sutures  of  5-0  black  silk  are  left 
long  and  tied  over  a stent  dressing  to  fix  the 
graft.  The  stent  is  left  in  place  for  seven  to  ten 
days.  Following  removal  of  sutures,  lanolin 
cream  is  applied  twice  daily  to  prevent  drying 
and  pruritus  (Fig  4). 

If  the  loss  involves  the  alar  rim,  it  is  best  to 
suture  mucosa  to  the  skin  and  permit  the 
wound  to  heal,  soften,  and  mature  before  at- 
tempting reconstruction. 

Local  pedicle  flaps  are  rarely  used  in  the 
primary  repair  of  nasal  injuries  involving  soft- 
tissue  loss.  Composite  grafts  usually  are  em- 


3.  a.  A gas  tank  explosion  resulted 
in  lacerations  and  superficial  skin 
avulsions,  b.  Same  patient  three 
months  later. 
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ployed  in  subtotal  nasal  reconstructions  (nasal 
rim  and  columella)  following  healing. 

Nasal  Bone  Fractures:  Probably  the  most  com- 
monly fractured  bones  are  those  of  the  nose. 
The  majority  undoubtedly  receive  no  specific 
treatment — in  fact  they  are  recognized  by  the 
resultant  deformity  only  after  the  initial  swell- 
ing has  subsided.  The  history  of  a blow  to  the 
nose  followed  by  nasal  bleeding  is  pathogno- 
monic for  nasal  bone  or  septal  fracture.  The 
presence  of  an  external  nasal  deformity  or  sep- 
tal deviation  with  an  airway  obstruction  prior 
to  the  injury  is  determined.  Patients  present 
either  with  swelling  and  early  ecchymosis  of 
the  nose  and  perinasal  areas,  or  with  minimal 
swelling  and  a frank  deviation  of  the  nasal 
bridge.  The  former  often  results  from  blunt 
trauma  as  in  a fall  or  dashboard  injury;  the 
latter  usually  is  from  a glancing  or  side  blow 
to  the  nose  with  a hard  object  (stick,  elbow, 
fist,  etc).  The  nasal  bridge  is  tender,  deviated, 
and/or  depressed,  and  the  bones  may  be  mal- 
leable. Intranasal  examination  with  a speculum 
to  determine  frank  septal  injury  is  imperative. 
If  a hematoma  is  present,  it  should  be  evacu- 
ated and  the  nose  packed  to  avoid  infection, 
septal  necrosis,  and  possible  permanent  de- 
formity. 

If  the  nasal  bones  (or  bridge)  are  frankly 
deviated  or  a bone  is  depressed,  a roentgeno- 
gram is  unnecessary  but  is  usually  taken  for 
medical-legal  purposes. 

When  severe  edema  or  the  patient’s  general 
condition  precludes  immediate  reduction  of  the 
fracture,  early  conservative  treatment  is  given. 
The  nose  is  packed  as  described  if  bleeding 
persists.  Bed  rest  with  elevation  of  the  head, 
an  ice  pack,  and  an  anti-inflammatory  agent 
will  discourage  further  bleeding  and  edema. 
However,  when  the  injury  is  seen  early  and  the 
bridge  is  grossly  deviated,  even  though  edema 
is  present,  if  facilities  are  adequate,  it  is  point- 
less to  delay  reduction.  While  the  physician 


deliberately  delays  treatment  to  serve  his  own 
convenience,  morbidity  is  increased,  cost  dou- 
bled, and  work  time  lost.  When  the  fracture  is 
open  and  lacerations  need  repair,  reduction  is 
done  under  direct  vision  prior  to  suturing. 

Most  delayed  treatment  of  nasal  fractures  is 
performed  by  the  end  of  the  first  week  after  in- 
jury. The  delay  of  seven  to  ten  days  usually  has 
no  effect  on  the  surgeon's  ability  to  reduce  the 
fracture.  Longer  periods  make  the  reduction 
progressively  more  difficult;  if  it  is  impractical 
to  operate  within  two  weeks  after  injury,  the 
treatment  probably  should  be  deferred  for  sev- 
eral weeks  to  permit  complete  healing.  Stand- 
ard rhinoplasty  is  then  performed. 

Reduction:  Local  anesthetic  is  used.  It  is  im- 
portant to  visualize  and  understand  the  mech- 
anism of  the  fracture  before  reduction.  As  Gold- 
man^  has  pointed  out,  the  fracture  usually 
doesn't  occur  at  the  nasal  maxillary  suture  line 
but  lateral  to  it  along  the  lateral  border  of  the 
piriform  aperture.  Dislocation  at  the  suture  line 
frequently  accompanies  the  fracture. 

The  manipulative  reduction  is  performed 
either  with  one  of  two  instruments.  If  a uni- 
lateral depression  is  present  at  the  lateral  frac- 
ture line,  a scalpel  handle  is  placed  high  and 
beneath  the  displaced  bone  to  facilitate  eleva- 
tion of  this  bone  into  good  position.  A Walsham 
forcep  can  be  used  for  the  same  maneuver. 

Where  the  fracture  is  bilateral  and  the  bridge 
is  displaced  to  one  side,  an  Ash  forcep  is  in- 
serted high  in  the  nasal  fossa  under  the  bridge 
at  the  apex  of  the  nasal  bone  or  radix.  The 
entire  bony  cartilaginous  complex  of  the  bridge 
is  manipulated  as  a unit,  first  to  the  midline 
and  then  over-corrected  toward  the  opposite 
side,  a technique  advocated  by  Horton^  and 
employed  by  the  authors  for  the  past  ten  years. 
This  will  compensate  for  the  tendency  to  slight 
recurrence  of  the  deformity  following  healing 
when  the  bridge  is  placed  exactly  in  the  mid- 
line (Fig  5). 
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c,  d.  Technique  for  overcorrection 
is  shown. 


e,  f.  Appearance  immediately 
following  reduction. 
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5.  g.  Splinting  technique, 
h,  i.  Appearance  three  weeks 
postoperatively. 


Where  the  septum  is  either  dislocated  or 
fractured  it  is  either  manipulated  or  resected, 
as  the  case  indicates,  to  correct  the  deformity. 
Fry^  has  pointed  to  the  tendency  for  tension 
on  the  uninjured  side  to  deform  the  septum, 
resulting  in  a curvature  v\/ith  convexity  and 
obstruction  on  the  injured  side.  If  the  sep- 
tum deviation  persists  after  reduction  of  the 
external  deformity,  an  open  operation  is  indi- 
cated, using  a standard  submucous  resection 
technique. 

The  nose  is  lightly  packed  with  ointment-im- 
pregnated gauze.  It  is  not  overpacked  for  fear 
of  spreading  the  nasal  bones.  A routine  tape 
and  splint  dressing  is  applied.  The  tape  splint 
is  removed  after  five  to  seven  days,  and  the 
splint  is  utilized  only  at  night  for  two  more 
weeks  to  prevent  injury  during  sleep.  The  nasal 
packs  normally  are  taken  out  24  to  48  hours 
after  repair,  but  if  septal  surgery  is  performed 
they  should  be  left  in  place  for  five  to  seven 
days.  Premature  removal  usually  will  result 
in  annoying  bleeding.  Use  of  Neo-Synephrine 
(0.5%)  nose  drops  is  advised  for  a week  after 
the  pack  is  removed.  Occasionally  a tendency 
for  the  bridge  to  deviate  following  reduction  is 
seen.  We  use  either  a tape  splint  or  curved 
cork  splint  worn  continuously  for  one  week, 
then  only  at  night  for  another  week.  This  ma- 
neuver can  be  helpful  when  employed  early — 
within  three  weeks  after  reduction  (Fig  6). 

Despite  treatment,  nasal  fractures  in  child- 
ren frequently  leave  residual  deformities  which, 
with  growth,  may  manifest  themselves  years 
later.  Treatment  is  indicated  as  in  the  adult, 
but  septal  deformities  are  treated  by  manipu- 
lation rather  than  by  resection.  Sarnat  and 
Wexler^  have  described  the  growth  deformities 
resulting  from  septal  surgery  in  rabbits. 

Post-traumatic  nasal  deformities  are  complex 
problems,  particularly  when  overlaid  by  a devel- 
opmental deformity.  In  the  young  adult,  routine 
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6.  a.  Preoperative  post-traumatic 
deformity. 


b.  Following  surgery,  tendency 
to  deviate  to  left  side  is  corrected 
by  continuous  tape  splinting. 


c.  Late  postoperative  appearance. 
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rhinoplastic  techniques  will  suffice,  while  in  the 
older  patient  extensive  skin  and  cartilaginous 
excisions  also  may  be  needed. 

Severe  Middle  Face  Injuries:  Where  crush  injur- 
ies of  the  nose  are  associated  with  other  maxil- 
lofacial trauma,  treatment  becomes  complex  in 
terms  of  timing  and  technique.  The  immediate 
problem  usually  is  to  arrest  hemorrhage.  An- 
terior packing  usually  is  effective.  Posterior 
packing  may  be  necessary  in  severe  cases;  liga- 
tion of  the  external  carotid  artery  is  a last  re- 
sort. The  technique  for  inserting  a posterior 
choanal  pack  is  simple;  the  most  common  error 
is  using  too  small  a pack  and  inadequate  pres- 
sure. The  pack  should  not  be  left  in  place  long- 
er than  48  hours.  Where  a tracheostomy  has 
been  performed,  facial  and  nasal  bone  frac- 
tures can  be  reduced  and  fixed,  as  both  in- 
termaxillary fixation  and  nasal  packing  are 
employed  simultaneously  without  fear  of  air- 
way obstruction.  If  tracheostomy  has  not  been 
done,  then  it  is  best  to  reduce  the  maxilla- 
mandibular  fractures  first  and  the  nose  frac- 
tures ten  days  later.  A small  tube  inserted 
along  the  floor  of  the  nose,  with  the  packing 
placed  around  and  above  these  tubes,  will  per- 
mit sufficient  airflow.  In  severe  crush  injuries, 
external  head  cap  type  fixation  and  traction 
may  be  required — treatment  too  complex  to 
include  in  this  article. 

Burns:  Thermal  burns  can  leave  disastrous 
scars  if  full-thickness  skin  loss  occurs.  First- 
degree  (sunburn-type  burns)  are  no  problem. 
Second-  and  third-degree  burns  are  treated  by 
exposure  (drying)  permitting  a superficial  es- 
char by  twice-daily  applications  of  a bland  anti- 
biotic ointment.  The  eschar  of  a full-thickness 
burn  usually  will  separate  in  the  third  or  fourth 
post-burn  week.  Moist  saline  dressings  over  fine 
mesh  gauze,  changed  three  times  daily,  will 
promote  a granulating  wound  which  can  be 
grafted  with  a split-thickness  skin  graft.  De- 


struction of  the  underlying  cartilage,  either  by 
the  original  thermal  injury  or  by  secondary  in- 
fection, leaves  a deformity  that  is  difficult  to 
treat.  Exposed  cartilage  can  only  be  salvaged 
by  skin  grafting;  delay  invites  progressive  de- 
struction of  these  delicate  structures  in  an  in- 
sidious type  of  chondritis  that  becomes  appar- 
ent only  two  or  three  months  after  the  burn. 
Grafts  are  laid  on  the  wound,  lightly  sutured 
and  exposed.  Dressings  are  not  indicated  in  co- 
operative patients.  In  children  the  elbows  must 
be  restrained  in  extension  during  the  first  week 
after  surgery  to  avoid  disturbing  maxillofacial 
grafts. 

Another  type  of  burn,  most  commonly  seen 
in  the  older  patient,  is  from  prolonged  chronic 
exposure  to  the  elements,  especially  the  sun, 
resulting  in  actinic  keratoses.  This  degenerative 
change  is  a premalignant  condition  which,  in 
its  early  stage,  can  be  checked  by  avoiding  sun 
exposure  or  by  using  an  effective  sun-screen 
cream  (Solbar,  Uval).  When  frank  keratoses  are 
present,  discrete  lesions  can  be  dermabraded 
or,  if  the  condition  is  generalized  on  the  face,  a 
1%  5-fluorouracil  solution  in  propylene-glycol 
applied  twice  daily  will  cause  resolution.®  Gen- 
erally, three  to  six  weeks  of  treatment  is  neces- 
sary, with  the  lesions  becoming  erythematous 
and  extremely  sensitive  before  healing. 

Bite  Wounds:  Dog  bites  of  the  nose  are  com- 
mon, and  are  treated  basically  as  are  similar 
wounds  elsewhere  on  the  body  with  cleansing, 
judicious  debridement,  and  primary  repair.  Hu- 
man bites  are  treated  by  prolonged  cleansing, 
debridement  of  the  wound  margins,  and  a sin- 
gle-layer skin  and  subcutaneous  repair  (Fig  7). 
Punctate  bites  are  not  closed  but  are  covered 
with  wet  dressings  for  two  or  three  days  and 
permitted  to  epithelialize. 

Gunshot  Wounds:  Small-caliber  wounds  are  left 
open  and  a delayed  primary  closure  is  per- 
formed as  indicated.  Extensive  wounds  with 
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7.  a.  Bite  wound;  the  avulsed 
portion  of  the  nose  is  saved. 


b.  At  repair,  avulsed  tissue  is 
used  as  a composite  free  graft. 


c.  Late  appearance,  with  good 
“take"  of  graft. 


tissue  loss,  as  in  a shotgun  wound,  are  rarely 
repaired  primarily.  Wet  dressing  is  applied  and 
skin  is  grafted  as  soon  as  all  necrotic  tissue 
has  been  debrided  and  the  wound  is  clean.  No 
attempt  is  made  immediately  to  reconstruct 
mutilating  tissue  losses.  Raw  wounds  are  either 
closed  with  split-thickness  skin  grafts  or  a mu- 
cosa-skin  approximation  is  secured.  Antibiotics 
rarely  are  administered  for  isolated  nasal  injur- 
ries,  but  frequently  are  used  when  the  sinuses 
are  injured. 

Reconstructive  surgery  usually  is  delayed 
until  healing  has  occurred  and  the  resultant 
scars  are  mature — at  least  three  months  fol- 
lowing injury  in  most  cases. 

Even  in  extensive  nasal  injuries,  pain  is 
rarely  a problem  unless  there  are  complications 
such  as  hematoma  or  too  tight  a dressing.  If 


the  nose  is  splinted  with  tape,  the  splint  may 
be  too  tight  and  necrosis  of  the  skin  may  be 
impending.  Immediate  release  of  such  a tight 
constricting  dressing  or  splint  is  imperative. 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.  '' 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 
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In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 


Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 


In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients.3  Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  eta!.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969.  2.  Kales,  A., 
etai:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


For  the  sleep  your  patients  need 
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Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  {e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions. 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 
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call  SCHERER . . .the  house  with  the  items, 
more  sizes,  more  complete  lines. 

SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 
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TEXAS  MEDICIN 


when  an  unnerving  experience 
compounds  the  pain 


the  compound  analgesic 
that  calms  instead  of  caf  feinates 

In  addition  to  pain,  this  patient  has  experienced 
anxiety,  fear,  embarrassment,  and  frustration. 

No  doubt  these  psychic  factors  actually  increased 
her  perception  of  pain.  Surely  the  last  thing  she 
needs  is  an  analgesic  containing  caffeine.  The 
logical  choice  is  Phenaphen  with  Codeine.  It 
provides  a quarter  grain  of  phenobarbital  to  take 
the  nervous  “edge”  off.  so  the  rest  of  the  formula 
can  control  the  pain  more  effectively.  It's  no 
accident  that  the  Phenaphen  formulations  contain 
a sedative  rather  than  a stimulant.  Don’t  you 
agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen 

V V m Phenaphen  with  Codeine 

Will  I lilcilllt:^  Nos.  2,  3,  or  4 contains: 

» » * Vf  VlV'll  IW  Phenobarbital  ( 1/4  gr.), 

16.2  mg.  (warning:  may  be  habit  forming):  Aspirin  (2>/2  gr  ),  162.0  mg.; 
Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate,  0,031  mg.;  Codeine 
phosphate,  Vi  gr.  (No.  2),  Vi  gr.  (No.  3),  or  I gr.  (No.  4)  (warning:  may 
be  habit  forming).  Indications:  Provides  relief  in  severer  grades  of  pain, 
on  low  codeine  dosage,  with  minimal  possibility  of  side  effects. 

Its  use  frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  excessive  or 
prolonged  use  should  be  avoided.  Side  effects:  Side  effects  are 
uncommon,  although  nausea,  constipation  and  drowsiness  may  occur. 
Dosage:  Phenaphen  No.  2 and  No.  3—1  or  2 capsules  every  3 to  4 hours 
as  needed;  Phenaphen  No.  4 — I capsule  every  3 to  4 hours  as  needed. 

For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va. 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  AH-DOBINS 


prescribing  information  appears  on  next  page 


A.  H.  Robins  Company 
Richmond,  Va.  23220 


Dimetapf) 

Extentabs 

Dimetane'^?  (brompheniramine  mateate).  12  mg.;  phenyl- 
ephrine HCI,  15  mg.,  phenylpropanolamine  HCI,  15  mg 


PRimER 

PLUS 

FICKoplasf 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tr6ss. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


A practical, 
ambulatory  treatment 
for  leg  ulceration 

The  Flexible  Cast:  The  PRIMER  medi- 
cated bandage,  in  conjunction  .with  the 
FLEXOPLAST  elastic  adhesive  bandage, 
comprise  the  cast. 

This  is  a more  comfortable  and  faster 
method  of  healing  than  Unna’s  Boot.  Fre- 
quent changing  of  the  dressing  is  elimi- 
nated. The  newly  forming  granulation  and 
epithelium  are  left  undisturbed.  It  is  the 
modern  form  of  treatment. 


• ••  Edward  Taylor  Ltd.  ••••• 

A Division  of  Glenwood  Laboratories  Inc. 

Tenafly,  New  Jersey  07670 

Gentlemen: 

Please  send  me 

□ literature 

□ samples  of  PRIMER  medicated  bandage 
and  FLEXOPLAST  elastic  adhesive 
bandage. 

Name M.D. 

Address  

City  

State Zip 


Clinicopathologic 


The  patient,  a 78-year-old  Negro  woman,  was 
admitted  to  the  hospital  complaining  of  anorexia 
and  vomiting  of  ten  days’  duration  and  tender- 
ness of  the  fingers  and  toes  of  two  days’  duration. 
At  physical  examination,  her  hands,  feet,  and 
distal  forearms  were  blue-black  and  exquisitely 
tender.  The  peripheral  blood  demonstrated  nucle- 
ated red  cells,  burr  cells,  and  schistocytes.  The 
patient  died  on  the  24th  hospital  day  with  gastro- 
intestinal hemorrhage. 

PROTOCOL:  Dr.  Graham:  The  patient  is  a 78- 
year-old  Negro  woman  who  was  admitted  to 
the  hospital  with  the  chief  complaint  of  nausea 
and  vomiting  of  ten  days’  duration.  She  felt 
well  until  ten  days  before  entry  when  malaise, 
anorexia,  and  vomiting  developed.  Three  days 
later  she  came  to  the  emergency  room,  but  she 
was  afebrile  and  had  no  significant  physical 
signs.  Hematocrit  was  27%;  white  blood  cell 
count  (WBC)  17,800/cumm:  blood  urea  nitro- 
gen 54  mg/100  ml;  and  the  urine  sediment 
contained  25  to  30  WBC/hpf.  She  was  given  a 
prescription  for  ampicillin.  She  was  brought  to 
the  hospital  on  the  day  of  entry  because  of 
vomiting  and  abdominal  pain.  Tenderness  had 
developed  in  her  fingers  and  toes  during  the 
previous  two  days.  She  had  been  crippled  from 
birth  from  dislocation  of  the  right  hip. 

Physical  Examination:  Vital  signs  included 
blood  pressure,  160/90  mm  Hg;  pulse,  84/min 
and  irregular;  respirations  30/min;  and  temper- 
ature, 98  F.  The  patient  was  lethargic  and  de- 
hydrated, and  reacted  violently  to  manipulation 
of  her  extremities.  Her  skin  was  smooth,  dry, 
and  taut  over  the  malar  areas.  Her  hands,  dis- 
tal areas  of  both  forearms,  and  feet  were  dark 
blue  and  black  and  very  sensitive  to  touch.  Her 
fingers  and  nails  were  black  with  devitalization 
of  the  distal  portion  of  the  fingers  of  the  right 
hand.  The  conjunctivae  were  pale.  The  fundu- 
scopic  examination  showed  no  abnormalities. 
The  tongue  and  oral  pharynx  were  normal. 


Rales  were  heard  at  the  base  of  the  left  lung. 
The  heart  was  normal  except  for  mild  car- 
diomegaly.  The  abdomen  was  distended  with 
guarding  in  the  right  lower  quadrant  and  dimin- 
ished bowel  sounds.  The  liver  and  spleen  were 
not  enlarged.  The  peripheral  pulses  were  pres- 
ent. There  was  pretibial  edema  (1  -f ).  The  right 
leg  was  considerably  shorter  than  the  left. 

Laboratory  Data:  The  hematocrit  value  was 
33%.  The  WBC  was  20,200/cumm  with  82% 
neutrophils,  7 lymphocytes,  6 bands,  3 mono- 
cytes, and  2 eosinophils.  Peripheral  smear  re- 
vealed 2 nucleated  red  blood  cells/ 100  WBCs, 
with  burr  cells  and  schistocytes.  The  reticulo- 
cyte count  was  5.2%.  Platelet  count  was 
160,000/cu  mm.  Urinalysis  was  normal  except 
for  proteinuria  (2  + ) with  4 WBCs  and  6 RBCs/ 
hpf.  Other  values  were:  BUN,  46  mg/100  ml; 
creatinine,  2.1  mg/100  ml;  serum  sodium,  138 
mEq/liter;  potassium,  4.3  mEq/liter;  chloride, 
104  mEq/liter;  carbon  dioxide  content,  13 
mEq/liter;  total  bilirubin,  1.8  mg/100  ml  (di- 
rect, 0.9  mg/100  ml);  SCOT,  40  units;  SGPT, 
106  units;  alkaline  phosphatase,  29.2  King- 
Armstrong  units;  amylase,  126  Somogyi  units; 
total  protein,  6.3  gm/100  ml  (globulin,  2.4 
gm/100  ml);  albumin,  3.9  gm/100  ml;  lactic 
dehydrogenase,  235  Wacker  units;  uric  acid, 
17  mg/100  ml;  and  creatine  phosphokinase, 
174  international  units.  VDRL  was  reactive, 
1:4  dilution,  and  a treponema  antibody  test 
was  reactive.  Cold  agglutinins  were  positive 
(1:20);  rheumatoid  arthritis  factor,  nonreactive; 
and  antinuclear  factor,  positive  in  greater  than 
1:64  dilution. 

A roentgenogram  of  the  chest  demonstrated 
slight  cardiomegaly  with  clear  lung  fields.  Kid- 
neys-ureters-bladder  and  upright  abdominal 
roentgenograms  were  normal. 

A lumbar  puncture  was  done  on  the  day  of 
admission.  The  opening  pressure  was  250  mm 
H2O  and  the  fluid  was  clear  with  protein,  76 
mg/100  ml,  and  glucose  104  mg/100  ml  with 
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simultaneous  blood  glucose  value  of  122  mg/ 
100  ml.  No  cells  were  seen  on  microscopic 
examination. 

A liver  scan  demonstrated  generalized  patchy 
uptake. 

A bone  marrow  examination  done  the  day 
after  admission  revealed  erythroid  hyperplasia 
with  slight  eosinophilic  hyperplasia,  plentiful 
iron,  and  adequate  megakaryocytes. 

Course  in  Hospital:  The  patient  was  treated 
initially  with  intravenous  fluid  to  correct  dehy- 
dration. Cultures  of  her  urine,  blood,  and  cere- 
brospinal fluid  were  obtained  and  antimicrobial 
therapy  with  kanamycin,  300  mg  every  12 
hours,  and  ampicillin,  500  mg  every  6 hours, 
was  instituted.  All  the  cultures  were  negative. 
Kanamycin  and  ampicillin  were  discontinued, 
and  procaine  penicillin,  600,000  units  every  12 
hours,  was  substituted.  Daily  WBCs  were  ob- 
tained; on  the  fourth  hospital  day  the  hema- 
tocrit value  was  28%,  reticulocyte  count, 
10.5%;  and  platelet  count,  76,000/cumm. 
The  WBC  remained  elevated  at  26,000/cumm 
with  89%  neutrophils.  The  prothrombin  time 
was  16  seconds.  The  serum  haptoglobin  level 
was  100  mg/100  ml.  No  urine  hemosiderin  was 
present;  glucose-6-phosphate  dehydrogenase 
screening  test  result  was  negative;  and  euglob- 
ulin  lysis  time  was  normal.  Results  of  direct  and 
indirect  Coombs’  tests  were  negative.  The  pa- 
tient was  started  on  heparin,  given  intraven- 
ously, and  during  the  next  four  days  her  hema- 
tocrit value  stabilized  in  the  mid-twenties  per- 
cent and  her  temperature  between  99  and  100 
F,  but  her  abdominal  tenderness  subsided  and 
she  became  more  responsive  and  alert.  Her 
urine  output  was  good  and  her  central  venous 
pressure  was  stable  at  8 to  10  cm.  An  intra- 
venous pyelogram  showed  bilaterally  depressed 
renal  function  with  less  visualization  on  the  left 
than  on  the  right.  An  esophagram  showed  de- 
creased peristalsis  with  evidence  of  dilatation 
of  the  duodenum. 


On  the  tenth  hospital  day,  the  patient  be- 
came semicomatose.  Results  of  a repeat  lum- 
bar puncture  were  normal  with  an  opening 
pressure  of  200  mm  HoO;  protein,  40  mg/100 
ml;  and  glucose,  94  mg/100  ml  with  blood  glu- 
cose, 72  mg/100  ml.  Arterial  gas  values  were 
pH,  7.47;  PCO2,  14.5  mm  Hg;  and  pOa,  59  mm 
Hg.  Because  of  guaiac-positive  stools,  the  hep- 
arin was  discontinued.  The  peripheral  gangrene 
rapidly  worsened,  extending  to  the  left  knee; 
the  hematocrit  fell  to  24%,  and  the  platelet 
count  to  1 12,000/cu  mm.  The  heparin  was  re- 
started 48  hours  later  and  continued  through 
the  second  hospital  week.  A nasogastric  tube 
was  inserted  and  tube  feeding  was  begun.  In 
the  second  hospital  week,  the  BUN  value  in- 
creased to  70  mg/100  ml  with  creatine,  6.8 
mg/100  ml.  During  the  third  hospital  week  the 
blood  and  urine  cultures  grew  Pseudomonas 
aeruginosa.  The  patient  remained  afebrile.  The 
BUN  value  increased  to  98  mg/100  ml,  and  a 
pericardial  friction  rub  developed.  The  heparin 
was  discontinued.  On  the  24th  hospital  day 
gastrointestinal  hemorrhage  occurred  and  the 
patient  died. 

Discussion:  Dr.  Lynch:  The  patient  was  a 78- 
year-old  woman  who  entered  the  hospital  with 
a ten-day  history  of  nausea,  vomiting,  malaise, 
and  anorexia.  Anemia  and  an  elevated  BUN 
level  were  found  seven  days  prior  to  admission. 
She  was  given  ampicillin  with  a presumptive 
diagnosis  of  a urinary  tract  infection.  On  the 
day  of  admission  abdominal  pain  appeared. 
Physical  examination  disclosed  a blood  pres- 
sure of  160/90  mm  Hg  and  an  irregular  pulse. 
The  abdomen  was  distended  with  diminished 
bowel  sounds  and  right  lower  quadrant  guard- 
ing. There  were  findings  which  I interpret  as 
the  clinical  picture  of  multiple  peripheral  gan- 
grene. For  instance,  the  hands,  distal  forearms, 
and  feet  were  dark  blue  to  black.  The  nails 
were  black.  There  was  devitalization  of  the  dis- 
tal phalanges  of  the  right  hand.  As  is  often  true 
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CLINICOPATHOLOGIC  CONFERENCE 


1.  Cardiopulmonary  disease: 

Myocardial  infarction 
Pulmonary  embolism 

2.  Peripheral  embolization: 

Atheromatous 

Infectious — bacterial  endocarditis 
Left  atrial  thrombi 
Left  ventricular  mural  thrombi 
Nonbacterial  thrombotic  endocarditis 

3.  Arterial  vascular  disease: 

Arteriosclerosis  obliterans 
Ergotism 

Raynaud's  syndrome 
Polyarteritis  nodosa 
Systemic  lupus  erythematosus 
Rheumatoid  arthritis 
Scleroderma 

4.  Primary  venous  disease 

5.  Overwhelming  infection: 

Gram-positive  bacteremia 
Gram-negative  bacteremia 
tuberculosis 
Rickettsial  disease 

6.  Abnormal  plasma  proteins: 

Cold  agglutinins 

Cryoglobulinemia 

Cryofibrinogenemia 

7.  Malignant  diseases: 

Disseminated  intravascular  coagulation 
Venous  occlusive  disease 
Marantic  endocarditis 
Cryoglobulinemia 
Cryofibrinogenemia 


1.  Causes  of  multiple  peripheral  gangrene. 


in  the  syndrome  of  multiple  peripheral  gan- 
grene, the  peripheral  pulses  \were  palpable. 
This  syndrome  may  also  involve  the  skin  of  the 
ears,  nose,  and  cheeks;  the  skin  of  the  malar 
areas  vtas  described  as  dry,  smooth,  and  taut. 
Initial  laboratory  studies  revealed  anemia,  leu- 
kocytosis, azotemia,  and  abnormal  results  of 
hepatic  function  tests.  Treatment  consisted  of 
kanamycin  and  ampicillin.  When  cultures  of 
blood,  urine,  and  CSF  fluid  proved  negative,  the 
treatment  was  changed  to  penicillin.  Low-grade 
fever  was  observed  but  the  abdominal  tender- 
ness disappeared.  Anemia  increased.  Apparent- 
ly, a declining  platelet  count  suggested  con- 
sumption coagulopathy  and  she  was  given  hep- 
arin. The  stools  became  guaiac-positive  so  the 
heparin  was  discontinued.  On  the  tenth  hospi- 
tal day  she  became  semicomatose.  Peripheral 
gangrene  worsened.  Heparin  therapy  was  rein- 
stituted. Although  the  patient  was  afebrile, 
blood  and  urine  cultures  during  the  third  week 
yielded  Pseudomonas;  increasing  renal  insuffi- 
ciency and  gastrointestinal  hemorrhage  oc- 
curred, followed  soon  by  death. 

The  cardinal  feature  of  this  patient’s  illness 
at  the  time  of  hospitalization  was  multiple 
areas  of  peripheral  gangrene  of  the  extremities. 
It  seems  appropriate,  then,  to  construct  a dif- 
ferential diagnosis  around  this  rather  rare  dis- 
order (Fig  1).  Many  different  diseases  may  be 
associated  with  multiple  peripheral  gangrene.^ 
In  patients  with  myocardial  infarction  or  pul- 
monary embolism,  profound  shock  is  the  event 
that  precipitates  gangrene  formation.  Although 
we  were  not  provided  an  electrocardiogram, 
both  of  these  disorders  seem  unlikely  in  this 
patient  and  there  is  no  history  of  shock.  Be- 
cause the  pulse  was  described  as  irregular,  her 
rhythm  may  have  been  atrial  fibrillation  and 
therefore,  she  may  have  been  somewhat  pre- 
disposed to  left  atrial  mural  thrombosis.  How- 
ever, there  were  no  other  findings  to  support 
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cardiac  disease  with  peripheral  embolization, 
and  I shall  therefore  dismiss  this  possibility. 

Certainly  polyarteritis  nodosa,  scleroderma, 
and  systemic  lupus  erythematosus  (SLE)  may 
cause  peripheral  gangrene,  and  each  bears  con- 
sideration in  our  patient.  The  incidence  of  peri- 
pheral gangrene  in  SLE  is  approximately  1%. 
Usually  the  gangrene  is  caused  by  vasculitis, 
although  cryoglobulins  occasionally  are  impor- 
tant from  a causative  standpoint.  The  gangrene 
is  generally  insidious  in  onset  rather  than 
abrupt  as  in  our  patient. 

When  peripheral  gangrene  develops  as  a con- 
sequence of  overwhelming  infection,  the  setting 
is  commonly  that  of  bacteremia  of  a gram-posi- 
tive coccus  or  occasionally  the  meningococcus. 
Rarely,  other  gram-negative  organisms  or  non- 
bacterial  infections  may  precipitate  gangrene. 
In  patients  with  gangrene  associated  with  bac- 
teremia, consumption  coagulopathy  appears, 
related  to  the  formation  of  fibrin  thrombi  within 
the  blood  vessels  of  the  gangrenous  skin  and 
sometimes  in  blood  vessels  of  other  organs  as 
well,  such  as  the  kidneys.  Peripheral  gangrene 
associated  with  bacteremia  usually  is  abrupt 
in  onset. 

In  any  patient  with  multiple  peripheral  gan- 
grene, one  should  search  for  cold  agglutinins, 
cryoglobulins,  and  cryofibrinogen,  any  of  which 
may  cause  occlusion  of  skin  blood  vessels  and 
gangrene.  Several  mechanisms  may  be  respon- 
sible for  the  abrupt  or  insidious  onset  of  peri- 
pheral gangrene  in  patients  with  malignancy. 
These  mechanisms  include  disseminated  intra- 
vascular coagulation,  thrombosis  of  the  venous 
system,  marantic  endocarditis,  cryoglobulins, 
and  cryofibrinogen. 

Having  considered  the  differential  diagnosis 
of  multiple  peripheral  gangrene,  three  major 
diagnostic  possibilities  come  forth:  SLE,  bac- 
terial infection,  and  malignant  disease.  It  is 
possible  that  the  mechanism  causing  this  pa- 


tient’s peripheral  gangrene  was  missed  because 
of  the  failure  to  search  for  cryoglobulins  and 
cryofibrinogen.  The  majority  of  patients  with 
cryoglobulinemia  have  multiple  myeloma  or 
macroglobulinemia.  Other  patients  have  a syn- 
drome characterized  by  cryoglobulins,  Ray- 
naud’s phenomenon,  ulceration  of  the  skin, 
purpura,  hepatosplenomegaly,  and  a positive 
rheumatoid  factor.  Occasionally,  cryoglobulins 
are  found  in  overt  systemic  lupus  erythemato- 
sus and  rarely  in  a variety  of  malignant  condi- 
tions. Gelling  of  the  protein  in  the  blood  vessels 
of  the  skin  is  the  likely  cause  of  vascular  occlu- 
sion and  gangrene.  Cryofibrinogenemia  is  a rare 
disorder.  Either  the  idiopathic  form  or  that  sec- 
ondary to  malignant  disease  may  cause  peri- 
pheral gangrene.  Cryofibrinogens  are  rather 
easily  demonstrated  simply  by  refrigerating 
citrated  or  oxalated  plasma. 

I want  to  consider  the  hematologic  abnor- 
malities in  this  case.  In  the  peripheral  blood 
film  there  were  a number  of  schistocytes,  that 
is,  fragmented  red  cells.  In  addition,  there  was 
polychromasia  reflecting  the  increase  of  the 
reticulocyte  count;  overall,  the  red  blood  cells 
appeared  normochromic,  normocytic  with  occa- 
sional hypochromic  cells.  The  platelet  count 
was  somewhat  low,  and  many  of  the  platelets 
were  rather  large.  A small  number  of  normo- 
blasts was  seen  in  the  peripheral  blood.  The 
normoblastemia  may  be  related  to  the  hemoly- 
tic process  or  to  infiltrative  disease  of  the  bone 
marrow.  The  bone  marrow  aspirate  showed 
normoblastic  hyperplasia  and  an  abundance  of 
megakaryocytes. 

The  reticulocytosis  in  the  absence  of  blood 
loss  strongly  suggests  that  the  anemia  was 
hemolytic.  The  negative  Coombs'  reaction  ex- 
cludes an  autoimmune  mechanism  due  to  a 
warm  antibody.  In  patients  with  recent  hemo- 
lysis (and  therefore  a lot  of  young  cells  in  the 
peripheral  blood),  a negative  result  of  glucose- 
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6-phosphate  dehydrogenase  screening  test  does 
not  necessarily  exclude  this  particular  enzyme 
deficiency,  but  I think  the  possibility  is  unlikely. 
Because  the  predominant  morphologic  change 
of  the  erythrocytes  in  the  blood  smear  was  ery- 
throcyte fragmentation,  I believe  we  should 
attribute  this  patient’s  anemia  to  one  of  the 
rather  large  group  of  disorders  which  cause 
hemolysis  associated  with  red  cell  fragmenta- 
tion. 

Cold  agglutinins  are  red  cell  antibodies  which 
show  a maximum  activity  at  4°  C.  They  are  re- 
sponsible for  approximately  25%  of  all  cases 
of  hemolytic  anemia  of  the  autoimmune  type. 
They  are  immunoglobulin  M type  antibodies 
which  fix  complement,  and  are  directed  against 
I antigen  of  red  cells.  Hemolysis  occurs  with 
cold  agglutinins  only  if  the  thermal  range 
of  the  antibody  extends  as  high  as  skin  tem- 
peratures in  the  extremities  (28  to  30°  C).  Usu- 
ally, the  titer  of  antibody  is  quite  high  in  pa- 
tients with  hemolysis.  The  hemolysis  is  intra- 
vascular. Microspherocytes  rather  than  frag- 
mented erythrocytes  are  seen  in  the  peripheral 
blood  film.  Gangrene  of  the  skin  occasionally 
occurs  in  patients  with  cold  agglutinins  related 
to  obstruction  of  skin  blood  vessels  by  agglu- 
tinated erythrocytes.  Among  the  disorders  un- 
der consideration  today,  SLE  especially  may  be 
associated  with  cold  agglutinins.  I do  not  be- 
lieve that  cold  agglutinins  were  important  in 
this  patient’s  hemolytic  anemia  because  the 
titer  of  the  antibody  was  low,  1:20.  The  pre- 
dominant morphologic  change  in  our  patient 
was  red  cell  fragmentation,  not  spherocytosis. 
We  have  no  evidence  of  intravascular  hemoly- 
sis, such  as  hemoglobinuria  or  absence  of 
serum  haptoglobin. 

Erythrocyte  fragmentation  occurs  as  the 
principal  morphologic  change  in  hemolytic  ane- 
mias associated  with  pathologic  abnormalities 
of  the  small  blood  vessels,  the  so-called  micro- 


angiopathic hemolytic  anemias  (Fig  2).  I be- 
lieve that  our  patient’s  hemolytic  anemia  is  an 
example  of  microangiopathic  hemolytic  anemia 
and,  for  that  reason,  will  consider  the  vari- 
ous conditions  which  may  cause  the  disorder. 
Thrombotic  thrombocytopenic  purpura  (TTP) 
is  a plausible  diagnostic  possibility.  TTP  is 
characterized  by  red  blood  cell  fragmentation, 
thrombocytopenia,  central  nervous  system  dys- 
function, renal  disease,  and  fever,  all  of  which 
were  observed  in  our  patient.  Another  possi- 
bility, the  hemolytic  uremic  syndrome,  consists 
of  red  cell  fragmentation,  hemolytic  anemia, 
thrombocytopenia,  and  renal  failure.  Fibrin 
thrombi  form  in  the  glomerular  capillaries  of 
these  patients.  The  syndrome  is  seen  predomi- 
nantly in  infants,  but  occasionally  we  have  seen 
it  in  adults.  Its  rarity  in  adults  plus  the  pres- 
ence of  hepatic  and  central  nervous  system  ab- 
normalities and  peripheral  gangrene  are  strong- 
ly against  this  diagnosis.  Usually  hemolytic 
anemia  and  thrombocytopenia  occurring  in 
SLE  are  related  to  autoimmunity  or  to  hyper- 
splenism.  Rarely,  one  may  see  a picture  like 
TTP  in  SLE,  with  red  cell  fragmentation  related 
to  disseminated  fibrin  thrombi.  Red  cell  frag- 
mentation is  rare  in  polyarteritis,  occurring  only 
when  the  process  involves  small  blood  vessels. 
In  patients  with  bacteremia,  a Shwartzman-type 
reaction  with  disseminated  fibrin  thrombi  in  the 
microcirculation  frequently  is  associated  with 
red  cell  fragmentation  and  occasionally  with 
overt  hemolytic  anemia.  Although  malignant 
hypertension  may  cause  renal  failure  and  mi- 
croangiopathic hemolytic  anemia,  as  observed 
in  our  patient,  the  lack  of  elevation  of  the  dias- 
tolic blood  pressure  and  the  lack  of  hyperten- 
sive eye  ground  changes  essentially  exclude 
this  diagnosis.  Diabetics  with  Kimmelsteil-Wil- 
son’s  disease  may  have  microangiopathic 
hemolytic  anemia,  but  in  our  patient  the  blood 
glucose  level  was  normal.  The  absence  of  hema- 
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Disseminated  intravascular  coagulation 


2.  Microangiopathic  hemolytic  anemia. 


turia  and  red  cell  casts  and  the  presence  of 
peripheral  gangrene  make  acute  glomerulone- 
phritis an  unlikely  diagnosis.  Perhaps  the  most 
common  cause  of  microangiopathic  hemolytic 
anemia  is  disseminated  carcinoma.  Two  abnor- 
malities of  the  small  blood  vessels  can  be  re- 
sponsible for  microangiopathic  hemolytic  ane- 
mia in  patients  with  cancer;  disseminated 
tumor  within  the  small  blood  vessels  and  dis- 
seminated fibrin  thrombi.  Based  upon  the  as- 
sumption that  the  hemolytic  anemia  was  of  the 
microangiopathic  type,  I would  say  that  there 
are  four  main  diagnostic  possibilities  in  our 
patient;  TTP,  SLE,  bacteremia  with  disseminat- 
ed intravascular  coagulation,  and  malignancy. 
Radiological  Findings:  Dr.  John  Roehm:  There 
were  x-ray  films  of  shoulders,  feet,  knees, 
hands,  and  hips.  Those  of  the  hands  and  feet 
showed  only  severe  osteoporosis;  the  fingers 
were  held  in  flexion.  At  the  fingertips,  I saw  no 
evidence  of  ulceration,  calcification,  or  resorp- 
tion of  bone.  Radiographically,  there  was  no 
evidence  of  the  ischemic  changes  that  were  de- 
scribed in  the  soft  tissues.  The  patient  had  a 
reactive  VDRL.  The  right  knee  showed  advanced 
degenerative  arthritis  that  appeared  to  be  pri- 
marily post-traumatic;  it  did  not  look  like  a 
Charcot’s  joint.  I would  suspect  that  perhaps 
somewhere  in  the  past  the  patient  had  a frac- 
ture of  the  medial  tibial  plateau  and  had  second- 
ary degenerative  arthritis.  The  right  hip  showed 
advanced  degenerative  arthritis,  reported  in  the 
protocol  to  be  secondary  to  congenital  hip  dis- 
location. From  a radiographic  point  of  view  I 
would  suspect  that  wasn’t  the  case,  and  that 
perhaps  in  childhood  there  was  either  ischemic 
necrosis  of  the  femoral  head  or  a slipped  capi- 
tal femoral  epiphysis  or  fracture  that  went  un- 
treated, with  resultant  changes  that  we  saw 
here.  Films  of  the  upper  gastrointestinal  tract 
were  limited  to  90  mm  spot  films.  There  were 
no  films  on  which  we  could  see  the  stomach. 


and  none  where  I could  really  identify  much  of 
the  duodenum.  The  esophagus  appeared  nor- 
mal intrinsically;  there  was  an  indentation  in 
the  esophagus  in  the  lower  thoracic  area  that 
appeared  to  be  extrinsic;  conceivably,  this 
could  be  a mural  tumor  or  an  extraesophageal 
tumor.  I think  that  in  most  cases,  this  is  what 
one  sees  with  a patient  in  a recumbent  position 
and  merely  having  left  atrial  indentation  of  the 
esophagus.  But  certainly  one  cannot  exclude  a 
mural  tumor  of  the  esophagus.  There  were  no 
other  abnormalities  visualized  on  the  three  sets 
of  90  mm  spot  films.  In  a series  of  four  chest 
films,  there  was  dense  calcification  of  the  de- 
scending thoracic  aorta.  I could  not  really  iden- 
tify any  in  the  ascending  aorta.  During  the 
last  admission,  the  heart  appeared  to  increase 
slowly  in  size;  whether  this  was  due  to  radio- 
graphic  technique,  dilatation  of  the  heart,  or 
possibly  pericardial  fluid  is  not  known.  I think 
that  the  latter  is  a good  possibility  in  that  there 
was  slow  development  of  pericardial  fluid.  There 
was  a slight  patchy  infiltrate  in  the  retrocardiac 
portion  of  the  left  lower  lobe,  and  development 
of  bilateral  pleural  effusions.  There  were  no 
other  findings  in  the  lungs.  Advanced  osteo- 
porosis was  seen  throughout  the  spine,  with 
partial  collapse.  I was  unable  to  identify  any 
definite  metastatic  lesions. 

Physician  in  the  audience:  Was  there  any 
indication  of  impaired  esophageal  motility? 

Dr.  Roehm:  Yes,  the  report  indicates  that 
esophageal  motility  was  present  but  appeared 
impaired,  which  is  not  unusual  in  a patient  of 
this  age. 

Finally,  we  had  roentgenograms  of  the  abdo- 
men. The  kidneys  appeared  small  and  there 
was  poor  concentration  of  the  opaque  medium 
in  the  excretory  urogram.  The  urinary  collecting 
system  that  we  could  see  did  not  appear  to  be 
deformed,  but  the  visualization  was  suboptimal. 
Approximately  16  days  later  we  had  a film  of 
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the  abdomen.  Bowel  in  the  pelvis  as  well  as  a 
loop  of  small  bowel  appeared  to  be  slightly  ab- 
normal. On  the  following  day  the  mucosal  pat- 
tern in  this  loop  (jejunum)  appeared  abnormal. 
There  were  so-called  thumb  prints  which,  if  this 
pattern  is  a constant  finding,  suggest  mesen- 
teric vascular  accident  with  resultant  small- 
bowel  ischemia.  Serosal  implants  of  tumor,  per- 
haps a carcinoma  within  the  abdomen  with  im- 
plantations on  the  bowel,  or  possibly  a lympho- 
sarcoma that  could  be  involving  the  bowel  wall, 
are  other  possibilities. 

Dr.  Lynch:  The  decreased  peristalsis  of  the 
esophagus  and  dilated  duodenal  bulb  may  sug- 
gest that  the  patient  had  scleroderma.  A num- 
ber of  features  of  the  case  rule  against  sclero- 
derma. The  renal  disease  of  scleroderma  is 
generally  accompanied  by  hypertension,  but 
our  patient  was  not  hypertensive.  I am  unfamil- 
iar with  scleroderma  as  a cause  of  red  cell  frag- 
mentation with  hemolytic  anemia.  I would  seri- 
ously consider  scleroderma  only  if  malignant 
hypertension  were  present  to  provide  a mecha- 
nism for  the  red  cell  fragmentation  and  hemoly- 
tic anemia. 

Why  did  this  patient  have  thrombocytopenia? 
The  numerous  megakaryocytes  in  the  marrow 
as  well  as  many  large  platelets  in  the  peripheral 
blood  strongly  suggest  excessive  peripheral  de- 
struction of  platelets  rather  than  failure  of 
thrombopoiesis  (Fig  3).  Among  causes  of  ex- 
cessive peripheral  destruction  of  platelets  are 
various  drugs,  but  we  have  no  history  of  the 
administration  of  any  drug.  Hypersplenism  is 
quite  unlikely  in  the  absence  of  a palpable 
spleen.  Autoimmune  thrombocytopenia  due  to 
SLE  or  thrombocytopenia  associated  with  TTP 
are  reasonable  possibilities.  Because  red  blood 
cell  fragmentation  is  common  in  disseminated 
intravascular  coagulation  (DIG),  we  must  con- 
sider this  possibility  seriously.  In  addition  to 
thrombocytopenia,  one  observes  deficiencies  of 


factors  I,  11,  V,  and  VIII  due  to  consumption  of 
these  factors  in  the  formation  of  fibrin  thrombi 
in  this  syndrome.  One  finds  elevated  levels  of 
fibrin-split  products  secondary  to  the  fibrinoly- 
sis which  accompanies  DIG.  Unfortunately,  no 
studies  were  performed  in  this  case  to  confirm 
deficiency  of  any  of  these  factors,  or  to  dem- 
onstrate an  elevated  level  of  fibrin-split  prod- 
ucts. Therefore,  although  disseminated  intra- 
vascular coagulation  (DIG)  seems  to  me  the 
most  likely  cause  of  this  patient’s  thrombocy- 
topenia, it  is  unproved.  The  prolonged  pro- 
thrombin time  could  represent  a deficiency  of 
factor  II  or  factor  V in  DIG,  but  it  may  simply 
represent  a manifestation  of  the  liver  disease 
in  this  patient.  Thrombocytopenia  may  also 
occur  in  patients  with  microangiopathic  hemo- 
lytic anemia  who  have  small-vessel  disease  un- 
related to  DIG.  Examples  are  malignant  hyper- 
tension and  disseminated  intravascular  tumor. 
The  modest  rise  in  this  patient’s  platelet  count 
while  taking  heparin  is  a small  point  favoring 
the  diagnosis  of  DIG.  A variety  of  diseases  may 
be  associated  with  DIG.  Two  disorders  which 
seem  to  be  important  possibilities  in  our  patient 
are  bacteremia  and  carcinomatosis.  DIG  associ- 
ated with  bacteremia  usually  is  abrupt  in  onset, 
although  occasionally  it  is  indolent.  In  carcino- 
matosis, DIG  tends  to  be  chronic.  The  latter  is 
more  in  keeping  with  the  manifestations  in  our 
patient.  In  addition,  the  degree  of  thrombocy- 
topenia generally  is  not  as  great  in  DIG  associ- 
ated with  cancer  as  it  is  in  patients  in  whom 
it  is  associated  with  bacteremia,  because  of  the 
greater  chronicity  of  the  process  in  cancer  and 
the  fairly  frequent  pre-existence  of  thrombocy- 
tosis in  such  patients.  The  disproportionate 
elevation  of  the  serum  uric  acid  compared  to 
the  BUN  in  this  patient  may  be  considered  a 
small  lead  pointing  toward  the  diagnosis  of 
underlying  malignant  disease. 

The  small  kidneys,  demonstrated  radiographs 
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3.  Thrombocytopenia  associated  with  excessive 
peripheral  destruction  of  platelets. 

ically,  are  suggestive  of  some  pre-existing  renal 
disease  such  as  chronic  pyelonephritis  or  lupus 
nephritis.  The  changes  in  the  urinary  sediment 
point  more  to  a diagnosis  of  pyelonephritis  than 
lupoid  nephritis.  The  rapidly  advancing  renal 
failure  in  the  patient  is  consistent  with  the 
renal  effects  of  the  DIC  syndrome  wherein  one 
finds  fibrin  thrombi  in  the  glomerular  capillaries 
histologically.  Somewhat  against  DIC  is  the 
fact  that  this  patient  had  nonoliguric  rather 
than  oliguric  renal  failure. 

I cannot  identify  anything  specific  or  diag- 
nostic about  the  abnormalities  shown  by  the 
hepatic  function  tests.  Perhaps  there  was  a 
somewhat  disproportionate  elevation  in  the 
alkaline  phosphatase  which  may  indicate  infil- 
trative disease  of  the  liver.  As  applied  to  our 
patient,  the  disease  might  be  metastatic  tumor 
or  hepatic  abscesses.  The  failure  to  find  hepa- 
tomegaly on  examination  weighs  against  both 
of  these  possibilities.  Nevertheless,  I offer  me- 
tastatic tumor  as  the  most  likely  explanation 
for  the  abnormal  results  of  liver  function  tests. 

The  CSF  findings  seem  to  exclude  an  infec- 
tious process  of  the  central  nervous  system. 
The  central  nervous  system  difficulties  may 
have  resulted  from  extracranial  problems  such 
as  uremia  or  hypoxia.  More  likely,  they  reflect 
a diffuse  process  affecting  the  central  nervous 
system,  such  as  occlusion  of  the  small  blood 
vessels  by  fibrin  thrombi.  The  lesions  of  TTP 
also  must  be  considered,  as  well  as  the  possi- 
bility of  intravascular  tumor.  Although  the  cen- 
tral nervous  system  problems  are  common  in 
SLE,  coma  as  a principal  manifestation  of  that 
disease  is  infrequent.  The  serological  studies 
indicate  that  this  patient  likely  had  latent  lues. 
There  are  no  findings  indicative  of  active  lues. 

Nearly  all  patients  with  SLE  have  a positive 
reaction  to  test  for  antinuclear  factor  (ANF). 
This  antibody,  when  present  in  high  titers 
(greater  than  1:64)  usually  indicates  a collagen 


disorder.  However,  approximately  25%  of  wom- 
en over  the  age  of  60  have  ANF,  and  3%  of 
persons  of  any  age,  ill  with  noncollagen  dis- 
orders, have  positive  reactions  for  ANF  with 
titers  as  high  as  1:64  or  greater.  Therefore,  al- 
though the  presence  of  ANF  suggests  collagen 
disease,  it  does  not  exclude  the  possibility  of 
other  disorders  in  our  patient. 

There  appear  to  be  four  major  diagnostic 
possibilities:  TTP,  SLE,  bacteremia  with  DIC, 
and  a disseminated  malignancy.  This  patient’s 
fever,  leukocytosis,  renal  insufficiency,  red  cell 
fragmentation,  and  hemolytic  anemia  are  all 
quite  consistent  with  TTP.  Coma  occurs  in  31  % 
of  such  patients  with  TTP  and  even  abdominal 
pain  is  a presenting  complaint,  as  in  our  pa- 
tient, in  13%. 2 However,  I wish  to  discard  this 
diagnosis  for  three  reasons.  First,  the  thrombo- 
cytopenia is  generally  severe  in  TTP,  and  it  was 
only  modest  in  our  patient.  Second,  TTP  is 
mainly  an  illness  of  patients  age  10  to  40.  If 
this  patient  had  thrombotic  thrombocytopenic 
purpura,  she  was  older  than  any  patient  yet  re- 
ported in  the  literature.  Third,  I have  been  able 
to  find  only  one  previously  reported  case  of 
TTP  with  peripheral  gangrene.^ 

Favoring  the  diagnosis  of  SLE  is  the  con- 
stellation of  peripheral  gangrene,  hemolytic 
anemia,  thrombocytopenia,  renal  disease,  posi- 
tive ANF,  pleural  effusion,  and  possible  pericar- 
dial effusion.  However,  a number  of  aspects  of 
this  illness  point  away  from  the  diagnosis  of 
SLE:  leukocytosis  was  present  rather  than  leu- 
kopenia: the  gangrene  was  abrupt  in  onset 
rather  than  insidious;  the  findings  in  the  uri- 
nary sediment  are  atypical  for  SLE;  the  age  of 
the  patient  is  unusual  for  SLE;  and  the  hepatic 
problem  is  not  easily  explainable  by  a diagnosis 
of  SLE. 

Viewed  strictly  from  the  standpoint  of  the 
variety  of  clinical  abnormalities  observed  in  this 
patient,  one  can  feel  comfortable  with  the  diag- 
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nosis  of  bacteremia  accompanied  by  DIC.  A 
logical  source  of  the  organisms  are  kidneys 
afflicted  with  pyelonephritis.  The  gangrene, 
hemolytic  anemia,  red  cell  fragmentation,  and 
thrombocytopenia  are  all  consistent  with  bac- 
teremia and  DIC.  However,  the  failure  to  isolate 
an  organism  by  blood  and  urine  cultures  on 
admission  to  the  hospital  only  two  days  after 
the  onset  of  the  peripheral  gangrene  is  strong 
evidence  against  this  diagnosis.  Pseudomonas 
bacteremia  could  produce  this  clinical  picture, 
but  this  organism  did  not  appear  in  the  blood 
until  the  third  week  of  the  hospitalization.  The 
Pseudomonas  bacteremia  probably  represents 
only  a preterminal  event  in  a debilitated  patient 
with  altered  gastrointestinal  flora  related  to 
antibiotic  treatment. 

I have  selected  malignant  disease  as  the 
most  likely  explanation  for  this  woman’s  termi- 
nal illness.  The  strongest  point  against  this 
diagnosis  is  the  lack  of  radiographic  confirma- 
tion. I believe  the  anemia  was  of  the  microan- 
giopathic hemolytic  type,  related  either  to  (1) 
disseminated  fibrin  thrombi  or  (2)  disseminated 
intravascular  tumor.  I propose  that  there  was 
metastatic  cancer  in  the  liver,  probably  peri- 
toneal implants  of  the  tumor  and  possibly  a 
malignant  pleural  effusion.  As  a primary  site, 
I suggest  first  the  stomach  because  carcinoma 
of  the  stomach  is  the  malignancy  most  com- 
monly associated  with  microangiopathic  hemo- 
lytic anemia.  The  gastrointestinal  hemorrhage 
sustained  by  this  patient  while  receiving  hepa- 
rin may  have  arisen  from  the  gastric  carcinoma. 
Other  possible  sites  of  the  primary  tumor  are 
the  pancreas  and  the  cecum. 

Dr.  Martin  Lidsky:  It  is  a problem  to  deter- 
mine whether  this  woman  had  bacteremia  or 
not.  The  house  staff  did  a fine  job  in  treating 
this  patient,  presumably  on  the  basis  of  bac- 
teremia. Dr.  Lynch,  you  didn’t  spend  much  time 
on  the  abdominal  findings.  You  said  that  the 


patient  probably  had  a malignant  neoplasm. 
The  patient  had  prominent  abdominal  findings: 

I wonder  if  she  had  either  an  infectious  process 
or  a perforated  organ  with  the  bacteremia,  or 
gallbladder  disease  or  pancreatitis. 

Dr.  Lynch:  Concerning  pancreatitis,  the  only 
pertinent  information  we  have  is  the  serum 
amylase  value,  which  was  within  the  normal 
range.  One  other  diagnosis  which  I considered 
was  bacteremia  related  to  an  appendiceal  ab- 
scess. The  patient  was  described  as  having 
guarding  of  the  right  lower  abdominal  quadrant. 
Dissuading  me  from  the  diagnosis  of  bactere- 
mia was  the  failure  to  isolate  an  organism  in 
relation  to  the  appearance  of  the  peripheral 
gangrene.  If  the  gangrene  was  related  to  bac- 
teremia, one  would  have  expected  to  have  posi- 
tive blood  cultures.  The  patient  received  ampi- 
cillin,  which  may  have  suppressed  the  organism 
in  the  blood.  I think  the  possibility  of  bactere- 
mia is  a reasonable  one,  but  I selected  malig- 
nancy because  I considered  it  a bit  more  likely. 

Dr.  Lidsky:  Let  me  pin  you  down.  Do  you 
think  this  patient  had  a cecal  carcinoma  with 
obstruction  and  perforation? 

Dr.  Lynch:  Statistically,  patients  with  micro- 
angiopathic hemolytic  anemia  and  DIC  associ- 
ated with  malignancy  most  commonly  have  gas- 
tric carcinoma.  In  this  patient,  cecal  carcinoma 
is  a more  important  consideration  because  of 
findings  which  could  indicate  perforation,  ab- 
scess, and  bacteremia.  As  a cause  of  her  hema- 
tologic abnormalities,  cecal  carcinoma  is  con- 
siderably less  likely  than  primary  tumor  in  other 
sites  such  as  the  stomach,  breast,  and  pan- 
creas. I will  stay  with  the  choice  of  the  stomach 
as  the  primary  site,  but  I wouldn’t  be  too  un- 
comfortable if  the  pathologist  reports  carci- 
noma of  the  cecum. 

Dr.  Graham:  Dr.  Sharp,  you  and  Dr.  Fleischer 
saw  the  patient.  Do  you  have  any  further  com- 
ments? 
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4.  Colonic  infarct.  Note  replacement  of  mucosa 
by  necrotic  debris  and  inflammatory  exudate  (a), 
fibro.sis  of  submuco.sa  (b),  and  muscularis  propria  (c). 
Trichrome  .stain,  X 50. 


Dr.  John  Sharp:  I was  out  of  town  when  she 
was  admitted  to  our  service.  Dr.  Fleischer  saw 
her  and  was  quite  impressed  with  the  obvious 
changes  of  scleroderma.  I was  not  quite  so 
certain  that  scleroderma  was  clear  cut  in  this 
woman.  There  were  several  factors  that  sup- 
ported scleroderma,  but  it  was  obvious  that 
many  of  the  features  that  led  to  her  death  were 
not  related  to  scleroderma.  If  she  did,  in  fact, 
have  scleroderma,  she  had  some  abdominal 
catastrophe  such  as  an  overwhelming  infection. 
We  considered  polyarteritis  as  a distinct  possi- 
bility, with  perforated  viscus  or  an  infection  of 
some  type. 

Dr.  Norman  Fleischer:  I’d  like  to  defend  my- 
self. If  this  woman  had  scleroderma,  then  the 
emergency  room  resident  deserves  all  the  credit 
because  the  patient  was  admitted  to  the  rheu- 
matology service  with  scleroderma  as  a pre- 
sumptive diagnosis.  She  had  many  features 
that  were  consistent  with  scleroderma,  but  the 
degree  of  gangrene  and  illness  were  trouble- 
some. She  obviously  had  a chronic  illness  as 
she  was  quite  debilitated.  Sepsis  was  an  impor- 
tant consideration.  One  thing  that  impressed 
me  was  that  as  she  began  to  get  better  from 
fluids,  the  abdominal  aspects  of  her  illness  be- 
came more  prominent.  I don’t  mean  to  imply 
anything  specific  therapeutically.  Yet,  we  never 
considered  her  a candidate  for  exploratory  sur- 
gery although  the  degree  of  tenderness  and  at 
times  rebound  tenderness  in  her  abdomen  sug- 
gested that  part  of  her  illness  was  intra-abdom- 
inal. 

Dr.  Theodore  Hersh:  There  is  an  entity  of 
scleroderma  of  the  bowel  without  skin  manifes- 
tations. In  this  patient,  the  radiographic  find- 
ings of  “thumb  printing’’  would  lead  one  to 
consider  ischemic  bowel  disease  as  an  explan- 
ation of  the  abdominal  complaints. 

Dr.  Graham:  Will  the  students  from  the  vari- 
ous hospitals  give  their  impressions? 
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5.  Kidney  showing  arterial  luminal  occlusion  by 
intimal  proliferation.  Hematoxylin  and 
eosin,  X 100. 


6.  Renal  artery  reveals  concentric  proliferation  of 
intima  with  onion-like  appearance. 

Hematoxylin  and  eosin,  X 320. 
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Ron  Dillee:  The  students  at  Ben  Taub  Hos- 
pital were  in  general  agreement  that  this  lady 
had  septicemia  and  latent  syphilis;  most  also 
thought  that  she  had  DIG.  Most  agreed  that 
she  had  a collagen  disease;  there  were  two 
votes  for  SLE,  three  for  scleroderma,  three  for 
polyarteritis  nodosa,  and  one  for  TTP. 

Fred  Hartley:  The  students  from  Methodist 
Hospital  agree  with  everybody  else.  We  thought 
that  whatever  the  basic  problem  was,  it  was 
complicated  terminally  by  sepsis  and  the  gas- 
trointestinal bleeding.  Collagen  diseases  were 
the  most  popular  diagnoses  as  the  basis  of 
this.  Three  favored  SLE,  two  scleroderma,  and 
one  mentioned  dermatomyositis.  Three  stud- 
ents also  thought  that  a gastrointestinal  malig- 
nancy was  likely  to  be  the  basic  problem,  men- 
tioning the  stomach,  colon,  or  pancreas.  Six  of 
us  believed  that  DIG  complicated  the  problem 
and  two  suggested  that  TTP  alone  accounted 
for  the  patient’s  problem. 

Jim  Jones:  The  St.  Luke's  Hospital  students 
were  unanimous  in  diagnosing  gram-negative 
sepsis  with  disseminated  intravascular  coagu- 
lation and  death  due  to  gastrointestinal  hemor- 
rhage. As  to  the  primary  disease,  the  consen- 
sus was  a collagen  disease  with  most  of  the 
students  favoring  scleroderma  with  diffuse 
arteritis. 

Pathological  Findings:  Dr.  Navarrete:  At  necrop- 
sy, the  patient  was  cachectic.  The  right  lower 
extremity  was  4 cm  shorter  than  the  left. 
Decubitus  ulcers  were  present  in  the  sacral  and 
gluteal  areas  and  both  heels.  The  most  striking 
finding  on  the  external  examination  was  gan- 
grene of  all  of  the  fingers  and  toes.  The  ana- 
tomical distribution  of  the  necrosis  suggested 
occlusion  of  small  vessels  rather  than  large 
vessels.  Several  ulcers  were  noted  on  the  fin- 
gers. The  esophagus  and  the  small  intestine 
were  unremarkable.  The  stomach  was  slightly 
distended  and  presented  a 4 cm  benign  ulcer 


of  the  lesser  curvature.  The  most  striking  find- 
ing in  the  gastrointestinal  tract  was  that  ap- 
proximately 8 to  10  shallow,  irregular,  nonspe- 
cific ulcerations  were  scattered  throughout  the 
colon;  none  were  present  in  the  rectum.  The 
patient  also  had  diffuse  purulent  peritonitis. 
The  lungs  revealed  patchy  atelectasis  and 
slight  edema.  The  pleural  cavities  showed  em- 
pyema on  the  right  (1,000  cc)  and  hydrothorax 
on  the  left  (700  cc).  The  heart  weighed  340 
gm  and  disclosed  mural  thrombi  in  the  right 
atrial  appendage  and  both  ventricles.  The  myo- 
cardium was  unremarkable.  The  coronary  ar- 
teries appeared  normal,  but  the  aorta  displayed 
severe  atherosclerosis.  The  renal  arteries  were 
clear.  The  posterior  tibial  artery  was  occluded 
by  an  old  thrombus  and  the  anterior  by  a re- 
cent thrombus.  The  cerebral  arteries  revealed 
moderate  atherosclerosis.  The  kidneys  weighed 
110  gm  each.  They  showed  multiple  1-  to  3- 
mm  hemorrhagic  cortical  areas  resembling  the 
fleabitten  kidney.  The  cortex  measured  approx- 


7.  Peripancreatic  arteriolar  vessels.  Note 
severe  luminal  narrowing  by  inlimal  edema  and 
fibrous  proliferation.  Hematoxylin  and  eosin, 

X 234. 
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imately  2 to  3 mm  in  thickness.  Postmortem 
cultures  from  peritoneal  exudate  and  blood 
grew  Pseudomonas. 

Microscopically,  random  sections  of  skin  re- 
vealed changes  consistent  with  scleroderma  as 
evidenced  by  focal  atrophy  of  the  epidermis 
with  partial  flattening  of  the  rete  ridges,  ab- 
normally thickened  bundles  of  collagen,  and 
atrophy  of  skin  appendages. 

Sections  taken  from  the  colonic  lesions  rep- 
resented healing  infarcts  in  which  granulation 
tissue  and  fibrosis  of  the  mucosa  and  submu- 
cosa, plus  necrosis  and  marked  fibrosis  of  the 
underlying  muscularis  propria  were  present 
(Fig  4).  Submucosal  vessels  at  and  near  the 
mucosal  ulcerations  revealed  old  recanalized 
and  recent  fibrin  thrombi.  Small  arteries  and 
arterioles  with  edema  or  intimal  fibrosis  were 
identified  in  the  submucosa  and  serosa  at  the 
level  of  the  infarcts.  Some  of  the  fibrin  thrombi 
were  seen  underneath  the  endothelium  pro- 
truding into  the  lumen  of  the  vessels  as  seen 
in  TIP.  Others  were  present  entirely  within 
the  arteriolar  lumen.  Search  for  atheromatous 
thromboemboli  was  unsuccessful.  These  colonic 
infarcts,  clinically  manifested  early  in  the  dis- 
ease, were  most  likely  the  result  of  the  vascu- 
lar changes  already  described.  The  kidneys 
showed  severe  arterial  changes,  mainly  intimal 
fibrous  concentric  proliferation  with  narrowing 
to  luminal  occlusion  (Figs  5,6).  These  changes 
were  present  beyond  the  arcuate  arteries,  with 
the  smaller  arteries  being  more  severely  in- 
volved. Numerous  minute  cortical  infarcts  were 
also  present.  No  evidence  of  fibrinoid  necrosis 
was  observed  in  any  of  the  renal  vessels  or 
glomeruli.  The  heart  showed  recent  organizing 
mural  thrombi  without  underlying  myocardial 
abnormalities,  probably  secondary  to  endothe- 
lial damage  caused  by  the  bacteremia  or  septi- 
cemia that  the  patient  had.  These  mural  throm- 
bi appeared  to  be  much  younger  than  the 
colonic  infarcts,  and  there  was  no  evidence  of 
thromboembolism  in  other  organs  such  as  brain 
or  spleen.  The  minute  cortical  renal  infarcts 


were  not  secondary  to  thromboembolism,  but 
to  the  primary  vascular  lesions.  Atherosclerosis 
in  this  patient  was  practically  confined  to  the 
aorta  except  for  the  left  posterior  tibial  arteiy. 
On  the  other  hand,  periadrenal  and  peripan- 
creatic  small  arteries  and  arterioles  showed 
changes  similar  to  those  described  in  the 
colonic  vessels  (Fig  7). 

In  summary,  this  patient  had  progressive 
systemic  sclerosis  (scleroderma)  involving  main- 
ly her  skin,  kidneys,  and  colon.  The  systemic 
vasculature  appeared  to  have  been  the  primary 
target  of  this  disease.  The  microangiopathic 
hemolytic  anemia  probably  played  an  impor- 
tant role  in  the  pathogenesis  of  the  colonic  and 
renal  cortical  infarcts  and  necrosis  of  the  fin- 
gers and  toes. 

Dr.  Sharp:  It  is  probably  hard  to  tell  be- 
cause of  the  time  factor,  but  is  there  any  rea- 
son to  believe  that  any  of  the  ulcers  in  the 
bowel  perforated,  setting  off  this  septic  course 
which  really  may  have  been  her  terminal  ill- 
ness? Scleroderma  can,  in  many  respects,  be 
almost  incidental.  In  the  vascular  changes  you 
refer  to,  the  intimal  proliferation  is  common  to 
a variety  of  diseases.  In  scleroderma,  with  the 
accelerated  hypertension,  excessive  deposition 
of  mucinous-like  material,  presumed  to  be 
mucopolysaccharide,  is  rather  common.  Did 
you  stain  this  for  mucin? 

Dr.  Navarrete:  Yes,  1 did.  The  ground  sub- 
stance in  the  arterial  intimal  changes  was 
mucicarmine-negative  but  colloidal  iron-posi- 
tive. It  is  true  that  the  vascular  changes  in 
scleroderma  are  indistinguishable  from  those 
seen  in  malignant  hypertension,  but  this  pa- 
tient never  became  hypertensive.  Also,  these 
vascular  changes  have  been  described  in  scler- 
oderma in  the  absence  of  hypertension. 

Dr.  Sharp:  If  there  had  been  a perforation 
two  or  three  weeks  earlier,  what  do  you  think 
of  the  likelihood  of  finding  it  at  the  time  of 
death? 

Dr.  Navarrete:  I don’t  think  I would  have 
been  able  to  find  it.  On  the  other  hand,  there 
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were  no  fibrous  adhesions  present,  which 
means  that  the  peritonitis  was  recent.  We 
would  not  have  to  postulate  a perforation 
either,  since  bacteria  could  have  gained  access 
through  the  infarcted  colonic  wall. 

Dr.  Lynch:  I suppose  that  I’m  not  too  sur- 
prised that  there  was  no  malignancy,  because 
there  were  a number  of  other  reasonable  diag- 
nostic possibilities  to  explain  the  various  clini- 
cal aspects  which  I focused  on;  gangrene,  red 
cell  fragmentation,  and  DIG.  In  a patient  with 
abrupt  onset  of  gangrene,  red  cell  fragmen- 
tation, thrombocytopenia,  and  possibly  DIG, 
scleroderma  seems  a remote  diagnostic  possi- 
bility. If  these  abnormalities  occur  in  sclero- 
derma, one  would  expect  malignant  hyperten- 
sion to  be  present,  because  malignant  hyper- 
tension is  a known  cause  of  microangiopathic 
hemolytic  anemia  with  red  cell  fragmentation 
and  thrombocytopenia.  At  this  point,  the  path- 
ogenesis of  the  patient's  hematological  abnor- 
malities is  not  clear. 

Final  Clinical  Diagnoses:  Scleroderma;  hemo- 
lytic anemia  of  undetermined  etiology. 

Dr.  Lynch’s  Diagnoses:  Microangiopathic  hemo- 
lytic anemia  due  to  disseminated  fibrin  thrombi; 
carcinoma  of  the  stomach. 

Final  Anatomical  Diagnoses:  Progressive  sys- 
temic sclerosis  with  involvement  of  the  fingers, 
toes,  kidneys,  and  colon;  diffuse  peritonitis. 
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NEWS 


Texas  physicians  relate  educational  congress  highlights 


Highlights  of  the  trends  in  medical 
education  filled  the  program  of  the 
67th  Congress  on  Medical  Education 
sponsored  by  the  American  Medical 
Association’s  Council  on  Medical  Edu- 
cation. 

Two  Texas  physicians — Dr.  Jack  B. 
Lee  of  San  Antonio,  vice-speaker  of  the 
Texas  Medical  Association’s  House  of 
Delegates,  and  Dr.  Weldon  G.  Kolb  of 
La  Marque,  chairman  of  the  TMA 
Council  on  Medical  Education  and 
Hospitals — represented  the  Association 
at  the  meeting  and  gained  some  valu- 
able new  ideas  from  the  conference 
speakers. 

Dr.  Lee  sat  in  on  two  sessions  of  the 
Federation  of  State  Medical  Boards  of 
the  United  States.  The  first  session 
dealt  with  "Allied  Health  Professions, 
Medical  Assistants,  and  Other  Para- 
medical Personnel,”  while  the  second 
meeting  presented  information  and 
ideas  on  "Licensure  and  Changing 
Patterns  of  Medical  Education  and 
Curricula.” 

From  discussion  at  the  first  session. 
Dr.  Lee  stated  that  10  conclusions 
could  be  drawn.  These  included: 

“1.  Undoubtedly,  the  pattern  of 
medical  practice  in  the  United  States 
is  changing  and  will  continue  to  change 
rapidly  as  the  demand  for  medical 
services  escalates. 

"2.  Numerically,  there  simply  are 
not  enough  physicians  to  deliver  these 
services,  nor  is  this  situation  likely  to 
improve  in  the  foreseeable  future. 

"3.  A means  must  be  found  to  ex- 
tend the  hands  of  the  physician,  con- 
sistent, however,  with  quality  health 
care. 

"4.  The  logical  person  to  extend  the 
hands  of  the  physician  is  the  ‘physi- 
cian’s assistant,’  but  it  is  recommend- 
ed that  some  other  title  be  used. 

"5.  The  physician  will  be  responsi- 
ble and  liable  for  the  supervision  and 
performance  of  the  physician’s  assist- 
ant, whose  level  of  skill  in  any  specific 
assignment  should  be  equal  to  that  of 
the  physician  himself. 

“6.  The  patient  must  know  and 
understand  the  role  of  the  physician’s 
assistant  and  must  give  consent  for 
his  use. 

"7.  The  medico-legal  ramifications 
of  the  physician-physician’s  assistant- 
patient  relationship  have  yet  to  be 


tested  and  explored,  but  at  present 
the  physician  in  such  a relationship  is 
quite  vulnerable. 

“8.  State  and  county  medical  soci- 
eties can  be  of  tremendous  help  in  set- 
ting guidelines  for  physician’s  assist- 
ants and  should  be  called  upon  for 
such  help. 

“9.  The  physician  must  assume 
leadership  in  the  education  of  physi- 
cian’s assistants  but  may  share  educa- 
tional responsibility  with  others. 

"10.  Physician’s  assistants  must 
not  be  granted  licensure  or  certifica- 
tion at  this  time  because  of  the  follow- 
ing reasons: 

“(a)  The  physician’s  assistant  con- 
cept is  still  experimental  and  has  yet 
to  be  proved. 

“(b)  No  law  could  possibly  include 
all  necessary  components.  (Even  the 
definition  of  a physician’s  assistant  is 
difficult!) 

“(c)  The  duties  and  use  of  a physi- 
cian’s assistant  must  be  broadly  flexi- 
ble and  at  the  discretion  of  the  phy- 
sician. 

"(d)  The  physician’s  assistant  must 
remain  under  direct  control  of  the  phy- 
sician, who  himself  is  accountable  to 
the  state  licensing  board. 

"(e)  Although  licensing  boards 
should  assume  an  important  role  in 
directly  controlling  and  supervising 
physician’s  assistants,  licensure  must 
not  be  used  to  create  instant  status.” 

Dr.  Lee  reported  that  other  ramifi- 
cations of  the  subject  were  raised: 
“How  much  responsibility  is  the  phy- 
sician willing  to  delegate?  To  whom? 
What  will  consumer  response  reveal? 
How  about  the  use  of  a physician’s 
assistant  in  small  isolated  communi- 
ties? The  role  of  government?  Liability 
insurance  coverage?” 

The  vice-speaker  of  the  House  of 
Delegates  also  noted  that  the  term 
“allied  health  professions”  was  defined 
in  these  sessions  to  include  all  occu- 
pations relating  to  health  care,  with 
the  exception  of  medicine,  dentistry, 
nursing,  and  pharmacy.  The  speakers 
pointed  out  that  there  are  three  levels 
of  such  occupations,  dependent  upon 
the  level  of  education.  These  levels 
include: 

“1.  The  baccalaureate  degree  level, 
which  includes  individuals  who  enjoy  a 
professional  status  and  who  usually 
come  into  actual  contact  with  patients. 


“2.  The  associate  or  certificate  level, 
which  includes  technicians  and  assist- 
ants. 

“3.  The  high  school  or  vocational 
technical  level,  which  includes  aides.” 

Reporting  on  the  first  session.  Dr. 
Lee  concluded,  “It  seemed  to  be  the 
consensus  that  since  the  physician’s 
assistant  program  is  experimental,  leg- 
islatures should  grant  state  licensing 
boards  permission  to  conduct  such  ex- 
perimentation; then  after  a reasonable 
period  of  time,  the  program  experiment 
could  be  evaluated.  Meanwhile,  a note 
of  caution  was  prevalent  lest  we  hasti- 
ly create  a Frankensteinian  monster 
which  we  might  subsequently  regret.” 

That  portion  of  the  second  ses- 
sion on  licensure  centered  mainly  on 
the  Federated  Licensure  Examinations 
(FLEX),  reported  Dr.  Lee.  FLEX  was 
evolved  by  the  Federation  of  State 
Medical  Boards  as  “an  answer  to  the 
threat  of  a federally-controlled  licens- 
ing board  for  the  entire  nation.” 

Test  participants  are  quizzed  in 
three  areas:  basic  science,  clinical  sci- 
ence, and  clinical  competence.  Grading 
is  scaled  and  weighted  in  the  three 
areas  so  that  clinical  competence  re- 
ceives maximum  emphasis. 

The  test  consists  of  multiple-choice 
questions;  there  are  no  essay-type 
questions.  Proponents  of  FLEX  point 
out  that  the  multiple-choice  test  sur- 
passes the  essay  test  because  in  essay 
tests,  the  variables  of  examiner,  ex- 
amination, and  candidate  affect  the 
grading.  In  multiple-choice  examina- 
tions, the  variables  of  examiner  and 
examination  are  eliminated,  leaving 
only  that  of  the  candidate. 

Dr.  Lee  commented  that  FLEX  can- 
not, however,  measure  other  important 
factors  in  the  evaluation  of  a physician 
such  as  motivation,  technical  skills, 
reaction  to  emergency,  integrity,  and 
sense  of  humor.  He  also  stated  that 
he  felt  it  best  for  a candidate  who 
wishes  to  practice  in  Texas  to  appear 
before  the  State  Board  of  Medical  Ex- 
aminers and  to  answer  any  questions 
they  might  have  before  a license  to 
practice  in  the  state  is  granted. 

The  final  portion  of  the  second 
session  Dr.  Lee  attended  concerned 
“Changing  Patterns  of  Medical  Educa- 
tion and  Curricula.”  He  explained  that 
familiar  topics  such  as  shortening  the 
premedical  education  period  and  the 
medical  school  curriculum  were  thor- 
oughly discussed.  He  also  reported 
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that  there  is  a changing  concept  re- 
garding quality  of  care.  The  new  con- 
cept emphasizes  that  students  should 
have  facts,  skills,  and  concepts  (includ- 
ing concepts  on  ecology,  poverty,  mi- 
nority groups,  etc.). 

Dr.  Kolb  gave  specific  attention  to 
the  meeting  of  the  Association  of  Hos- 
pital Education  and  the  Sunday  session 
of  the  congress. 

He  noted  that  from  the  discussion, 
it  is  apparent  that  the  role  of  the  phy- 
cian  in  relation  to  other  health  profes- 
sionals requires  training  to  prepare  the 
doctor  to  assume  the  position  of  leader 
of  the  health  care  team.  Dr.  Kolb  also 
heard  reports  on  the  status  of  contin- 
uing education  provided  for  physicians 
and  other  health  professionals  by  the 
modern  hospital.  The  financial  prob- 
lems encountered  by  hospitals  in  pro- 
viding such  educational  activities  for 
established  professionals  and  in  sup- 
porting graduate  training  programs 
(i.e.,  internships  and  residencies)  were 
noted. 

Discussion  also  centered  on  the  new 
specialty  of  family  practice  and  the 
relationship  of  the  family  physician  to 
other  members  of  the  health  care 
team. 

Several  plans  aimed  at  better  distri- 
bution of  physicians  were  presented  to 
congress  participants.  The  Carnegie 
Commission  on  Higher  Education  has 
suggested  that  some  126  new  area 
health  education  centers  be  estab- 
lished in  the  United  States  and  that 
medical  candidates  be  rotated  through 
the  centers  to  obtain  training  in  com- 
munity medicine.  The  rotation  also 
would  provide  an  ‘‘opportunity  for 
developing  interest  in  such  practice 
after  graduation.” 

The  proposal  of  a National  Health 
Service  Corps  was  also  discussed,  and 
a plan  being  implemented  by  students 
at  Northwestern  University  Medical 
School  in  Chicago,  III.,  was  outlined. 

Project  75,  a part  of  the  75th  anni- 
versary celebration  of  the  National 
Medical  Association,  calls  for  an  all-out 
effort  by  medical  schools  to  recruit 
minority  students.  Dr.  A.  L.  Thomas, 
project  director,  pointed  out  that  cur- 
rently only  approximately  3%  of  the 
nation’s  physicians  are  from  minority 
groups,  whereas  such  groups  comprise 
12%  to  15%  of  the  US  population. 
Project  75’s  goal  is  to  increase  to  12% 
the  number  of  minority  students  in  the 
medical  schools  in  the  country  by 
1975. 

Dr.  Walter  Bornemeier,  President  of 
the  AMA,  also  noted  the  over-supply 


of  physicians  in  certain  specialties  and 
the  scarcity  in  others.  He  suggested 
that  residency  review  committees  study 
the  possibility  of  reducing  the  number 
of  places  in  residency  programs  in 
crowded  specialties  and  to  encourage 
training  in  the  fields  where  more  man- 
power is  needed. 

Both  Dr.  Lee  and  Dr.  Kolb  felt  the 
congress  was  worthwhile  and  educa- 
tional. 

Enrollment  begins  for 
diabetic  group  insurance 

The  enrollment  period  for  diabetics 
who  wish  to  obtain  the  low-cost  insur- 
ance to  be  offered  by  the  South  Texas 
Diabetes  Association  through  Fire- 
man’s Fund  American  Life  Insurance 
Plan  began  May  1,  1971,  and  will  run 
through  June  15,  1971. 

According  to  Dr.  J.  D.  Ibarra,  Jr., 
chairman  of  the  diabetes  association’s 
Insurance  Committee,  the  group  in- 
surance plan  will  be  administered 
through  Jon  W.  Hall  and  Associates 
Inc.,  insurance  administrators  in  Kan- 
sas City,  Mo. 

Dr.  Ibarra  explained  that  for  the 
past  two  years  the  Insurance  Commit- 
tee has  been  studying  the  ‘‘possibility 
of  obtaining  group  insurance  for  dia- 
betic patients.”  With  the  approval  by 
the  association’s  board  of  directors  of 
the  plan  offered  by  Fireman’s  Fund, 
Dr.  Ibarra  states,  “The  Insurance  Com- 
mittee believes  that  at  last  our  dia- 
betic members  will  be  able  to  get  prop- 
er insurance  at  low  rates  and  not  be 
penalized  because  of  their  illness.” 

Diabetic  persons  may  obtain  ad- 
ditional information  and  application 
forms  from  their  local  chapter  of  South 
Texas  Diabetes  Association,  or  they 
may  write  the  association’s  central 
offices,  P.  O.  Box  2577,  Texas  City 
77590. 

3 doctors  to  serve 
on  MH-MR  board 

Three  Texas  physicians  have  been 
named  members  of  the  Texas  Board  of 
Mental  Health  and  Mental  Retardation. 

New  board  members  include  Dr.  Wal- 
ter A.  Brooks  of  Quanah,  general  sur- 
geon and  member  of  the  staff  of 
Quanah  Clinic  and  Hardeman  County 
Memorial  Hospital;  Dr.  Olin  B.  Gober 
of  Temple,  chief  of  staff  at  Scott 
and  White  Memorial  Hospital;  and  Dr. 


Leonides  G.  Cigarroa,  Laredo  general 
surgeon. 

Each  of  the  men  will  serve  a six- 
year  term  on  the  MH-MR  board. 

A non-physician,  O.  J.  Baker,  a re- 
tired professor  of  Prairie  View  A&M 
University,  was  also  appointed  to  the 
board. 

New  procedure  aims  to 
lighten  paperwork  load 

A new  procedure  for  processing  claims 
for  Social  Security  disability  benefits 
will  become  effective  on  June  10, 
1971. 

Under  the  new  procedure,  the  pri- 
mary responsibility  for  assisting  claim- 
ants in  obtaining  medical  evidence  to 
support  their  claims  is  shifted  from 
Social  Security  offices  to  the  Division 
of  Disability  Determination  of  the  Tex- 
as Rehabilitation  Commission. 

While  claimants  for  disability  bene- 
fits have  always  been  responsible  for 
furnishing  medical  evidence.  Social 
Security  district  offices  often  assist 
them  in  obtaining  reports  from  their 
treating  physicians  and  from  hospitals. 
Beginning  June  10,  this  assistance  will 
be  offered  by  the  Division  of  Disability 
Determination.  This  procedural  change 
does  not  modify  the  existing  policy 
that  claimants  are  responsible  for  fur- 
nishing medical  evidence  and  for  any 
charges  or  fees  involved. 

In  accordance  with  an  agreement 
with  the  Social  Security  Administra- 
tion, the  Division  of  Disability  Deter- 
mination makes  decisions  as  to  wheth- 
er or  not  Texas  residents  are  eligible 
for  disability  benefits.  A physician  in 
the  agency  participates  in  each  dis- 
ability determination.  Under  the  new 
procedure,  the  agency’s  physicians 
and  examiners  will  also  be  able  to  re- 
fine the  initial  requests  to  physicians 
and  seek  more  specific  information, 
thus  lightening  the  paperwork  burden 
of  treating  physicians. 

Since  the  Division  of  Disability  De- 
termination will  now  assist  disability 
claimants  in  requesting  medical  evi- 
dence from  their  treatment  sources, 
the  number  of  requests  on  behalf  of 
claimants  from  Social  Security  offices 
should  be  substantially  reduced. 

For  further  information,  contact 
Charles  O.  Blalock,  assistant  deputy 
commissioner,  or  Dr.  Albert  F.  Vickers, 
chief  medical  consultant,  Division  of 
Disability  Determination,  Texas  Reha- 
bilitation Commission,  7700  Chevy 
Chase  Dr.,  Austin  78752  or  the  local 
Social  Security  office. 
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HemisFair  Plaza  to 
house  new  health  center 

A vote  of  the  San  Antonio  city  council 
has  paved  the  way  for  establishment 
of  the  South  Texas  Health  Education 
Center. 

At  a recent  meeting,  the  city  repre- 
sentatives approved  a 10-year  lease  on 
the  Women’s  Pavilion  at  HemisFair 
Plaza  for  a token  rental  fee  of  $1.  Ask- 
ing permission  to  use  the  pavilion  to 
house  the  center  were  representatives 
of  Bexar  County  Medical  Society,  The 
University  of  Texas  Medical  School  at 
San  Antonio,  Texas  Nurses  Association, 
and  several  other  groups  of  health 
professionals. 

In  addition  to  the  token  rental  fee, 
the  group  will  be  responsible  for  main- 
tenance and  utilities  costs.  A spokes- 
man for  the  group  told  the  council 
that  approximately  $4,000  of  the  anti- 
cipated $75,000  to  $100,000  neces- 
sary to  equip  and  operate  the  center 
is  currently  available. 

The  center  will  function  both  as  a 
museum  and  as  an  information  cen- 
ter. Exhibits  to  teach  health  funda- 
mentals and  to  explain  about  the  body 
and  its  functions  will  be  on  display, 
and  special  community  programs  on 
nutrition  and  health  care  will  be  of- 
fered. 


El  Paso  MDs  award 
check  to  UT  El  Paso 

Presented  on  behalf  of  society  mem- 
bers, a check  for  $5,000  was  a recent 
gift  of  the  El  Paso  County  Medical 
Society  to  The  University  of  Texas  at 
El  Paso,  stated  articles  in  the  El  Paso 
Herald-Post  and  the  El  Paso  Times. 

Representatives  of  the  county  med- 
ical society  presented  the  check  to 
university  president  Dr.  Joseph  R. 
Smiley  (Ph.D.)  "in  recognition  of  the 
many  El  Paso  physicians  who  have 
received  their  premedical  education  at 
The  University  of  Texas  at  El  Paso.” 

According  to  the  article,  the  funds 
have  been  designated  for  the  purchase 
of  scientific  premedical  books  for  the 
university’s  library. 

Making  the  presentation  were  Dr. 
Gray  E.  Carpenter,  society  president; 
Dr.  Gordon  L.  Black,  president-elect; 
Dr.  Ira  A.  Budwig,  vice-president;  Dr. 
John  D.  Martin,  immediate  past  presi- 
dent; Dr.  Richard  J.  Harris,  treasurer; 
and  Dr.  M.  P.  Spearman,  representa- 
tive of  the  society's  finance  committee. 


Richard  Becker 


Scholarship  recipient 
announced  at  San  Antonio 

Dr.  F.  Carter  Pannill,  dean  of  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio,  has  announced  that  senior 
medical  student  Richard  Arthur  Beck- 
er of  San  Antonio  has  been  awarded  a 
$1,000  scholarship  provided  by  Pfizer 
Laboratories. 

The  scholarship,  for  the  1970-1971 
school  year,  is  awarded  by  school 
authorities  on  the  basis  of  academic 
qualifications. 


2 appointed  to  faculty  of 
Houston  medical  school 

Two  Houston  area  physicians  have 
been  named  to  key  positions  on  the 
faculty  of  The  University  of  Texas 
Medical  School  at  Houston. 

Dr.  Gerald  D.  Dodd,  Jr.,  was  ap- 
pointed professor  of  radiology  and 
director  of  the  program  in  radiology 
for  the  new  medical  school.  He  will 
continue  to  serve  as  radiologist  and 
head  of  the  department  of  diagnostic 
radiology  at  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor 
institute.  He  is  also  a consultant  in 
radiology  at  St.  Luke’s  Episcopal,  Tex- 
as Children’s,  and  St.  Joseph  Hospitals. 

Dr.  Cheves  McCord  Smythe,  dean  of 


the  school,  also  announced  the  ap- 
pointment of  Dr.  Richard  S.  Ruiz  as 
clinical  associate  professor  of  ophthal- 
mology and  director  of  the  program  in 
ophthalmology.  Dr.  Ruiz  will  also  con- 
tinue in  his  present  position  as  chief 
of  the  ophthalmology  service  at  Her- 
mann Hospital,  St.  Joseph  Hospital, 
and  St.  Anthony  Center.  He  also  serves 
as  a consultant  to  the  US  Public 
Health  Service  Hospital  in  Galveston 
and  volunteer  clinical  assistant  at 
M.D.  Anderson  Hospital  and  Tumor 
Institute. 


State-certified  oysters 
said  fine  for  eating 

Oyster  lovers  need  not  be  concerned 
with  the  recent  mercury  pollution  up- 
roar— provided,  that  is,  the  oysters 
they  eat  come  from  certified  sources, 
says  the  Texas  State  Department  of 
Health. 

The  department  notes  that  although 
mercury  pollution  has  caused  a small 
area  of  Lavaca  Bay  to  be  closed 
to  oyster  harvesting,  other  approved 
areas  are  providing  the  seafood  in 
abundance. 

In  fact,  even  the  oysters  in  the 
closed  area  of  the  bay  appear  to  be 
cleansing  themselves.  Samples  col- 
lected in  the  area  are  now  showing  a 
substantial  reduction  in  the  amount  of 
mercury  found  in  the  oysters.  If  the 
present  reductions  continue  at  the 
current  rate,  a portion  of  the  restricted 
area  may  possibly  be  opened  by  the 
next  oyster  season. 

D.  J.  Johnson,  director  of  marine 
resources  of  the  State  Health  Depart- 
ment, advises  all  harvesters  and  pro- 
cessors to  make  certain  that  their  oys- 
ters are  from  the  nonrestricted  areas. 
The  Shellfish  Sanitation  Law,  passed 
in  1965,  makes  it  unlawful  for  any 
person  to  take,  sell,  offer  or  hold  for 
sale  any  shellfish  taken  from  an  area 
designated  by  the  Commissioner  of 
Health  to  be  polluted. 

Consumers  should  protect  them- 
selves by  checking  cans,  jars,  or  pack- 
ages of  oysters  for  a state  certifica- 
tion number.  If  the  number  is  not  on 
the  container,  the  consumer  may  be 
purchasing  “bootleg”  oysters,  or  those 
that  may  have  been  taken  from  pol- 
luted waters  or  processed  under  un- 
sanitary conditions,  noted  Johnson. 

Contaminated  oysters  have  been 
known  to  transmit  all  the  water-borne 
diseases,  including  typhoid  fever,  gas- 
troenteritis, and  infectious  hepatitis. 
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DR.  JAMES  H.  SAMMONS 


— a man  who  gets  results 


Dr.  James  Harris  Sammons  is  a man 
who  gets  things  done,  and  that  char- 
acteristic has  kept  him  in  positions  of 
leadership  throughout  his  20  years  in 
medicine. 

As  President  of  the  Texas  Medical 
Association,  he  will  channel  his  tre- 
mendous and  well-disciplined  energy 
toward  making  the  organization  an 
ever  stronger  and  more  effective  rep- 
resentative of  the  physicians  it  serves. 

Convinced  that  physicians  must  be 
politically  informed  and  active  in  order 
to  achieve  desirable  legislative  aims, 
he  was  instrumental  in  the  formation 
of  TEXPAC  and  now  serves  on  its  exec- 
utive committee.  He  also  served  on 
the  AMPAC  board  of  directors  and  was 
chairman  in  1969-1970. 

Seeking  the  facts  and  keeping  oth- 
ers well  informed  is  a habit  that  Dr. 
Sammons  cultivates  in  every  aspect  of 
his  work,  be  it  with  state  or  national 
organizations,  his  office  staff,  or  his 
patients.  His  employees  especially  ap- 
preciate this  trait,  as  well  as  his  well- 
organized  approach  (he  always  knows 
exactly  where  to  find  anything)  and 
effective  delegation  of  work. 

With  the  same  efficiency,  he  served 
11  years  on  the  TMA  Board  of  Coun- 
cilors, which  provides  ample  opportun- 
ity to  develop  organizational  skill,  lis- 
ten to  the  views  of  others,  seek  fair 
and  ethical  means  of  resolving  honest 
disagreement,  and  make  decisions  at 


the  proper  time.  Dr.  Sammons’  work 
in  this  demanding  and  sometimes 
sensitive  area  began  in  1957,  when  he 
was  elected  vice-councilor  of  the  Ninth 
District.  He  was  named  councilor  in 
1961  and,  in  1967,  was  elected  board 
chairman.  Earlier  TMA  appointments 
included  membership  on  the  Commit- 
tee on  Contract  Medicine,  and  chair- 
man and  secretary  of  the  Section  on 
General  Practice. 

In  1966,  Dr.  Sammons  was  elected 
a TMA  delegate  to  the  American  Medi- 
cal Association,  having  served  as  alter- 
nate delegate  since  1963.  He  gave 
up  that  post  last  year,  however,  to 
accept  a position  on  the  AMA  Board 
of  Trustees. 

Extensive  and  time-consuming  in- 
volvement with  medical  organizations’ 
affairs,  however,  has  not  changed  his 
attitude  toward  the  patients  that  make 
up  his  general  practice  in  Baytown. 
Although  he  sees  some  50  patients 
per  day,  his  basic  efficiency  insures 
that  he  is  never  too  busy  to  listen, 
answer  questions  honestly,  give  an 
opinion,  or  make  a decision.  And  the 
patient  who  has  no  appointment  but 
comes  in  or  calls  just  to  ask  a couple 
of  questions  usually  finds  that  the 
doctor  "has  a few  minutes  to  spare.’’ 

Dr.  Sammons  was  born  March  13, 
1927,  in  Montgomery,  Ala.,  the  only 
child  of  the  late  Jesse  D.  and  Lala 
Scroggins  Sammons.  He  grew  up  in 


Clayton,  a small  town  on  Alabama’s 
southeastern  coastal  plain,  and  earned 
his  bachelor  of  arts  degree  at  Wash- 
ington and  Lee  University  in  Lexing- 
ton, Va.  He  then  entered  St.  Louis  Uni- 
versity School  of  Medicine  in  St.  Louis, 
Mo.,  and  was  graduated  with  a doctor 
of  medicine  degree  in  1951.  Following 
an  internship  at  Mobile  City  Hospital, 
Mobile,  Ala.,  Dr.  Sammons  began  pri- 
vate practice  in  Highlands,  Tex.  He 
moved  to  Baytown  in  1970  and  is  now 
a managing  partner  in  a nine-member 
group.  Dr.  Sammons  served  in  the  US 
Navy  in  1945  in  New  Orleans.  He  has 
two  children,  Patricia  Ann  and  James 
H.  Sammons,  Jr. 

On  the  staff  of  San  Jacinto  Metho- 
dist Hospital  in  Baytown,  he  served  as 
chairman  of  the  surgical  section,  a 
member  of  the  executive  committee, 
service  chief  in  surgery  and  obstetrics, 
and  president  of  the  staff.  He  is  a 
member  of  the  Doctors’  Club  in  Hous- 
ton. He  was  on  the  Houston  Academy 
of  Medicine’s  board  of  trustees  from 
1964  until  April,  1971,  five  years  of 
which  (1964-1969)  he  was  chairman 
of  the  board  and  president  of  the 
academy. 

At  the  county  society  level.  Dr. 
Sammons  served  as  a member  of  the 
Medical  Jurisprudence  and  Public  Re- 
lations Board  of  Harris  County  Medi- 
cal Society,  later  was  a member  of  its 
executive  board,  and  was  vice-presi- 


Even  in  earlier  days. 
Dr.  Sammons,  TMA’s  new 
President,  addressed 
members  of  the 
Association  on  subjects  of 
importance  to  the 
profession. 
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dent  in  1962.  And,  at  one  time  or  an- 
other, he  has  held  all  elective  offices 
in  the  East  Harris  County  Medical 
Society. 

A member  of  the  Harris  County, 
Texas,  and  American  Academies  of 
General  Practice,  Dr.  Sammons  recent- 
ly was  appointed  to  the  AAGP’s  Com- 
mission on  Legislation  and  Public 
Policy.  Since  1968,  he  has  been  an 
assistant  councilor  to  the  Southern 
Medical  Association. 

He  is  also  a member  of  Kappa  Alpha 
fraternity  and  Phi  Chi  medical  fra- 
ternity. 

Although  he  doesn’t  have  an  air- 
plane, Dr.  Sammons  is  a licensed  pilot 
and  flies  so  often  that  friends  in  dis- 
tant cities  are  seldom  surprised  if  he 
calls  them  from  a local  airport.  His 
interest  in,  and  support  of,  air  trans- 
portation was  recognized  by  Delta  Air- 
lines, which  presented  him  with  a 
Flying  Colonel  Award  several  years  ago. 

Another  nonmedical  group,  the  Bay- 
town  Police  Association,  made  Dr. 
Sammons  an  honorary  member  in 
appreciation  of  his  cooperation  and 
work  as  deputy  medical  examiner,  a 
position  he  has  held  since  the  incep- 
tion of  the  medical  examiner  system  in 
Harris  County. 

Dr.  Sammons  is  a director  of  the 
Highlands  State  Bank  and  has  been 
active  in  local  organizations,  including 
the  Lions,  Rotary,  Highlands  Civic 


Dr.  Sammons  (right) 
talks  with  Dr.  Joe  T.  Nelson 
of  Weatherford  (left), 
chairman  of  the  Council 
on  Medical  Juris- 
prudence, and  Dr.  Harvey 
Renger  of  Hallettsville 
(center),  chairman  of  the 
TMA  delegation  to  the 
American  Medical  Associa- 
tion, about  their  duties 
as  delegates  to  the  AMA. 

Club,  and  Benevolent  and  Protective 
Order  of  the  Elks. 

Although  he  works  hard  to  keep  up 
to  date  on  issues  related  to  medicine, 
his  quest  for  the  latest  doesn’t  extend 
to  music,  and  he  skips  the  “hit”  sec- 
tion when  adding  to  his  collection  of 
records  from  the  Big  Band  Era. 

Photography  offers  a way  to  mix 
business  with  pleasure,  and  Dr.  Sam- 
mons sometimes  arrives  at  meetings 
with  his  briefcase  plus  a complete  sup- 
ply of  photographic  equipment.  Re- 
flecting his  major  interest,  his  most 
frequent  photographic  subjects  are  peo- 
ple. 

TMA’s  new  President  also  is  a good 
cook,  but  if  his  favorite  (but  no  longer 
fail-safe)  barbecued  chicken  is  on  the 
menu,  guests  might  be  well  advised 
to  stay  out  of  the  kitchen.  At  least  one 
such  chicken  never  got  to  the  table; 
shortly  before  serving  time,  it  self-de- 
structed with  an  explosion  that  broke 
the  oven  door. 

The  next  day  Dr.  Sammons  arranged 
to  have  the  door  fixed,  but  made  no 
attempt  to  gather  a sympathetic  audi- 
ence to  hear  about  his  improbable 
misfortune.  The  man  who  now  heads 
the  Texas  Medical  Association  wastes 
neither  time  nor  energy  lamenting  situ- 
ations that  plainly  exist.  Instead,  he 
examines  the  problem,  decides  what 
needs  to  be  done,  and  does  it. 

In  1970,  Dr.  R.  A. 
Stevenson,  Jr., 
past  chairman  of  the 
board  of  directors 
of  TEXPAC,  pre- 
sented Dr.  Sammons 
the  TEXPAC 
Meritorious  Service 
Award  “in  recogni- 
tion of  his  leadership 
as  chairman  of 
the  AMPAC  Board 
of  Directors.” 


At  the  January,  1971,  conference  of 
the  Association,  Dr.  Sammons 
mounted  the  podium  to  introduce 
guest  speaker  Dr.  Ernest  B.  Howard, 
AMA  executive  vice-president. 
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Lack  of  money,  MDs 
explored  at  symposium 

Dr.  William  Knisely,  vice-chancellor  for 
health  affairs  of  The  University  of 
Texas  System,  urged  leading  physi- 
cians, medical  educators,  and  adminis- 
trators gathered  in  Houston  to  petition 
their  congressmen  for  additional  med- 
ical school  funds. 

Speaking  at  a symposium  on  “The 
Clinical  Education  of  the  Family  Prac- 
tice Resident,”  sponsored  by  the  Me- 
morial Baptist  Hospital  System,  Dr. 
Knisely  stated  that  the  number  of 
applicants  qualified  to  enter  medical 
school  is  increasing  more  rapidly  than 
are  available  positions.  He  pointed  out 
that  those  applying  for  admission  have 
higher  qualifications  than  applicants 
of  previous  years.  Current  applicants 
have  grade  point  averages  of  3.2  to 
4.0  on  a 4.0  scale. 

“For  the  past  15  years,  Texas  medi- 
cal schools  have  been  converting  base- 
ment rooms  and  janitor  closets  in  an 
attempt  to  increase  the  student  load,” 
Dr.  Knisely  said.  “Their  need  is  for 
funding.”  The  vice-chancellor  stated 
that  officials  in  the  US  Department  of 
Health,  Education,  and  Welfare  have 
advised  him  that  they  have  in  their 
files  $600  million  in  approved  applica- 
tions that  are  still  unfunded.  “By  the 
end  of  March,  1971,  they  \will  have 
added  $200  million  more,”  he  noted. 

For  the  fall,  1970,  session,  only  518 
of  1,483  qualified  applicants  could  be 
admitted  to  Texas  medical  schools. 
Applications  are  expected  to  double  in 
the  next  ten  years,  and  plans  for  new 
medical  schools  in  Houston  and  Lub- 
bock and  expansion  of  other  schools 
will  compensate  for  only  about  two- 
thirds  of  the  present  application  pool. 

Dr.  Knisely  said  that  Texas  has  ex- 
perienced more  success  than  other 
states  in  keeping  those  physicians 
educated  in  the  state  in  Texas  prac- 
tices. Of  the  approximately  12,000 
physicians  in  the  state  in  1969,  al- 
most 6,000  were  educated  in  medical 
schools  in  Texas.  The  University  of 
Texas  Medical  Branch  at  Galveston  re- 
ports an  80%  retention  among  its 
graduates. 

Symposium  participants  brought  out 
other  factors  contributing  to  inadequa- 
cies in  health  care  delivery.  Of  all 
the  practicing  physicians  in  the  na- 
tion, two-thirds  are  specialists.  The 
remaining  one-third,  who  must  serve 
85%  of  the  population’s  medical 
needs,  includes  internists,  obstetri- 
cians, and  pediatricians,  as  well  as 
general  practitioners. 

Dr.  James  L.  Dennis,  vice-president 


of  health  services  at  the  University  of 
Arkansas  Medical  Center,  said  that  the 
success  of  any  delivery  system  de- 
pends on  its  availability  at  the  primary 
level. 

Dr.  M.  Lamar  Ross,  chief  of  family 
medicine  at  UT  Galveston,  explained 
that  a family  practitioner  offers  the 
general  public  continuity  of  care  at  the 
primary  level.  By  knowing  the  patient 
and  his  family,  the  physician  can  guide 
them  to  a greater  understanding  of 
how  to  effectively  use  the  wealth  of 
information  and  capability  available 
through  specialty  medicine  and  para- 
medical disciplines. 

In  the  two  years  since  formal  recog- 
nition of  family  practice  as  a specialty, 
59  residency  training  programs  in  the 
field  have  been  approved. 

“These  programs  are  difficult  to  get 
approved  because  the  requirements 
are  the  least  understood  of  all  areas 
in  medicine,”  noted  Dr.  Thomas  W. 
Johnson,  field  secretary  of  the  Com- 
mission on  Education,  American  Acad- 
emy of  Family  Practice. 

Dr.  Johnson  concluded,  “Student 
interest  in  this  specialty  is  good.  We 
get  ten  times  more  applications  than 
we  can  fill.  In  addition  to  funding  prob- 
lems, there  is  a great  need  for  a suffi- 
cient core  of  specialists  to  serve  as 
advisors.  The  success  of  this  program 
depends  on  physician  backing  and  the 
interest,  cooperation,  and  availability 
of  specialists.” 

Senior  at  San  Antonio 
wins  3rd  in  art  contest 

Senior  medical  student  James  H.  Gray 
of  Dallas  has  been  named  a winner  in 
the  1971  SAMA-Eaton  Medical  Art 
Award  Competition. 

Gray,  a student  at  The  University  of 
Texas  Medical  School  at  San  Antonio, 
won  third  place  in  the  medical  illustra- 
tion category  of  the  contest,  which  has 
been  sponsored  annually  since  1958 
by  the  Student  American  Medical  Asso- 
ciation in  cooperation  with  Eaton  Lab- 
oratories, Division  of  Norwich  Pharma- 
cal  Company,  in  Norwich,  N.Y. 

His  entry  will  be  incorporated  into 
the  traveling  SAMA-Eaton  Medical  Art 
Salon,  which  will  be  on  display  at  the 
SAMA  annual  meeting  scheduled  from 
May  4-6  in  St.  Louis,  Mo.,  and  at  the 
American  Medical  Association  meeting 
set  for  June  20-24  in  Atlantic  City, 
N.  J.  The  salon  will  then  be  available 
to  medical  schools  and  hospitals 
across  the  nation  for  display. 


Credit  course  offered 
for  medical,  dental  aides 

A special  credit  course  for  medical 
and  dental  assistants  and  for  hospital 
credit  managers  has  been  developed 
by  The  University  of  Texas  at  Austin, 
Division  of  Extension,  Distributive  Edu- 
cation Department. 

The  course,  entitled  Medical-Dental 
Credit  Accounts  Management  Program, 
has  already  been  offered  in  several 
towns  throughout  the  state:  Laredo, 
Sweetwater,  Houston,  and  Baytown. 
Another  course  is  scheduled  May  24- 
26  in  Victoria. 

Taught  by  credit  specialist  William 
J.  Strickler,  who  owned  and  managed 
a credit  bureau  and  a medical-dental 
bureau  for  some  20  years,  the  course 
is  designed  to  improve  collections  and 
reduce  work  load,  to  present  new  tech- 
niques for  accounts  management,  and 
to  teach  participants  how  to  create 
better  relations  with  patients. 

Local  credit  bureaus  and  other  in- 
terested local  organizations  serve  as 
sponsors  of  the  course  in  each  town. 

According  to  Mr.  Strickler,  additional 
courses  will  be  offered  in  other  Texas 
towns  in  the  future. 

State  ranks  5th  in 
medical  licenses  issued 

In  1969,  the  Texas  State  Board  of 
Medical  Examiners  granted  929  licens- 
es to  practice  medicine  to  make  Texas 
the  fifth-ranking  state  in  number  of 
licenses  issued. 

Total  for  all  states  was  23,662,  ac- 
cording to  a report  by  the  American 
Medical  Association’s  Council  on  Med- 
ical Education.  Of  the  total,  7,672  were 
issued  on  the  basis  of  successfully 
passing  a written  examination,  and 
15,990  were  granted  on  the  basis  of 
reciprocity  or  endorsement  of  state 
licenses  by  certificate  of  the  National 
Board  of  Medical  Examiners. 

The  top  ten  states  issuing  licenses 
were  California,  3,299;  New  York, 
2,383;  Pennsylvania,  1,423;  Florida, 
951;  Texas,  929;  New  Jersey,  826; 
Massachusetts,  816;  Ohio,  779;  Mary- 
land, 747;  and  Illinois,  703. 

The  report  included  data  from  all 
state  boards  of  medical  examiners, 
boards  of  examiners  in  basic  sciences, 
and  the  National  Board  of  Medical  Ex- 
aminers. Summaries  of  the  activities  of 
the  Federation  of  State  Medical  Boards 
of  the  United  States  and  the  Educa- 
tional Council  for  Foreign  Medical  Grad- 
uates were  also  presented. 
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Texas  waters  claim 
640  lives  in  one  year 

Saddening  statistics  in  the  recently  re- 
leased report  ‘‘Water-Oriented  Fatali- 
ties” tell  the  story  of  the  tragic  toll 
exacted  by  Texas  waterways  between 
Sept.  1,  1969,  and  Sept.  1,  1970. 

The  report,  prepared  by  Water  Safe- 
ty Services  of  the  Texas  Parks  and 
Wildlife  Department  and  released  by 
the  Governor’s  Office  of  Comprehensive 
Health  Planning,  lists  640  persons  as 
having  died  in  water-related  accidents 
during  the  one-year  time  period.  The 
report  also  points  out  that  only  auto- 
mobile accidents  claimed  a larger  num- 
ber of  lives  in  Texas  during  the  1969- 
1970  period. 

Young  people  were  found  to  consti- 
tute a majority  of  those  who  died  by 
drowning.  The  report  commented, 
‘‘During  school  vacation,  young  people 
flock  to  swimming  pools,  lakes,  rivers, 
and  the  Gulf  Coast.  These  young  peo- 
ple swell  our  fatality  list — 114  in  July, 
1969.  Boys,  ages  16  and  17,  lead  the 
way.  When  school  starts  again,  the  list 
decreases.” 

As  was  true  for  the  younger  victims, 
the  report  statistics  indicate  that  over- 
all more  men  than  women  died  in 
water-related  accidents.  The  final  tally 
was  542  males  and  98  females.  Noting 
that  this  disproportionate  number  of 
deaths  may  be  due  in  part  to  the  fact 
that  practically  no  adult  males  take 
swimming  lessons,  the  report  stated, 
‘‘From  the  record,  men  obviously  need 
lessons  or  more  practice  than  do 
women.” 

During  the  study,  researchers  dis- 
covered that  44  people  died  as  a ‘‘di- 
rect result  of  the  combination  of  a 
physical  problem  and  the  water.”  As  an 
example,  the  report  explained  that  in 
rural  Texas  areas,  workers  sometimes 
end  a long  day  in  the  heat  by  "cool- 
ing off”  in  tanks  or  irrigation  ditches. 
The  report  pointed  out,  “The  combina- 
tion of  heat,  exhaustion,  and  sudden 
change  of  body  temperature  can  im- 
mobilize even  a good  swimmer.” 

Of  the  total  number  of  casualties, 
281  persons  met  death  while  involved 
in  some  type  of  swimming  activity,  the 
report  noted,  emphasizing  that  less 
than  50%  of  the  Texas  population  can 
swim  well  enough  to  save  themselves. 

Falling  in  the  water  was  found  to  be 
the  second  most  frequent  activity 
which  caused  fatal  accidents. 

Some  20%  (or  125)  of  the  fatalities 
were  connected  with  motorboats,  of 
which  Texas  claims  more  than  500,000, 


“making  it  one  of  the  largest  boating 
states  in  the  country.” 

Of  Texas  4%  million  surface  acres 
of  water  and  640  miles  of  coastline, 
lakes  were  indicated  as  the  areas  in 
which  the  most  fatalities  occurred 
(36%).  The  gulf  (16%)  and  Texas  riv- 
ers (15.3%)  ran  a close  second,  and 
third. 

Grimly,  the  report  noted,  “If  there  is 
a body  of  water,  someone  manages  to 
die  in  it.” 

While  the  fatality  rate  during  the 
study  period  was  found  to  be  higher  in 
rural  counties,  the  largest  number  of 
fatalities  were  recorded  in  the  urban 
areas;  Harris,  Dallas,  Bexar,  Tarrant, 
Jefferson,  and  Travis  counties. 

The  report  concluded  on  this  note: 
“People  must  realize  there  is  a water 
safety  problem  and  that  it  applies  to 
everyone.  We  need  to  educate  and  re- 
educate people  on  good  water  safety 
practices  in  the  hope  that  this  will  moti- 
vate them  to  behave  in  a safe  way.” 

Conference  reviews  NHI, 
foundations,  computers 

Foundations  for  medical  care,  the  use 
of  computers  in  medical  practice,  and 
details  of  the  American  Medical  Asso- 
ciation’s answer  to  national  health  in- 
surance, Medicredit,  were  major  topics 
of  discussion  at  the  fifth  annual  Socio- 
economic Conference  of  the  AMA. 

Assistant  executive  secretary  of  the 
Texas  Medical  Association,  Donald  M. 
Anderson,  attended  the  meeting  held 
April  2-3  in  Las  Vegas,  Nev.,  and  pre- 
pared a summary  on  the  conference, 
including  the  following  points. 

The  definition  of  a foundation  for 
medical  care  was  presented:  “It  is  a 
limited-function  corporation  of  doctors 
of  medicine  sponsored  by  a local  med- 
ical society.  It  is  a separate  and  au- 
tonomous corporation  with  its  own 
board  of  directors  ...  A foundation 
for  medical  care  is  concerned  with  the 
development  and  delivery  of  medical 
services  and  with  the  reasonable  cost 
of  medical  services  and  health  care,  re- 
gardless of  how  such  care  is  financed. 
A foundation  subscribes  to  the  tradi- 
tion of  free  choice  of  personal  physi- 
cian and  hospital  by  the  patient  and 
the  fee-for-service  concept,  with  local 
physician  control  over  medical  pro- 
grams and  services.” 

Continuing  the  discussion  of  foun- 
dations, conference  speakers  listed  the 
basic  steps  toward  establishing  a foun- 
dation for  medical  care  and  explained 
the  usual  organizational  structure  of 


such  a foundation.  Speakers  also  pro- 
vided conference  participants  with 
background  material  and  a glimpse  of 
the  operations  of  the  first  medical 
foundation,  the  San  Joaquin  County 
(Calif.)  Medical  Society  Foundation  for 
Medical  Care.  Variations  of  the  medi- 
cal foundation  in  California  and  the 
Hennepin  Foundation  (Metropolitan 
Health  Care  Foundation  of  Minnesota) 
operating  in  the  Minneapolis-St.  Paul 
area  were  discussed,  and  contrasts 
were  made  between  these  foundations 
and  the  one  in  San  Joaquin  County. 

The  founder  of  the  first  medical 
foundation  then  told  conference  par- 
ticipants his  opinions  on  the  future 
role  of  foundations  for  medical  care. 
He  concluded  that  a bright  future 
awaits  such  groups,  because  they  “are 
better  attuned  to  the  unknown  future 
because  of  their  management  capa- 
bility and  sound  peer  review  systems 
which  make  foundations  more  effective 
and  competitive  with  capitation  plans, 
and  a wider  freedom  of  choice  for  the 
patient.” 

To  provide  a fair  picture  of  medical 
foundations,  a speaker  from  the  Ala- 
meda-Contra  Costra  County  Medical 
Society  in  California  presented  the 
anti-foundation  view.  He  explained  that 
this  society  has  three  times  rejected 
the  establishment  of  a foundation  in 
its  area  of  the  state.  The  speaker 
noted  that  his  county  medical  society 
does  offer  similar  services,  without  the 
expense,  restrictions  on  practice,  and 
bureaucratic  organization  of  founda- 
tions. Mr.  Anderson  commented  in  the 
summary  that  the  Alameda-Contra 
Costra  program  is  very  similar  to  the 
consultative  review  program  of  TMA. 

A computer  presentation  and  a dis- 
cussion of  possible  uses  of  the  com- 
puter in  medical  practice  also  occu- 
pied part  of  the  conference  schedule. 
Speakers  in  this  area  enumerated  the 
benefits  of  using  a computer  for  the 
business  side  of  medical  practice  and 
concentrated  upon  the  procedure  re- 
quired to  convert  physicians’  records 
into  computer  language.  Stress  was 
placed  upon  making  sure  that  input 
data  were  accurate  and  upon  select- 
ing a competent  electronic  data  proc- 
essing organization  with  “a  well-de- 
fined procedure  for  maintaining  per- 
sonal contact  with  the  physician’s  of- 
fice assistant  to  check  . . . informa- 
tion.” 

The  use  of  computers  for  peer 
review  functions  and  to  determine 
“model  treatments”  for  specific  ill- 
nesses was  also  presented.  For  exam- 
ple, the  California  State  Department 
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of  Health  is  now  sponsoring  an  experi- 
mental computer  program  on  model 
treatments.  No  evaluation  was  given, 
however,  since  the  program  is  still  very 
new. 

In  addition  to  these  uses,  confer- 
ence speakers  noted  that  experimental 
programs  using  computers  are  being 
developed  for  use  in  preventive  medi- 
cine and  for  providing  profiles  on  "uti- 
lization practices  of  patients.”  Medical 
Corpsmen  evaluating  “sick-call”  candi- 
dates at  Fort  Belvoir,  Va.,  are  now 
being  guided  by  a computer  as  to  how 
and  where  to  refer  the  sick  call  soldier. 

The  final  portion  of  the  conference, 
according  to  the  assistant  executive 
secretary’s  summary,  dealt  with  na- 
tional health  insurance.  The  AMA’s 
Medicredit  Plan  was  detailed  for  con- 
ference participants,  and  a report  on 
the  activities  of  the  Council  on  Health 
Manpower  was  presented.  Dr.  Samuel 
Sherman  of  California  was  the  final 
speaker  on  this  portion  of  the  pro- 
gram, and  he  challenged  the  idea  that 
quality  control  of  medical  care  is  in- 
herent in  pre-paid  group  plans. 


Institute  to  provide 
uniform  health  data 

Collecting  data  on  the  Texas  health 
system  is  the  function  of  the  recently 
established  Texas  Health  Data  Insti- 
tute, the  first  agency  of  its  kind  in  the 
United  States. 

The  data  institute,  which  was  estab- 
lished in  September,  1970,  is  charged 
with  providing  information  about  the 
health  care  system  in  the  state — "how 
it  works,  where  it  fails,  and  what  it 
costs,”  reports  the  Newsletter  of  the 
Regional  Medical  Program  of  Texas. 
The  institute  serves  as  a clearinghouse 
for  requests  that  come  from  member 
agencies,  consolidating  input  data 
from  many  state  agencies  for  reply. 

Working  with  both  governmental  and 
private  health  agencies,  the  institute 
will  provide  a uniform  health  data  ser- 
vice to  the  governor,  state  legislators, 
state  agencies,  regional  planning  au- 
thorities, and  others  who  must  evalu- 
ate their  programs  individually  and 
with  respect  to  the  total  health  care 
delivery  system  in  Texas. 

The  establishment  of  the  institute 
last  September  was  sponsored  by  the 
Texas  Interagency  Health  Council.  An 
advisory  committee  representing  the 
council  establishes  policy  and  operat- 


ing procedures.  The  Newsletter  ex- 
plained that  the  institute  is  attached 
to  the  Texas  State  Department  of 
Health  for  "fiscal  and  personnel  ad- 
ministration.” 


Dallas  MD  will  lead 
college  of  radiologists 

Dallas  radiologist  Dr.  Robert  W.  Mc- 
Connell has  been  elected  president  of 
the  7,000-member  American  College  of 
Radiology. 

The  chief  of  the  nuclear  radiology 
division  in  the  department  of  radiology 
at  St.  Paul  Hospital  in  Dallas  will  serve 
a one-year  term  in  the  office.  He  was 
chosen  the  organization’s  leader  at  the 
48th  annual  meeting  of  the  college. 
Dr.  McConnell  is  also  senior  attending 
radiologist  at  Parkland  Memorial  Hospi- 
tal in  Dallas  and  clinical  associate  pro- 
fessor of  radiology  at  The  University  of 
Texas  (Southwestern)  Medical  School 
in  Dallas. 

Four  other  Texas  physicians  were 
named  fellows  of  the  American  College 
of  Radiology.  They  include  Drs.  Robert 
F.  Ellzey  of  Austin,  Luise  C.  Branden- 
stein  of  Kerrville,  McClure  Wilson  of 
La  Marque,  and  Bernard  Rosen  of 
Corsicana. 


Dr.  Robert  W.  McConnell 


Coloring  books  aid  kids 
in  learning  health  facts 

A freshman  medical  student,  who  orig- 
inally had  no  plans  to  study  medicine, 
is  helping  children  learn  health  facts 
through  his  talent  for  producing  color- 
ing books,  reports  the  Journal  of  the 
American  Medical  Association. 

Sanford  Brown,  a first-year  student 
at  The  Medical  College  of  Wisconsin 
in  Milwaukee,  became  the  author  of 
a children’s  medical-oriented  coloring 
book  while  working  at  a temporary  job 
in  the  pediatrics  outpatient  clinic  at 
Kings  County  Hospital  Center  in  Brook- 
lyn, N.Y. 

An  English  literature  major  at  the 
State  University  of  New  York  at  Stony 
Brook,  Mr.  Brown  accepted  the  tem- 
porary position  soon  after  his  gradua- 
tion, the  JAMA  article  noted. 

"Because  he  had  majored  in  En- 
glish,” writes  the  author,  “physicians 
at  the  hospital  asked  him  to  design  a 
publication  about  lead  poisoning,  a 
major  problem  in  inner-city  areas 
where  apartment  walls  are  often  cov- 
ered with  peeling  layers  of  old,  lead- 
based  paint.” 

In  response  to  the  request.  Brown 
and  a friend,  Peter  Markus,  compiled 
and  designed  an  elaborate  story  book, 
complete  with  four-color  illustrations. 
The  high  cost  of  printing  forced  the 
abandonment  of  their  original  efforts, 
and  they  had  to  redo  the  book  in  black 
and  white. 

"It  was  then  that  we  thought  of 
the  idea  of  a coloring  book,”  the  arti- 
cle quotes  Brown  as  saying.  “It  seemed 
so  obvious  we  were  amazed  we  hadn’t 
thought  of  it  sooner:  an  activity  piece, 
for  children  to  color  and  parents  to 
read.”  The  coloring  book  was  later 
printed  by  the  hospital. 

As  a result  of  his  experience.  Brown 
returned  to  college  for  premedical 
courses  and  at  the  same  time  pre- 
pared another  coloring  book,  this  one 
on  "The  Story  of  Leroy  and  the  Good 
Tooth  Fairy.”  Telling  children  about 
the  rewards  of  taking  care  of  their 
teeth,  the  book  was  published  last 
year  by  the  Suffolk  County  (N.Y.)  De- 
partment of  Health. 

Two  other  coloring  books  have 
been  prepared  by  Brown  and  Markus: 
“Billy’s  EEG  at  Milwaukee  Children’s 
Hospital”  and  "Tony’s  Sickle  Cell 
Crisis.” 
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TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 

MEDITERRANEAN  ADVENTURE 

AIR/SEA  CRUISE 

DEPARTING  DALLAS  AND  HOUSTON  ON  OCTOBER  13,  1971 


DISCOVER  THE  GREAT  CLASSICAL  SITES 
OF  THE  MEDITERRANEAN  AND  GREEK  ISLES. 


Send  to:  TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 


Enclosed  is  my  check  for  $ _ 
($100  per  personas  deposit.) 


Name 


Exclusive  Mediterranean  Adventure  Features: 

• Direct  flights  via  chartered  private  jets. 

• First  class  luxury  on  the  chartered  Cunard 
cruise  liner  CARMAN  I A 

• Total  passengers  limited  to  much  less  than 
ship  capacity. 

• All  meals  of  the  finest  international  cuisine. 

• Generous  70  pound  baggage  allowance. 

• Expedited  Customs  formalities. 

• Daily  optional  shore  excursions. 

• Duty  free  shopping  on  board  and  ashore. 

• Never  any  regimentation— do  as  you  please. 


Our  Mediterranean  Adventure  will  be  an  un- 
forgettable holiday.  Cruise  to  the  French 
Riviera,  Naples,  Sicily,  Malta,  Turkey,  the  Greek 
Isles  and  Athens.  Prices  start  from  $895.  Space 
IS  strictly  limited.  We  urge  you  to  complete 
the  reservation  form  below  and  mail  it  to  us 
today! 


Home  Address 


City  State  Zip  Code 

□ Please  send  full  color  brochure 


Phone 


Ortho-Novum  1/50d21  is  for  people. 

People  who  want  no  more  hormonal  activity  than 
is  needed  for  effective  contraception  — 

50  meg  of  mestranol  and  1 mg  of  norethindrone. 

People  who  want  a pill  to  stay  with  — like  the 
1,719  patients  on  Ortho-Novum  1 / 50  n21  in  a 
controlled  study.  Of  these,  only  2.3%  dropped 
out  for  drug-related  reasons. 


People  who  appreciate 
the  unique  qualities  of 
the  Dialpak'-'^-theTablet 
Dispenser  preferred 
by  an  overwhelming 
majority  of  women.^ 

People  who  like  the 
simplicity  of  the  21-day 
regimen ...  5 weeks  on, 

1 week  off. 

Yes,  Ortho-Novum  l/50n21  is  for  people.  That’s 
why  people  are  for  Ortho-Novum  1 / 50  u21. 


1.  Data  on  file.  Ortho  Research  Foundation,  Raritan,  N.  J.,  2.  Oral  Contraceptive 
Packaging  Test,  Suburban  Research  Associates,  Ridgewood,  N.  J.,  June  1970. 


Ortho-Novuml/50“2I 


TRADEMARK 


Each  tablet  contains  1 mg  norethindrone 
and  0.05  mg  mestranol 


*TKACCMARK 


See  next  pciye  for  prescribing  information. 


Ortho-Novuml/50°2I 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone  and  0.05  mg  mestranol 


PRESCRIBING  INFORMATION 


DESCRIPTION;  Each  ORTHO-NOVUM  l/50a21  Tablet  contains  1 mg  of  the 
potent  progestational  substance,  norethindrone  (17  a/pA)a-ethinyl-17-hydroxy- 
4-estren-3-one)  together  with  0.05  mg  of  the  estrogenic  compound,  mestranol 
(ethinyl  estradiol  3-methyl  ether). 

SPECIAL  NOTE:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than 
that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  the  studies  conducted  in 
both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  ele- 
vated blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long  term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
neither  be  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

INDICATION:  Contraception. 

CONTRAINDICATIONS:  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions. 

2.  Markedly  impaired  liver  function. 

3.  Known  or  suspected  carcinoma  of  the  breast. 

4.  Known  or  suspected  estrogen  dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital  bleeding. 

WARNINGS;  1.  The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmo- 
nary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  m Great  Britain'  ^ leading  to  this  conclusion, 
and  one""  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembo- 
lism in  the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and 
associates  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease  with- 
out evident  cause  as  non-users.  The  American  study  also  indicated  that  the 
risk  did  not  persist  after  discontinuation  of  administration,  and  that  it  was 
not  enhanced  by  long  continued  administration.  The  American  study  was 
not  designed  to  evaluate  a difference  between  products.  However,  the  study 
suggested  that  there  might  be  an  increased  risk  of  thromboembolic  disease 
in  users  of  sequential  products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable. 

2.  Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn. 

3.  Since  the  safety  of  ORTHO-NOVUM  1/50d21  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed  two 
consecutive  periods,  pregnancy  should  be  ruled  out  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule,  the  possibility  of  pregnancy  should  be  considered  at  the  time  of 
the  first  missed  period. 

4.  A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long  range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

PRECAUTIONS:  1.  The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals. 

2.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  ORTHO-NOVUM  l/50a21.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  ORTHO-NOVUM  1/50D21,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

3.  Under  the  influence  of  estrogen-progestogen  preparations,  pre-existing 
uterine  fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause  some  degree  of  fluid  retention,  condi- 
tions which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

5.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vagi- 
nam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed- 
ing per  vaginam,  adequate  diagnostic  measures  are  indicated. 

6.  Patients  with  a history  of  psychic  depression  should  be  carefullyobserved 
and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree. 


7.  Any  possible  influence  of  prolonged  ORTHO-NOVUM  l/50a21  therapy 
on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study. 

8.  A decrease  in  glucose  tolerance  has  been  observed  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  ORTHO-NOVUM  l/50ci21  therapy. 

9.  The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treat- 
ment with  ORTHO-NOVUM  l/50ci21  may  mask  the  onset  of  the  climacteric. 

10.  The  pathologist  should  be  advised  of  ORTHO-NOVUM  l/50a21  therapy 
when  relevant  specimens  are  submitted. 

11.  Susceptible  women  may  experience  an  increase  in  blood  pressure  follow- 
ing administration  of  contraceptive  steroids. 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRA- 
CEPTIVES: A statistically  significant  association  has  been  demonstrated  be- 
tween use  of  oral  contraceptives  and  the  following  seriousadverse  reactions: 
Thrombophlebitis  Pulmonary  embolism  Cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions: 

Neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives: 


Edema 

Chloasma  or  Melasma 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Mental  depression 
Change  in  weight 
(increase  or  decrease) 


Nausea 
Vomiting 

Gastrointestinal  symptoms 
(such  as  abdominal 
cramps  and  bloating) 

Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Breast  changes:  tenderness,  enlargement  and  secretion 
Changes  in  cervical  erosion  and  cervical  secretions 
Suppression  of  lactation  when  given  immediately  post-partum 
Rise  in  blood  pressure  in  susceptible  individuals 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 

Anovulation  post  treatment;  Premenstrual-like  syndrome;  Changes  in 
libidO;  Changes  in  appetite;  Cystitis-like  syndrome;  Headache;  Nervousness; 
Dizziness;  Fatigue;  Backache;  Hirsutism;  Loss  of  scalp  hair;  Erythema  multi- 
forme; Erythema  nodosum;  Hemorrhagic  eruption;  Itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: 

Hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests; 

Coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX,  and  X; 
Thyroid  function:  increase  in  PBI,  and  butanol  extractable  protein  bound 
iodine  and  decrease  in  T"  uptake  values; 

Metyrapone  test;  Pregnanediol  determination. 

DOSAGE  AND  ADMINISTRATION;  The  dosage  of  ORTHO-NOVUM  1/50D21  for 
the  initial  cycle  of  therapy  is  one  tablet  administered  daily  from  the  5th 
through  the  25th  day  of  the  menstrual  cycle,  counting  the  first  day  of  men- 
strual flow  as  "Day  1”.  The  use  of  ORTHO-NOVUM  l/50a21  for  contracep- 
tion can  be  initiated  immediately  postpartum.  (If  ORTHO-NOVUM  l/50n21 
is  first  taken  later  than  the  fifth  day  of  the  first  menstrual  cycle  of  medica- 
tion or  postpartum,  contraceptive  reliance  should  not  be  placed  on  ORTHO- 
NOVUM  l/50a21  until  after  the  first  seven  consecutive  days  of  administra- 
tion. The  possibility  of  ovulation  and  conception  prior  to  initiation  of  medi- 
cation should  be  considered.)  For  subsequent  cycles,  no  tablets  are  taken 
for  7 days,  then  a new  course  is  started  of  one  tablet  a day  for  21  days.  The 
dosage  regimen  then  continues  with  7 days  of  no  medication  followed  by 
21  days  of  medication,  instituting  a three  weeks  on,  one  week  off  dosage 
regimen. 

HOW  SUPPLIED;  ORTHO-NOVUM  1/50D21  Tablets  (as  yellow  unscored  tab- 
lets with  "Ortho”  and  “I"  debossed  on  each  side)  are  available  in  DIALPAK* 
Tablet  Dispenser  containing  21  tablets  and  DIALPAK  3-cycle  Tablet  Dis- 
penser containing  63  tablets  arranged  for  3 cycles  of  administration. 
REFERENCES:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thromboembolic  Disease.  J.  Coll.  Gen.  Pract.,  13:267-279,  1967.  2.  In- 
man, W.  H.  \N.  and  Vessey,  M.  P.  Investigation  of  Deathsfrom  Pulmonary  Coro- 
nary and  Cerebral  Thrombosis  and  Embolism  in  Vt/omen  in  Child-Bearing 
Age,  Brit.  Med.  J.,  2:193-199,  1968.  3.  Vessey,  M.  P.  and  Doll,  R.  Investigation 
of  Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic  Dis- 
ease. A Further  Report,  Brit.  Med.  J.,  2:651-657,  1969.  4.  Sartwell,  P.  E.,  Masi, 
A.  T.,  Arthes,  F.  G.,  Greene,  G.  R.,  and  Smith,  H.  E.,  Thromboembolism  and 
Oral  Contraceptives:  An  Epidemiological  Case-Control  Study 
Am.  J.  Epidem.  90:365-380,  (Nov.)  1969.  ‘traoemark 
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ORTHO  PHARMACEUTICAL  CORPORATION  • RARITAN,  NEW  JERSEY  08869 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  “case  history"  of  one  new  drug  -or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment. countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers -a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 

Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N W,,  Washington,  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

EH  belladonna  alkaloids — for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
G phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  jihenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  ludrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atroj)ine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmochc/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


Medical  schools, 
hospitals,  6l  colleges 
guide  learning  for 
allied  health  professionals 


Physical  therapy  students  at 
the  School  of  Allied  Health 
Sciences  work  with  this  young 
man  to  teach  him  how  to 
care  for  himself  in  spite  of 
his  disability. 


Allies  to  the  physician  in  providing 
health  care  to  the  ill  are  the  men  and 
women  engaged  in  the  various  fields 
of  allied  health  sciences. 

A relatively  new  concept,  allied 
health  sciences  embrace  such  courses 
of  study  as  medical  record  administra- 
tion, medical  technology,  occupational 
therapy,  physical  therapy,  rehabilita- 
tion science,  cardiopulmonary  technol- 
ogy, nutrition  and  dietetics,  radiologic 
technology,  and  many  others. 

In  addition  to  the  allied  health  pro- 
fessions courses  offered  by  many  hos- 
pitals and  junior  colleges  across  the 
state,  several  Texas  medical  schools 
have  assumed — or  plan  to  assume — 
responsibility  for  educating  these  valu- 
able members  of  the  health  care  team. 
Two  medical  educational  facilities — The 
University  of  Texas  Medical  Branch  in 
Galveston  and  The  University  of  Texas 
(Southwestern)  Medical  School  in  Dal- 
las— have  even  established  schools 
dealing  exclusively  with  the  education 
of  allied  health  workers. 

At  UT  Medical  Branch,  the  School 
of  Allied  Health  Sciences  is  headed  by 
Dr.  Robert  K.  Bing  (Ed.  D.)  who  serves 
as  dean.  Dr.  Harry  J.  Parker  (Ph.D.), 
acting  dean,  is  in  charge  of  the  School 
of  Allied  Health  Professions  at  South- 
western. 

Allied  health  programs 

Most  of  the  programs  in  both 
schools  lead  students  to  a baccalaure- 
ate degree  and  certification  of  profi- 
ciency (or  certification  only).  Others 
serve  as  graduate  internships  or  award 
graduate  degrees. 

The  School  of  Allied  Health  Sciences 
in  Galveston,  two  years  older  than  its 
counterpart  in  Dallas,  has  three  one- 
year  degree  and  certification  programs. 
Most  program  participants  complete 
three  years  of  college  work;  then  the 
allied  health  program  serves  as  the 
senior  year  in  college.  Such  programs 
include  medical  record  administration, 
medical  technology,  and  physical  ther- 
apy. Students  enrolled  in  the  occupa- 
tional therapy  program  must  take  two 
years  of  classwork  before  they  are 
awarded  their  degrees  and  certificates. 
In  addition  to  these  four  programs. 


there  is  a two-year  certificate  course 
in  radiologic  technology  which  is  soon 
to  be  phased  into  an  associate  degree 
program. 

In  the  future,  the  school  plans  im- 
plementation of  four  new  baccalaure- 
ate degree  programs  in  allied  health 
education,  biomedical  communications, 
clinical  associate  practice,  and  rehabil- 
itation services.  Pending  approval  by 
the  Coordinating  Board,  Texas  College 
and  University  System,  the  clinical  as- 
sociate (physician’s  assistant)  program 
will  be  implemented  in  July,  1971. 

The  School  of  Allied  Health  Profes- 
sions at  Southwestern  offers  a bacca- 
laureate degree  and  certification  to 
medical  technology,  rehabilitation  sci- 
ence, and  physical  therapy  students. 
The  curriculum  in  medical  technology 
covers  12  months,  while  that  in  physi- 
cal therapy  consists  of  one  academic 
year  plus  two  summer  sessions.  Reha- 
bilitation science  studies  last  one  aca- 
demic year. 

Students  may  also  apply  for  en- 
trance to  the  dietetic  internship  pro- 
gram if  they  have  been  graduated  with 
a baccalaureate  degree  from  an  accred- 
ited college  or  university  no  more  than 
five  years  prior  to  admission  to  the 
internship.  Also,  specified  courses  in 
subjects  such  as  food  and  nutrition, 
chemistry,  human  physiology  and  bac- 
teriology, diet  therapy,  and  so  forth 
must  have  been  included  in  the  under- 
graduate degree.  This  internship  fol- 
lows the  American  Dietetic  Associa- 
tion’s recommendation  for  an  approved 
program  and  consists  of  specified 
blocks  of  time  in  a variety  of  activities 
over  a 52-week  period. 

Dr.  Parker,  acting  dean  of  the  School 
of  Allied  Health  Professions,  stated  that 
four  new  curricula  are  planned  for  im- 
plementation in  September  of  this 
year,  pending  approval  of  the  Coordi- 
nating Board,  Texas  College  and  Uni- 
versity System.  New  offerings  will  in- 
clude a graduate  program  in  rehabili- 
tation science,  a program  in  allied 
health  education,  a graduate  degree  in 
nutrition  and  dietetics,  and  a program 
for  physician’s  assistant  in  cardiopul- 
monary technology. 
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Assistants  in  allied  health  fields 

A unique  joint  program  by  the  UT 
Medical  Branch’s  School  of  Allied 
Health  Sciences  and  Galveston  Com- 
munity College  is  aimed  at  providing 
assistants  in  the  various  allied  health 
professions.  Known  as  the  Associated 
Health  Occupations  program,  students 
are  enrolled  in  Galveston  Community 
College,  but  also  take  work  at  the  Med- 
ical Branch  campus. 

James  L.  Cantwell,  director  of  the 
program,  explains  that  “students  in 
this  program  are  enrolled  in  Galveston 
Community  College  where  they  receive 
their  academic  sessions.  Simultaneous- 
ly, these  students  spend  a part  of  their 
time  on  the  UT  Medical  Branch  cam- 
pus where  they  receive  a core  curricu- 
lum and  introduction  into  the  various 
clinical  areas  of  the  Medical  Branch 
hospitals.” 

"At  the  end  of  the  first  year,”  con- 
tinues Mr.  Cantwell,  "based  on  their 
actual  clinical  contact,  the  students 
select  the  clinical  area  of  study  in 
which  they  wish  to  specialize  during 
the  second  year.” 

Associated  Health  Occupations  stu- 
dents may  study  one  of  several  courses 
to  train  them  as  a hospital  manage- 
ment assistant,  inhalation  therapist,  oc- 
cupational therapy  assistant,  orthotics 
assistant,  physical  therapy  assistant, 
radiologic  technologist,  community 
health  worker,  or  electroencephalogra- 
phy technologist. 

Upon  completion  of  the  program, 
the  student  receives  the  associate  of 
applied  science  degree  from  Galveston 
Community  College  and  a certificate  of 
proficiency  in  his  chosen  clinical  area 
from  the  School  of  Allied  Health  Sci- 
ences. 

Mr.  Cantwell  comments,  “This  pro- 
gram was  begun  in  the  fall  of  1968 
with  an  initial  enrollment  of  six  stu- 
dents. Enrollment  increased  in  1969  to 
23  part-time  and  22  full-time  (fresh- 
man) students.  In  1970,  there  were  14 
sophomores  and  36  freshmen  enrolled. 
Enrollment  figures  could  be  increased 
appreciably  if  additional  faculty  and 
space  within  the  clinics  could  be  ob- 
tained.” 


Upper  left;  Barbara  Marshall 
(left)  and  Joy  Hendrickson 
(right),  medical  technology 
students  at  the  School 
of  Allied  Health  Professions, 
learn  about  blood  cultures 
from  Dr.  L.  Ruth  Guy  (center). 
Upper  right:  Students  aspiring 
to  be  radiologic  technologists 
observe  as  a patient  is 
placed  in  the  proper  position 
for  an  x-ray. 

Left:  Learning  about 
microfiche  are  medical  record 
administration  students  at 
the  School  of  Allied  Health 
Sciences. 
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Dietetic  intern  at 
School  of  Allied  Health 
Professions  explains 
mealtime  choices  to 
patient  at  Parkland  Me- 
morial Hospital  in  Dallas. 


Patient  working  on  a craft 

project  is  aided  by 

School  of  Allied  Health  Sciences 

occupational  therapy 

student. 


The  total  teaching  staff  for  both 
allied  health  and  Associated  Health 
Occupations  students  at  the  School  of 
Allied  Health  Sciences  now  numbers 
33,  as  compared  to  seven  full-time 
faculty  members  and  42  part-time  in- 
structors at  Southwestern’s  School  of 
Allied  Health  Professions. 

Enrollment  at  the  School  of  Allied 
Health  Sciences  and  at  the  School  of 
Allied  Health  Professions  for  1970-1971 
by  course  of  study  was  as  shown  in 
table  1. 

The  enrollment  figures  for  the  School 
of  Allied  Health  Sciences  have  grown 
from  63  when  the  school  opened  in 
September,  1968,  to  106.  The  total 
enrollment  of  57  for  the  School  of 
Allied  Health  Professions  compares  fa- 
vorably with  that  of  the  Galveston 
school  since  the  Dallas  facility  began 
operation  only  in  September,  1970. 
The  combined  total  of  163  for  both 
schools  does  not,  of  course,  include 
the  many  students  enrolled  in  junior 
college  and  hospital  courses  in  the 
allied  health  fields. 

AMA  accreditation 

According  to  the  Directory  of  Ap- 
proved Allied  Medical  Educational  Pro- 
grams published  by  the  American  Med- 
ical Association’s  Council  on  Medical 
Education,  Texas  schools  of  allied 
health,  hospitals,  and  junior  colleges 
offer  147  accredited  courses  in  various 
allied  health  fields.  With  this  large 
number,  it  is  apparent  that  the  hospi- 
tals and  junior  colleges  in  the  state 
also  have  sizeable  programs. 

Approved  programs  exist  in  Texas 
for  those  who  wish  to  be  cytotechnolo- 
gists,  medical  record  technicians,  med- 
ical technologists,  radiologic  technolo- 
gists, certified  laboratory  assistants, 
physical  therapists,  occupational  ther- 
apists, medical  record  librarians,  inhal- 
ation therapy  technicians,  and  medical 
assistants. 

Detailed  information  on  these  ac- 
credited programs  of  medical  schools, 
junior  colleges,  and  hospitals  is  includ- 
ed in  the  AMA  directory. 


Continuing  education  for  the 
allied  health  worker 

Like  the  physician,  the  allied  health 
professional  needs  to  be  in  a state  of 
continual  learning  since  the  allied 
health  fields  change  as  rapidly  as 
new  technologic  and  scientific  develop- 
ments occur. 

To  meet  this  need,  the  School  of 
Allied  Health  Sciences  in  Galveston  has 
combined  its  teaching  talents  and  its 
facilities  with  funding  from  the  Region- 
al Medical  Program  of  Texas  to  mount 
a pilot  project  in  continuing  education 
in  one  allied  health  field. 

Assistant  to  the  school’s  dean,  James 
D.  Spitler  says,  “While  the  emphasis 
of  this  program  has  been  directed  to- 
ward identifying  and  meeting  the  needs 
of  the  practicing  occupational  ther- 
apists of  Texas,  the  resulting  con- 
tinuing education  workshops  have  been 
open  to  and  attended  by  professionals 
in  related  disciplines  such  as  nurses, 
speech  therapists,  physical  therapists, 
psychologists,  special  education  per- 
sonnel, et  cetera.’’ 

“One  aim  of  the  program  has  been 
to  locate  and  survey  every  active  and 
inactive  occupational  therapist  in  the 
state,’’  says  Mr.  Spitler.  “This  has 
been  accomplished  and  hopefully 
through  this  contact  some  of  the  in- 
active therapists  will  become  reacti- 
vated.’’ 

Mr.  Spitler  reports  that  in  addition 
to  the  RMP-financed  workshops,  the 
school’s  departments  of  physical  ther- 
apy and  occupational  therapy  have 
conducted  annual  clinical  education 
workshops  during  the  past  several 
years. 

The  department  of  medical  technol- 
ogy has  also  aided  in  continuing  edu- 
cation by  cosponsoring  with  Stephen 
F.  Austin  State  University  a series  of 
liberal  arts  and  sciences  lectures  for 
both  faculty  members  and  students  at 
the  School  of  Allied  Health  Sciences. 

Looking  into  the  crystal  ball 

With  the  current  trend  toward  de- 
mand for  more  health  services  and  the 
lengthy  discussions  on  the  role  of  the 
“physician’s  assistant,’’  it  seems  cer- 


122 


TEXAS  MEDICINE 


tain  that  more,  specially-trained  allied 
health  workers  will  be  needed  to  fill 
the  gaps  created  by  the  tremendous 
demand  on  the  physician’s  time. 

Working  with  and  under  the  super- 
vision of  the  physician,  these  allied 
health  workers  can  alleviate  the  physi- 
cian’s burden  of  work,  while  perform- 
ing a valuable — and  perhaps,  even 
lifesaving — service  for  patients. 

If  past  statistics  are  a clue,  growth 
in  the  field  is  practically  assured.  Dr. 
Parker,  acting  dean  of  Southwestern’s 
School  of  Allied  Health  Professions,  re- 
ports that  interest  in  the  new  school 
was  high  at  application  time,  with  most 
applicants  (approximately  180)  seeking 
to  enter  the  physical  therapy  course. 
Because  of  space  and  personnel  limita- 
tions, only  24  physical  therapy  stu- 
dents could  be  accepted,  however.  Dr. 
Parker  said  that  four  to  five  prospec- 
tive students  applied  for  each  opening 
in  the  other  allied  health  programs  of 
the  school.  Acting  dean  Parker  adds 
that  the  school  expects  a growth  rate 
of  at  least  15%  each  year. 

Statistics  in  the  AM  A Directory  of 
Approved  Allied  Medical  Educational 
Programs  back  up  the  prediction  of 
growrth.  For  example,  in  1963-1964 
there  were  only  7 inhalation  therapy 
technician  educational  programs  with 
a student  capacity  of  49;  in  1969- 
1970,  the  number  of  programs  in- 
creased to  56,  and  capacity  is  now 
800.  There  were  609  radiologic  tech- 
nology education  programs  in  1959- 
1960;  today,  there  are  1,177  programs, 
which  can  educate  up  to  18,511  stu- 
dents. Similar  growth  trends  are  seen 
in  almost  all  of  the  allied  health  fields. 

Numbers  alone  do  not  tell  an  accu- 
rate story,  however.  Schools  and  hos- 
pitals around  the  state  are  planning 
implementation  of  new  courses  in 
allied  health  disciplines  and  are  trying 
to  evaluate  future  needs. 

Typical  of  this  attitude  toward  mak- 
ing growth  constructive.  Dean  Bing 
of  the  School  of  Allied  Health  Sciences 
explains,  "Throughout  the  existence  of 
the  school,  continual  planning  has 
been  in  progress  regarding  the  expan- 


1. Allied  health  students 

in  Texas,  1970-1971. 

Course  of  study 

No.  enrolled 

School  of  Allied  Health 

Sciences,  Galveston 

Medical  record  administration  5 

Medical  technology 

14 

Occupational  therapy 

8 (1st  yr.) 

9 (2nd  yr.) 

Physical  therapy 

38 

Radiologic  technology 

11  (Istyr.) 

21  (2nd  yr.) 

Total 

106 

School  of  Allied  Health 

Professions,  Dallas 

Rehabilitation  science 

11 

Dietetic  internship 

8 

Physical  therapy 

24 

Medical  technology 

14 

Total 

57 

sion  of  the  curricula  into  other  allied 
health  disciplines.  The  identification  of 
need  for  new  personnel  in  Texas;  kinds 
of  supportive  facilities  and  facilities 
available  at  the  Medical  Branch;  qual- 
ity of  commitment  by  members  of  the 
faculty  and  staff  at  The  University  of 
Texas  Medical  Branch;  and  appropriate- 
ness of  new  curricula  in  relation  to  the 
objectives,  function,  scope,  and  mis- 
sion of  the  School  of  Allied  Health 
Sciences  are  some  of  the  criteria  con- 
sidered.” 

Dr.  Parker  emphasizes  that  the  pro- 
grams of  the  School  of  Allied  Health 
Professions  are  tailored  to  meet  spe- 
cific personnel  needs  of  medical  insti- 
tutions and  health  agencies.  He  also 
states  that  a major  goal  of  the  school 
is  upgrading  the  allied  health  profes- 
sions, both  in  quantity  and  quality. 

"We  see  the  school  as  the  nucleus 
of  a cooperative  area-wide  approach 
to  providing  more  specialists  who  can 
perform  skilled  functions  which  are 
often  not  adequately  provided  and  who 
can  relieve  physicians  of  many  routine 
tasks,”  said  the  acting  dean. 

A bright  future  thus  appears  on  the 
horizon  for  the  allied  health  profes- 
sions, members  of  the  physician’s 
health  care  team. 


DEFINITIONS 
IN  THE 

ALLIED  HEALTH 
SCIENCES 

The  term  “allied  health  professions” 
is  relatively  young,  and  its  definition 
has  not  quite  crystallized  completely. 
In  general,  the  term  applies  to  those 
fields  of  technology  that  support  phy- 
sicians and  nurses  in  patient  care. 

With  the  endorsement  of  the  follow- 
ing statement,  many  of  the  allied 
health  fields  have  developed  a clear, 
concise  definition  of  the  duties  and 
responsibilities  of  the  allied  health 
worker. 

“Increasingly  today,  the  physician 
shares  with  other  health  professionals 
the  responsibility  for  certain  specific 
aspects  of  health  care.  The  profes- 
sional associations  representing  these 
allied  health  specialists  should  assume 
a major  share  of  the  responsibility  for 
establishing  and  maintaining  educa- 
tional standards  in  their  respective 
fields.  The  medical  profession  is  aware 
of  its  great  responsibility  in  relating  to 
all  the  allied  health  fields  which  find 
their  focus,  indeed  their  reason  for 
existence,  in  the  care  of  the  patient. 
Where  the  medical  care  of  the  patient 
is  concerned,  the  physician  has  legal, 
moral,  and  ethical  responsibility.  As 
the  major  professional  organization  for 
physicians,  the  American  Medical  As- 
sociation feels  this  responsibility  keen- 
ly, and  believes  that  it  must  cooperate 
with  the  collaborating  organizations  in 
coordination  of  the  multiple  and  di- 
verse components  of  the  health  care 
team  through  which  the  total  care  of 
the  patient  is  provided.” 

This  statement  was  endorsed  by  the 
AMA  Council  on  Medical  Education  in 
August,  1970,  and  is  included  in  the 
AMA-published  Directory  of  Approved 
Allied  Medical  Educational  Programs. 

The  directory  also  provides  defini- 
tions of  several  allied  health  profes- 
sionals, including  the  following: 

Certified  laboratory  assistant.  "The 
certified  laboratory  assistant  performs 
many  routine  procedures  in  the  clini- 
cal laboratory  under  the  direction  of  a 
qualified  physician  and  medical  tech- 
nologist MT(ASCP).  These  procedures 
may  involve  hematology,  serology, 
blood  banking,  urinalysis,  parasitology. 
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microbiology,  clinical  chemistry,  and 
other  areas.” 

Cytotechnologist.  “The  cytotechnol- 
ogist,  working  in  the  clinical  laboratory 
under  the  direction  of  a qualified  phy- 
sician, is  primarily  engaged  in  the  area 
of  exfoliative  cytology.  This  work  con- 
centrates upon  the  microscopic  screen- 
ing of  slide  preparations  of  cell  sam- 
plings for  determinations  of  malignant 
or  cancerous  cells  and  benign  tumor- 
ous cells.  This  screening  can  contrib- 
ute evidence  of  the  presence  of  cancer 
in  the  early  stages,  which  is  important 
in  the  early  detection  of  cancer.  Em- 
phasis in  cytology  is  generally  placed 
upon  the  female  genital  tract,  gastro- 
intestinal tract,  urinary  tract,  body 
cavities,  and  lung,  as  well  as  other 
organs  of  consideration.” 

Histologic  technician.  “The  histolo- 
gic technician’s  essential  contribution 
in  the  clinical  laboratory  centers  about 
the  processing  of  tissue  specimens  for 
examination  by  a pathologist.  This 
processing  includes  fixation,  dehydra- 
tion, embedding,  sectioning,  decalcifi- 
cation and  microincineration,  mount- 
ing, and  routine  and  special  staining.” 

Inhalation  therapy  technician.  “The 
inhalation  therapy  technician  performs 
clinical  procedures  in  the  hospital  or 
clinic  under  the  direction  of  a qualified 
physician.  These  procedures  may  in- 
clude assisting  or  controlling  breath- 
ing of  patients  with  special  machines, 
assisting  physicians  in  reviving  pa- 
tients, administering  medical  gases, 
and  conducting  breathing  tests.” 

Medical  assistant.  “Medical  assist- 
ants are  usually  employed  in  physi- 
cians' offices,  where  they  perform  a 
variety  of  administrative  and  clinical 
tasks  to  facilitate  the  work  of  the  doc- 
tor. Some,  however,  work  in  hospitals 
and  clinics,  and  although  most  medi- 
cal assistants  are  women,  some  men 
also  are  numbered  in  their  ranks. 

“The  medical  assistant  serves  the 
physician  in  three  major  ways:  by  per- 
forming secretarial  and  other  office  du- 
ties; by  assisting  with  patients;  and  by 
keeping  the  office,  reception  room,  and 


consulting  room  in  order.  As  an  office 
assistant,  the  medical  assistant  is  re- 
sponsible for  scheduling  appointments, 
handling  correspondence,  bookkeep- 
ing, and  maintaining  up-to-date  case 
histories  of  patients.  As  a clinical  as- 
sistant, the  medical  assistant  aids  the 
physician  by  preparing  patients  for 
examination  or  treatment;  taking  tem- 
perature, weight,  and  height  measure- 
ments; interviewing  patients  to  obtain 
personal  and  medical  information;  ster- 
ilizing instruments  and  equipment;  and 
by  assisting  the  physician  in  his  ex- 
amination of  patients.  Some  medical 
assistants  who  have  special  training 
may  also  perform  routine  laboratory 
tests.” 

Medical  record  librarian.  “The  med- 
ical record  librarian  has  five  major  re- 
sponsibilities: (1)  to  design  health  in- 
formation systems;  (2)  to  plan,  organ- 
ize, and  direct  medical  record  services; 
(3)  to  develop,  analyze,  and  evaluate 
medical  records  and  indexes;  (4)  to 
cooperate  with  the  medical  staff  in 
developing  methods  for  evaluation  of 
patient  care;  and  (5)  to  cooperate  with 
the  medical  and  administrative  staff  in 
research  projects  utilizing  health  care 
information. 

“Medical  record  librarians  prepare 
records  containing  medical  and  surgi- 
cal information  on  each  patient,  in- 
cluding case  histories  of  illnesses,  phy- 
sical examination  findings,  physicians’ 
orders  and  progress  notes,  nurses’ 
notes,  and  reports  on  x-ray  laboratory 
findings.  These  records  are  used  in  re- 
search, insurance  claims,  and  legal  ac- 
tions. Medical  record  librarians  should 
not  be  confused  with  medical  librarians 
who  work  chiefly  with  books,  periodi- 
cals, and  other  publications.” 

Medical  record  technician.  “The 
medical  record  technician’s  duties 
chiefly  include:  (1)  reviewing  medical 
records  for  completeness  and  accura- 
cy, and  translating  diseases  and  oper- 
ations into  the  proper  coding  symbols; 
(2)  filing  medical  records,  supervising 
file  clerks,  and  preparing  records  for 
microfilming;  (3)  typing  medical  re- 


ports of  operations,  x-ray  and  labora- 
tory examinations,  and  special  treat- 
ments given  to  patients;  (4)  compiling 
various  statistics,  including  the  hospi- 
tal’s daily  census  information  on  re- 
portable diseases  for  public  health 
authorities  and  others;  (5)  assisting 
the  medical  staff  by  preparing  special 
studies  and  tabulating  data  from  rec- 
ords for  research;  (6)  functioning  with- 
in the  day-to-day  operation  of  a medi- 
cal record  department,  taking  records 
to  court,  and  maintaining  the  flow  of 
health  information  to  all  departments 
of  the  hospital.” 

Medical  technologist.  “The  medical 
technologist  performs  many  routine 
and  specialized  tests  in  the  clinical 
laboratory  for  the  purpose  of  develop- 
ing data  which  may  be  utilized  by  a 
qualified  physician  for  the  determina- 
tion of  the  presence  and  extent  of  dis- 
ease, as  well  as  implications  pertaining 
to  the  cause  of  disease. 

“The  myriad  of  tests  and  procedures 
performed  or  supervised  by  the  medi- 
cal technologist  in  the  clinical  labora- 
tory centers  about  the  major  areas  of 
hematology,  serology  and  immunology, 
chemistry,  blood  banking,  urinalysis, 
microbiology  and  parasitology.” 

Nuclear  medicine  technician  and 
nuclear  medicine  technologist.  “Nu- 
clear medicine  is  the  scientific  and 
clinical  discipline  concerned  with  diag- 
nostic, therapeutic  (exclusive  of  sealed 
radiation  sources),  and  investigative 
use  of  radionuclides. 

“The  nuclear  medicine  technologist 
receives,  positions,  and  attends  to  pa- 
tients; abstracts  data  from  patient 
records;  makes  dose  calculations  for 
in  vivo  studies;  and  assists  the  physi- 
cian in  the  operation  of  scanning  de- 
vices using  isotopes.  He  is  greatly  con- 
cerned with  safety  and  has  responsi- 
bility for  disposal  of  radioactive  waste, 
safe  storage  of  radioactive  material, 
and  the  inventory  and  control  of 
radiopharmaceuticals.” 

Occupational  therapist.  “Occupa- 
tional therapy  is  concerned  with  the 
use  of  purposeful  activity  in  the  pro- 
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motion  and  maintenance  of  health,  the 
prevention  of  disability,  the  evaluation 
of  behavior,  and  as  treatment  of  per- 
sons with  physical  or  psychosocial 
dysfunction.  This  is  accomplished  by 
using  a wide  spectrum  of  treatment 
procedures  based  on  activities  of  a 
creative,  social,  self-care,  educational, 
and  vocational  nature.” 

Orthopaedic  assistant.  “The  ortho- 
paedic assistant  has  close  liaison  with 
and  works  under  the  supervision  of  an 
orthopaedic  surgeon.  He  is  proficient 
in  the  application  and  removal  of  plas- 
ter casts  and  is  able  to  instruct  pa- 
tients in  routine  care  of  casts,  under- 
standing the  dangers  of  plaster  immo- 
bilization. 

“The  orthopaedic  assistant  manages 
equipment  and  supplies  in  both  the 
traction  and  cast  areas  of  the  hospital. 
In  the  operating  room,  the  orthopaedic 
assistant  is  prepared  to  serve  as  a 
surgical  technician  v/ith  special  knowl- 
edge and  skills  regarding  the  care  of 
orthopaedic  surgical  instruments.  In 
the  emergency  room,  the  orthopaedic 
assistant  understands  the  principles  of 
aseptic  technique  and  is  able  to  pre- 
pare materials  and  equipment  for 
minor  surgical  procedures.  Under  the 
supervision  of  the  orthopaedic  sur- 
geon, he  may  apply  simple  braces  and 
prosthetic  devices  and  carry  out  minor 
adjustments  and  repairs.  He  is  ac- 
quainted with  the  use  of  a variety 
of  materials  and  may  make  simple 
splints.  The  orthopaedic  assistant  in- 
structs and  assists  patients  in  crutch 
walking  and  instructs  patients  in  cer- 
tain types  of  active  exercises.” 

Physical  therapist.  “Physical  therapy 
is  concerned  with  the  restoration  of 
function  and  the  prevention  of  disabil- 
ity following  disease,  injury,  or  loss  of 
a bodily  part.  The  goal  is  to  improve 
circulation,  strengthen  muscles,  en- 
courage the  return  of  motion,  and  to 
train  or  retrain  the  patient,  generally, 
to  perform  the  activities  associated 
with  daily  living.  The  therapeutic  prop- 
erties of  exercise,  heat,  cold,  electri- 
city, ultrasound,  ultraviolet,  and  mas- 


sage are  used  to  achieve  this  goal. 

“In  addition,  emphasis  is  placed  on 
preparing  patients  psychologically  for 
treatment.  Since  new  patients  fre- 
quently are  emotionally  distraught,  re- 
sentful, and  burdened  by  feelings  of 
hopelessness,  ways  must  be  found  to 
eliminate  these  barriers  and  gain  the 
confidence  of  patients  before  effective, 
long-range  treatment  can  commence.” 

Radiation  therapy  technologist. 
“The  radiation  therapy  technologist  as- 
sists the  radiologist  in  treatment  of 
disease  by  exposing  affected  areas  of 
the  patient’s  body  to  prescribed  doses 
of  x-ray  or  other  forms  of  ionizing  radi- 
ation. The  technologist  assists  in  main- 
taining proper  operation  of  controlling 
devices  and  equipment  used  in  treat- 
ment and  shares  responsibility  for 
treatment  records. 

Radiologic  technologist.  “The  radi- 
ologic technologist  works  with  the 
radiologist  in  operating  x-ray  equip- 
ment and  in  preparing  patients  for 
diagnostic  x-rays.  He  exposes  x-ray 
films,  called  radiographs,  of  internal 
parts  of  the  body  which  the  physician 
wishes  examined  for  possible  evidence 
of  disease  or  injury,  or  for  other  sig- 
nificant medical  information. 

“The  radiologic  technologist  adjusts 
x-ray  equipment  to  correct  settings  for 
each  examination,  positions  the  pa- 
tient, and  determines  the  proper  volt- 
age, current,  and  desired  exposure 
time  for  each  radiograph.  It  is  also  his 
responsibility  to  maintain  equipment 
in  proper  working  order.  He  may  proc- 
ess the  film  and  share  responsibility 
for  maintaining  patient  records.  The 
radiologic  technologist  assists  the  ra- 
diologist in  the  preparation  of  radio- 
opaque mixtures  which  are  adminis- 
tered to  the  patient  so  that  internal 
organs  may  be  clearly  identified  on  the 
exposed  x-ray  film.  Although  the  x-ray 
examination  is  usually  completed  at 
the  hospital  or  office  of  the  radiologist 
or  other  physician,  the  technologist 
may  be  required  to  operate  mobile 
x-ray  equipment  at  the  patient's  bed- 
side or  in  the  operating  room.” 


These  positions  are  major  ones  in 
the  allied  health  sciences  field,  but 
there  are  many  others.  New  jobs  with 
new  responsibilities  are  developing  as 
rapidly  as  this  new  field  changes. 


In  order  to  be  able  to  help 
patients  who  must  use 
crutches,  these  physical  therapy 
students  at  the  School  of 
Allied  Health  Sciences  “get  a 
taste  of  their  own  medicine.” 
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For  Insomnia... 

NoludarSOO 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 


PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
. significantly  increase  hypnotic  benefits. 

■ ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
m been  rare  occurrences  of  morning  drowsiness,  dizziness, 
’ mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  o (714)  646-4405 
960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Established  Over  J,0  Years 

Please  visit  our  Booths 


Factory  Direct  Sales 

#201  & 211  at  AAOO  Meeting,  Las  Vegas,  Sept.  19-23,  1971 
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A time  of  circulatory  stress 


DOXIDaN 

To  relieve  constipation 
during  pregnancy  . . . 


The 

Logical 

Laxative 


Doxidan  gently  relieves  constipation  in  prepartum 
or  postpartum  patients  and  reduces  the  hemody- 
namic burdens  of  straining  at  stool. 


gently  ...  a highly  effective  fecal  softener 
predictably  ...  a gentle  peristaltic  stimulant 
economically  . . . Doxidan  costs  less  per  effective  dose* 


'based  on  actual  drug  store  survey  of 
prescribed  dosages. 


Composition:  Each  capsule  contains  50  mg. 
danthron  N.F.  and  60  mg.  dioctyl  calcium  sulfo- 
succinate. 


Dosage:  Adults  and  children  over  12— one  or  two 
capsules  daily.  Give  at  bedtime  for  two  or  three  days 
or  until  bowel  movements  are  normal. 


Supplied : Bottles  of  30, 1 00  (FSN  6505-074-31 69) 
and  1000  (FSN  6505-890-1 247). 


DOXIOaN 


The  Logical  Laxative 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-143 


Yes,  KolantyF. 

Kolantyl  Gel/ Wafers  contain 

aluminum  hydroxide/ magnesium  hydroxide,  and 

Bentyl®  (dicyclomine  hydrochloride)  too. 


^Merrell^ 


The  Wm.  S.  Merrell  Company 
Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


0*2&73  121721 


THE  CHANGING  FACE  OF  TEXAS  MEDICINE 


Beginning  vol.  XVII  of  the  Texas  State 
Journal  of  Medicine,  the  May  issue  of 
the  journal  was  filled  with  a variety 
of  news,  original  articles,  and  editorial 
comments.  Included  in  the  issue  were 
the  following  items: 

:f:;j<Boxed  reading  matter  on  page  1 
proclaimed — 


Doctor  Out 

Will  Return  About  May  14th 


Note:  He  has  gone  to  Dallas  to 
attend  the  Annual  Session  of  the 
State  Medical  Association.  He  is 
going  to  take  a few  days’  rest,  and 
at  the  same  time  learn  something. 
He  will  be  a better  doctor  when  he 
gets  back. 

(He  may  be  gone  a couple  of 
weeks  in  June — American  Medical 
Meeting,  Boston.) 


^jkAn  article  from  the  Wisconsin 
Medical  Journal  was  reprinted  for  “the 
delectation  of  our  members,  good,  bad 
and  indifferent.”  The  article  concerned 
the  comment  that  many  doctors  make 
when  asked  if  they  plan  to  attend  a 
medical  meeting:  "I  am  too  busy  to 
take  the  time  to  come.” 

In  response  to  that  statement,  the 
author  wrote,  “I  could  not  refrain  from 
the  meditation,  ‘you  confounded  fool,’ 
too  busy  to  take  off  a few  hours  in  a 
year  to  listen  to  some  abler  man  with 
an  interesting  message  . . . The  trust- 
worthy doctor  listens  earnestly  to  the 
teachings  of  tactful  diagnosticians  and 
talented  instructors  and  thereby  be- 
comes a better  practitioner  himself: 
likewise  by  lending  his  presence,  he 
ennobles  the  profession  with  qualities 
that  inspire  confidence  and  respect. 
They  are  the  doctors  who  take  time  to 
listen  to  the  wonderful  discoveries  re- 
vealed and  the  skilful  [sic]  work  done 
by  the  truly  busy  doctor.” 

5k=kRules  for  preparing  manuscripts 
to  submit  to  the  journal  also  found  a 
place  on  page  4 of  the  May  issue.  The 
four  major  guidelines  listed  were: 

1.  “Manuscripts  must  be  typewrit- 
ten, double  spaced,  and  on  one  side 
of  the  sheet  only.  It  is  remarkable 
how  often  this  fundamental  rule  is 
violated  . . .” 

2.  “Essays  should  be  prepared  in 
duplicate,  at  least,  and  the  original 
turned  in  for  publication.  Carbon  cop- 
ies are  not  easily  handled  in  the  proc- 
ess of  editing  and  printing  ...” 

3.  “The  article  should  not  greatly 


exceed  2,000  words  in  length.  It  should 
be  related  at  least  in  the  third  degree 
of  consanguinity  to  the  title  . . .” 

4.  “Essays  should  be  read,  reread, 
and  carefully  checked  by  the  authors, 
and  any  others  they  may  induce  to 
help  them,  with  the  view  of  correcting 
errors  in  spelling  and  in  diction.  It  is 
surprising  how  often  authors  fail  to  ex- 
press their  thoughts  so  that  persons 
not  acquainted  with  their  intentions 
will  know  what  they  desire  to  present.” 

The  editor  noted  that  other  journals 
face  problems,  too.  For  example,  the 
editor  of  the  Journal  of  the  Tennessee 
State  Medical  Association  could  not  de- 
termine the  author  of  an  exceptionally 
fine  paper,  so  he  ran  the  article  under 
the  title  “A  Good  Paper — Whose?” 

:4«:t:“Your  Journal  is  What  You  Make 
It”  was  the  title  of  another  editorial. 
One  notable  comment  was:  “A  medical 
editor  is  almost  human,  and  some- 
times will  bestir  himself  in  an  extra- 
ordinary manner  if  he  learns  that  his 
efforts  are  appreciated  by  any  consider- 
able number  of  his  readers.” 

^>kJournal  staff  members  were  over- 
joyed with  the  publication  of  the  sev- 
enth edition  of  The  American  Medical 
Directory:  “To  say  that  we  are  pleased 
is  putting  it  mildly.  We  are  proud  of  it, 
and  more  than  willing  to  part  with  the 
necessary  $15  . . . Aside  from  the  very 
complete  and  constantly  useful  con- 
tents of  the  book,  the  Directory  is  a 
splendid  example  of  book  architecture. 
No  doubt  there  are  mistakes  in  it — 
in  fact,  we  have  already  found  two — 
but  the  remarkable  thing  is  that  the 
data  included  could  be  compiled  at 
all.” 

>k=kWith  the  provocative  title  “Are 
Women  Human?”  an  original  article 
delved  into  the  rights  and  responsibili- 
ties of  women  with  regard  to  child- 
bearing, overpopulation,  and  the  like. 
Reminding  his  readers  that  women  had 
been  held  in  a state  of  submission  for 
several  years  and  that  this  had  result- 
ed in  a lack  of  development  for  the  fair 
sex,  the  author  commented,  “What  is 
known  in  this  country  as  the  ‘Woman’s 
Movement’  is  simply  an  evidence  that 
women  have  realized  the  abnormality 
of  their  position  and  are  voicing  their 
demand  for  self-realization  through 
educational  and  economic  indepen- 
dence.” 

He  continued,  noting  that  85%  of 
the  children  are  really  “accidents.” 
“I  believe  that  every  woman  has  the 
inherent  right  to  say  how  many  chil- 


dren she  shall  have,  and  how  often 
she  shall  have  them.  In  other  words, 
she  should  be  taught  and  permitted 
to  enjoy  the  same  freedom  from  care 
and  the  same  sense  of  satisfaction  that 
is  man’s  lot  in  the  sexual  life.” 

Urging  the  medical  profession  to 
make  available  knowledge  of  contra- 
ceptive measures  to  those  married 
couples  that  wish  it,  the  author  made 
this  plea:  “Let  nature  be  satisfied  with 
a simple  multiplication,  rather  than 
trying  to  advance  as  at  present  by 
geometrical  progression,  necessitating 
the  burden  of  numerous  unfit  to  get 
the  proper  number  of  sound  individ- 
uals . . .” 

jk^Dr.  M.  M.  Garrick,  state  health 
officer,  opened  the  Texas  State  Board 
of  Health’s  annual  campaign  against 
the  fly  with  this  jingle: 

“A  mild  and  gentle  winter  and  a 
warm  and  early  spring. 

Means  the  coming  of  the  enemy 
whose  danger  we  would  sing; 

It’s  that  disconcerting  animule,  that 
ever-lasting  fly. 

We  must  swat  the  plague-goned 
creature,  or  lots  of  us  may  die. 

“If  you  want  to  rid  your  household 
of  the  death-befriending  pest. 

Clean  up  all  his  breeding  places; 
leave  no  place  for  him  to  nest; 

For  the  filthiest  of  creatures  is  the 
filthy  breeding  fly. 

And  we’ve  got  to  swat  the  creature, 
or  lots  of  us  will  die. 

“If  you’ve  got  a dirty  stable,  buy 
yourself  chloride  of  lime. 

Sprinkle  it  around  the  premises,  be 
sure  to  start  in  time; 

Keep  manures  in  covered  boxes,  and 
remove  it  from  the  fly. 

For  we’ve  got  to  swat  that  creature, 
or  some  of  us  may  die. 

“Take  a peep  around  your  kitchen — 
is  your  garbage  covered  up? 

Open  pails  are  breeding  places; 
furnish  meals  for  him  to  sup; 

You  can  keep  the  dirty  enemy  away 
if  you’ll  but  try. 

For  we’ve  got  to  swat  that  creature, 
or  some  of  us  may  die. 

“After  taking  these  precautions,  one 
last  word  we  have  to  say. 

Arm  your  family  with  a swatter,  swat 
the  creature  all  the  day; 

Stalk  him  up  and  down  the  country, 
this  death-delivering  fly. 

For  we’ve  got  to  swat  the  creature, 
or  lots  of  us  may  die.” 


Volume  67,  May,  1971 


129 


OFFICE  ON 
MEDICAL  & HEALTH 
MANPOWER 


Designed  to  grow 

Medical  manpower  in  recent  years  has 
become  one  of  our  nation’s  great  con- 
cerns. As  a result,  medical  schools  are 
taking  long,  second  looks  at  their  cur- 
riculum plans,  and  many  are  shorten- 
ing the  time  period  required  to  become 
a physician.  New  schools  devoted  to 
training  allied  health  professionals  are 
opening  their  doors  and  expanding 
their  program  offerings.  And  nearly  all 
of  the  health-oriented  professions  are 
“putting  their  best  face  forward’’  in  an 
attempt  to  entice  young  people  to  in- 
vestigate the  possibilities  of  a medical 
or  health  career. 

Equally  concerned  with  medical 
and  health  manpower,  the  Board  of 
Trustees  of  the  Texas  Medical  Associ- 
ation took  a positive  step  at  the  Asso- 
ciation’s September,  1970,  meeting  to 
seek  solutions  to  manpower  problems. 
At  that  meeting,  the  Board  of  Trustees 
authorized  the  establishment  of  the 
Office  on  Medical  and  Health  Man- 
power within  the  TMA  headquarters 
staff  structure.  A month  later,  the 
office  was  in  operation,  with  Robert  G. 
Mickey  as  director. 

The  new  office  has  definite  guide- 
lines upon  which  to  pattern  its  activi- 
ties and  projects: 

1.  Studies  and  surveys  on  medical 
manpower  in  Texas,  including  doctor 
distribution. 

2.  Operation  of  the  Association’s 
Physicians’  Placement  Service. 

3.  Keeping  Association  officers  and 
committees  informed  of  developments 
related  to  allied  health  personnel,  such 
as  the  new  “physician’s  assistant,’’ 
and  fostering  liaison  with  other  organ- 
izations active  in  promoting  health 
careers. 

4.  Providing  information  on  medi- 
cine as  a career  to  students,  counse- 
lors, and  others  who  inquire. 

5.  Liaison  with  medical  students. 
Interns,  and  residents. 

With  the  assistance  of  Mrs.  Gayle 
Bullock,  Mr.  Mickey  directs  office  pro- 


grams and  projects  toward  fulfilling 
these  duties. 

Surveying  the  manpower  situation 

“Collecting  statistics  on  physicians 
is  not  difficult,’’  says  Mickey.  “The 
difficult  part  of  the  work  is  determin- 
ing the  validity  of  these  data  and 
their  true  relationship  to  the  manpower 
situation.”  There  are  excellent  statis- 
tical sources  available,  one  of  which  is 
compiled  by  the  American  Medical 
Association  and  includes  detailed  in- 
formation on  Texas. 

The  AMA  sourcebook.  Distribution  of 
Physicians,  Hospitals,  and  Hospital 
Beds  in  the  US,  is  compiled  and  pub- 
lished annually.  It  contains  a statisti- 
cal breakdown  of  information  gathered 
on  the  professionally  active  physicians 
in  the  United  States  with  known  ad- 
dresses. 

Several  other  groups  also  undertake 
surveys  annually,  both  on  medical 
manpower  and  on  the  distribution  and 
need  for  allied  health  personnel.  The 
Office  on  Medical  and  Health  Man- 
power collects  these  various  reports, 
compares  statistics,  and  gathers  infor- 
mation on  its  own. 

“To  determine  if  a shortage  exists,” 
explained  Mickey,  “we  must  know  how 
many  physicians  are  needed.  Even  if  a 
‘paper’  shortage  exists  on  the  state- 
wide level,  the  shortage  may  not  relate 
to  specific  towns  or  communities.” 

To  predict  accurately  how  many 
specialists  are  needed  in  a town,  the 
Office  on  Medical  and  Health  Man- 
power has  initiated  an  effort  to  obtain 
a suggested  population  per  specialist 
from  each  Texas  specialty  group.  Un- 
til this  information  is  received  from 
the  organizations,  the  office  will  use 
a table  of  suggested  population  per 
specialist  taken  from  a 1967  issue  of 
Medical  Economics. 

Thus  far,  the  office  has  conducted 
two  short  studies.  One  of  special  in- 
terest was  a compilation  of  statistics 
to  determine  the  distribution  of  oto- 
laryngologists and  EENT’s  in  the  state. 
“The  number  of  these  specialists  is 
limited,”  said  Mickey,  “so  that  we 
were  really  able  to  dig  into  it.” 


The  distribution  study  listed  cities 
with  populations  of  25,000  or  greater, 
gave  a count  of  the  specialists  now  in 
practice  in  the  town,  and  projected  the 
additional  number  of  otolaryngologists 
and  EENT’s  that  could  be  used  in  the 
town,  based  upon  the  1967  Medical 
Economics  table. 

Hopefully,  such  studies  as  these  will 
show  specialists  where  they  are  needed 
and,  thus,  help  point  out  the  man- 
power shortage  in  a particular  area. 

“The  TMA  membership  list  itself 
offers  a wealth  of  statistics  on  medical 
manpower,”  Mickey  pointed  out.  TMA’s 
recordkeeping  system  can  provide 
breakdowns  of  TMA  membership  by 
county  medical  society  membership, 
by  specialty,  and  by  almost  any  other 
basic  data  unit.  Of  course,  this  source 
of  statistical  information  includes  only 
TMA  members:  however,  97%  of  all 
physicians  licensed  to  practice  medi- 
cine in  Texas  and  residing  in  the  state 
are  members  of  the  Association.  Also, 
TMA  members  represent  most  of  the 
MB’s  involved  in  patient  care,  and  sta- 
tistics on  these  physicians  are  actually 
the  most  critical  in  determining  man- 
power shortage  and  need. 

Mickey  personally  believes  there  are 
four  approaches  to  solving  the  man- 
power shortage: 

1.  Training  more  physicians  in  the 
state’s  medical  schools. 

2.  Keeping  the  physicians  trained 
in  Texas  practicing  in  the  state.  (Sur- 
veys have  shown  that  only  approxi- 
mately 50%  of  the  physicians  trained 
in  a state  stay  in  that  state  to  prac- 
tice.) 

3.  Enticing  more  physicians  into 
practice  in  the  state. 

4.  Developing  new,  more  efficient 
health  care  delivery  systems. 

Matching  physicians  with  Texas 
communities 

The  second  responsibility  of  the 
Office  on  Medical  and  Health  Man- 
power is  the  operation  of  TMA’s  Physi- 
cians’ Placement  Service.  Mrs.  Bullock 
is  primarily  in  charge  of  preparing. 
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publishing,  and  distributing  the  two 
publications  of  the  service,  "Opportun- 
ities for  Practice  in  Texas”  and  “Physi- 
cians Seeking  Location  in  Texas.” 

These  lists  of  opportunities  and 
physicians  seeking  practice  are  pub- 
lished in  alternate  months  and  require 
a great  amount  of  time  to  prepare. 
“The  lists  are  getting  longer,”  says 
Mrs.  Bullock.  Recent  ones  have  run  ap- 
proximately 25  pages,  and,  of  course, 
a new  list  must  be  prepared  each 
month  to  include  new  entries. 

“The  Physicians’  Placement  Service 
serves  as  a gathering  point  for  com- 
munities seeking  physicians  and  for 
physicians  seeking  communities,”  she 
noted.  “I  believe  that  many  of  our 
physicians  still  don’t  know  much  about 
this  service.” 

At  present,  approximately  135  MD’s 
are  listed  as  seeking  new  locations;  an- 
other 30  physicians  asked  not  to  be 
named  on  the  list,  but  asked  to  receive 
the  list  of  opportunities.  A total  of  225 
communities  are  seeking  physicians. 

Mickey  says,  “We  don’t  serve  as 
matchmakers.  If  we  were  to  take  a 
more  aggressive  role,  I believe  we 


would  have  more  placements,  but  I 
don’t  feel  that  role  is  proper  for  TMA’s 
Physicians’  Placement  Service.  A third 
party  simply  cannot  tell  when  the  doc- 
tor is  right  for  the  community  and 
vice  versa.” 

One  problem,  Mrs.  Bullock  points 
out,  is  that  the  majority  of  the  physi- 
cians who  are  looking  for  new  practice 
locations  are  in  specialties  or  are  gen- 
eral surgeons,  while  the  communities 
seeking  a physician  usually  need  a 
general  practitioner. 

Developments  in  allied  health  fields 

Cutting  across  organizational  lines, 
the  Office  on  Medical  and  Health  Man- 
power works  with  various  TMA  bodies, 
including  the  Committee  on  Health 
Careers. 

Both  the  office  and  the  committee 
function  primarily  as  a liaison  with 
other  health-related  groups  who  have 
active  health  careers  recruitment  pro- 
grams. Such  groups  include  the  Texas 
Health  Careers  Program  of  the  Texas 
Hospital  Association,  the  Woman’s  Aux- 
iliary to  TMA,  and  the  Texas  Nurses 
Association.  “Actually,  our  primary  in- 


Medical  and  Health  Manpower 
Office  director  Robert  G.  Mickey 
jots  down  statistics  from 
a recently  published  guide 
on  health  manpower. 

terest  is  in  physician  manpower,  but 
the  allied  health  personnel  who  sup- 
port the  physician  are  certainly  impor- 
tant to  our  members,”  said  Mickey. 
There  is  a possibility,  he  said,  that  the 
committee  will  become  more  actively 
involved  in  health  careers  recruitment 
in  the  future. 

Mickey  is  currently  most  involved 
in  studying  and  gathering  information 
about  the  “physician’s  assistant.”  This 
new  field  of  allied  health  is  of  interest 
and  concern  to  members  of  the  medi- 
cal profession,  and  the  role  of  the  phy- 
sician’s assistant  is  not  yet  clearly 
defined. 

Evidence  of  the  confusion  about  the 
duties  and  responsibilities  of  the  phy- 
sician’s assistant  is  the  fact  that  there 
are  approximately  100  physician’s  as- 
sistant training  programs  in  the  United 
States,  almost  none  of  which  have  the 
same  prerequisites  for  admission,  re- 
quired courses,  or  electives. 

The  AMA  has  declared  a moratorium 
on  licensure,  and  current  efforts  are 
designed  to  find  a clear  definition  of 
the  role  and  responsibility  of  the  phy- 
sician’s assistant. 
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Checking  for  information 
in  the  Texas  Almanac, 
Mrs.  Gayle  Bullock 
prepares  the  preliminary 
draft  of  one  of  the 
Physicians'  Placement 
Service  publications, 
“Opportunities  for  Practice 
in  Texas.” 


TMA’s  Council  on  Medical  Jurispru- 
dence and  Committee  on  Professional 
Insurance  have  been  assigned  the  task 
of  considering  the  legal  and  liability 
aspects  of  utilizing  physician’s  assis- 
tants. 

Mickey  reported  that  the  AMA’s 
Committee  on  Emerging  Health  Man- 
power is  expected  to  issue  a report 
this  summer.  “Hopefully,  by  Septem- 
ber, we  will  have  better  national  guide- 
lines on  the  physician’s  assistant, 
what  he  is  and  what  he  does.” 

Responding  to  future  physicians 

Another  activity  is  providing  informa- 
tion to  students  and  others  who  want 
to  know  about  medicine  as  a career. 

“Many  young  people  have  an  inter- 
est in  becoming  medical  doctors,”  says 
Mrs.  Bullock.  She  responds  to  each  re- 
quest for  information  on  becoming  an 
MD.  In  past  months,  the  number  of 
inquiries  has  increased  to  almost  50 
each  month.  “Most  of  these  are  re- 
layed to  us  by  the  Texas  Health  Ca- 
reers Program  of  the  Texas  Hospital 
Association,”  she  said. 

Mrs.  Bullock  sends  each  inquirer  an 


AMA  pamphlet  entitled,  “The  Oppor- 
tunities and  Rewards  of  Medicine  Can 
Be  Yours.”  The  pamphlet  describes 
the  need  for  physicians,  the  personal- 
ity types  geared  to  specific  jobs  in 
medicine,  the  challenges  and  rewards 
of  the  field,  guidelines  on  how  to  pre- 
pare for  medical  school,  and  costs  of 
a medical  education. 

Information  on  allied  health  careers 
and  medical  schools  is  sent  to  physi- 
cians who  need  speech  material  for  a 
presentation  to  young  men  and  women. 

Liaison  function 

The  Conferences  on  Medical  Prac- 
tice held  recently  for  senior  students 
at  Texas  medical  schools  are  one  as- 
pect of  the  liaison  function  assigned  to 
the  Medical  and  Health  Manpower 
Office. 

These  programs,  which  have  been 
sponsored  by  TMA  for  some  19  years, 
seek  to  provide  soon-to-be  physicians 
with  practical  information  on  various 
aspects  of  medicine.  Knowledgeable 
speakers  present  information  on  such 
topics  as  malpractice,  professional  and 
community  responsibilities  of  the  doc- 


132 


TEXAS  MEDICINE 


tor,  medical  ethics,  the  patient-physi- 
cian relationship,  and  legislative  mat- 
ters of  current  interest  to  the  medical 
profession.  The  role  of  TMA  in  repre- 
senting physicians  is  also  discussed, 
and  the  services  offered  by  the  Asso- 
ciation to  its  members  are  enumerated. 

"In  the  future,”  said  Mickey,  "we 
hope  to  expand  the  concept  of  the 
Conference  on  Medical  Practice.  For 
example,  we  may  want  to  sponsor 
separate  appearances  of  speakers  who 
will  discuss  topics  such  as  how  to 
establish  a medical  practice.  This  per- 
son may  not  necessarily  be  a physi- 
cian; he  may  be  a business  person 
who  has  been  extensively  involved  in 
this  type  of  work.”  These  expanded 
activities  will  not  supplant,  but  will  be 
in  addition  to,  the  traditional  format 
of  the  conference. 

To  make  these  annual  conferences 
relevant,  the  Office  on  Medical  and 
Health  Manpower  is  at  present  corres- 
ponding with  the  presidents  of  the 
1971-1972  senior  classes  to  determine 
what  topics  and  information  is  most 
desired  by  graduating  medical  students. 

Mickey  hopes  to  travel  to  each  med- 
ical school  so  that  he  may  visit  with 
SAMA  chapters  to  get  a better  "feel” 
of  the  problems,  attitudes,  activities, 
and  goals  of  medical  students. 

Because  TMA  encourages  medical 
students  to  have  some  practical  expo- 
sure to  the  workings  of  organized 
medicine,  officers  in  all  of  the  SAMA 
chapters  in  medical  schools  through- 
out the  state  receive  special  invitations 
to  TMA  meetings. 

Consideration  is  now  also  being 
given  to  publishing  a newsletter  which 
would  be  sent  to  all  levels  of  students 
in  Texas  medical  schools,  as  well  as 
to  interns  and  residents  in  hospitals 
in  the  state.  This  hopefully  will  allow 
TMA  to  establish  a practical,  cordial 
relationship  with  future  physicians  at 
an  early  date. 

Mickey  noted  that  his  office  would 
also  like  to  provide  interns  and  resi- 
dents with  the  information  they  need 
and  want;  the  problem  is  discovering 


exactly  what  that  information  is  and 
devising  an  effective  means  of  com- 
munication. 

The  Office  on  Medical  and  Health 
Manpower  is  engaged  in  still  another 
activity  designed  to  promote  effective 
relationships  with  students.  In  cooper- 
ation with  TMA’s  Committee  on  Liaison 
with  Medical  Schools,  it  is  helping  im- 
plement SAMA’s  MECO  (Medical  Edu- 
cation and  Community  Orientation) 
program  in  the  state. 

The  MECO  program  is  designed  to 
acquaint  students  with  community- 
oriented  practice  during  summer  vaca- 
tion periods.  MECO  participants  will  be 
under  the  direct  supervision  of  a phy- 
sician in  the  community  and  will  rotate 
through  the  various  clinical  and  non- 
clinical  services  of  the  hospital  to 
learn  about  practices  in  a community 
hospital.  They  will  also  accompany 
their  supervising  physician  on  rounds 
to  other  medical  facilities,  such  as 
nursing  homes.  It  is  hoped  that  this 
experience  will  prompt  the  student  to 
consider  practicing  in  a similar  com- 
munity. 

Working  with  the  state  student  di- 
rector of  the  program.  Brad  Chipps,  a 
senior  at  The  University  of  Texas  Med- 
ical Branch  in  Galveston,  the  office 
prepared  two  mailings  to  hospital 
chiefs  of  staff  explaining  the  program 
and  encouraging  participation  by  hos- 
pitals. Additional  letters  were  sent  to 
large  medical  groups  and  clinics  invit- 
ing them  to  join  in  the  project. 

Mr.  Chipps  is  now  matching  the  stu- 
dents who  applied  for  the  program 
with  the  75  positions  available. 

With  these  five  major  areas  of  re- 
sponsibility, the  Office  on  Medical  and 
Health  Manpower  stays  busy,  working 
to  find  solutions  to  the  problems  of 
medical  manpower. 
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Your  help  is  needed  to  inform 
Texans  about  the  seriousness 
of  venereal  disease. 


get  the  facts  / seek  early  treatment 


The  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
in  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VO  brought  a drop  in  reported  cases 
after  World  War  II.  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VD  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  also  ranked  very  high 
in  the  incidence  of  gonorrhea. 

WHO’S  GETTING  IT?  Over  half  of  all  new  VD  in- 
fections are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  all  the  venereally  infected  young  adults 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  "free  love."  VD 
IS  not  contracted  from  towels,  dishes,  or  public 
toilets.  It  is  spread  through  intimate  contact,  pri- 
marily sexual  intercourse,  with  someone  who  has  the 
disease. 


Venereal  disease  contin- 
ues to  strengthen  its  posi- 
tion as  the  number  one 
communicable  disease  in 
the  nation  simply  because 
people  are  not  aware  of  the 
seriousness  of  the  VD  prob- 
lem within  their  own  com- 
munities or  of  the  danger- 
ous consequences  of  the 
disease. 

Texas  had  the  highest 
syphilis  rate  in  the  nation 
last  year  and  also  ranked 
very  high  in  the  incidence 
of  gonorrhea. 

As  part  of  an  educational 
program  on  VD,  the  Texas 
Medical  Association  has 
produced  an  informative 
pamphlet  for  free  distribu- 
tion to  the  public.  You  can 
help  by  ordering  this 
pamphlet  and  distributing 
it  in  your  community. 

Particular  attention  needs 
to  be  directed  toward 
young  people.  The  majority 
of  venereal  disease  cases 
in  Texas  are  among  the  15 
to  24  year  old  age  group 
and  our  state  now  is  re- 
porting 10  percent  of  all 
the  venereally  infected 
young  adults  in  the  nation. 

Your  assistance  is  need- 
ed to  help  control  the  se- 
rious spread  of  VD  in 
Texas. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

- FREE  - 
FROM  TMA 


CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 

Please  send  me copies  of  the  pamphlet, 

"VD  Is  Sex  Pollution.” 

Name 

Address 

City State Zi  p 


Brief  Summary  of  Prescribing  Information- 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salntensiif 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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The  Mtihypertensive  therai^ 
that  is  easy  to  live  with! 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for; 
Easy-to-live-wkh  controL  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-lo-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

^Easy-to-live  with  cost  of  therapy.  The  one  to  two 

/ tablets  a day  maintenance  dose  makes  Salutensin 

/ 

economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salutensin' 

hydroiomethiazide,  50  mg./ reserpiney 
Ikl25  ing.  protoveratrin«  A,  0.2  mg. 
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Southwestern  professor 
honored  with  award 

Dr.  G.  Thomas  Shires,  chairman  of  the 
department  of  surgery  of  The  Univer- 
sity of  Texas  (Southw/estern)  Medical 
School  in  Dallas,  was  presented  the 
1971  Marchman  Award  by  the  Dallas 
Southern  Clinical  Society. 

Named  in  honor  of  the  late  Dr. 
Oscar  Marchman,  Sr.,  first  president 
of  the  society,  the  award  was  given  to 
Dr.  Shires  in  recognition  of  his  basic 
research  in  trauma  and  his  achieve- 
ment in  surgical  training. 

Dr.  Shires,  a 1948  graduate  of 
Southwestern,  joined  the  school  in 
1955  as  a clinical  instructor  of  sur- 
gery. He  became  chairman  of  the  de- 
partment of  surgery  at  Southwestern 
in  1961. 


The  Marchman  Award  was  created 
by  the  Dallas  Southern  Clinical  Society 
in  1941  to  be  bestowed  on  a Dallas 
physician  who  merited  recognition  for 
outstanding  research  or  contributions 
to  the  advancement  of  science. 


PERSONALS 


Elected  as  officers  of  the  section  on 
ophthalmology  of  the  Southern  Medi- 
cal Association  were  Drs.  M.  Ray  Har- 
rington of  Dallas  and  Edward  C.  Fer- 
guson, III,  of  Galveston. 

Dr.  Harrington  will  serve  as  chair- 
man of  the  section  for  this  year,  while 
Dr.  Ferguson  will  assist  him  as  vice- 
chairman. 


Dr.  David  R.  Bolling,  Jr.,  of  San  An- 
tonio is  the  winner  of  the  1971  annual 
Willard  R.  Cooke  prize  presented  by 
the  Texas  Association  of  Obstetricians 
and  Gynecologists. 

The  association  presented  the 
award,  which  carries  a cash  prize  of 
$100,  to  Dr.  Bolling  for  his  paper  enti- 
tled “Evaluation  of  Jet-Irrigation  Uter- 
ine Washings  for  Diagnosis  of  Endo- 
metrial Abnormality  and  Dating  of  En- 
dometrial Tissue.”  The  paper  was  read 
at  the  annual  meeting  of  the  group  held 
recently  in  Corpus  Christi. 

Currently  serving  aboard  the  hospital 
ship  S.  S.  Hope,  which  is  now  docked 
in  Kingston,  Jamaica,  is  Austin  tho- 
racic surgeon  Dr.  Thomas  D.  Kirksey. 

A clinical  assistant  professor  of  tho- 
racic and  cardiovascular  surgery  at 
The  University  of  Texas  Medical  Branch 
in  Galveston,  Dr.  Kirksey  is  helping 
train  Jamaican  medical  personnel, 
while  also  providing  health  care  for 
the  people  of  the  West  Indies. 

Dr.  Ben  E.  Moore,  director  of  Metho- 
dist Hospital  of  Dallas’  Emergency  Phy- 
sician’s Service,  is  a director  of  the 
American  College  of  Emergency  Physi- 
cians. His  term  of  office  is  1970-1971. 

For  his  development  of  a self-help  plan 
for  hemophiliacs.  Dr.  E.  Richard  Hal- 
den,  Jr.,  was  presented  an  award  by 
the  Press  Club  of  Fort  Worth  for  “out- 
standing service  in  the  field  of  medi- 
cine.” 

Dr.  Halden,  director  of  the  Carter 
Blood  Center,  developed  a plan  for 
hemophilia  patients  to  receive  trans- 
fusions in  their  homes  and  arranged 
for  hemophiliacs  to  provide  antibodies 
needed  for  a serum  used  to  test  pros- 
pective blood  donors  to  determine  if 
they  are  carriers  of  hepatitis. 

Dr.  George  E.  Schafer,  brigadier  gen- 
eral and  deputy  command  surgeon  for 
the  Military  Airlift  Command,  has  been 
named  commander  of  the  aerospace 
medical  division  of  Brooks  Air  Force 
Base,  Tex. 

Two  Texas  physicians  have  been  elect- 
ed officers  of  two  American  Medical 
Association  section  councils. 

On  the  Section  Council  on  Neuro- 
logical Surgery  is  Dr.  George  T.  Tindall 
of  Galveston.  He  was  elected  to  serve 
as  vice-chairman  of  the  group. 

Dr.  Robert  F.  Peterson  of  Temple 
was  selected  chairman  of  the  AMA’s 
Section  Council  on  Pathology. 


Outgoing  president  of  the  Dallas  Southern  Clinical  Society,  Dr.  Charles  R.  Morris 
(left)  presents  the  Marchman  Award  for  1971  to  Dr.  G.  Thomas  Shires  (right). 
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Elected  to  serve  as  officers  of  the  Fifth 
District  Medical  Society  for  1971  were 
Dr.  Emmett  N.  Wilson,  Jr.,  of  Pearsall, 
president;  Dr.  A.  Fletcher  Clark,  Jr., 
of  San  Antonio,  vice-president;  and  Dr. 
Perry  W.  Nadig  of  San  Antonio,  secre- 
tary-treasurer. 

Two  honors  were  recently  accorded 
San  Antonio  orthopaedic  surgeon  Dr. 

John  J.  Hinchey — he 
p fid  was  installed  as  presl- 

dent  of  the  American 
, I Academy  of  Orthopae- 

I die  Surgeons,  and  he 

\ was  named  to  the  board 

regents  of  Texas 
Tech  University  in  Lub- 

Dr.  Hinchey  was  in- 
stalled as  leader  of  the  national  ortho- 
paedic group  at  the  organization’s  an- 
nual meeting  in  San  Francisco.  He  will 
lead  the  5,000  members  of  AAOS  for 
one  year. 

Himself  a graduate  of  Texas  Tech, 
Dr.  Hinchey  will  fill  a six-year  term  as 
a member  of  the  Texas  Tech  board  of 
regents.  He  was  appointed  to  the  post 
by  Texas  Gov.  Preston  Smith. 

Dr.  Adolph  H.  Giesecke,  Jr.,  was  grant- 
ed a Fullbright  Professorship  at  the 
J.  Gutenberg  University,  Institute  for 
Anesthesiology  in  Mainz,  W.  Germany, 
while  on  a leave  of  absence. 

Dr.  Giesecke  is  professor  of  anes- 
thesiology at  The  University  of  Texas 
(Southwestern)  Medical  School  in  Dal- 
las. He  is  expected  to  return  to  his 
post  in  June. 

Nominated  for  president  of  the  Ameri- 
can Psychiatric  Association  is  Dallas 
psychiatrist  Dr.  Perry  C.  Talkington. 

Dr.  Talkington  has  previously  served 
as  speaker  of  the  assembly  of  district 
branches  of  the  association. 

Noted  cancer  surgeon  Dr.  Murray  M. 
Copeland  was  presented  the  Distin- 
guished Service  Award  of  the  South- 
eastern Surgical  Congress  at  its  recent 
meeting  in  Miami  Beach,  Fla. 

Dr.  Copeland,  professor  of  surgery 
(oncology)  at  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor  In- 
stitute and  vice  president  of  the  Uni- 
versity Cancer  Foundation  in  Houston, 
delivered  his  distinguished  service  ad- 
dress, entitled  “The  Art  of  Medicine: 
Its  Heritage  and  Future  Frontiers”  at 
the  organization's  39th  annual  meet- 
ing. Dr.  Copeland  served  as  president 
of  the  Southeastern  Surgical  Congress 
in  1959. 


PAMPHLETS 


Choosing  a specialty  field  can  be  quite 
a challenge  for  the  wife  and  mother — 
or  the  single  woman — who  also  is  a 
physician.  But  the  American  Medical 
Women's  Association  Inc.  hopes  to 
help  women  faced  with  such  a decision 
through  the  second  edition  of  their 
pamphlet  Career  Choices  for  Women 
in  Medicine,  a two-volume  set  of  guid- 
ance material. 

The  first  volume  of  Career  Choices 
for  Women  in  Medicine  is  now  avail- 
able. Included  in  this  volume  are  11 
articles  on  various  fields  of  medicine 
and  one  general  article  on  how  to  man- 
age a practice  and  a home. 

The  11  articles  were  written  by  11 
women  physicians,  each  specialists  in 
the  fields  they  describe.  In  the  articles, 
the  women  MD  authors  outline  prepa- 
ration, requirements,  and  work  oppor- 
tunities for  women  medical  students. 
Many  also  include  advantages  and  dis- 
advantages of  entering  a particular 
field,  as  well  as  discussing  the  person- 
ality type  best  suited  to  that  field. 

The  medical  specialties  discussed  in 
vol.  1 include  anesthesiology,  family 
practice,  internal  medicine,  medical 
care  administration,  medical  mission- 
ary work,  neurosurgery,  ophthalmology 
and  eye  surgery,  pathology,  public 
health,  and  general  surgery. 

Copies  of  vol.  1 of  Career  Choices 
for  Women  in  Medicine  may  be  ob- 
tained for  $1  each  from  American  Med- 
ical Women’s  Association  Inc.,  1740 
Broadway,  New  York,  N.  Y.  10019. 

Mothers  with  toddlers  and  preschool- 
ers who  are  prone  to  gulp  down  medi- 
cines and  household  chemicals  will 
find  the  newest  pamphlet  from  the 
Public  Affairs  Committee  a handy 
guide  on  what  to  do  if  an  emergency 
arises. 

The  pamphlet,  entitled  Protecting 
Your  Family  From  Accidental  Poison- 
ing, also  lists  some  common-sense 
safeguards  that  may  prevent  such  ac- 
cidents. Author  Arthur  S.  Freese  gives 
special  emphasis  to  protecting  chil- 
dren, since  as  he  notes,  “toddlers  and 
preschoolers  are  the  victims  in  about 
90%  of  all  accidental  poisonings.”  A 
valuable  chart  in  the  pamphlet  sum- 
marizes the  steps  to  follow  in  case  a 
child  or  an  adult  does  swallow  a poi- 
sonous substance. 

The  author  also  comments  on  food 
and  lead  poisoning.  Mercury  pollution, 
as  well  as  other  dangerous  metals 
around  the  home,  is  discussed. 


Copies  of  the  pamphlet  are  available 
for  25  cents  each  from  the  Public 
Affairs  Committee,  381  Park  Ave. 
South,  New  York,  N.Y.  10016. 

New  standards  for  radiation  protec- 
tion are  included  in  the  recently  re- 
leased report,  Basic  Radiation  Protec- 
tion Criteria. 

Issued  by  the  National  Council  on  Ra- 
diation Protection  and  Measurements 
as  NCRP  Report  No.  39,  the  docu- 
ment represents  a revision  and  mod- 
ernization of  the  radiation  protection 
standards  first  formulated  by  the 
council  in  1954  and  subsequently  re- 
vised in  1957  and  1958. 

While  the  information  in  the  report 
emphasizes  the  council’s  recognition 
that  a comprehensive  theory  of  radia- 
tion protection  cannot  be  formulated 
at  this  time,  the  present  body  of  data 
can  be  used  to  support  a reasonable, 
generalized  system  of  protection  stan- 
dards, which  is  presented  in  the  form 
of  recommendations  in  the  report. 

The  new  report  is  divided  into  two 
parts.  Part  I,  “Background  and  Sup- 
porting Material,”  includes  chapters 
on  radiation  and  man,  radiation  ex- 
posure conditions  that  may  require 
consideration,  basic  biological  factors, 
specific  radiation  effects,  and  mani- 
festations of  overexposure  in  adults. 
The  second  part,  “Part  II,  Radiation 
Protection  Standards,”  comprises  chap- 
ters on  bases  for  radiation  protection 
standards,  specific  protection  concepts 
or  standards,  and  dose  limiting  recom- 
mendations and  guidance  for  special 
cases. 

The  basic  radiation  protection  cri- 
teria set  forth  in  the  document  are 
intended  to  provide  a contemporary 
and  uniform  framework  for  more  de- 
tailed recommendations  of  the  various 
NCRP  scientific  committees  that  deal 
with  specific  aspects  of  protection;  to 
provide  guidance  in  radiation  protec- 
tion to  all  concerned  legislative  bodies, 
governmental  agencies,  practitioners  of 
the  healing  arts  and  their  technical 
associates,  all  branches  of  the  nuclear 
industry,  and  the  staffs  and  students 
of  laboratories  and  universities;  and  to 
contribute  to  the  public  understand- 
ing of  the  prudent  use  of  radiation  as 
a beneficial  agent,  while  noting  at  the 
same  time  that  there  might  be  some 
slight  risk  associated  with  it. 

Copies  of  Basic  Radiation  Protection 
Criteria  are  available  for  $2  each  from 
NCRP  Publications,  P.O.  Box  4867, 
Washington,  D.C.  20008. 
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Senior  Consultants 

Perry  C.  Talkington,  M.D. 
Charles  L.  Bloss,  M.D. 

Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 

Medical  Director 

James  K.  Peden,  M.D. 

Associate  Psychiatrists 
Jerry  M.  Lewis,  M.D. 
Claude  L.  Jackson,  M.D. 


Dode  Mae  Hanke,  M.D. 
Thomas  H.  Allison,  M.D. 
Maurice  S.  Green.  M.D. 
Doyle  I.  Carson,  M.D. 
Stanley  L.  Seaton,  M.D. 
Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Joe  W.  King.  M.D. 

Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 

Social  Work 

Sally  Stansfield,  M.S.W. 
Kathleen  Wood,  M.S.W. 
Robert  P.  Stewart.  M.S.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.,  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette.  B.B.A. 


381-7181 


Dallas,  Texas 


LAWN 

PSYCHIATRIC  HOSPITAL 

75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


KELSEY-SEYBOLD  CLINIC 


6624  FANNIN  STREET  HOUSTON,  TEXAS  77025 

AC  (713)  526-2671 


INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D., 
F.A.C.P. 

Joy  Mackay  M.D. 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia  M.D., 
F.A.C.P. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke.  M.D. 

•Military  Service 


General  Medicine  and  Oncology 

Carlos  F.  Taboada,  M.D. 

Nephrology 

Francis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 

Jerome  B.  Bart,  M.D. 

Infectious  Diseases 

Stuart  Riggs  M.D., 

F.A.C.P. 

Occupational  Health  Services 

Paul  E.  Wright  M.D., 
M.P.H..  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
F.A.C.Pr.M. 

Richard  M.  Fenno  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  J Karstens,  M.D., 
F.A.C.Pr.M. 

GENERAL  & THORACIC 

SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 

William  A.  Johnson.  Ill, 
M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

•Ricardo  Daichman,  M.D. 

William  H.  Boylston,  M.D. 

Manuel  C.  Ramirez,  M.D. 


PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D.. 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith.  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce.  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Cranberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  Ph.D., 
M.D.,  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray.  D.D.S. 


PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 
Carolyn  C.  Garcia,  M.S. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Psychiatry 

Albert  Owers,  M.D. 
Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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MEDICINE  IN  LITERATURE 


New  books  explore  pharmacology,  chest  disease,  orthopaedic  surgery,  and  death 


A Synopsis  of  Pharmacology,  ed.  2, 
V.  C.  Sutherland,  720  pp.,  illus., 
Philadelphia,  W.  B.  Saunders  Co., 
1970,  $10.75. 

THE  SECOND  EDITION  of  this  synopsis 
has  been  prepared  to  meet  the  needs 
of  students  of  all  the  health  profes- 
sions who  are  taking  an  introductory 
course  in  pharmacology.  The  author 
expresses  the  hope  that  when  such 
introductory  courses  are  completed, 
this  synopsis  will  continue  to  be  use- 
ful for  review  by  more  advanced  stu- 
dents and  clinicians. 

The  material  presented  in  this  sec- 
ond edition  has  been  greatly  expanded, 
but  the  book  remains  an  important 
foundation  for  a more  detailed  study 
of  the  therapeutic  agents  currently 
used  in  medicine  and  dentistry.  The 
approach  of  the  new  edition  is  descrip- 
tive and  operational.  More  detailed 
material,  which  has  been  omitted,  can 
be  found  in  the  comprehensive  sources 
listed  at  the  end  of  each  chapter. 

Diseases  of  the  Chest,  ed.  3,  H.  Cor- 
win Hinshaw,  799  pp.,  691  illus., 
Philadelphia,  W.  B.  Saunders  Co., 
1969,  $25. 

THIS  BOOK,  reflecting  the  changing 
patterns  and  concepts  of  lung  and 
cardiac  disease,  was  written  by  an 
author  who  is  an  expert  on  diseases 
of  the  chest.  Dr.  Hinshaw,  with  Dr. 
W.  H.  Feldman,  did  original  research 
in  the  chemotherapy  of  tuberculosis  in 
the  1940’s. 

Whether  confronted  with  a case  of 
suspected  influenza,  a cigarette  cough, 
a pain  in  the  chest,  or  an  abnormal 
x-ray,  this  book  offers  the  reader  the 
information  needed  to  deal  with  any  of 
these  problems. 

Pointing  out  that  the  increase  in  de- 
generative diseases  and  the  decrease 
in  mortality  of  infectious  diseases  has 
posed  a problem  in  early  diagnosis, 
evaluation,  and  treatment,  the  book 
describes  the  latest  methods  of  man- 
aging lung  cancer,  emphysema,  and 
bronchial  diseases.  The  latest  concepts 
of  causation  and  physiological  pathol- 
ogy are  also  outlined  in  detail.  The 
treatment  for  scores  of  chest  diseases 
is  critically  evaluated,  and  additional 
methods  are  described  for  evaluation 
of  medical  history  and  physical  ex- 
amination. 


One  important  chapter  deals  with 
the  clinical  application  of  pulmonary 
function  tests.  There  is  an  evaluation 
of  tests  of  pulmonary  functions,  vital 
capacity,  functional  residual  capacity, 
airway  resistance,  and  total  lung  ca- 
pacity. 

Another  chapter  deals  with  diagno- 
sis, treatment,  and  prevention  of  lung 
diseases  that  result  from  occupational 
activities.  Examples  of  such  diseases 
are  pneumoconiosis,  silicosis,  and  be- 
ryllium poisoning. 

The  book  describes  the  latest  ad- 
vances in  the  treatment  of  pneumo- 
nitis, foreign  bodies,  pulmonary  em- 
physema, and  coccidioidomycosis.  The 
author  also  includes  a newly  de- 
vised system  for  classification  of  x-ray 
shadows. 

Diseases  of  the  Chest  is  an  excellent 
book  that  should  be  of  great  value  to 
the  medical  student  and  the  internist, 
as  well  as  to  specialists  in  diseases 
of  the  chest. 

TOM  R.  JONES,  M.D. 

Houston. 


Selective  Bibliography  of  Orthopaedic 
Surgery,  Including  a Basic  Science 
Supplement  on  the  Musculoskeletal 
System,  American  Academy  of  Or- 
thopaedic Surgeons,  ed.  2,  114  pp., 
St.  Louis,  The  C.  V.  Mosby  Co., 
1970,  $7.25. 

THE  EVER-INCREASING  volume  of  liter- 
ature on  orthopaedic  surgery  makes  it 
necessary  to  help  the  busy  practitioner 
and  resident  quickly  locate  the  infor- 
mation he  needs.  This  bibliography  has 
been  prepared  to  meet  that  need  and 
to  make  it  easier  for  those  with  an  in- 
terest in  orthopaedic  surgery  to  select 
references  pertaining  to  specific  sub- 
jects. 

A revision  of  a 1962  bibliography, 
this  second  edition  omits  many  of  the 
first-edition  references  but  other,  more 
recent  ones  appear  for  the  first  time. 

Articles  have  been  subjected  to  an 
arbitrary  classification  scheme  to  pro- 
vide order  and  easy  retrieval.  The  pub- 
lications committee  for  the  book  notes 
that  some  readers  may  disagree  with 
the  manner  of  classification,  while  oth- 
ers will  find  it  helpful.  Since  some  arti- 
cles do  not  lend  themselves  well  to 
classification,  subheadings  were  creat- 
ed to  provide  for  easy  access. 


The  Dying  Patient,  Orville  G.  Brim, 
Jr.,  Howard  E.  Freeman,  Sol  Levine, 
and  Norman  A.  Scotch,  eds.,  390  pp., 
tables.  New  York,  Russell  Sage 
Foundation,  1970,  $10. 

IHIS  BOOK  is  an  excellent  reference 
work  exploring  the  attitudes  toward 
and  treatment  of  the  dying  patient. 
It  is  divided  into  three  parts,  which 
present  a unique  breadth,  depth,  and 
variety  of  viewpoints  of  the  contribu- 
tors. 

Part  1 begins  with  a view  of  the 
social  context  of  dying — when,  where, 
and  how — giving  a clear  picture  of 
the  cultural  beliefs  on  which  the  dying 
base  their  attitudes  and  thoughts  con- 
cerning life  and  death. 

In  the  second  part,  the  book  moves 
into  the  real  heart  of  the  work.  The 
chapters  in  this  part  deal  with  atti- 
tudes and  reactions  of  doctors,  nurses, 
and  institutions  in  coping  with  termi- 
nal illness.  The  physician's  behavior 
toward  the  dying  patient  is  portrayed, 
and  the  impact  the  dying  patient  has 
on  health  professionals  and  health 
institutions  is  reflected. 

Part  3 closes  the  book  with  a dis- 
cussion of  the  social,  ethical,  legal, 
and  economic  situations  arising  from 
the  prolongation  of  life  and  of  the 
problems  encountered  in  termination 
of  life.  Specific  topics  covered  in  the 
discussion  are  the  emerging  social 
problems,  control  of  medical  conduct, 
legal  policies,  and  economic  costs  of 
death. 

The  Dying  Patient  points  out  clearly 
that  physicians,  nurses,  and  hospitals 
cope  with  death  with  little  or  no  for- 
mal education  or  training  in  this  area 
of  patient  care.  The  chapter  entitled 
“Physician’s  Behavior  Toward  the  Dy- 
ing Patient”  is  interesting  in  that 
it  notes  that  the  attitude  displayed 
toward  the  dying  patient  is  influenced 
by  the  patient’s  age,  financial  status, 
and  social  position  in  the  community. 

The  book  is  comprehensive  in  cov- 
ering the  subject,  and  the  contributing 
authors  have  submitted  excellent  ma- 
terial. The  format  and  style  of  the 
book  are  such  that  the  volume  will 
appeal  to  the  general  reader,  while  at 
the  same  time  serving  as  an  excellent 
reference  work  on  a subject  that  has 
not  been  widely  covered  previously. 

TRAVIS  SMITH,  M.D. 

Abilene. 
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Library  has  educational 
slides  for  loan  to  MDs 

Several  new  educational  slide  presen- 
tations are  now  housed  in  the  Texas 
Medical  Association  Memorial  Library 
and  are  available  for  loan  to  physi- 
cians. 

Produced  by  MEDCOM  Learning  Sys- 
tems of  New  York,  the  packets  consist 
of  slides  and  printed  narrative  ma- 
terial. The  slide  programs  are  best 
suited  to  physician,  rather  than  lay, 
audiences.  Titles  and  authors  of  the 
three  new  educational  aids  are:  "Uri- 
nary Sediments”  by  Dr.  George  Schrei- 
ner, "Renal  Biopsy”  by  Dr.  Richard 
Lindquist,  and  "Clinical  Dermatology” 
by  Dr.  Roger  Brodkin. 

Loan  period  for  the  slides  is  three 
weeks.  Physicians  may  request  the  ed- 
ucational packets  from  the  Film  Li- 
brary, TMA  Memorial  Library,  1801  N. 
Lamar  Blvd.,  Austin  78701. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Adams,  F.  H.,  Swan,  H.  J.  C.,  and  Hall, 
V.  E.,  eds.:  Pathophysiology  of  Con- 
genital Heart  Disease,  no.  10  in 
UCLA  Forum  in  Medical  Sciences, 
Berkeley,  Calif.,  Univ.  of  Calif.  Press, 

1970. 

American  Academy  of  Orthopaedic 
Surgeons:  Selective  Bibliography  of 
Orthopaedic  Surgery,  Including  a 
Basic  Science  Supplement  on  the  Mus- 
culoskeletal System,  ed.  2,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1970. 

Austrian,  G.:  The  Truth  About  Drugs, 
New  York,  Doubleday  & Co.,  Inc., 

1971. 

Barzel,  U.  S.,  ed.:  Osteoporosis,  New 
York,  Grune  & Stratton,  Inc.,  1970. 

Baumeister,  A.  A.,  ed.:  Mental  Retar- 
dation, Appraisal,  Education,  and 
Rehabilitation,  Chicago,  Aldine  Pub- 
lishing Co.,  1967. 

Bergler,  E.:  Money  and  Emotional  Con- 
flicts, New  York,  International  Uni- 
versities Press,  Inc.,  1970. 

Bergler,  E.:  The  Psychology  of  Gambl- 
ing, New  York,  International  Univer- 
sities Press,  Inc.,  1970. 

Bernzweig,  E.  P.:  Nurse’s  Liability  for 
Malpractice,  A Programmed  Course, 
New  York,  Blakiston  Division  (Mc- 
Graw-Hill Book  Co.),  1969. 

Bittar,  E.  E.,  ed.:  Membranes  and  Ion 
Transport,  vol.  1,  London,  Wiley — 
Interscience  (division  of  John  Wiley 
& Sons,  Inc.)  1970. 


Fergusson,  J.  D.,  and  Williams,  J.  P., 
eds.:  Genito-Urinary  System,  vol.  12 
of  Operative  Surgery,  ed.  2,  C.  Rob 
and  R.  Smith,  eds.,  Philadelphia, 
J.  B.  Lippincott  Co.,  1970. 

Flescher,  J.:  Childhood  and  Destiny: 
The  Triadic  Principle  in  Genetic  Ed- 
ucation, New  York,  International 
Universities  Press,  1970. 

Frenay,  Sister  A.  C.:  Understanding 
Medical  Terminology,  ed.  4,  St. 
Louis,  Catholic  Hospital  Assn.,  1969. 

Furman,  S.,  and  Escher,  D.  J.  W.:  Prin- 
ciples and  Techniques  of  Cardiac 
Pacing,  New  York,  Harper  & Row 
Publishers,  Inc.,  1970. 

Gilroy,  J.,  and  Meyer,  J.  S.:  Medical 
Neurology,  New  York,  The  Macmillan 
Co.,  1969. 

Ginott,  H.  G.:  Between  Parent  and 
Child,  New  Solutions  to  Old  Prob- 
lems, New  York,  Avon  Books,  1965. 

Ginott,  H.  G.:  Between  Parent  and 
Teenager,  New  York,  Avon  Books, 
1969. 

Gordon,  B.  L.,  ed.,  et.  al.:  Current  Med- 
ical Information  and  Terminology, 
ed.  4,  Chicago,  American  Medical 
Assn.,  1971. 

Gross,  V.  E.:  The  Structure  of  Medical 
Terms,  A Working  Textbook  for  Med- 
ical Office  Personnel,  N.  Hollywood, 
Calif.,  Halls  of  Ivy  Press,  1968. 

Grossman,  M.  I.,  ed.:  Gastrin,  no.  5 in 
UCLA  Forum  in  Medical  Sciences, 
Berkeley,  Calif.,  Univ.  of  Calif.  Press, 
1966. 

Haimovici,  H.,  ed.:  The  Surgical  Man- 
agement of  Vascular  Diseases,  Phil- 
adelphia, J.  B.  Lippincott  Co.,  1970. 

Harris,  H.:  Nucleus  and  Cytoplasm, 
ed.  2,  Oxford,  England,  Clarendon 
Press,  1970. 

Hirsch,  E.  F.,  ed.:  The  Innervation  of 
the  Vertebrate  Heart,  Springfield,  III. 
Charles  C Thomas,  1970. 

Joffe,  J.  A.:  Studies  in  the  History  of 
Civilization,  New  York,  Philosophical 
Library,  Inc.,  1970. 

Jonas,  D.,  and  Klein,  D.:  Man-Child, 
A Study  of  the  Infantilization  of 
Man,  New  York,  McGraw-Hill  Book 
Co.,  1970. 

Kahn,  E.  A.,  Crosby,  E.  C.,  Schneider, 
R.  C.,  et.  al.,  eds.:  Correlative  Neu- 
rosurgery, ed.  2,  Springfield,  III., 
Charles  C Thomas,  1969. 

Kernicki,  J.,  Bullock,  B.  L.,  and  Mat- 
thews, J.:  Cardiovascular  Nursing, 
Rationale  for  Therapy  and  Nursing 
Approach,  New  York,  G.  P.  Putnam’s 
Sons,  1970. 

Klein,  D.  F.,  and  Davis,  J.  M.:  Diag- 
nosis and  Drug  Treatment  of  Psy- 


chiatric Disorders,  Baltimore,  Willi- 
ams & Wilkins  Co.,  1969. 

Kolker,  A.  E.,  and  Hetherington,  J.,  Jr.: 
Becker-ShaffePs  Diagnosis  and  Ther- 
apy of  the  Glaucomas,  ed.  3,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970. 
Laing,  R.  D.:  The  Divided  Self,  New 
York,  Pantheon  Books,  Inc.  (division 
of  Random  House,  Inc.),  1969. 
Langley,  L.  L.,  Telford,  I.  R.,  and 
Christensen,  J.  B.:  Dynamic  Anato- 
my and  Physiology,  ed.  3,  New 
York,  Blakiston  Division  (McGraw- 
Hill  Book  Co.),  1969. 

Le  Grande,  Y.:  An  Introduction  to  Pho- 
tobiology.  The  Influence  of  Light  on 
Life,  New  York,  American  Elsevier 
Publishing  Co.,  Inc.,  1970. 

Lenman,  J.  A.  R.,  and  Ritchie,  A.  E.: 
Clinical  Electromyography,  Philadel- 
phia, J.  B.  Lippincott  Co.,  1970. 
Lewin,  B.  M.:  The  Molecular  Basis  of 
Gene  Expression,  London,  Wiley — 
Interscience  (division  of  John  Wiley 
& Sons,  Inc.),  1970. 

Lindsley,  D.  B.,  and  Lumsdaine,  A.  A., 
eds.:  Proceedings  of  the  Fourth 
Conference,  November  1964,  Brain 
Function  and  Learning  (vol.  IV  of 
Brain  Function),  no  6 in  UCLA  For- 
um in  Medical  Sciences,  Berkeley, 
Calif.,  Univ.  of  Calif.  Press,  1967. 
Radcliffe,  C.  W.,  and  Foort,  J.:  The 
Patellar-T  endon-Bearing  Below-Knee 
Prosthesis,  Berkeley,  Calif.,  Univ.  of 
Calif.  Press,  1961. 

Malpass,  L.  F.,  ed.,  and  Hocutt,  M.  0., 
Martin,  E.  P.,  and  Givens,  P.  R.:  Hu- 
man Behavior:  A Program  for  Self- 
Instruction,  New  York,  McGraw-Hill 
Book  Co.,  1965. 

Maniloff,  J.,  Coleman,  J.  R.,  and  Miller, 
M.  W.,  eds.:  Effects  of  Metals  on 
Cells,  Subcellular  Elements,  and 
Macromolecules,  Springfield,  III., 
Charles  C Thomas,  1970. 

Margulis,  L.:  Origin  of  Eukaryotic  Cells, 
New  Haven,  Conn.,  Yale  Univ.  Press, 
1970. 

Mason,  M.,  and  Currey,  H.  L.  F.,  eds.: 
Clinical  Rheumatology,  Philadelphia, 
J.  B.  Lippincott  Co.,  1970. 

May,  P.  R.  A.:  Treatment  of  Schizo- 
phrenia, A Comparative  Study  of 
Five  Treatment  Methods,  New  York, 
Science  House,  Inc.,  1968. 

Young,  C.  G.,  and  Barger,  J.  D.:  Learn- 
ing Medical  Terminology  Step  by 
Step,  St.  Louis,  The  C.  V.  Mosby  Co., 
1967. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Library,  1801 
N.  Lamar  Blvd.,  Austin  78701.  Guidelines  for 
book  reviewers  are  available  from  the  Library. 
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One  cf.f.cl. 


indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

□ Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contralndkations:  ORENZYME  8ITABS  should  not  be  given 
to  patients  with  a knovm  sensitivity  to  trypsinorchymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  Include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies.  It 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  it  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  Orte  tablet  q.l.d. 

I THE  NimONAL  DRUG  COMMNY 

] DIVISION  OF  RICHARDSON  MERRELL  INC. 

PHILADELPHIA.  PENNSYLVANIA  19U4 

TKAOCMARK;  BITASS  U S.  PATENT  NO.  3.004.693  9/70  0.009A  161 


Orenzyme*  Bitabs 

Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F.  trypsin 


BUILDING  BLOCK 
TO  RECOVERY 


y 

STRENGTH 

Orenzyme 

Bitabs  One  tablet  q.i.d. 

Trrp.m;  100.000  N.F.  U(trt..Ch]rinolry[>5in  8,000  N.F,  Umls- 
e<l»..rtat  Kl.«t)rt(,  40  mj,  of  N/,  tryi>s,i, 

Reduces  swelling 
Hastens  healing 
Speeds 


The  caus^  of  vagntis 
ore  multiple 


■ indications;  Known  sensitivity  to  suifonomides. 
itions/ Adverse  Reactions;  The  usual  precautions  for  topicol 
stemic  sulfonamides  should  be  observed  because  of  fhe  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticorio  or  other  manifestations  of  sulfonamide  toxicify  ore 
reasons  to  discontinue  treatment. 

Dosage;  One  opplicotorful  or  one  suppository  Introvogi- 
nolly  once  or  twice  doily. 

Supplied;  Cream  — Four-ounce  tube  with  or  without  applicator. 
Suppositories  — Box  of  12  with  opplicotor. 

TRADEMARK,  AVC  AV-104  2/71  Y-U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprel 
therapy  that  combats  all  three  major 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  allantoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


/SVC 

The  treatment  is  singular 


Dr.  L.  O.  Godley 

Dr.  Louie  Oscar  Godley,  the  second 
pediatrician  to  open  offices  in  Fort 
Worth  died  March  7,  1971,  in  Harris 
Hospital  in  Fort  Worth.  He  was  85. 

Born  in  Drane,  Tex.,  Dr.  Godley  be- 
gan practice  in  Fort  Worth  in  1920 
and  retired  in  1957.  He  had  previously 
had  offices  in  Garland,  Tex. 

A former  teacher  in  Navarro  County 
schools.  Dr.  Godley  was  graduated 
from  the  now  closed  Fort  Worth  School 
of  Medicine.  He  was  the  first  intern  to 
serve  at  Harris  Memorial  Methodist 
Hospital,  the  forerunner  of  the  pres- 
ent-day Harris  Hospital  in  Fort  Worth. 
He  took  postgraduate  courses  at  Har- 
vard University  Medical  School,  Bos- 
ton, Mass.,  and  at  Columbia  Univer- 
sity’s Babies  Hospital  in  New  York 
City.  Over  the  years,  he  also  attended 
numerous  pediatrics  refresher  courses 
in  Galveston,  Houston,  and  Austin. 

Certified  by  the  American  Board  of 
Pediatrics  in  1937,  Dr.  Godley  served 
on  the  staff  of  the  Lena  Pope  Home 
for  26  years  and  on  the  staff  of  Fort 
Worth  Children’s  Hospital  for  36  years. 
A chief  of  pediatrics  for  21  years  at 
John  Peter  Smith  Hospital,  he  was  in- 
strumental in  developing  pediatrics 
departments  at  St.  Joseph  Hospital 
and  W.  I.  Cook  Children’s  Hospital. 

Dr.  Godley  was  a founder  and  char- 
ter member  of  the  Texas  Pediatrics 
Society  and  in  1930  served  as  its  pres- 
ident. He  also  helped  organize  the  Fort 
Worth  Pediatrics  Society.  In  1940,  he 
was  elected  president  of  the  Tarrant 
County  Medical  Society,  and  in  1957 
he  was  named  an  honorary  member  of 
Texas  Medical  Association.  A fellow  of 
the  American  Academy  of  Pediatrics, 
he  was  a member  of  the  Texas  State 
Board  of  Health  in  1940-1946,  serving 
as  board  chairman  for  the  last  two 
years.  He  was  also  a member  of  the 
American  Medical  Association. 


DR.  GODLEY 


Surviving  the  pediatrician  are  two 
daughters,  Mrs.  Bertha  Ruth  Hollowell 
of  Dallas  and  Mrs.  Dorothy  Nell  Nix  of 
Buena  Park,  Calif.;  a brother,  Thomas 
M.  Godley  of  Houston;  a sister,  Mrs. 
Lela  Callaway  of  Corsicana;  four  grand- 
children; and  three  great-grandchildren. 

Dr.  E.  T.  Duncan 

Dr.  Everett  Thomas  Duncan,  62.  died 
in  Nix  Hospital  in  San  Antonio  on  Feb. 
8,  1971. 

A dermatologist  in  San  Antonio  since 
1948,  Dr.  Duncan  was  graduated  from 
Centenary  College  in  Shreveport,  La., 
with  a BS  degree  in  1929.  He  also  took 
one  year  of  premedical  training  at  The 
University  of  Texas  at  Austin  before 
enrolling  in  Tulane  University  School  of 
Medicine  in  New  Orleans.  In  1937,  he 
was  awarded  his  MD  degree  from  Tu- 
lane. An  internship  at  Scott  and  White 
Memorial  Hospital  in  Temple  followed 
his  graduation,  and  from  1940  to 
1942,  he  received  special  training  in 
dermatology  at  the  New  York  Skin  and 
Cancer  Unit  of  New  York  University 
Medical  Center-University  Hospital  in 
New  York  City.  Dr.  Duncan  also  served 
a one-year  preceptorship  in  dermatol- 
ogy with  Dr.  George  M.  MacKee  of 
New  York  City. 

Accepting  a US  Public  Health  Ser- 
vice commission  as  surgeon.  Dr.  Dun- 
can served  3V2  years  as  officer  in 
charge  of  the  Middle  Tennessee  Medi- 
cal Center  in  Nashville. 

Before  Dr.  Duncan  came  to  San  An- 
tonio, he  had  practiced  in  Weeks,  La., 
and  Chicago,  III. 

He  was  a member  of  American  Med- 
ical Association,  Texas  Medical  Associ- 
ation, and  Bexar  County  Medical  Soci- 
ety. He  was  also  active  in  the  American 
Academy  of  Dermatology,  Inc.,  Texas 
Dermatological  Association,  and  San 
Antonio  Dermatological  Society. 

The  dermatologist  is  survived  by  his 
wife,  Theodora  Schuber  Duncan;  a son, 
Thomas  E.  Duncan,  M.D.,  of  Galves- 
ton; and  a daughter,  Mrs.  Andrea  D. 
Sindelar  of  Albany,  Ga. 

Dr.  M.  W.  Emmert 

Dr.  Max  Walter  Emmert,  Houston  in- 
ternist, died  Feb.  17,  1971,  at  his 
home  in  Houston.  Cause  of  death  was 
acute  myocardial  infarction. 

The  57-year-old  physician,  a native 
of  Iowa,  was  a graduate  of  the  Uni- 
versity of  Nebraska  in  Lincoln  and  the 
University  of  Nebraska  College  of  Med- 
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icine  in  Omaha.  He  received  his  BS 
degree  in  1934  and  his  MD  degree  in 
1938.  Dr.  Emmert  served  as  an  intern 
in  St.  Louis  (Mo.)  City  Hospital  from 
1938  to  1939.  He  then  held  two  resi- 
dencies in  internal  medicine;  one  at 
Seale  Harris  Clinic  in  Birmingham,  Ala., 
from  1939  to  1941,  and  one  at  the  US 
Army  Hospital  in  Atlanta,  Ga.,  from 
1941  to  1942. 

From  1941  to  1946,  he  served  in 
the  US  Army,  attaining  the  rank  of 
major  in  the  Medical  Corps.  Then  in 
1946,  he  began  private  practice  in 
Houston. 

A clinical  associate  professor  at  Bay- 
lor College  of  Medicine,  Dr.  Emmert 
was  on  the  staff  of  Hermann  Hospital, 
Methodist  Hospital,  and  St.  Luke’s 
Episcopal  Hospital,  all  in  Houston.  He 
was  also  a member  of  American  Medi- 
cal Association,  Texas  Medical  Associ- 
ation, and  Harris  County  Medical  So- 
ciety. 

An  alumni  of  Nu  Sigma  Nu  medical 
fraternity,  he  is  survived  by  his  wife, 
Inez  Kail  Emmert;  a son.  Max  Emmert, 
III,  of  Odessa;  a daughter,  Mrs.  Susan 
E.  Russell  of  Conroe;  two  sisters,  Mrs. 
Harriet  E.  Root  of  Sepulveda,  Calif., 
and  Mrs.  Jeanette  E.  Lee  of  Santa 
Monica,  Calif.;  and  his  mother,  Mrs. 
Virginia  C.  Emmert  of  Santa  Monica, 
Calif. 

Dr.  L.  C.  Diggers 

Dr.  Lawton  Cramer  Diggers,  a Bonham, 
Tex.,  general  practitioner  for  40  years, 
died  March  12,  1971,  in  Baylor  Uni- 
versity Medical  Center  in  Dallas,  where 
he  had  been  a patient  since  Feb.  25 
when  he  suffered  a heart  attack. 

The  67-year-old  native  of  Bonham 
received  a BS  degree  from  East  Texas 
State  University  in  Commerce.  In 
1928,  he  was  awarded  his  MD  degree 
by  The  University  of  Texas  Medical 
Branch  in  Galveston.  An  internship  at 
St.  Paul  Hospital  in  Dallas  followed 
his  graduation.  Dr.  Diggers  returned  to 
the  UT  Medical  Branch  for  postgradu- 
ate courses  almost  every  year. 

Active  in  community  affairs.  Dr. 
Diggers  had  served  as  president  and 
secretary  of  Fannin  County  Medical 
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Society.  He  was  also  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  American  Acade- 
my of  General  Practice,  and  Texas 
Academy  of  General  Practice. 

Surviving  the  physician  are  his  wife, 
Mabel  Russell  Biggers;  two  sons,  Rus- 
sell Cramer  and  Robert  Lawton  Big- 
gers, both  of  Bonham;  five  brothers, 
V.  W.  Biggers  of  Bonham,  Dallas  C. 
Biggers  of  Dallas,  J.  Lawson  Biggers  of 
Commerce,  Denver  R.  Biggers  of  Long- 
view, and  Chester  A.  Biggers  of  Sacra- 
mento, Calif.;  two  sisters,  Mrs.  Virgie 
McDonald  of  Bonham  and  Mrs.  Deane 
McCullough  of  Denison;  and  two  grand- 
children. 

Dr.  J.  W.  Spence,  Jr. 

Dr.  Joseph  West  Spence,  Jr.,  Waco  gen- 
eral practitioner,  died  March  25,  1971, 
en  route  to  a Waco  hospital. 

The  47-year-old  physician  was  born 
in  Pittsburg,  Tex.,  but  moved  to  Waco 
with  his  parents  at  the  age  of  1.  He 
was  graduated  from  Baylor  University 
in  Waco  in  1947.  Postgraduate  work 
was  also  taken  at  Baylor  for  one  year, 
and  Dr.  Spence  attended  The  Univer- 
sity of  Texas  at  Austin  for  a year  of 
work  on  a master’s  degree  before  en- 
rolling in  The  University  of  Texas 
(Southwestern)  Medical  School  in  Dal- 
las. He  was  awarded  an  MD  degree 
from  Southwestern  in  1953.  From  1953 
to  1954,  Dr.  Spence  held  a rotating 
internship  at  Parkland  Memorial  Hos- 
pital in  Dallas.  From  1960  to  1962, 
he  also  served  a residency  in  radiology 
at  Parkland. 

A decorated  lieutenant  in  the  Navy 
for  three  years.  Dr.  Spence  served  on 
Navy  Underwater  Demolition  Team  No. 
12.  Before  settling  in  Waco,  he  had 
practiced  in  Dimmitt  and  Dallas. 

He  was  a member  of  Texas  Medical 
Association,  American  Medical  Associa- 
tion, and  McLennan  County  Medical 
Society.  He  also  belonged  to  American 
Academy  of  General  Practice,  American 
Heart  Association,  American  Cancer 
Society,  and  American  Academy  of 
Physicians  and  Surgeons.  He  was  a 
past  president  of  Tierra  Blanca  Medi- 
cal Society  and  Castro  County  Heart 
Association.  Dr.  Spence  also  served  as 
Castro  County  and  Dimmitt  City-Coun- 
ty health  officer. 

Survivors  include  his  parents,  Mr. 
and  Mrs.  Joe  W.  Spence,  Sr.,  of  Waco; 


a daughter.  Penny  Leigh  Spence  of 
Abilene;  a son,  Joseph  Randall  Spence 
of  Abilene;  and  a sister,  Mrs.  Mary 
Ruth  Bryant  of  Dallas. 

Dr.  W.  H.  Handley,  Jr. 

Retired  surgeon  Dr.  William  Henry 
Handley,  Jr.,  died  March  28,  1971,  in 
Dallas.  He  was  49. 

Born  in  Monticello,  Ark.,  Dr.  Handley 
attended  Arkansas  Agricultural  & Me- 
chanical College  in  his  hometown  from 
1939  to  1941,  graduating  with  a BS 
degree.  He  then  attended  the  Univer- 
sity of  Arkansas  School  of  Medicine  in 
Little  Rock  and  was  awarded  his  MD 
degree  in  1944.  In  1945,  he  served  an 
internship  at  Hillman  Hospital  in  Bir- 
mingham, Ala.,  and  then  went  to  Lloyd 
Nolan  Hospital  in  Fairfield,  Ala.,  to 
serve  a residency  in  surgery.  From 
1957  to  1959,  he  also  served  as  chief 
surgeon  at  the  2789th  US  Air  Force 
Hospital  at  Brookley  Air  Force  Base 
near  Mobile,  Ala. 

Dr.  Handley  served  as  a major  in 
the  US  Air  Force  and  was  a lieutenant 
colonel  in  the  reserves. 

Certified  by  the  American  Board  of 
Abdominal  Surgery  in  1958,  he  prac- 
ticed in  El  Dorado,  Ark.,  and  in  Jack- 
sonville, Tex.,  before  coming  to  Dallas 
in  1962.  He  was  associated  with  Altick 
Surgical  and  Medical  Group  in  Dallas. 

Dr.  Handley  had  been  nominated 
for  inactive  membership  in  Dallas 
County  Medical  Society  at  the  time  of 
his  death.  He  was  also  a member  of 
Texas  Medical  Association,  American 
Medical  Association,  Industrial  Medical 
Association,  Southern  Medical  Associ- 
ation, American  Society  of  Abdominal 
Surgeons,  Aerospace  Medical  Associa- 
tion, and  the  Flying  Physicians  Associ- 
ation. He  had  served  as  an  examiner 
for  the  Federal  Aviation  Agency,  and 
while  in  El  Dorado,  Ark.,  he  taught  sur- 
gery at  Warner  Brown  School  of  Nurs- 
ing. 

Survivors  include  his  wife,  Virginia 
Mitchell  Handley,  and  three  daughters, 
Diana,  Roberta,  and  Ruth  Handley. 


Dr.  J.  E.  Hunsinger 

Retired  Dallas  physician  Dr.  J.  Edward 
Hunsinger  died  Jan.  27,  1971,  in  Ma- 
zatlan,  Mexico,  the  victim  of  a heart 
attack. 

A native  of  Chicago,  III.,  Dr.  Hun- 
singer was  graduated  from  Northwest- 
ern University  in  Evanston,  III.,  with  a 
BS  degree.  He  was  also  a 1924  gradu- 
ate of  Northwestern’s  Medical  School 
in  Chicago.  Following  his  graduation 
from  medical  school.  Dr.  Hunsinger 
held  an  internship  and  a residency  at 
West  Suburban  Hospital  in  Oak  Park, 
III.  In  later  years,  he  received  post- 
graduate instruction  at  The  University 
of  Texas  Medical  Branch  in  Galveston. 

A World  War  I Army  veteran.  Dr. 
Hunsinger  practiced  in  (Chicago  for  five 
years  before  joining  Continental  Assur- 
ance Company  in  1929  as  assistant 
medical  director.  Specializing  in  insur- 
ance medicine,  he  was  named  medical 
director  of  Alliance  Life  Insurance  Com- 
pany in  1940;  then  in  1949  when  the 
company  was  purchased  by  Republic 
National  Life  Insurance  Company,  he 
was  named  vice-president  and  associ- 
ate medical  director  of  Republic  Na- 
tional Life.  He  served  in  that  capacity 
for  some  13  years,  retiring  in  1962. 

Dr.  Hunsinger  was  elected  to  in- 
active membership  in  Texas  Medical 
Association,  Dallas  County  Medical 
Society,  and  American  Medical  Associ- 
ation in  1962.  He  was  a member  of 
Dallas  Diabetes  Association,  Inc.,  Med- 
ical Section  of  the  American  Life  Insur- 
ance Association,  Association  of  Life 
Insurance  Medical  Directors  of  Ameri- 
ca, and  the  Society  of  Life  Insurance 
Medical  Directors  of  Texas. 

The  author  of  a booklet  on  heart 
murmurs,  the  76-year-old  physician  is 
survived  by  his  wife,  Mabel  Jefferson 
Hunsinger;  two  sons,  Edward  J.  Hun- 
singer of  Oklahoma  City,  Okla.,  and 
Richard  S.  Hunsinger  of  Dallas;  and 
a daughter,  Mrs.  Suzanne  L.  Preston 
of  Dallas. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 


Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speetjle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict 
reported  i 


WSOdLAN 


SOXSUPRINE  HCI 

the  compatible  vasodilator 


• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease  several 
investigators  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dent, 
onstrated  both  by  objective  measurement‘  ‘'  and  observation  of  clinical  improvement.'  ^ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic,  diabetic,  thrombotic).  Composition:  Vasodilan  tablets,  isoxsuprine  HCI  10  me 
and  20  mg.  Dosage:  Oral  10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions' 
Ihere  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References'  1 Clark- 
son, I.  S.,  and  LePere,  D.  M. : Angiology  ;/:190-192  (June)  1960.  2.  Horton  G E 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3.  ■ ' •> 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : Curr.  Then  Res. 

^^:124-128  (April)  1962.  4.  Whittier,  J.  R.;  Angiology  75:82-87 
(Feb.)  1964. 
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FIRE!!! 

The  victim,  a fireman 
with  angina  pectoris 


ISORDIIli 

(isosorbide  dihitrate) 


I 


For  prescribing  information,  please  see  facing  page 


ISORDIl! 

(isosorbide  dinitrate) 

The  nature  of  his  work  may  make  the  fire- 
man more  vulnerable  to  an  attack  of 
angina  pectoris.  Long  periods  of  relative 
inactivity  are  interrupted  by  episodes  of 
great  physical  and  emotional  stress— a 
combination  which  may  favor  the  occur- 
rence of  such  attacks.  ISORDIL  (isosor- 
bide dinitrate)  dilates  coronary  arteries 
and  significantly  reduces  the  number, 
duration,  and  severity  of  angina  attacks. 
In  a stress  situation  or  in  the  ordinary 
stresses  of  everyday  living,  ISORDIL 
SUBLINGUAL  provides  its  therapeutic 
effect  rapidly— within  two  to  five  min- 
utes. Moreover,  it  has  a sustained  dura- 
tion of  action— from  one  to  two  hours. 
Consider  ISORDIL  for  your  angina 
patients;  ISORDIL  is  available  in  seven 
formulations  for  prescribing  flexibility. 
ISORDIL  SUBLINGUAL,  2.5-mg.  tablets 
ISORDIL  SUBLINGUAL,  5-mg.  tablets 
ISORDIL  ORAL,  5-mg.  scored,  oral  tablets 
ISORDIL,  10-mg.  scored,  oral  tablets 
ISORDIL  TEMBIDS'TABLETS,  40-mg. 
sustained  action  tablets 
ISORDIL  TEMBIDS’ CAPSULES,  40-mg. 
sustained  action  capsules 
ISORDILwith  PHENOBARBITAL,  contain- 
ing 10  mg.  isosorbide  dinitrate  and  15  mg. 
(’A  gr.)  phenobarbital,  U.S.P.,  (Warning: 
Phenobarbital  may  be  habit  forming) 

Indications:  Sublingual — for  prevention  and 
treatment  of  angina  pectoris.  Oral— (or  relief 
of  angina  pectoris  (pain  of  coronary  artery 
disease);  the  oral  dosage  forms  are  not  in- 
tended to  abort  the  acute  anginal  episode, 
but  are  widely  regarded  as  useful  in  the  pro- 
phylactic treatment  of  angina  pectoris. 
Contraindication:  Idiosyncrasy  to  this  drug. 
Warnings:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
Precautions;  Intraocular  pressure  is  in- 
creased; therefore,  caution  is  required  in 
administering  to  patients  with  glaucoma.  Tol- 
erance to  this  drug  and  cross-tolerance  to 
other  nitrites  and  nitrates  may  occur.  In 
patients  with  functional  or  organic  gastroin- 
testinal hypermotility  or  malabsorption  syn- 
drome, It  IS  suggested  that  either  the  5 mg. 
or  10  mg.  oral  tablets  or  the  2.5  mg.  or  5 mg. 
sublingual  tablets  be  the  preferred  therapy. 
The  reason  for  this  is  that  a few  patients  have 
reported  passing  partially  dissolved  Tembids 
tablets  in  their  stools.  This  phenomenon  is 
believed  to  be  on  the  basis  of  physiologic 
variability  and  to  reflect  rapid  gastrointestir 
nal  transit  of  the  sustained  action  tablet. 
TEMBIDS  SHOULD  NOT  BE  CHEWED. 
Adverse  Reactions;  Cutaneous  vasodilation 
with  flushing.  Headache  is  common  and  may 
besevereand  persistent.  Transient  episodes  of 
dizziness  and  weakness  as  well  as  other  signs 
of  cerebral  ischemia  associated  with  postural 
hypotension  may  occasionally  develop.  This 
drug  can  act  as  a physiological  antagonist  to 
norepinephrine,  acetylcholine,  histamine,  and 
many  other  agents.  An  occasional  individual 
exhibits  marked  sensitivity  to  the  hypotensive 
effects  of  nitrite,  and  severe  responses  (nau- 
sea, vomiting,  weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur  even 
with  the  usual  therapeutic  dose.  Alcohol  may 
enhance  this  effect.  Drug  rash  and/or  exfolia- 
tive dermatitis  may  occasionally  occur. 
Consult  direction  circular  before  prescribing. 
May  we  send  you  reprints,  detailed  infor- 
mation and/or  professional  samples? 


TEMBIDS- trademark  FOR  SUSTAINED  ACTION  TABLETS  AND  CAPSULES 


IVES  LABORATORIES  INC. 

685  Thirci  Avenue,  New  York,  N.Y.  10017 


DEDICATED  TO  IMPROVING  THE  QUALITY  OF  LIFE  THROUGH  MEDICINE 


Ef- 

fic- 

iency 

Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  1 2 rolls. 
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ARCH  LABORATORIES 

319  Soulh  Fourth  Street.  St.  Louis,  Missouri  63102 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson.  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Biider,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P..  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

Eugene  Jackson,  M.D.,  Diagnosis  & Internal  Medicine 

GENERAL  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeiii,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.  D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.  * 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.  D., , F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.  * 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORI  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
Janies  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 


Claude  Williams,  M.D.,  M.A.C.R. 
DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 


General  Surgery: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 


JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd.  M.D. 

F.  H.  Verheyden.  M.D, 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics: 

M,  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 


150 


TEXAS  MEDICINE 


‘ / y ‘ f 


nsion 


-•/ 


a-t 


/ 


A 


y 


NOTE:  The  high  therapeutic  index 
of  Trocinate  permits  its  administra- 
tion in  dosage  sufficient  to  relieve 
smooth  muscle  spasm  promptly. 
400  mg.  dosage  usually  creates  a 
therapeutic  blood  level.  In  reducing 
dosage  after  relief,  lengthening  tfu 
time  between  dosage  rather  than  lessen- 
ing the  recommended  dose  is  preferable. 
The  prompt  direct  action  allows  a 
consciousness  of  the  first  suggestion  of 
return  of  symptom  ...  a guide  to  dose 
spacing  and  to  determining  when  treat- 
ment is  complete.  A prescription  for 
twelve  or  sixteen  400  mg.  tablets  will 
usually  correct  spasm  and  leave  a few 
tablets  for  a reserve. 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 

DIVERTICULITIS— MUCOUS  COLITIS 

. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning;  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications;  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg. aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


With  the  steady 
improvement  in  the 
therapy  of  cancer,  and 
consequent  increase  in 
the  number  of  5-year 
survivals,  our  programs 
reflect  increasing 
concern  with  thefuture 
of  the  cancer  patient— 
with  the  quality  o^his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 

Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 

The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 


Our  rehabilitation 
programs  not  only  give 
heart  and  help  to 
patients  but  provide  the 
physician  with  vital  aids 
necessary  to  improve 
the  Qi/a//Yy  of  survival. 


American  Cancer  Society^  ’ 
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1 In  the  treatment  of 
ICX  solar/actinic  keratoses- 

a 

luorouracil 

) An  alternative 

cream/solution  to  cold,  fire  and  Steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completsh 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
lesions.  Important,  too,  is  the  highly  desirable  cosmetic 
result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

’'‘Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported  — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 
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(fluorouracil) 

cream/solution 


ONCOLOGY 

ASSOCIATES 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 
Radiation  Therapy 

Radium  Therapy 

Marcus  J.  Sedimeir,  M.D.,  D.A.B.R. 

Radiation  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 
Chemotherapy 

R.  P.  O’Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 
Consultant-Physicist 

Tom  B.  Bond,  M.D.,  F.A.C.R. 

Consultant 

1550  West  Rosedale,  Suite  620 

Fort  Worth  336-2028 

Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.t  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 


F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 


TO  ALL  MY  PATIENTS 


you  to  discuss  frankly 
any  cfuestions  regarding 
^ t^fseVyices  or  my  fees. 

kjhest  medical  service  is  based 
ma^friendly  mutual  under- 
jtaming  between  doctor  and  patient. 


This  attractive  office  plaque,  available  from  the 
American  Medical  Association,  will  encourage 
better  understanding  between  you  and  your  pa- 
tients. Suitable  for  wall  or  desk  display,  the 
plaque  measures  6"  x lOV^".  The  lettering  is 
white  on  a dark  brown  background  and  the  frame 
is  durable  beige  plastic.  The  plaque  is  designed 


to  blend  well  with  any  office  decor.  Cost  of  the 
plaque  is  $1.25,  postpaid.  To  place  your  order, 
write  to  the  Order  Department,  American  Medical 
Association.  Make  check  payable  to  the  AMA. 

AMERICAN  MEDICAL  ASSOCIATION 

535  North  Dearborn  Street  • Chicago,  III.  60610 
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DIRECTORY  RATES  & DATA:  Space  Is  available  to  TMA  members 
at  $8.00  per  column  inch  and  listings  must  run  for  a minimum 
of  six  months.  New  listings  are  limited  to  those  specialties  rec- 
ognized by  the  American  Medical  Association.  A discount  of  5% 
Is  allowed  for  six  months’  advance  payment  Mail  copy  to  Ad- 
vertising Assistant  TEXAS  MEDICINE.  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  Deadline  is  20th  of  the  month  preceding 
publication  month. 
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Physicians’  Directory 


Allergy 

Aerospace  Medicine 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  FA,C.A.,  Fellow,  American  Academy  of  Allergy 

Pater  B.  Kamln,  M.O.,  F>A,A.P„  DIplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

D.  OWEN  COONS,  M.D.,  M.P.H.,  F.A.M. 

DIplomate  American  Board  of  Preventive  Medicine 

Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 

Executive  physical  examinations 

Probiem  medical  case  evaluation  for  FAA  re<ertificatlon 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  6384594 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  U Etter,  M.D.,  FJLCJt,  FJUUV. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F>.C.A. 

Ramon  Garrido,  M.O.  (Certified  American  Board  of  Pediatrics) 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St,  Houston,  Texas  77025,  526-8931 

Clinics 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.O.,  Internal  Medicine  O.  Sterling  Gillis,  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Internal  Medicine 

Ear,  Nose  and  Throat  Consultant  in  Patholon — 

R.  A.  Morse,  M.D.,  Internal  Medicine  Hershberger.Ul.D. 

Ralph  R.  Chase,  M.D.,  Pediatrics 

V Mae  a.  _ JOrin  E.  Bailardi  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

DIplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

i®*'.'?.  P- McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Onrilje  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

paries  D.  Haunschlld,  M.D.  James  A.  Murray,  M.D. 

Hermann  Gregory,  M.D.  (Military  Leave  of  Absence) 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  528-5591 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D.  RADIOLOGY-CONSULTANTS 

CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.CJV.,  Allergy-Dermatology 

W,  A.  Crozler,  M.D.,  FJtCJV.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answen  924-4231 

PHYLLIS  HUFFMAN,  M.D. 

^11^  American  Academy  of  Pediatrics 

Pediatric  Allergy  and  Immunology 

606  North  Kent  Street  Midland,  Texas  79701 

Telephone  915  682-9479 

SEAT  BELTS  SAVE  LIVES— 

BUT  ONLY  IF  YOU  USE  THEM 
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THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F^.C.S. 
(Deceased) 

S.  T.  Coleman,  M.D.,  FJV.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 

(Consultant) 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  FJt.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  U Vernor,  M.D. 


GYNECOLOGY 
J.  H.  Thomas,  M.D. 
INTERNAL  MEDICINE 
William  E.  Morris,  M.D 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
RADIOLOGY 
Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  • Pat  Parker 
Hospital  - Mrs.  Joyce  Petit 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  FJt.C.P. 

R.  J.  Turner,  III,  M.D,,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


ORTHOPEDICS 

Carlos  M.  Yanez,  M.D.,  F.A.C.S. 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.D.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 
Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 
Doyle  L.  Sharp,  M.D.,  General  Surgery 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  ChakmakJIan,  M.D.,  D.A.B.P.,  Pediatric  Cardiology 

D.  Owen  Coons,  M.O.,  Aerospace  Medicine  & General  Practice 
Emmett  R.  Hamlw,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  In  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
F.  Joseph  Carabin,  M.D.,  Consultant  In  Nuclear  Medicine 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


ADMINISTRATION 

C.  H.  “Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samueison,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgarls,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  U Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY — 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Baytree  Drive,  Dallas,  Texas;  Telephone  224-1181 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
Herbert  M.  Hinckley,  M.D.,  General  Practice 
David  L.  Webb,  M.D.,  General  Practice 
DUNCANVILLE  OFFICE 

621  Hustead  St.,  Duncanville,  Texas;  Telephone  298-3378 
Terry  S.  Vincent,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  HInk,  M.D.,  F.A.C.S. 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 

ALLERGY  NEUROLOGY 

Donald  J.  Russell,  M.D. 
ONCOLOGY 


OPHTHALMOLOGY  AND 

OTOLARYNGOLOGY 

P.  W.  Malone,  M.D.,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  Jr.,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


OBSTETRICS  AND  GYNECOLOGY 
M.  A.  Porter,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

M.  W.  TalboL  Jr.,  M.D.,  FJLA.P. 

RADIOLOGY 

W.  R.  Cashion,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

BUSINESS  MANAGER 
R.  U Heith 


Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivier,  M.D. 

Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Soirher.  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  M.D. 

Oscar  A.  Fonseca,  M.D. 

Consultation  By  Appointment 


Lester  L.  Hoaglm,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
Jack  P.  Abbott,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  LIndley,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D, 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 
LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 
ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigrnoidoscopy 
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TEXAS  MEDICINE 


CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hlllcroft,  Houston,  Texas  77036 

Telephone  774-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  FranKlln,  M.D.  Harvey  B.  Koch,  M.D. 

Arthur  B.  Cede.  ti.D.  UROLOGY 

OBSTETRICS  & GYNECOLOGY  Glen  E.  Lewis,  M.D. 

Joy  l_  Deere,  M.D.  nPNTKSTRV 

Loren  B.  Go...  M.D.  i^JIJiUVngram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Nell  B.  Longley,  M.D. 

Blanca  S.  Azio.,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  TIn.ley,  R.P.T.  C.  C.  Walker 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

Dermatology  and  Syphilology 

703  Hermann  Professional  Bldg.,  Houston,  Texas;  Phone  526-3733 

y WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

THOMAS  L.  SHIELDS,  M.D. 

Dermatology  and  Syphilology 

X-Ray  Therapy  in  the  Treatment  of  Skin  Malignancies 

Hours  9 to  1 — 3 to  5 

800  Fifth  Ave.,  Fort  Worth,  Texas 

C.  D.  L CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatolo^,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE,  JR.,  M.D. 

DAVIDS.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.,  Dallas,  Texas 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 

Send  old  and  new  address  to: 

Business  Office 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Eye,  Ear,  Nose,  Throat 

General  Surgery 

DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  SL  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

1321  Hickory  St,  Abilene,  Texas,  Phone  673-3751 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Family  & General  Practice 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D. 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

IRWIN  KURTZ,  M.D. 

Diplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Dtacnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAUL  CARRILLO  RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Buildings,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

Internal  Medicine 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

TEXAS  MEDICINE  is  the  only  major  source  of  medical  meeting 
information  in  the  state.  Keep  informed  by  being  a regular 
reader  of  the  “Highlights  of  Coming  Meetings”  section. 
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ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

Neurology 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Neurological  Surgery 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

DIplomate  American  Board  of  Neurological  Surgery 

Locka  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

PAULS.  MICHAELSON,  M.D. 

Adult  and  Pediatric  Neurology 

EEG  Laboratory 

8226  Douglas  Avenue 

Douglas  Plaza  Medical  Building  Suite  729 

Dallas,  Texas  75225,  214-691-6881 

Casey  E.  Patterson,  M.D. 

Charles  W.  Simpson,  M.D. 

Tom  M.  Nash,  M.D. 

James  E.  Bland,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.O..  FJLC.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Hu^  B.  Currie,  M.D. 

Diplomates  of  die  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  SL,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.25  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

W.  REX  HAWKINS,  M.D. 

Diseases  of  the  Retina 

608  Medical  Center  Professional  Building 

Houston,  Texas  77025,  713  528-6341 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

DIplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

Donald  A.  Shearer,  Administrator 

'Special  Attention  to  Surgery  of  the  Hand 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  533-7465 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 

Telephone  214  341*3407 

Orthopedic  Surgery 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821.1417 

H.  H.  Beckeiing,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

L.  LEE  LANKFORD,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Miil  Road,  Arlington,  Texas  76010,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  2l8t  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

Qeorgo  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Daiias,  Texas  75218,  348-8300 

Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• Annual  Fall  Conference,  Oct.  2,  1971,  Austin 

• Annual  Winter  Conference,  Jan.  22,  1972,  Austin 

• 105th  Annual  Session,  May  10-14,  1972,  San  Antonio 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olln,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathology 

IRB  Hprmann  Pmf.  BIrig.,  Hniistnn,  Texas 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroldology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  WIttstruck,  M.D.,  F.CJt.P.,  Walter  Krohn,  M.D.,  F.CJLP. 

Harold  M.  Block,  Jr.,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

DIplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

GEORGE  J.  RACE,  M.D.  AND  ASSOCIATES 

Pathologists 

421  Medical  Tower  Building, 

712  North  Washington,  Dallas,  Texas  75246,  214  824-1258 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  0.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.CJt.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 
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Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  3364)446 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

Dlooti/N 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

'DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

r idbiic  ouryciy 

3100  Red  River,  Austin,  Texas,  476-9149 

THOMAS  D.  CRONIN,  M.D.,  FJt.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 

JAMES  H.  PENOFF,  M.O. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523.8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637.4770 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

DIplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

DIplomate  American  Board 

Plastic  Surgery 

WILLIAM  E.  BARNES,  M.D. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  3364)356 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904Vi  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

DIplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

Present  your  ideas 
in  Texas  Medicine 

CARL  R.  COERS,  III,  MD.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

For  details  on  submitting  manuscripts, 
send  for  a copy  of  “Information  for  Authors." 

800  nfth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

* Bernard  J.  Dolenz,  M.D. 

* Herbert  G.  Rush,  M.D. 


WM.  OTHO  GILLEAN,  JR.,  M.D. 


1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336>5469 


Practice  Limited  to 

General  Psychiatry 


*Dlplofnates  American  Board  of  Psychiatry  and  Neurology 


140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Parry  C.  Talkington,  M.D. 

Charles  L.  Bloss,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

DIplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  1.  Hauser,  M.D. 

'Barry  M.  Brown,  M.D. 

'Francisco  J.  Rodriguez,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsllver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.D.,  D.A.B.R. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Bivd.,  631-7070 
3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  DJV.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksviiie  St.,  Paris,  Texas,  784-4624 


III! 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL 


1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Thoracic  Surgery 

Urology 

Donald  L Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824*2503 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

CHARLES  T.  MEADOWS,  M.D. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA.  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

DIplomate  of  American  Board  of  Urology 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

MARVIN  GREER  RAPE,  M.D. 

DIplomate  of  American  Board  of  Urology 

NEWTON  F.  MCDONALD,  M.D. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALLAN  L.  GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Docotrs  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

ERWIN  C.  WINKEL.  M.D. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

Considering  a new  practice  opportunity? 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

Let  TMA  Help  You! 

We  will  circulate  your  biographical  sketch 
and  job  preferences  to  communities  and  to 
medical  groups  looking  for  associates.  No 
service  fee  is  involved. 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

DIplomates  American  Board  of  Urology 

JOHN  F.  COLLINS,  JR.,  M.D. 

Contact: 

Urology 

Physician’s  Placement  Service 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

Remember  your  less  fortunate  colleagues. 

Give  to  the  TMA  Physicians  Benevolent  Fund. 
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TEXAS  MEDICINB 


Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D..  3330  South 
Lancaster  Road,  Dallas,  Texas  75216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  546,  Milford,  Texas  76670,  area  code  214,  493-2511. 


UROLOGIST.  lx)ard  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  popuiation  35,000.  Contact  AD-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
bcnefito  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  'Texas  78701. 


ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
'TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association.  3330  South 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 


GENERAL  PRACTITIONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-b^ 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  oijera- 
tions.  Excellent  schools,  churches,  and  recreational  facilities  available. 
For  additional  information  contact  Houston  County  Development  Foun- 
dation. P.O.  Box  307,  Crockett.  Texas  75835,  area  code  713,  544-2369. 

OPPORTUNITIES  IN  YOAKUM  COITNTY,  TEXAS.  DENVER  CITY, 
TEXAS.  Actual  need  for  four  general  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  16,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modern  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  60  beds,  well  equipiied 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Yoakum 
County,  16  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipped  modem  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  has  excellent  schools,  good  churches,  Yoakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital.  Denver  City,  Texas,  area  code  806, 
692-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806, 
456-8606. 


GENERAL  PRACTITIONER  WANTED  to  associate  with  five-doctor 
clinic,  including  one  general  surgeon.  Community  of  6,000  with  fully 
accredited  53-bed  hospital ; country  club  and  lakes  close  by.  General  sur- 
gery and  Ob/Gyn  interest  especially  wanted.  Contact  Bowie  Clinic,  P.  O. 
Box  681,  Bowie,  Texas  76230. 


WANTED:  PHYSICIANS  WITH  INTEREST  IN  SURGERY  AND/OR 
OBSTETRICS  to  locate  in  progressive  East  Texas  area  with  complete 
support  of  local  medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur, 
Gladewater.  Texas,  or  phone  AC  214,  845-2281. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  NIMH  grants 
available.  For  full  information  write  Anthony  P.  Rousos,  M.D.,  Director 
of  Training  and  Research,  Austin  State  Hospital,  4110  Guadalupe,  Austin, 
Texas  78761. 


EMERGENCY  ROOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-service  basis.  Excellent  eco- 
nomic opportunity.  Hospital  privileges  available.  Call  AC  612  732-3541 
collect  or  write  Texas  Hospital  Consultants,  114  West  Glenview.  San 
Antonio.  Texas  78228. 


WANTEK)  GENERAL  SURGEON  to  join  two  GPs  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas,  Beginning  salary 
$3,000  per  month  or  may  be  on  own.  Call  or  write  M.  A.  Childress. 
M.D.,  P.  O.  Box  289,  Goldthwaite,  Texas  76844,  AC  916,  648-2212. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  50- 
bed  county  hospital  now  under  construction,  complete  in  May.  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
working  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8165,  379-8156,  Newton, 
Texas. 


WEST  TEXAS  OB-GYN,  FOUR  MAN  GROUP  desires  associate.  Sal- 
ary $24,000  per  year,  leading  to  partnership.  Military  service  completed 
and  age  under  38  years.  Midland  Women’s  Clinic,  2009  West  Wall, 
Midland,  Texas  79701. 


GENERAL  PRACTITIONER  WANTEID  to  join  three  man  clinic  with 
adjoining  44  bed  hospital.  Salary  to  start  with  option  for  partnership. 
Centrally  located  near  Dallas,  Fort  Worth  and  Waco.  Good  schools, 
churches,  five  miles  from  Lake  Whitney.  Contact  James  G.  Barton,  M.D., 
or  Morris  R.  Hill,  M.D.,  Whitney,  Texas.  Phone  AC  817,  694-2222. 


WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  36,  military  com- 
pleted to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-46,  50  miles  from  Dallas.  Beginning 
salary,  $26,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


GENERAL  PRACTITIONER  to  associate  with  two  GP’s  doing  surgery, 
obstetrics,  orthopedics.  Salary  open  with  full  partnership  in  one  year.  No 
investment  needed.  Town  with  4,000  population.  Golf  course,  lake,  hunt- 
ing and  fishing.  21  bed  hospital  fully  staffed,  licensed  and  approved  for 
Medicare.  Joins  three  doctor  clinic.  On  call  every  third  weekend.  A.  D. 
Major,  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona,  Texas  76266. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


GENERAL  PRACTICE — The  city  of  George  West  and  environs  need  a 
physician  for  general  practice  due  to  the  retirement  of  the  only  doctor. 
Elxcellent  opportunity  for  highly  successful  practice  because  of  potential. 
Farming,  ranching  and  oil  main  industries.  Superior  schools,  modern  hos- 
pital within  26  minutes.  Contact  Tom  Martin,  AC512,  666-2244  collect 
or  write  Route  1,  Box  250,  George  West,  Texas  78022. 


YOUNG  PHYSICIAN  WANTED  in  June  to  associate  with  established 
general  practitioner  in  Mount  Pleasant,  Texas.  Population  12,000.  Large 
modern  clinic  centrally  located.  76-bed  county  hospital.  Excellent  oppor- 
tunity. For  details  contact  E.  L.  Fender,  M.D.,  AC214,  724-3103  or 
724-4746. 


GENERAL  PRACTITIONER,  OPHTHALMOLOGIST,  INTERNIST:  To 
affiliate  with  five  other  G.P.’s  and  three  specialists  in  general  and  multi- 
specialty group  near  Houston,  Texas.  Liberal  salary  and  extensive  fringe 
benefits  including  retirement  program  and  life  and  health  insurance  pro- 
grams. Open  staff  hospital  appointments  in  125  bed  general  hospital. 
Rapidly  growing  industrial  complex.  Herbert  H.  Duke,  Jr.,  M.D.,  The 
Medical  and  Surgical  Group,  Baytown,  Texas  77520. 


PHYSICIAN  NEEDED  in  a small  growing  community  in  the  panhandle 
of  Northwest  Texas.  County  of  Shennan,  city  of  Stratford.  Located  80 
miles  north  of  Amarillo.  Has  good  schools,  churches,  and  golf  course. 
Two  federal  highways  and  two  railroads  intersect  here.  Clinic  building 
available.  Ideal  climate  approximately  18  inches  rainfall  per  year.  Trade 
territory  extends  several  miles  from  Stratford.  For  further  information 
contact:  Paul  Chesmer,  Stratford.  Texas  79084. 


PHYSICIAN  WANTED:  Mart.  Texas  is  located  in  Central  Texas  with 
a population  of  2,200  and  a trade  area  of  10,000  or  more.  There  is  avail- 
able a fully  equipped  clinic.  Nursing  home  with  63  beds  stays  full  at  all 
times.  Physician  potential  net  income  $40,000  to  $50,000  per  year.  For 
additional  information  contact  Georgia  Goodenough,  Chaii’man,  Medical 
Committee,  Mart  Chamber  of  Commerce,  1201  Texas  Avenue,  Mart,  Texas 
76664. 


WANTED:  GENERAL  PRACTITIONER.  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Base  annual  salary  $20,000,  extra 
$1,000  to  $3,500  if  board  certified.  40  hour  work  week  with  ample  vaca- 
tion time,  other  fringe  benefits.  Excellent  community  to  live.  Near  Dallas, 
Fort  Worth.  Contact  Medical  Director,  Denton  State  School,  Box  368, 
Denton,  Texas. 


WANTED:  GENERAL  PHYSICIAN  at  Kerrville  State  Hospital.  40 
hour  work  week,  sick  leave,  paid  vacation,  and  holidays.  Best  climate  in 
Texas.  Salary  $19,000  to  $20,000  per  year.  Contact  Luther  W.  Ross.  M.D., 
Superintendent,  Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas 
78028. 


WANTED:  PSYCHIATRIST  at  Kerrville  State  Hospital.  40  hour  work 
week,  sick  leave,  paid  vacation,  and  holidays.  Best  climate  in  Texas. 
Salary  up  to  $22,600  per  year.  Contact:  Luther  W.  Ross,  M.D.,  Superin- 
tendent. Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78028. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $6.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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RADIOLOGIST*  board  certified  or  eligible,  needed  by  board  man  for 
association ; diagnosis,  therapy.  160-bed  community  hospital*  office.  Start- 
ing guarantee  up  to  $40,000;  solo,  group-practice  advantages.  Southern 
Texas,  international  and  coastal  access ; continuous  r^ort  clinmte.  Maxi- 
mum leisure,  modem  facilities,  no  investment.  Curriculum  vitae,  refer- 
ences, with  first  letter  to  AD-312,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


$30,000-$40,000  GUARANTEED  FIRST  YEAR.  Little  or  no  practice 
expense.  Maximum  leisure  time  with  family.  General  and  internal  medi- 
cine private  practices  available  in  solo  and  group  situations.  Not  an 
employment  agency.  No  c(»t  to  physician.  Sanford  Smith,  Director,  Phy- 
sician and  Personnel  Planning,  P.O.  Box  9836,  Houston,  Texas  77016. 
713-463-6324. 


PHYSICIANS  WITH  TEXAS  LICENSE.  Opportunity  to  work  in  state 
institute  for  retarded.  40-hour  week,  retirement  program,  vacation,  other 
fringe  benefits.  Excellent  schools,  fishing,  hunting.  Salary  from  $22,000 
depending  upon  qualifications.  An  equal  opportunity  employer.  Contact 
Superintendent,  Mexia  State  School,  P.  O.  Box  1132,  Mexia,  Texas  76667, 
or  call  AC  817,  662-2821. 

INTERNIST— BOARD  CERTIFIED  OR  ELIGIBLE,  for  association  in 
practice  of  general  internal  medicine,  emphasis  on  cardiology  in  San 
Antonio.  Pre-partnership  salary  leading  to  partnership.  Opportunity  for 
clinical  research  and  teaching.  Excellent  facilities,  our  own  x-ray  and 
clinical  lab.  All  hospital  privileges  available.  Excellent  salary  to  start 
and  guarantee  minimum  during  partnership.  Please  reply  to  Ad-314, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  NEEDED  to  associate  with  established 
GP.  North  East  Texas  town  of  14,000.  120  miles  from  Dallas.  New  clinic 
to  open  in  June,  located  next  to  75-bed  Titus  County  Memorial  Hospital. 
Guaranteed  $24,000  net  income  first  year.  Net  should  be  $40,000-850,000 
within  three  years.  Contact  Lee  D.  McKellar,  M.D.,  Mount  Pleasant, 
Texas  76465;  AC  214,  724-2200  or  724-4745. 


WANTED : GENERAL  PRACTITIONER.  INTERNIST  OR  PEDIATRI- 
CIAN to  join  medical  staff  of  Abilene  State  School.  Base  annual  salary 
$20,000  with  supplement  of  $1,000-$3,000  if  board  certified  and  working 
full-time  in  that  capacity.  Some  increase  in  salary  expected  September  1, 
1971.  Forty  hour  week,  excellent  vacation/sick  plan  and  about  12  holidays 
a year.  Good  life  and  hospitalization  plan,  social  security  and  excellent 
state  retirement  coverage.  Lovely  community  of  90,000  friendly  people  in 
West  Central  Texas.  Texas  license  required.  Contact  Superintendent  L.  W. 
Cain,  P.  O.  Box  451,  Abilene,  Texas  79604.  Equal  opportunity  employer. 


WELL  ESTABLISHED  32-man  multispecialty  gpup  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator, P.  O.  Box  28,  Dallas,  Texas. 

OPPORTUNITY  FOR  YOUNG  MD  IN  FAMILY  PRACTICE  in  Spring 
Branch  area  of  Houston.  For  information  contact  Dr.  J.  Siegel,  7410 
Long  Point,  Houston,  Texas  77055 ; telephone  682-2563. 


Situations  Wanted 


BOAUD  CERTIFIED  DIAGNOSTIC  RADIOLOGIST,  University 
trained,  all  special  procedures.  Age  36,  married,  two  children.  Seeks 
office  space  in  a productive  location.  Reply  to  Ad-306,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OB/GYN  POSITION  WANTED.  Available  in  July  1971.  Spanish  and 
English  language.  Some  experience  in  general  surgery.  Finishing  OB/ 
GYN  training  in  June.  Please  reply  to  AD-310,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


ARMY  MEDIC,  young,  vigorous  medical  NCO  retiring  in  July,  wishes 
to  assist  overworked  GP  in  rural  Texas.  Twenty  years  of  ever  increas- 
ing responsibility,  often  as  solo  medic  with  isolated  unit,  has  prepared 
me  for  ansrthing.  Would  also  work  for  small  clinic  or  group  practice. 
Married,  male,  Caucasian.  Available  in  August.  Please  reply  to  Ad-304, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  SURGEON,  33,  married.  University  of  Texas  trained, 
completing  military  obligration  in  September  1971.  Desires  association 
with  individual  or  specialty  group.  C.  G.  Buckingham,  2nd  General 
Hospital,  APO  New  York,  New  York  09180. 


RADIOLOGIST,  certified,  desires  relocation  Gulf  Coast.  Seven  years 
experience.  Small  hospital  or  small  partnership  desired.  Call  AC  317, 
849-1988  a.m.  or  write  6725  Creekside  Lane,  Indianapolis,  Indiana  46220. 


OFFICE  WANTED  in  medical  complex  by  psychiatrist  who  wants  to 
relocate  practice  in  Texas.  C.  G.  Black,  M.D.,  1147  Memory  Lane,  Suite 
10  D,  Santa  Ana,  California  92706.  Telephone  AC  714,  836-1660. 


A WOMAN  GP  WANTS  SALARY  POSITION.  Approximately  40  hour 
week,  no  night  work,  San  Antonio  area ; and/or  will  assist  in  surgery. 
For  additional  information,  please  reply  to  Ad-315,  Texas  Medicine,  1801 
North  Lamar  Blvd,,  Austin,  Texas  78701. 


EXPERIENCED  BOARD  CERTIFIED,  NAVY  TRAINED  GENERAL 
SURGEON  desires  location  in  Texas  town  of  10,000-60,000  near  large 
body  of  water.  Prefer  small  group  or  solo  in  area  with  five  or  more 
busy  GP’s,  and  accredited  small  hospital.  Wants  varied  practice.  Experi- 
enced in  ob/gyn,  trauma,  plastic  and  some  chest.  Minimum  $36,000,  then 
partnership.  Please  reply  to  Ad-316,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  GASTROENTEROLOGIST  interested  in  practice 
with  another  gastroenterologist.  G.I.  group,  internal  medicine  group  or 
hospital  G.I. -liver  unit.  Please  reply  to  Ad-317,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701, 


UNIVERSITY  RADIOLOGIST— 32— board  certified.  Director  of  special 
procedures  in  a medical  school.  Desires  to  locate  in  south  or  west  in 
private  practice.  Would  prefer  Texas.  Trained  in  diagnosis,  isotopes,  and 
therapy,  but  prefer  diagnosis — especially  special  procedures.  Please  reply 
to  Ad-318,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 


For  Sale  or  For  Rent 


DILLION,  COLORADO — Luxury  condominium  on  lake,  sleeps  6,  auto- 
matic kitchen,  2 bedrooms,  2 bathrooms,  fireplace,  magnificent  view. 
Maid  service.  Ski  Arapahoe,  Keystone,  Vail,  Loveland,  and  Breckenridge. 
Summer — fishing,  sailing,  pool,  tennis,  $60  nightly  for  6,  less  by  week. 
S.  C.  Percefull,  M.D.,  3636  South  Lafayette,  Englewood,  Colorado  80110. 
Phone  AC  303,  781-7824. 

BEAUTIFUL  TEXAS  GULF  COAST  FRONT  ROW  BEACH  HOUSE 
for  rent  to  fellow  physicians  at  20%-30%  less  than  market.  Freeport. 
Air  conditioned.  One  hour  from  Houston  and  Astrodome.  Sleeps  eight. 
Electric  range,  refrigerator-freezer,  utensils,  shower.  Fishing,  swimming, 
surfing  and  good  restaurants  nearby.  Write  for  reservations  now.  J.  C. 
DeWitt,  M.D.,  611  South  Gordon,  Alvin,  Texas  77511.  Call  685-2343. 


SELLING 

BEAUTIFUL  EAST  TEXAS 
TOLEDO  BEND  COUNTRY 

We  specialize  in  investment  properties,  farms 
and  ranches. 

Management  and  syndication  services  available 
for  the  group  or  individual. 

Outstanding  opportunity  now  available  on  To- 
ledo Bend  Lake. 

TOWN  AND  COUNTRY  REAL  ESTATE 

214  Austin  St.  Center,  Texas 

713  598-5657 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

335-5942  336-7905 

Fort  Worth,  Texas 

LicMMcd  Adoption  Servioe  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Dipiomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  fumishad  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


TEXAS  MEDICINE 
Classified  Ads 
Gef  Results! 


Only  $6.00  for  50  words  that 
reach  over  11,500  readers 
each  month. 


See  full  details  on  previous  page. 
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Someone 
acutely  ill 
needs  this 
bed. 


It’s  available  because  of  Medicenter. 


Because  of  Medicenter,  this  hospital  bed  can  be  used 
by  someone  who  needs  it.  That’s  what  Medicenter  is 
all  about.  A recuperative  care  facility  specializing  in  the 
needs  of  patients  who  no  longer  require  the  intensive  care 
of  a general  hospital  and  who  are  on  the  road  to  recovery. 

But  that’s  only  part  of  the  Medicenter  story  . . . Beauti- 
fully carpeted  and  draped  patient  rooms,  tasty  foods,  rec- 
reation facilities,  physical  and  inhalation  therapy  are 
just  a few  of  many  luxurious  health  care  features  that 
make  recovery  in  the  Medicenter  as  pleasant  and  rapid 


as  possible.  The  Medicenter  is  within  minutes  of  acute 
care  facilities.  A professional  medical  staff  supervises 
all  recuperative  care  under  the  direct  orders  of  each  pa- 
tient’s personal  physician.  Room  rates  are  nominal  — 
about  one-half  the  cost  of  general  hospitals.  And  there’s 
a growing  list  of  insurance  companies  that  already  provide 
coverage  for  Medicenter  recuperation. 

The  Medicenter  is  a vital  addition  to  our  community’s 
health  care  system.  Get  to  know  the  Medicenter  soon.  Your 
visit  or  inquiry  is  welcome  anytime. 


MEDICENTER 

’ AMERK 

t 

flice  Place  to  §et  Well 

Medicenter  of  America  / Ariington  • Corpus  Christi  • El  Paso  • Fort  Worth,  Texas 
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I^oronary  artery 

Session  in  review 
Access  Program 


JUNE  1971 


(Enrbptt,  2futr  things,  mStmortal  ilf  oapital 

Anil  ©orb^tt  Climr 


306  Coleman  Street  Marlin,  Srxaa  Telephone:  WE 6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith.  M.D.,  F.A.C.S. 
D.  R.  Swetland,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 
James  S.  Buss^,  M.D. 

C.  G.  Brown,  M.D. 


EYE.  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 


TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
UROLOGY 

Howard  0.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  fonns  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


•Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterologry,  D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
*Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
•Ozro  T.  Woods,  M.D.,  Surgery.  Emphasizing  Tumors 
•Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halouit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

John  B.  Bourland.  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery.  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B. O.,  Ophthalmology 

•Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster.  M.D.,  D.A.B. O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
WUliam  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B. O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B. R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S..  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

Daniel  L.  Maddox,  D.D.S. , General  Dentistry 

William  N.  New,  M.D.,  Dermatology 

Landon  W.  Stewart,  M.D.,  Internal  Medicine 

William  S.  Wolff,  M.D.,  Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 

Richard  B.  Dulany.  M.D.,  Urology 

William  F.  Walton,  D.D.S.,  General  Dentistry 

Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


•Inactive  status 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  isone  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 


Synirin, 

AVDIOm  ^ tiO  ^D0IJTnl»AOalTAI  lit 


ASPmiN  5 GR.-^PeNTOBARBITAL  1/B  GR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
.safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* .8  mg,  (1/8  gr.) 

' May  be  habit  forrninK. 

Eederal  law  prohibits  dispensing  without  prescription 

DLSF^ENSED  IN  BOTTLES  OF  1 0 0 A N D 1 0 0 0 T A B L ETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 


A clinical  supply  of  this  new  aspirin  formulation  may  be  requested. 


When  disease  is  ruled  out 
and  psychie  tension  is  implicated 

\&lium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  reUef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
sahvation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2)2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose^  “'  packages  of  1000. 
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Patients  with  coronary 
artery  disease  may  benefit 
from  direct  coronary  artery 
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beginning  on  page  48 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 

conflict 

reported 


wsoDiiAiir 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufficiency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators^'^  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement^  ‘ and  observation  of  clinical  improvement.’’^ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition;  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  5i^:1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M. ; Angiology  77  ;190-192  (June)  1960.  (3)  Horton, 
G.  E.,  and  Johnson,  P.  C.,  Jr.;  Angiology  75:70-74  (Feb.)  1964. 

(4)  Dhrymiotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res.  lUlDllfl  Hi  iTiTTTTn 
^;124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology  IvluoU  111  1 1 1 tlliJ  1 1 
75:82-87  (Feb.)  1964.  uabo'^tor.es 
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/^sociation  & 

Texas’  62nd  Legislature  takes  action  on  numerous  health-related  bills; 
chiropractic  and  hospital  licensing  legislation  dies  in  regular  session 


The  62nd  Texas  Legislature,  which  was 
the  busiest  in  history,  considered  many 
more  medically  related  bills  than  any 
previous  Legislature. 

A number  of  these  bills  of  medical 
significance  have  already  been  signed 
by  Gov.  Preston  Smith.  Some  bills  were 
to  take  effect  immediately;  others 
must  wait  90  days  to  become  effec- 
tive; and  still  others  have  effective 
dates  stipulated. 

At  press  time,  some  bills  of  interest 
to  physicians,  which  have  been  fol- 
lowed through  the  legislative  process 
by  the  Texas  Medical  Association’s 
Council  on  Medical  Jurisprudence,  in- 
cluded: 

H.  B.  187 — This  legislation  provides 
that  minors  (13  years  and  older)  shall 
have  the  “capacity  to  consent  to  ex- 
amination and  treatment  by  a licensed 
physician  for  any  drug  addiction,  drug 
dependency,  or  any  condition  directly 
related  to  drug  use.”  The  act  was 
amended  to  include  the  provision  that 
"no  physician  legally  qualified  to  prac- 
tice medicine  in  this  state  shall  be 
liable  for  the  examination  and  treat- 
ment of  any  persons  under  the  provi- 
sions of  this  act,  except  for  his  own 
acts  of  negligence.”  Signed  by  the 
Governor  on  March  24;  to  take  effect 
immediately. 

S.  B.  387 — Relating  to  research  and 
experimentation  to  determine  the  ef- 
fects of  marijuana  use,  this  bill  estab- 
lishes a research  advisory  panel  that 
will  review  and  approve  or  disapprove 
all  research  projects  dealing  with  "nar- 
cotic and  dangerous  drugs.”  Signed  by 
the  Governor  on  April  28;  to  take  ef- 
fect in  90  days. 

S.  B.  160 — This  bill  allows  the  Co- 
ordinating Board,  Texas  College  and 
University  System,  to  contract  with  the 
Texas  College  of  Osteopathic  Medicine 
to  provide  for  the  education  of  under- 
graduate medical  students  who  are 
Texas  residents,  provided  that  no  pub- 
lic school  of  osteopathy  exists.  Signed 
by  the  Governor  on  May  17;  to  take 
effect  in  90  days. 

H.  B.  172 — This  piece  of  legislation 
permits  two  or  more  counties  to  create 
a medical  examiner  district  and  to 
maintain  jointly  the  office  of  the  medi- 
cal examiner.  The  bill  stipulates  that 
the  commissioners  courts  of  the  two 
or  more  counties  must  enter  into  the 


agreement;  the  district  must  include 
the  entire  area  of  the  counties  in- 
volved; the  combination  of  the  coun- 
ties into  a district  must  form  a con- 
tinuous area;  and  there  must  be  only 
one  medical  examiner  for  the  district. 
Signed  by  the  Governor  on  May  19; 
to  take  effect  in  90  days. 

S.  B.  175 — This  bill  was  approved 
by  the  TMA  Council  on  Medical  Juris- 
prudence. It  amends  the  Texas  Profes- 
sional Association  Act  so  that  profes- 
sional associations  formed  under  the 
act  will  have  automatic  approval  by 
the  Internal  Revenue  Service  and  will 
thus  qualify  for  corporation  tax  bene- 
fits. Signed  by  the  Governor  on  May 
10;  to  take  effect  immediately. 

S.  B.  373 — ^This  bill  authorizes  the 
Community  Centers  for  Mental  Health 
and  Mental  Retardation  services  to 
purchase  medicines  through  the  Board 
of  Control.  Signed  by  the  Governor  on 
April  12;  to  take  effect  immediately. 

H.  B.  63 — Terms  and  appointments 
of  the  Texas  State  Board  of  Examiners 
of  Psychologists  are  changed  in  this 
bill.  Terms  will  now  be  two,  four,  and 
six  rather  than  one,  two,  and  three 
years.  Signed  by  the  Governor  on  April 
20;  to  take  effect  immediately. 

S.  B.  254 — The  fee  charged  for  cer- 
tified copies  of  vital  records  issued  by 
the  Registrar  is  increased  by  50  cents 
(from  $1.50  to  $2)  in  this  bill.  Signed 
by  the  Governor  on  May  7;  to  take 
effect  Jan.  1,  1972. 

H.  B.  106 — This  is  one  of  many  vac- 
cination-inoculation-immunization bills 
introduced  into  the  Legislature.  This 
bill  requires  the  inoculation  or  vacci- 
nation at  an  appropriate  age  of  each 
child  who  enters  child-caring  institu- 
tions or  facilities  against  diphtheria, 
whooping  cough,  tetanus,  polio,  ru- 
bella, rubeola,  and  smallpox.  Signed 
by  the  Governor  on  April  26;  to  take 
effect  immediately. 

S.  B.  27 — Another  vaccination-inoc- 
ulation-immunization bill,  this  legisla- 
tion specifies  that  no  person  may  be 
admitted  to  any  elementary  or  sec- 
ondary school  unless  he  has  been  im- 
munized against  diphtheria,  rubeola, 
rubella,  tetanus,  poliomyelitis,  and 
smallpox.  Certain  exceptions  such  as 
endangering  health  or  violation  of  re- 
ligious beliefs  are  made.  Signed  by  the 


Governor  on  April  26;  to  take  effect 
immediately. 

S.  B.  245 — This  act  requires  coun- 
ties and  certain  cities  to  establish  a 
uniform  accounting  of  expenditures 
for  all  forms  of  welfare  assistance. 
Signed  by  the  Governor  on  May  17; 
to  take  effect  immediately. 

H.  B.  113 — This  legislation  serves 
to  protect  persons  who  file  a claim  or 
testify  at  hearings  concerning  a claim 
under  the  Workmen’s  Compensation 
Act.  Signed  by  the  Governor  on  May  7; 
to  take  effect  in  90  days. 

H.  B.  349 — This  bill  amends  the  pres- 
ent law  relating  to  payment  of  work- 
men’s compensation  claims  awarded 
prior  to  a determination  of  liability. 
Signed  by  the  Governor  on  May  11;  to 
take  effect  immediately. 

H.  C.  R.  63 — This  is  a resolution  me- 
morializing Congress  to  convert  Wes- 
ley Manor  in  Weslaco  into  a Veterans 
Administration  Hospital.  Signed  by  the 
Governor  on  May  18;  to  take  effect 
immediately. 

S.  B.  412 — ^This  legislation  author- 
izes the  transfer  of  land  of  the  Con- 
federate Women’s  Home  from  the  De- 
partment of  Mental  Health  and  Mental 
Retardation  to  the  State  Building  Com- 
mission. Signed  by  the  Governor  on 
May  17;  to  take  effect  in  90  days. 

S.  B.  543 — This  bill  provides  that 
fees  charged  by  the  Board  of  Voca- 
tional Nurse  Examiners  may  be  raised 
and  a charge  made  for  a re-examina- 
tion. Signed  by  the  Governor  on  May 
17;  one  part  to  become  effective  Oct. 
1,  1971,  and  the  balance  to  become 
effective  on  Nov.  1,  1971. 

H.  B.  403 — Changes  in  the  names 
of  two  state  tuberculosis  hospitals  are 
the  subject  of  this  bill.  The  official 
name  of  the  San  Antonio  State  TB 
Hospital  is  to  be  changed  to  San  An- 
tonio State  Chest  Hospital,  and  the 
Harlingen  State  TB  Hospital  is  to  be 
known  as  the  Harlingen  State  Chest 
Hospital.  Signed  by  the  Governor  on 
May  13;  to  take  effect  immediately. 

S.  B.  895 — This  act  authorizes  the 
Department  of  Public  Welfare  to  trans- 
fer and  spend  funds  for  the  Aid  to 
Families  with  Dependent  Children  Pro- 
gram. Signed  by  the  Governor  on  May 
10;  to  take  effect  immediately. 

S.  B.  730 — Passage  of  this  act 
makes  the  Workmen’s  Compensation 
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Assigned  Risk  Pool  responsible  for 
all  claims  against  insolvent  insurance 
companies.  Signed  by  the  Governor  on 
May  17;  to  take  effect  in  90  days. 

H.  B.  211 — This  bill  provides  that 
in  addition  to  the  treatment  of  tuber- 
culosis, the  Harlingen  State  Tubercu- 
losis Hospital  may  create  a pilot  pro- 
gram to  treat  persons  afflicted  with 
other  chronic  diseases  of  the  respira- 
tory system,  regardless  of  the  diag- 
nosis. Signed  by  the  Governor  on  June 
1;  to  take  effect  immediately. 

Several  other  health-oriented  bills 
have  passed  the  Legislature  and  are 
awaiting  the  Governor's  signature. 
These  bills  include  the  following: 

S.  B.  149 — ^This  act  provides  for  the 
protection  of  children  from  abuse  and 
neglect.  It  includes  a provision  that 
gives  persons  reporting  abuse  immun- 
ity from  prosecution  unless  reporting 
in  bad  faith  or  malice.  The  waiver  of 
privilege  includes,  but  is  not  limited  to, 
physicians,  ministers,  lawyers,  coun- 
selors, hospitals,  clinics,  day-care  cen- 
ters, and  schools. 

H.  B.  541 — A companion  bill  to 
S.  B.  149,  this  legislation  provides  for 
mandatory  reporting  of  suspected  cas- 
es by  any  person  who  has  cause  to 
believe  that  a child  is  being  abused  or 
neglected.  Oral  and  written  reports 
should  be  filed  with  the  County  Child 
Welfare  Unit  or  the  county  agency  re- 
sponsible for  the  protection  of  juve- 
niles, or  with  any  local  or  state  law 
enforcement  agency.  Immunity  from 
liability,  civil  or  criminal,  will  be  grant- 
ed to  reporting  persons.  A central  reg- 
istry shall  be  established  and  main- 
tained in  Austin  by  the  Texas  State 
Welfare  Department. 

H.  B.  66 — Dealing  with  disaster,  this 
bill  allows  certain  groups  (i.e.,  the  Red 
Cross,  etc.)  to  be  designated  as  the 
official  defense  and  disaster  relief 
agents  in  the  state. 

H.  B.  139 — A synopsis  of  this  bill 
reads:  “The  Texas  Department  of  Men- 
tal Health  and  Mental  Retardation  shall 
establish  for  persons  dependent  on 
narcotic  drugs  a treatment  program 
that  involves  the  supplying  of  synthet- 
ic narcotic  drugs  by  prescription  to 
such  persons  under  close  supervision 
and  control.  The  patient  shall  be  re- 
sponsible for  the  cost  of  the  urinalysis, 
all  drugs  administered  to  him  under 
the  program,  and  routine  visits.” 

H.  B.  89 — This  legislation,  in  effect, 
amends  the  Good  Samaritan  Act  by 
adding:  “No  person  legally  qualified  to 
practice  medicine  in  this  state  shall 


be  liable  in  civil  damages  who  in 
good  faith  administers  emergency  care 
which  is  outside  his  specialty  field  in 
a hospital  emergency  room  for  acts 
performed  during  the  emergency  if  (1) 
he  administered  the  emergency  treat- 
ment because  no  one  else  was  avail- 
able, and  (2)  the  acts  are  not  willfully 
or  wantonly  negligent.”  An  additional 
amendment  provides  “if  the  care  is 
not  rendered  for  remuneration  or  with 
the  expectation  of  remuneration.” 

H.  B,  261 — This  bill  authorizes  and 
regulates  the  use  and  performance  of 
chemical  tests  of  blood,  breath,  and 
urine  under  certain  conditions  of  motor 
vehicle  drivers  to  determine  intoxica- 
tion. Any  person  who  operates  a vehi- 
cle upon  the  public  highways  shall  be 
deemed  to  have  given  consent. 

S.  B.  334 — This  bill  establishes  a 
Board  of  Physical  Therapy  Examiners 
and  requires  licensure  of  physical  ther- 
apists, who  shall  be  required  to  prac- 
tice physical  therapy  under  doctor  re- 
ferral only. 

One  piece  of  legislation  concern- 
ing chiropractic  was  also  passed  and 
signed  by  the  Governor  after  an 
amendment  was  made  directed  against 
“enlarging  the  scope  of  chiropractic” 
and  to  prohibit  chiropractors  from  ad- 
vertising as  a “specialist  in  x-ray  spinal 
analysis.”  As  approved,  S.  B.  327  basi- 
cally deals  with  internal  powers  of  the 
Texas  Board  of  Chiropractic  Examiners. 

H.  B.  427,  which  provided  that  every 
policy  of  accident  and  sickness  insur- 
ance would  be  required  to  include 
chiropractic,  optometric,  and  podiatry 
services  in  addition  to  medical  care 
rendered  by  licensed  physicians,  died 
during  the  session.  But,  the  bill  had 
been  passed  by  the  House  and  report- 
ed favorably  out  of  a Senate  commit- 
tee. No  vote  on  the  bill  was  taken  dur- 
ing the  regular  session  in  the  Senate. 

All  three  bills  concerning  hospital 
licensing — S.  B.  562,  H.  B.  627,  and 
S.  B.  404 — died  also.  S.  B.  562  which 
would  have  required  the  licensing,  in- 
spection, and  regulation  of  medical 
care  facilities  and  would  have  provided 
for  the  issuance  of  certificates  of  need 
by  a council  was  sent  to  a Senate  sub- 
committee, but  no  action  was  taken. 
Likewise,  no  action  was  ever  taken  on 
its  companion  bill,  H.  B.  627,  or  on  an- 
other hospital  licensing  bill,  S.  B.  404. 

A financial  boost  from  the  state  was 
given  to  Baylor  College  of  Medicine 
with  the  passage  of  the  state’s  spend- 
ing bill  on  the  last  day  of  the  regular 
session.  Legislators  approved  an  appro- 


priation of  $21/2  million  for  each  year 
of  the  biennium,  starting  Sept.  1,  1971, 
for  Baylor.  The  Coordinating  Board, 
Texas  College  and  University  System, 
will  determine  and  allocate  to  Baylor 
an  amount  per  student  enrolled  equal 
to  the  cost  of  a medical  education  in 
public  medical  schools  in  the  state. 


AMA  council  releases 
statement  on  rise  of  VD 

In  view  of  the  alarming  increase  in  re- 
ported cases  of  infectious  syphilis  and 
because  gonorrhea  is  now  pandemic 
in  the  United  States,  the  Council 
on  Environmental  and  Public  Health, 
American  Medical  Association,  has  re- 
leased the  following  statement  for  the 
information  and  guidance  of  medical 
societies: 

“The  American  Medical  Association 
Council  on  Environmental  and  Public 
Health  reports  that  gonorrhea  ranks 
first  and  syphilis  third  among  the  re- 
portable communicable  diseases  in 
the  United  States.  For  the  year  ending 
June  30,  1970,  infectious  syphilis 

rates  were  8%  higher  nationally  than 
a year  earlier,  with  annual  increases 
spread  over  33  states  and  an  esti- 
mated incidence  between  70,000  and 

80.000  reported  cases;  there  are 

250.000  cases  of  all  forms  of  syphilis 
estimated  to  be  diagnosed  and  treated 
each  year. 

“At  the  same  time,  gonorrhea  mor- 
bidity exceeded  573,000  reported 
cases.  Gonorrhea  is  pandemic  in  the 
United  States,  with  an  estimated  two 
million  cases. 

“The  council  urges  medical  socie- 
ties to  acquaint  their  membership 
with  the  growing  and  alarming  dimen- 
sions of  the  VD  problem.  Physicians 
should  take  all  appropriate  measures 
to  reverse  the  rise  in  venereal  disease 
and  bring  it  under  control. 

“Physicians  in  private  practice  treat 
approximately  80%  of  the  syphilis 
and  gonorrhea  that  comes  to  diagno- 
sis, but  report  to  public  health  depart- 
ments only  one  out  of  every  eight 
cases  of  syphilis  and  one  out  of  every 
nine  cases  of  gonorrhea  they  treat. 
Physicians  should  assist  public  health 
departments  by  reporting  the  VD  cases 
they  treat.  Medical  societies  are  urged 
to  cooperate  and  give  broad  support 
to  public  health  authorities.  Much  ef- 
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fort  must  still  be  made  by  health  de- 
partments and  medical  societies  to 
foster  mutual  trust  so  that  public  and 
private  medicine  can  work  effectively 
for  the  control  of  both  syphilis  and 
gonorrhea. 

“The  council  also  urges  medical 
societies  to  continue  efforts  for  the 
enactment  of  state  laws  to  permit 
physicians  legally  to  treat  VD  cases  of 
minors  without  obtaining  parental  con- 
sent. Currently,  35  states  have  laws 
and  6 states  have  attorneys  gener- 
al’s opinions  permitting  treatment  of 
minors  for  VD  without  permission  of 
parents.  Such  sanction  is  not  provided 
in  the  states  of  Alabama,  Arizona, 
Georgia,  Mississippi,  Minnesota,  Mis- 
souri, Ohio,  Wisconsin,  and  Wyoming. 

“There  are  also  11  states  which  do 
not  have  laws  or  regulations  requiring 
all  serological  laboratories  to  report  re- 
active specimens  by  name  of  patient 
and  physician  to  the  health  depart- 
ment. They  are  Alaska,  Arkansas,  Colo- 
rado, Idaho,  Indiana,  Louisiana,  Maine, 
Massachusetts,  North  Dakota,  South 
Dakota,  and  Washington.  Experience 
has  shown  that  many  serologic  labora- 
tories refuse  to  report  names  of  reac- 
tors to  the  public  health  department 
until  it  is  required  by  law  or  regulation. 

“The  American  Medical  Association 
is  making  VD  a national  theme  for 
Community  Health  Week  in  1971,  with 
suggested  dates  of  October  17-23.  In- 
formational and  promotional  material 
will  be  available  for  medical  societies. 
The  AMA  publication  PR  Doctor,  Janu- 
ary 1971,  featured  the  problem  of 
venereal  disease,  which  included  re- 
ports of  excellent  programs  under  way 
by  state  medical  societies. 

“The  council  encourages  the  publi- 
cation of  more  articles  in  professional 
journals  on  venereal  disease  and  its 
control  for  the  guidance  of  the  pro- 
fession. Medical  societies  are  asked  to 
support  education  of  patients  and  the 
public  through  more  extensive  and 
imaginative  use  of  all  available  media 
and  through  school  curricula.” 


Frank  C.  Barton,  secretary  of  the 
AMA,  commented  in  a letter  accom- 
panying the  statement  that  “the  prob- 
lems of  VD  are  many:  permissiveness, 
limited  staffs  in  public  health  depart- 
ments, insufficient  funds,  reluctance 
on  the  part  of  physicians  to  report  VD 
cases,  and  ignorance  on  the  part  of 
the  public  about  the  dimensions  of  VD 
prevention  and  treatment." 

The  Texas  Medical  Association, 
through  its  Council  on  Public  Rela- 
tions and  Public  Service,  initiated  a 
program  in  November,  1970,  aimed  at 
educating  the  public,  especially  young 
persons,  about  the  dangers  of  syphilis 
and  gonorrhea.  Billboards  provided  as 
a public  service  by  Texas  outdoor  ad- 
vertising firms  told  young  people  about 
VD  “in  their  own  language.”  Some  250 
posters  proclaiming  “V.D.  is  sex  pol- 
lution” appeared  in  all  areas  of  the 
state  during  November.  Pamphlets  on 
VD  are  still  available  to  interested 
county  societies  and  individual  physi- 
cians. 

Dr.  James  H.  Sterner  of  Houston  is 
a Texas  physician  currently  serving  on 
the  AMA  Council  on  Environmental 
and  Public  Health. 

Autopsy  services  ruled 
as  CHAMPUS  benefit 

Autopsies  performed  on  beneficiaries 
of  the  Civilian  Health  and  Medical 
Program  of  the  Uniformed  Services 
(CHAMPUS)  are  considered  a diagnos- 
tic service  and  are  payable  as  a pro- 
gram benefit,  according  to  a recent 
clarification  of  policy  by  program  offi- 
cials. 

An  exception  to  this  ruling,  however, 
is  that  CHAMPUS  will  not  cover  an 
autopsy  ordered  by  a city,  county, 
state,  or  similar  jurisdiction.  In  that 
case,  the  service  should  be  paid  for 
by  the  ordering  jurisdiction. 

All  charges  related  to  the  autopsy 
are  also  payable,  note  CHAMPUS  offi- 
cials, including  the  charge  for  the  au- 
topsy room  and  transportation  of  the 
body  by  ambulance. 


Radiologic  college  offers 
home-study  quizzes 

In  recognition  of  the  great  need  for 
self  evaluation  and  continuing  educa- 
tion, the  American  College  of  Radiology 
has  prepared  home-study  tests  and 
syllabus  sets  for  its  members  and  other 
physicians. 

The  home-study  kits  will  provide 
radiologists  and  other  doctors  with  a 
means  of  assessing  the  current  level  of 
their  knowledge  and  will  provide  guid- 
ance for  doing  follow-up  study  in  vari- 
ous areas  of  diagnostic  radiology. 

The  self-evaluation  and  education 
kits  were  prepared  under  direction  of 
the  ACR  Committee  on  Professional 
Self  Evaluation  and  Continuing  Educa- 
tion. 

The  first  test  sets  will  be  mailed  to 
enrollees  in  the  fall  of  this  year.  The 
cost  to  enroll  is  $45  for  ACR  members, 
$35  for  residents,  and  $65  for  non- 
members. Checks  should  be  sent  to 
the  American  College  of  Radiology, 
20  N.  Wacker  Dr.,  Chicago,  III.  60606. 

The  self-evaluation  tests  and  sylla- 
bus materials  will  be  available  as  sepa- 
rate units  in  the  following  areas  of 
radiologic  diagnosis:  chest,  bone,  gas- 
trointestinal tract,  genitourinary  tract, 
and  head  and  neck.  The  materials  on 
the  chest  will  be  available  first,  and 
the  tests  on  the  remaining  systems 
will  be  mailed  at  approximately  three- 
month  intervals. 

On  the  construction  of  test  items, 
the  ACR  committeemen  worked  in  co- 
operation with  the  staff  of  the  National 
Board  of  Medical  Examiners. 

Scores  on  the  tests  will  be  kept  in 
the  strictest  confidence,  and  only  the 
doctor  will  know  his  score.  The  cumu- 
lative results  will  provide  profiles  that 
will  enable  the  American  College  of 
Radiology,  national  societies,  and 
training  institutions  to  plan  more  effec- 
tive curricula  for  continuing  education 
and  refresher  courses. 
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TEXAS  MEDICAL  ASSOCIATION 


MEDITERRANEAN  ADVENTURE 

AIR/SEA  CRUISE 

DEPARTING  DALLAS  AND  HOUSTON  ON  OCTOBER  13,  1971 


DISCOVER  THE  GREAT  CLASSICAL  SITES 
OF  THE  MEDITERRANEAN  AND  GREEK  ISLES. 


Send  to:  TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN.  TEXAS  78701 


Enclosed  is  my  check  for  $ _ 
($100  per  personas  deposit.) 


Name 


Phone 


Exclusive  Mediterranean  Adventure  Features: 

• Direct  flights  via  chartered  private  jets. 

• First  class  luxury  on  the  chartered  Cunard 
cruise  liner  CAR  MAN  I A. 

• Total  passengers  limited  to  much  loss  than 
ship  capacity. 

• All  meals  of  the  finest  international  cuisine. 
« Generous  70  pound  baggage  allowance. 

• Expedited  Customs  formalities. 

• Daily  optional  shore  excursions. 

• Duty  free  shopping  on  board  and  ashore. 

• Never  any  regimentation— do  as  you  please. 


Home  Address 


Our  Mediterranean  Adventure  will  be  an  un- 
forgettable holiday.  Cruise  to  the  French 
Riviera,  Naples.  Sicily,  Malta,  Turkey,  the  Greek 
Isles  and  Athens.  Prices  start  from  $895.  Space 
is  strictly  limited.  We  urge  you  to  complete 
the  reservation  form  below  and  mail  it  to  us 
today! 


City  State  Zip  Code 

□ Please  send  full  color  brochure. 


Ortho-Novum  l/50n21  is  for  people. 

People  who  want  no  more  hormonal  activity  than 
is  needed  for  effective  contraception  — 

50  meg  of  mestranol  and  1 mg  of  norethindrone. 

People  who  want  a pill  to  stay  with  — like  the 
1,719  patients  on  Ortho-Novum  1 /50u21  in  a 
controlled  study.  Of  these,  only  2.3%  dropped 
out  for  drug-related  reasons.^ 


People  who  appreciate  / ^ 


the  unique  qualities  of 
the  Dialpak'^—theTablet 
Dispenser  preferred 
by  an  overwhelming 
majority  of  women.^ 

People  who  like  the 
simplicity  of  the  21-day 
regimen ...  5 weeks  on, 
1 week  off. 


Yes,  Ortho-Novum  1 /50u21  is  for  people.  That’s 
why  people  are  for  Ortho-Novum  1 j 50  u21. 


1.  Data  on  file,  Ortho  Research  Foundation,  Raritan,  N.  J.,  2.  Oral  Contraceptive 
Packaging  Test,  Suburban  Research  Associates,  Ridgewood,  N.  J.,  June  1970. 

0rtho-Novuml/50°2l 

tRAOEMARK 

Each  tablet  contains  1 mg  norethindrone 
and  0.05  mg  mestranol 


See  nest  page  jar  prescribing  injornuttion. 


Ortho-Novuml/50°2I 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone  and  0.05  mg  mestranol 


PRESCRIBING  INFORMATION 


DESCRIPTION:  Each  ORTHO  NOVUM  l/50a21  Tablet  contains  1 mg  of  the 
potent  progestational  substance,  norethindrone  (17  a/pha-ethinyl-17-hydroxy- 
4-estren-3-one)  together  with  0.05  mg  of  the  estrogenic  compound,  mestranol 
(ethinyl  estradiol  3-methyl  ether). 

SPECIAL  NOTE:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than 
that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  the  studies  conducted  in 
both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  ele- 
vated blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long  term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
neither  be  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

INDICATION:  Contraception. 

CONTRAINDICATIONS:  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions. 

2.  Markedly  impaired  liver  function. 

3.  Known  or  suspected  carcinoma  of  the  breast. 

4.  Known  or  suspected  estrogen  dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital  bleeding. 

WARNINGS:  1.  The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmo- 
nary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  in  Great  Britain'-^  leading  to  this  conclusion, 
and  one'’  in  this  country.  The  estimate  ot  the  relative  risk  of  thromboembo- 
lism in  the  study  by  Vessey  and  DolP  was  about  seventold,  while  Sartwell  and 
associates  in  the  United  States  found  a relative  risk  ot  4.4,  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease  with- 
out evident  cause  as  non-users.  The  American  study  also  indicated  that  the 
risk  did  not  persist  after  discontinuation  of  administration,  and  that  it  was 
not  enhanced  by  long  continued  administration.  The  American  study  was 
not  designed  to  evaluate  a difference  between  products.  However,  the  study 
suggested  that  there  might  be  an  increased  risk  of  thromboembolic  disease 
in  users  of  sequential  products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable, 

2.  Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn. 

3.  Since  the  safety  ot  ORTHO-NOVUM  l/50n21  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed  two 
consecutive  periods,  pregnancy  should  be  ruled  out  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule,  the  possibility  of  pregnancy  should  be  considered  at  the  time  of 
the  first  missed  period, 

4.  A small  fraction  ot  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  ot  mothers  receiving  these  drugs.  The  long  range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

PRECAUTIONS:  1.  The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals. 

2.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  ORTHO-NOVUM  l/50a21.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  ORTHO-NOVUM  1/50d21,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  tor  two  months. 

3.  Under  the  intiuence  of  estrogen-progestogen  preparations,  pre-existing 
uterine  tibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause  some  degree  of  fluid  retention,  condi- 
tions which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  caretui  observation. 

5.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vagi- 
nam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed- 
ing per  vaginam,  adequate  diagnostic  measures  are  indicated. 

6.  Patients  with  a history  of  psychic  depression  should  be  carefullyobserved 
and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree. 


7.  Any  possible  influence  of  prolonged  ORTHO-NOVUM  l/50n21  therapy 
on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study. 

8.  A decrease  in  glucose  tolerance  has  been  observed  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  ORTHO-NOVUM  1/50D21  therapy, 

9.  The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treat- 
ment with  ORTHO-NOVUM  1/50D21  may  mask  the  onset  of  the  climacteric. 

10.  The  pathologist  should  be  advised  of  ORTHO-NOVUM  1/50d21  therapy 
when  relevant  specimens  are  submitted. 

11.  Susceptible  women  may  experience  an  increase  in  blood  pressure  follow- 
ing administration  of  contraceptive  steroids. 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRA- 
CEPTIVES: A statistically  significant  association  has  been  demonstrated  be- 
tween use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
Thrombophlebitis  Pulmonary  embolism  Cerebral  thrombosis 

Although  available  evidence  is  suggestive  ot  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions; 

Neuro-ocular  lesions,  e g.,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives: 


Edema 

Chloasma  or  Melasma 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Mental  depression 
Change  in  weight 
(increase  or  decrease) 


Nausea 
Vomiting 

Gastrointestinal  symptoms 
(such  as  abdominal 
cramps  and  bloating) 

Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Breast  changes;  tenderness,  enlargement  and  secretion 
Changes  in  cervical  erosion  and  cervical  secretions 
Suppression  ot  lactation  when  given  immediately  post-partum 
Rise  in  blood  pressure  in  susceptible  individuals 

Although  the  following  adverse  reactions  have  been  reported  in  users  ot  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted; 

Anovulation  post  treatment;  Premenstrual-like  syndrome;  Changes  in 
libido;  Changes  in  appetite;  Cystitis-like  syndrome;  Headache;  Nervousness; 
Dizziness;  Fatigue;  Backache;  Hirsutism;  Loss  of  scalp  hair;  Erythema  multi- 
forme; Erythema  nodosum;  Hemorrhagic  eruption;  Itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives; 

Hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests; 

Coagulation  tests;  increase  in  prothrombin.  Factors  VII,  VIII,  IX,  and  X; 
Thyroid  function;  increase  in  PBI,  and  butanol  extractable  protein  bound 
iodine  and  decrease  in  T^  uptake  values; 

Metyrapone  test;  Pregnanediol  determination. 

DOSAGE  AND  ADMINISTRATION:  The  dosage  of  ORTHO-NOVUM  1/50D21  for 
the  initial  cycle  of  therapy  is  one  tablet  administered  daily  from  the  5th 
through  the  25th  day  of  the  menstrual  cycle,  counting  the  first  day  of  men- 
strual flow  as  "Day  1".  The  use  of  ORTHO-NOVUM  l/50n21  for  contracep- 
tion can  be  initiated  immediately  postpartum.  (If  ORTHO-NOVUM  1/50D21 
is  first  taken  later  than  the  fifth  day  of  the  first  menstrual  cycle  of  medica- 
tion or  postpartum,  contraceptive  reliance  should  not  be  placed  on  ORTHO- 
NOVUM  l/50n21  until  after  the  first  seven  consecutive  days  of  administra- 
tion. The  possibility  of  ovulation  and  conception  prior  to  initiation  of  medi- 
cation should  be  considered.)  For  subsequent  cycles,  no  tablets  are  taken 
for  7 days,  then  a new  course  is  started  of  one  tablet  a day  for  21  days.  The 
dosage  regimen  then  continues  with  7 days  of  no  medication  followed  by 
21  days  of  medication,  instituting  a three  weeks  on,  one  week  off  dosage 
regimen. 

HOW  SUPPLIED:  ORTHO-NOVUM  l/50a21  Tablets  (as  yellow  unscored  tab- 
lets with  "Ortho"  and  "1"  debossed  on  each  side)  are  available  in  DIALPAK* 
Tablet  Dispenser  containing  21  tablets  and  DIALPAK  3-cycle  Tablet  Dis- 
penser containing  63  tablets  arranged  tor  3 cycles  of  administration. 
REFERENCES:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thromboembolic  Disease.  J.  Coll.  Gen.  Pract.,  13:267-279,  1967.  2.  In- 
man, W.  H.  W.  and  Vessey,  M.  P.  Investigation  of  Deaths  from  Pulmonary  Coro- 
nary and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing 
Age,  Brit.  Med.  J.,  2:193-199,  1968.  3.  Vessey,  M.  P.  and  Doll,  R.  Investigation 
of  Relation  between  Use  ot  Oral  Contraceptives  and  Thromboembolic  Dis- 
ease, A Further  Report,  Brit.  Med.  J.,  2:651-657,  1969.  4.  Sartwell,  P.  E.,  Masi, 
A.  T.,  Arthes,  F.  G.,  Greene,  G.  R.,  and  Smith,  H.  E.,  Thromboembolism  and 
Oral  Contraceptives:  An  Epidemiological  Case-Control  Study, 

Am.  J.  Epidem.  90:365-380,  (Nov.)  1969.  ’trademark 
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An  interestt^ 


...  a vital  element  in  the  Devereux 
therapeutic  camping  programs. 
Opportunities  for  the  development  of 
meaningful  individual  relationships 
with  mature,  understanding  staff 
members  provide  a fundamental 
treatment  basis. 

Residential  camps  In  Pennsylvania, 
California,  Texas,  Massachusetts  and 
Maine  for  emotionally  disturbed  and 
mentally  retarded  children  and 
young  adults. 


DEVEREUX 
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Helena  T.  Devereux 

Founder  and  Consultant 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 

^ The  concept  of  chemotherapy  plus  the 

physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients- — Double  Blind  Study) 
T.  Jakobovits 

Fertiiity  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


/ 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


_L 


Choice  of  4 strengths: 

Android  Android-HP 


Android-X  Android-Plus 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..3.Smg. 
Thyroid  Eit.(1/6cr.)  ..lOmf. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  too.  600.  1000. 
REFCRTO 

Ipdr 


HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.fVa  gr.)  ..  .30mg. 

Glutamic  Acid SO  mg. 

Thiamine  HCL .10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  SOO.  1000. 


EXTRA  HICK  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Eit.  (I  gr.)  64  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  SOO. 


WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Eit.(V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .2S0  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoiine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.S  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Co.tr>lnilic.llons:  Android  is  contraindicsled  in  patients  wUh  prostatic 

disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  m heart  disease  and  hypertension. 

warnings:  Large  dosages  may  cause  anoreiia.  nausea,  vomiting  abdominal  pain,  diarrhea,  headachy 
dizziness,  lethargy,  paresthesia,  shin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions;  Since  Androgens,  in  general,  tend  to  promote  retention  of  s®dium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Roterencer  1.  Montooano.  P.,  and  Evangelista,  I.  Methyltestosterone-thyroid  treatment  of  selij^ 
impotence.  Clm  Med  12  69.  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosteron^ 
thyroid  compound.  West  Med  5:67.  1964.  3.  Titelf,  A.  S-Methvltestosterone-thyroid  m treating  unpoten 
Gen  Prac  25:6,  1962,  4.  Heilman,  1.,  BradlQw,  H.  L..  Zumoff,  B.,  Fukushima,  0.  A-.  o-jf* 

Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  E^ocr  19:936, 
1959  5.  Farris.  E.  J..  and  Colton.  S.  W.  Effects  of  L-thyromne  and  liothyronlne  on  spermatogenes  ^ 
J Urol  79  863  1958.  6.  Osol,  A.,  and  Farrar,  C.  E.  United  States  Dispensatory  (ed.  25).  Lippmeott,  Phila- 
delphia 1955  p 1432.  7.  Wershub,  L.  P.  Sesual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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THE  BROWN  PHARMACEUTICAL  CO,,  INC.  2500  West  6th  Street.  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOFl 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
; aging  patients  showed  striking  improvement. 

I ♦A  Oouble-BIfnd  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  Jrnl,.  of 
the  Amer,  Ger.  Soc.  June,  1964  


i 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains:  : 

Pentyienetetrazole 

Nicotinic  Acid J52 

Ascorbic  Acid 

Thiamine  HCI 

l-Giutamlc  Acid : 50  mg. 

Niacinamide 5 mg. 

Riboflavin ? 

Pyridoxine • • ^ *^9* 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  8 oz.  botties. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentyienetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  v/ill  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  it  the 
patient  is  forewarned  to  expect  the  reaction.  |PP1| 


Write  for  literature  and  samples,.. 

THE  BROWN  PHARMACEUTICAL  CO. 
f2500W,  6th  St., Los  Angeles, Calif. 90057  : 
Write  for  Product  Catalog 
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TEXAS  MEDICINE 


What  T exas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUAIIY  mOEMNny  EXDHANBE 

754  Insurance  Exchange  Building  • Denver,  Colo.  80202  • (303)  825-0161 
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Hot  spots  on  her  bikini  are  one  thing. 


Tinea  versicolor  spots  on  her  body  are 
something  else.  The  specific  solution  is 
TINVER*-the  likeable  lotion  that 
provides  a 25%  sodium  thiosulphate 
solution  without  unpleasant  odor. 
With  TINVER,  a colloidal  alumina 
suspension  allows  controlled,  gradual 
release  of  nascent  sulphur  so  there’s  never 
any  unpleasant  odor— just  pleasant 
acceptance  by  your  patients. 
Cleansing,  keratolytic  salicyMc  acid  has 
also  been  added  to  enhance  the 
penetration  of  the  fungicide  and  assure 
more  dependable  results. 


Tinver 

<Bodium  ihioaulphate  25%, 
salicylic  acid  1%) 

The  pleasant 
solution  to 
tinea  versicolor. 


Description:  Sodium  thiosulfate  25%; 
salicylic  acid  1%;  isopropyl  akohol 
10%;  propylene  glycol;  menthol; 
disodium  edetate;  colloidal  alumina; 
purified  water.  Indications:  For 
topical  use  in  the  treatment  of  tinea 
versicolor  (M alassezia  furfur  infection ). 
Administration:  Thoroughly  wash,  rinse 
and  dry  the  affected  areas  before 
application  of  medication.  Apply  a thin 
film  of  lotion  twice  a day  or  as  directed. 
Although  diagnostic  evidence  of  the  disease 
may  disappear  in  a few  days,  it  is  advisable 
to  continue  the  treatment  for  a much 
longer  period.  Clothing  should  be  boiled  to 
prevent  reinfection.  Precautions:  If  signs  of 
irritation  or  sen^tivity  develop, 
discontinue  use.  Do  not  use  on  or  about  the 
eyes.  Supply:  oz.  and  new  economy 

12-fl.  oz.  plastic  squeeze  bottles, 

BameS’Hind  Laboratories 
Subsidiary  of  Bames-Hind 
Pharmaceuticals,  Inc. 

Sunnyvale,  Califomia  94086. 

Makers  of  the  fine  line  of  dermatological 
products ...  Komed*HC,  Barsefe*HC, 
Tinver^and  Heb*“Cort  MC. 


stroke:  ‘The  Diagnosis  and  Treatment 
of  the  Stroke  Patient”  will  be  offered 
through  the  department  of  postgradu- 
ate education  at  UT  Southwestern 
Medical  School  at  Dallas.  The  program 
is  sponsored  by  the  Regional  Medical 
Program  of  Texas  and  will  be  held 
June  25-26.  All  aspects  of  diagnosis, 
medical  management,  surgical  man- 
agement and  rehabilitation  procedures 
for  the  stroke  patient  will  be  discussed 
by  members  of  the  Stroke  Demonstra- 
tion Program  at  Presbyterian  Hospital 
in  Dallas.  The  purpose  of  the  program 
is  to  provide  the  physician  with  the 
most  up-to-date  techniques  available 
in  diagnosis,  and  the  most  up-to-date 
methods  of  treatment  and  rehabilita- 
tion. 

Dr.  Richard  R.  North,  Presbyterian 
Hospital  of  Dallas,  8200  Walnut  Hill 
Lane,  Dallas  75231,  may  be  contacted 
for  more  information. 


Pediatrics:  The  Department  of  Pedi- 
atrics and  the  Office  of  Postgraduate 
Medical  Education,  University  of  Colo- 
rado School  of  Medicine,  will  present 
the  14th  annual  postgraduate  course 
in  pediatrics  at  Aspen  High  School  in 
Aspen,  Colo.,  July  11-14.  Workshops 
on  advances  in  the  understanding  of 
puberty,  management  of  adolescent 
groups,  and  techniques  in  the  evalua- 
tion of  adolescent  problems  in  clinical 
practice  will  be  offered.  Clinical  and 
hospital  management  of  the  adoles- 
cent, health  care  planning,  diagnosis 
and  management  of  thyroid  disease  in 
adolescents,  the  adolescent  with  head- 
aches, acne,  obesity,  and  venereal 
disease,  and  the  battered  adolescent 
will  be  discussed. 

Tuition  fee  is  $90.  The  course  is 
approved  for  18  prescribed  hours  by 
the  AAGP.  To  register,  contact  the 
Office  of  Postgraduate  Medical  Educa- 
tion, University  of  Colorado  School  of 
Medicine,  4200  East  Ninth  Ave.,  Den- 
ver 80220. 


Nuclear  Medicine:  A symposium  in 
“Clinical  Nuclear  Medicine”  will  be 
sponsored  by  Southwestern  Nuclear 
Medicine  Consultants,  July  17,  at  the 
Sheraton-EI  Paso  Motor  Inn,  El  Paso. 
The  diagnosis  of  pulmonary  emboli 
and  other  pulmonary  perfusion-venti- 


lation abnormalities,  diagnostic  meth- 
ods useful  in  general  neurological 
problems,  clinical  application  of  blood 
volume  determinations  in  problems  of 
fluid  balance,  hematologic  disease  and 
shock,  diagnosis  of  focal  and  diffuse 
liver  disease  and  evaluation  of  hepatic 
function  using  radionuclides,  diagno- 
sis and  therapy  for  common  thyroid 
disease  and  thyroid  cancer,  a sensi- 
tive aid  to  diagnosis  and  prognosis  of 
carcinoma  based  on  detection  of  in- 
creased bone  turnover,  and  the  role 
of  nuclear  medicine  today  are  topics 
to  be  discussed. 

This  program  is  acceptable  for  5 
elective  hours  by  the  AAGP  and  regis- 
tration fee  is  $7.  Write  to  Dr.  Wilbur 
J.  Strader,  2101  N.  Oregon,  Suite  1, 
El  Paso  79902,  for  more  information. 


Internal  Medicine:  The  seventh  annual 
course  in  internal  medicine,  sponsored 
by  University  of  Colorado  School  of 
Medicine,  will  be  held  at  the  YMCA 
Conference  Center  in  Estes  Park,  Colo., 
July  20-24.  Separate  days  will  be  de- 
voted to  endocrinology,  hematology, 
infectious  diseases,  pulmonary  dis- 
eases, and  renal  diseases.  Tuition  for 
the  five-day  course  is  $100. 

For  detailed  programs  and  registra- 
tion information,  write  to  the  Office  of 
Postgraduate  Medical  Education,  Uni- 
versity of  Colorado  School  of  Medicine, 
4200  East  Ninth  Ave.,  Denver  80220. 


Nuclear  Medicine:  July  26-30  are  the 
dates  of  a course  entitled,  “Nuclear 
Medicine — Its  Use  in  Defining  Dis- 
ease,” sponsored  by  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton and  UT  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston.  The 
course  is  designed  for  both  the  general 
practitioner  and  the  specialist  and  will 
take  place  at  UT  M.D.  Anderson  Hos- 
pital. Fee  for  the  course  is  $100.  Con- 
tact: Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton, PO  Box  20367,  Houston  77025. 


Gastroenterology:  “Inflammatory  Dis- 
ease of  the  Gut,”  sponsored  by  the 
American  Gastroenterological  Associa- 
tion, will  be  held  July  29-31,  in  Aspen, 


Colo.  The  course  is  designed  to  ac- 
quaint the  practicing  physician  with 
the  latest  information  about  chronic 
inflammatory  diseases  of  the  gut,  and 
will  concentrate  on  ulcerative  colitis 
and  Crohn’s  disease  of  the  large  and 
small  intestine.  The  pathological,  clini- 
cal, therapeutic  and  prognostic  char- 
acteristics of  the  two  diseases  will  be 
outlined. 

The  course  will  take  place  at  Aspen 
High  School  and  registration  is  open 
to  all  physicians.  Tuition  fee  is  $100. 
Contact:  AGA  Postgraduate  Course, 
740  Krameria  St.,  Denver  80220. 


Dermal  Pathology:  The  University  of 
Texas  Graduate  School  of  Biomedical 
Sciences  and  UT  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston 
will  present  a five-day  course  in  “Der- 
mal Pathology”  Aug.  23-27.  Emphasis 
will  be  on  reviewing  the  basic  concepts 
of  dermal  pathology,  including  embry- 
ology, histology,  electron  microscopy, 
histochemistry,  inflammatory  derma- 
toses, granulomatous  dermatoses,  re- 
ticulo-endothelial  dermatoses  and  nevi 
and  neoplasms. 

The  course  is  designed  primarily  for 
pathologists  and  dermatologists.  Tui- 
tion fee  is  $125.  For  further  informa- 
tion, write  to  the  Division  of  Continuing 
Education,  UT  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  PO  Box 
20367,  Houston  77025. 


Laboratory:  The  Laboratory  Division 
of  the  Center  for  Disease  Control, 
Atlanta,  Ga.,  is  offering  the  following 
training  courses: 

Sept.  7-17,  “Epidemiology  and  Con- 
trol of  Vectorborne  Diseases” 

Part  1.  Basic  Vectorborne  Disease 
Control  (closing  date:  Aug.  23) 
Sept.  20-24,  “Epidemiology  and 
Control  of  Vectorborne  Diseases” 

Part  2.  Advanced  Epidemiology 
and  Ecology  of  Vectorborne  Dis- 
eases (closing  date:  Sept.  6) 

Sept.  24-Oct.  1,  "Laboratory  Meth- 
ods in  the  Detection  of  Rabies” 
(closing  date:  July  30) 

For  more  information  on  the  courses, 
contact  the  Laboratory  Training  Divi- 
sion, Center  for  Disease  Control,  De- 
partment of  Health,  Education  and 
Welfare,  Atlanta,  Ga.  30333. 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.' 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,'  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 
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In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia orpoorsleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 

Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 

In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  el  al.:  "Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,"  in  Proc.  7th  Internat.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969,  2.  Kales,  A., 
eta!.:  "Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications:  Known  hypersensitivity  to 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions. 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need 

NewT\  1 

Ualmane 

Cflurazepam  hydrochloride] 


<(roch^ 


Roche  Laboratories 

Division  of  Hoffmann  La  Roche  Inc. 

Nutley,  New  Jersey  07110 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  ainnost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents", 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 
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AMERICAN  MEDICAL  ASSOCIATION 

A new  prog^ram  feature  will  be  introduced  at  the  120th  annual 
convention  of  the  American  Medical  Association,  June  20-24,  in 
Atlantic  City.  Two  intensive,  day-long  “Seminars  in  Depth”  on 
trauma  and  intensive  coronary  care  will  be  held  Wednesday, 
June  23,  and  will  provide  physicians  with  information  they  would 
normally  receive  at  postgraduate  courses.  Current  trends  in  the 
use  of  coronary  care  units,  organization  of  a coronary  care  unit, 
management  of  cardiogenic  shock  and  congestive  heart  failure, 
and  mobile  coronary  care  units  will  be  subjects  of  the  morning 
session  of  the  seminar  on  intensive  coronary  care.  Wednesday 
afternoon  will  be  devoted  to  management  of  cardiac  arrh3rth- 
mias.  The  morning  session  of  the  trauma  seminar  will  include  a 
discussion  of  today’s  injury  problems,  including  organizing  for 
emergency  medical  care  and  changing  trends  in  emergency  de- 
partment personnel.  Regional  injuries,  including  face  and  hand, 
abdominal,  thoracic,  and  soft  tissue  injuries  will  be  discussed  at 
the  afternoon  session.  Craniocerebral  trauma,  eye  injuries,  and 
fractures  •will  also  be  discussed.  “Abortion — A Legal  Pact”  and 
“Drug  Abuse — Levels  of  Impact”  are  topics  of  general  sessions. 
Speakers  at  the  session  on  abortion  ■will  review  indications  and 
contraindications  of  therapeutic  abortion,  surgical  and  psychi- 
atric complications,  and  the  impact  of  therapeutic  abortion  on 
the  community  and  physician  care.  The  general  session  on  drug 
abuse  will  be  a joint  meeting  with  the  Sections  on  Psychiatry 
and  Neurology,  Clinical  Pharmacology  and  Therapeutics,  Fam- 
ily and  General  Practice,  Military  Medicine,  and  Preventive 
Medicine.  A highlight  of  Thursday,  the  convention’s  final  day, 
will  be  a discussion,  “What  Is  the  Current  State  of  Transplan- 
tation?” Papers  on  transplantation,  renal  transplantation,  and 
donor  selection  -will  be  presented.  These  will  be  followed  by  a 
panel  discussion  on  ethics  and  legalities  of  transplantation.  The 
continuing  controversy  over  oral  hypoglycemic  agents  and  vas- 
cular complications  in  adult-onset  diabetes  will  be  discussed 
Thursday  afternoon.  The  popular  Sunday  evening  session  on 
Medicine  and  Religion  will  be  held  again  this  year.  In  addition, 
a second  Sunday  evening  meeting  will  be  a joint  AM  A- American 
School  Health  Association  session  on  school  health. 

Contact:  American  Medical  Association,  536  N.  Dearborn  St., 
Chicago  60610. 


HIGHIIGHTS 

or 

COMING 
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CURRENT  MEETINGS  IN  TEXAS 


REGIONAL  MEDICAL  PROGRAM  OF 
TEXAS  will  sponsor  “The  Diagnosis  and 
Treatment  of  the  Stroke  Patient”  June  25- 
26  at  UT  Southwestern  Medical  School  at 
Dallas.  The  program  is  designed  to  provide 
the  physician  with  the  most  up-to-date 
techniques  available  in  diagnosis,  and  the 
latest  methods  of  treatment  and  rehabilita- 
tion. Members  of  the  team  of  the  Stroke 
Demonstration  Program  at  Presbyterian 
Hospital  in  Dallas  will  discuss  all  aspects 
of  diagnosis,  medical  management,  surgical 
management,  and  rehabilitation  procedures 
for  the  stroke  patient.  Contact:  Dr.  Rich- 
ard R.  North.  Presbyterian  Hospital  of 
Dallas,  8200  Walnut  Hill  Lane,  Dallas 
76231. 


TEXAS  PHARMACEUTICAL  ASSOCIATION 

The  92nd  annual  meeting  of  Texas  Pharmaceutical  Association 
will  be  held  at  the  Moody  Center  in  Galveston,  July  25-28.  Dr. 
William  S.  Apple  (PhD),  executive  director,  American  Pharma- 
ceutical Association,  will  deliver  the  keynote  address  at  the 
opening  general  meeting  on  Monday,  July  26.  Four  workshops 
and  a series  of  16  seminars  on  current  trends  in  pharmacy  prac- 
tice and  drug  therapy  -will  be  offered  on  Tuesday,  On  Wednes- 
day, Dr.  T.  Donald  Rucker  (PhD),  chief.  Drug  Studies  Branch, 
Department  of  Health,  Education  and  Welfare,  Washington,  DC, 
will  speak  to  the  TPA  House  of  Delegates  on  “Methods  of  De- 
termining Overhead  Costs.” 

Contact:  Luther  Parker,  PO  Box  4487,  Austin  78751,  executive 
director. 


SOUTHWESTERN  NUCLEAR  MEDICINE 
CONSULTANTS  are  sponsoring  a sym- 
posium in  clinical  nuclear  medicine  on 
July  17  in  El  Paso.  Topics  will  be  “The 
Diagnosis  of  Pulmonary  Emboli  and  Other 
Pulmonary  Perfusion- Ventilation  Abnor- 
malities,” “Diagnostic  Methods  Useful  in 
General  Neurological  Problems,”  "Clinical 
Application  of  Blood  Volume  Determina- 
tions in  Problems  of  Fluid  Balance,  Hema- 
tologic Disease,  and  Shock,”  “Diagnosis  of 
Focal  and  Diffuse  Liver  Disease  and  Evalu- 
ation of  Hepatic  Function  Using  Radio- 
nuclides,” “Diagnosis  and  Therapy  for  Com- 
mon Thyroid  Disease  and  Thyroid  Cancer,” 
“A  Sensitive  Aid  to  Diagnosis  and  Prog- 
nosis of  Carcinoma  Based  on  Detection  of 
Increased  Bone  Turnover,”  and  “The  Role 
of  Nuclear  Medicine  Today.”  Contact:  Dr. 
Wilbur  J.  Strader,  2101  N.  Oregon,  Suite 
1,  El  Paso  79902. 
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CURRENT  REGIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE,  New  Mexico  Chapter,  will 
hold  its  14th  Annual  Ruidoso  Summer 
Clinic,  July  19-21,  at  the  Chaparral  Motor 
Hotel  in  Ruidoso.  Faculty  from  the  Uni- 
versity of  New  Mexico  School  of  Medicine 
will  discuss  early  management  of  patients 
with  an  injured  hand,  current  concepts  in 
management  of  the  burned  patient,  care  of 
athletes  injured  during  sporting  events, 
abortion  practices  in  New  Mexico,  office 
management  of  the  arthritic  patient,  dif- 
ferential diagnosis  and  office  treatment  of 
otitis  media,  treatment  of  patients  with 
chronic  pulmonary  disease  in  the  office 
setting,  and  practical  office  dermatology. 
Contact:  Bob  Reid,  PO  Box  456,  Sunland 
Park,  NM  88063,  executive  secretary. 


ROCKY  MOUNTAIN  CANCER  CONFER- 
ENCE, sponsored  by  the  Colorado  Division 
of  the  American  Cancer  Society  and  Colo- 
rado Medical  Society,  will  be  held  July  16- 
17,  at  the  Brown  Palace  Hotel  in  Denver. 
“Cancers  of  the  Head  and  Neck”  and  "The 
Newest  in  Chemotherapy"  is  the  theme  of 
the  25th  annual  conference.  Guest  faculty 
includes  Drs.  Richard  Jesse,  chief,  depart- 
ment of  head  and  neck  surgery,  UT  M.D. 
Anderson  Hospital  and  Tumor  Institute, 
Houston : Robert  D.  Lindberg,  department 
of  radiation  therapy,  UT  M.D.  Anderson 
Hospital  and  Tumor  Institute,  Houston ; 
Robert  W.  McDivitt,  chairman,  department 
of  surgical  pathology.  The  New  York  Hos- 
pital, New  York ; and  R.  Wayne  Rundles, 
professor,  Duke  University  School  of  Medi- 
cine, Durham,  NC.  “Cancers  of  the  Head 
and  Neck”  and  “What’s  New  in  Chemo- 


therapy” will  be  discussed  in  symposia. 
Other  topics  are  “Practical  Considerations 
in  the  Management  of  Carcinoma  of  the 
Breast,”  “Long  Range  Review  of  Thyroid 
Tumors,”  “Malignant  Lymphomas  and 
Lympho  Proliferative  Diseases,”  and  “Se- 
lection of  Treatment  of  the  Node  in  the 
Neck — Treatment  Technique  and  End  Re- 
sults.” Contact : F.  C.  Schmidt,  1764  Gilpin 
St.,  Denver  80218,  executive  officer. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  DIABETES  ASSOCIATION 
has  scheduled  its  31st  annual  meeting  at 
the  Sheraton-Palace  Hotel  in  San  Fran- 
cisco, June  22-23.  Presentations  will  in- 
clude “Effects  of  Secretin  on  Glucose  Tol- 
erance in  Man,”  “Studies  on  Ketogenesis 
and  Gluconeogenesis,”  “Regulation  of  Polyol 
Pathway  Activity  in  Aorta,”  “Serum  Pro- 
tein Changes  Causing  a Disturbance  of 
Blood  Flow  in  Diabetics,”  “Proinsulin  Se- 
cretion in  Mild  Diabetes,”  “Progesterone, 
Pregnancy  and  the  Impaired  Plasma 
Growth  Hormone  Response,”  “Glucagon- 
Suppressing  Action  of  Secretin,”  “Diabetic 
Amyotrophy:  A Reappraisal,”  “Autonomic 
Nervous  System  and  Diabetes,”  “Effect  of 
Obesity  on  Human  Adipose  Tissue  Incu- 
bated in  Vitro,”  “The  Binding  of  Glucagon 
and  Insulin  to  Plasma  Membranes,”  and 
“Neural  Regulation  of  Insulin  Secretion.” 
Contact:  J.  Richard  Connelly,  18  East  48th 
St.,  New  York  10017,  executive  director. 


AMERICAN  PHYSICAL  THERAPY  AS- 
SOCIATION’S 60th  anniversary  conference 
will  be  held  June  27-July  2 at  the  Sheraton 
Boston  Hotel  in  Boston.  Sessions  will  be 


devoted  to  discussions  of  education  for 
changing  needs  in  the  health  care  system, 
the  contribution  of  motor  evaluation  to 
diagnosis  and  research,  motor  and  learning 
changes  in  the  geriatric  patient,  gait  in 
geriatric  subjects,  evaluation  of  hand  func- 
tion, athletic  injuries  in  adolescence,  bone 
diseases  in  patients  with  renal  failure  and 
transplantation,  reconstructive  surgery  of 
the  hip  joint  in  degenerative  arthritis  and 
physical  therapy  management,  and  current 
treatment  of  Parkinson’s  disease.  Contact: 
Royce  P.  Noland,  1156  16th  St.,  NW,  Wash- 
ington, DC  20005,  executive  director. 


SOCIETY  OF  NUCLEAR  MEDICINE  will 
meet  at  the  Biltmore  Hotel  in  Los  Angeles, 
June  28-July  2.  Presentations  at  the  18th 
annual  meeting  will  be  “Experimental 
Model  for  Evaluation  of  Tumor  Localizing 
Radiopharmaceutical,”  “Comparison  of 
Automated  and  Conventional  Methods  for 
Detection  of  Bacteremia,”  “Evaluation  of 
the  Routine  Cerebral  Radionuclide  Angio- 
gram,” “Assessment  of  Left  Ventricular 
Wall  Movement  in  Patients  with  Ventricu- 
lar Aneurysm,”  “Automatic  Continuous 
Monitoring  of  the  Rate  and  Efficiency  of 
Hemodialysis,”  “Bone-Marrow  Imaging  in 
Leukemia  and  Multiple  Myeloma,”  “Quan- 
titative Evaluation  of  Cerebral  Spinal  Fluid 
Dynamics,”  “Unusual  Radionuclide  Pat- 
terns in  Cerebrovascular  Disease,”  “Timing 
of  Intracranial  Bleeding  in  Newborn  In- 
fants,” “Gold  Excretion  in  Rheumatoid 
Arthritic  Patients  on  Chrysotherapy,”  “Ra- 
diation Doses  from  Isotopes  of  Gallium,” 
and  “Analysis  of  Trace  Elements  in  Hu- 
man Lungs.”  Contact:  Margaret  Glos,  211 
E.  43rd  St.,  New  York  10019,  executive 
director. 
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TEXAS  MEDICINE 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


AUGUST 

AMERICAN  HOSPITAL  ASSOCIATION,  Chicago,  Aug. 
23-26,  1971.  James  E.  Hague,  840  N.  Lake  Shore  Dr., 
Chicago  60611,  Sec. 

AMERICAN  MEDICAL  ASSOCIATION,  Congress  on 
Occupational  Health.  Grand  Teton  National  Park,  Wy. , 
Aug.  29-30,  1971.  AMA,  Department  of  Environmental, 
Public,  and  Occupational  Health,  535  N.  Dearborn  St., 
Chicago  60610. 

SOUTHERN  OBSTETRIC  AND  GYNECOLOGIC  SEMI- 
NAR, Asheville,  NC,  Aug.  1-7,  1971.  Dr.  George  T. 
Schneider,  1514  Jefferson  Highway,  New  Orleans  70121, 
Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Las  Vegas,  Sept.  20-24,  1971.  Dr. 
C.  M.  Kos,  15  Second  St.,  SW,  Rochester  55901,  Exec. 
Sec.-Treas. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS.  Chi- 
cago, Sept.  12-16,  1971.  Lois  J.  James,  30  N.  Michigan 
Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS, 
Cleveland.  Sept.  15-18,  1971.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Hot  Springs,  Va.,  Sept.  9-11, 
1971.  Dr.  Charles  A.  Hunter.  1100  W.  Michigan,  Indian- 
apolis 46202,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Las  Vegas,  Sept.  19-20,  1971.  Lawrence  A.  Zupan,  1100 
17th  St.,  NW,  Washington,  DC  20036,  Exec.  Sec. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY. Minneapolis,  Sept.  16-18,  1971.  Mrs.  Margaret  H. 


Henry,  36391  Maple  Grove  Rd.,  Willoughby  Hills,  Ohio 
44094,  Exec.  Sec. 

■ AMERICAN  HEART  ASSOCIATION.  Texas  Affiliate, 
Inc.,  San  Antonio,  Sept.  21-26,  1971.  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78767,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION.  13th  National 
Conference  on  Physicians  and  Schools,  Chicago,  Sept.  30- 
Oct.  2,  1971.  AJ^,  Department  of  Health  Education, 
635  N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  Chi- 
cago, Sept.  16-19,  1971.  W.  Wayne  Curtis.  420  Lexington. 
New  York  10017,  Exec.  Sec. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Boston,  Sept. 
28-Oct.  1,  1971.  Dr.  Ted  F.  Leigh,  Emory  University 
Clinic,  Atlanta  30322,  Exec.  Sec. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  annual, 
Mackinac  Island,  Michigan,  Sept.  26-Oct.  1,  1971.  Har- 
riett C.  Carriere,  801  Green  Bay  Rd.,  Lake  Bluff,  111. 
60044,  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Sept.  18,  1971.  Mrs.  Carlie  Umphres,  PO  Box  3276, 
Amarillo  79106,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Houston,  Sept.  23-26, 
1971.  Dr.  Pat  A.  Cato,  1015  E.  32nd  St.,  Austin  78705, 
Sec. 

WORLD  MEDICAL  ASSOCIATION,  annual,  Ottawa. 
Canada,  Sept.  12-18,  1971.  Miss  M.  L.  Natwick,  10  Co- 
lumbus Circle,  New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS. 
Miami  Beach,  Oct.  4-7,  1971.  Mac  F.  Cahal,  Volker  Blvd. 
at  Brookside,  Kansas  City,  Mo,  64112,  Exec,  Dir, 
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AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  New  York  City,  Oct.  11-16,  1971.  Joseph 
J.  Garvey,  PO  Box  10,  Joliet,  111.  60434,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  an- 
nual, Philadelphia,  Oct.  24-28,  1971.  Dr.  Alfred  Softer, 
112  E.  Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  At- 
lanta, Oct.  24-30,  1971.  Daniel  Weiss,  299  Broadway, 
New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE 
and  ASSOCIATION  OF  TEACHERS  OF  PREVENTIVE 
MEDICINE.  Minneapolis.  Oct.  10,  1971.  Ward  Bentley, 
801  Old  Lancaster  Rd. , Bryn  Mawr,  Pa.  19010,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  annual,  Atlan- 
tic City,  Oct.  18-22,  1971.  Dr.  C.  Rollins  Hanlon,  66  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  Atlantic  City, 
Oct.  10-14,  1971.  Dr.  C.  Gordon  Watson  (DDS),  211  E. 
Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Philadelphia, 
Oct.  4-8,  1971.  Ruth  M.  Yakel,  620  N.  Michigan  Ave., 
Chicago  60611,  Exec.  Dir, 

AMERICAN  FRACTURE  ASSOCIATION.  Guadalajara. 
Mexico,  Oct.  9-16,  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington,  111.  61701,  Sec. 

AMERICAN  HUMANE  ASSOCIATION,  annual,  Roches- 
ter, NY,  Oct.  17-21,  1971.  Rutherford  T.  Phillips,  PO 
Box  1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  Chi- 
cago. Oct.  24-29,  1971.  Mary-j  Waterstraat,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual, 
Minneapolis,  Oct.  11-16,  1971.  Dr.  James  R.  Kimmey, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  At- 
lanta, Oct.  16-20,  1971.  John  W.  Andes,  516  Busse  High- 
way, Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  HYPNOSIS,  Chi- 
cago, Oct.  12-15,  1971.  F.  D.  Nowlin,  800  Washington 
Ave.,  SE,  Minneapolis  65414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual,  Boston,  Oct.  22-30,  1971.  Albert  G.  Boeck,  Jr.. 
710  S.  Wolcott  Ave.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  INC.,  annual,  Montreal,  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison 
St.,  Suite  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Oct.  28-31,  1971.  Dr.  John  A.D.  Cooper, 
1 Dupont  Circle,  Washington,  DC  20036,  Pres. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS.  INC.,  St;  Louis,  Oct.  7-9,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Chicago.  Oct.  6-8,  1971.  Dr. 
Arthur  E.  Brown,  601  Boylston  St.,  Boston  02117,  Sec. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  “Management  of 
Renal  Disease — 1971,”  Houston,  Oct.  21-23,  1971.  Dr.  C. 
E.  Carlton.  Jr.,  Baylor  College  of  Medicine,  1200  Mour- 
sund  Ave.,  Houston  77026. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS.  Houston,  Oct.  14-16, 
1971.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO, 
Scottsdale,  Ariz.,  Oct.  13-16,  1971.  Mrs.  Virginia  E. 
Bryant,  333  W.  Thomas  Rd.,  No.  207,  Phoenix  85013, 
Exec.  Sec. 


OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  11-13,  1971.  Mrs.  Alma  O’Donnell,  601  NW 
Expressway,  Oklahoma  City  73118,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOOIA’nON,  Charleston, 
SC,  Oct.  3-5,  1971.  Mrs.  Annette  S.  Boutwell,  PO  Box 
10387,  Raleigh,  NC  27605,  Exec.  Sec. 

B TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Dal- 
las, Oct.  17-20,  1971.  Donald  C.  Jackson,  1905  N.  Lamar 
Blvd.,  Austin  78705,  Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Mexico  City, 
Oct.  14-16,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  76246,  Sec.-Treas. 

B TEXAS  MEDICAL  ASSOCIATION,  Austin,  Oct.  1-3, 
1971.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

B TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  October,  1971.  Dr.  Ariel  Bar-Sela,  1717 
Medical  Towers.  Houston  77025,  Sec.-Treas. 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  annual,  San  Juan,  Puerto 
Rico,  Nov.  7-12,  1971.  Creston  C.  Herold,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Philadelphia,  Nov.  14-17,  1971.  Mark  T.  Bowers, 
3554  9th  St.,  Riverside,  Calif.  92501,  Exec.  Officer. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Atlanta,  Nov.  9-13,  1971.  Mrs.  Dene  R.  Murray, 
200  E.  Ohio  St.,  Chicago  60611,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  4-6,  1971.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  10017,  Exec.  V-Pres. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE,  annual,  San  Juan,  Puerto  Rico,  Nov.  7-12,  1971. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Officer. 

AMERICAN  HEART  ASSOCIATION,  Anaheim,  Calif., 
Nov,  9-18,  1971.  Dr.  James  M.  Hundley,  44  E.  23rd  St., 
New  York  10010,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Washington, 
DC,  Nov.  3-6,  1971.  Dr.  Warren  R.  Lang,  7112  Lincoln 
Dr.,  Philadelphia  19119,  Sec.-Treas. 

B FIRST  DISTRICT  MEDICAL  SOCIETY,  annual,  El 
Paso,  Nov.  12-13,  1971.  Dr.  John  Emmett.  1900  N.  Ore- 
gon, El  Paso,  Sec. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City,  Nov.  17-19,  1971. 
Margaret  S.  Banks,  79  Madison  Ave.,  New  York  10016, 
Admin.  Asst. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
INC.,  Chicago,  Nov.  28-Dec.  3,  1971.  Mrs.  Marguerite  H. 
Henry,  713  E.  Genesee  St.,  Syracuse,  NY  13210,  Exec. 
Dir. 

SOUTHERN  MEDICAL  ASSOCIA'nON,  Miami  Beach, 
Nov.  1-4,  1971.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  36205,  Exec.  Dir. 

B SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Nov.  11-13,  1971.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79901,  Exec.  Sec. 

B TEXAS  ASSOCIATION  FOR  CHILDREN  WITH 
LEARNING  DISABILITIES,  Dallas,  Nov.  11-13,  1971. 
Mrs.  Marjorie  Morehead,  4326  Bobbitt,  Dallas  76229. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Chicago, 
Dec.  4-9,  1971.  Mrs.  Dorothy  P.  Compton,  2260  NW 
Flanders  St.,  Portland,  Ore.,  Exec.  Sec. 
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TEXAS  MEDICINE 


a professional  approach 
to  skilled  nursing 
and  extended  care... 


The  Country  Place  is  the  most  modern,  innovative  approach  to 
skilled  nursing  and  extended  care  available  to  your  patients. 

We  exceed  all  licensing  standards.  In  fact,  we  are  setting  new 
standards  in  care  and  treatment.  You  can  have  complete  confi- 
dence your  patient  will  receive  the  finest  physical  and  environ- 
mental care  and  understanding. 

At  the  heart  of  The  Country  Place  environment  is  "Milieu  Therapy", 
a unique  concept  where  every  staff  member — whatever  his  job- — 
is  fully  trained  to  contribute  in  a positive  way  to  patient  well-being. 
This  "total  staff  involvement”  is  the  key  to  building  and  maintain- 
ing good  mental  attitude  in  the  patient — and  peace  of  mind  in  the 
patient’s  family. 

We  would  like  to  show  you  our  skilled  nursing  and  extended  care 
facility  at  your  convenience,  so  you  can  judge  for  yourself. 


For  more  detailed  information,  contact: 

Mr.  Robert  Psenka,  Administrator 
The  Country  Place 
5201  Willow  Drive 
Houston,  Texas  77035 
(713)  721-0297 


Conveniently  located  at 
5201  South  Willow  Drive 
in  southwest  Houston, 
near  the  intersection  of 
South  Main  and  Chimney 
Rock. 
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Post  Oak 


Now 

available  for  your 

prescribing 

needs 


Cordran®  1ape 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Editorials 

MEDICREDIT  HAS  A CHANCE  IF  WE  ACTIVELY  SUPPORT  IT 


Whether  we  like  it  or  not,  Congress 
is  receptive  to  passing  a national 
health  insurance  bill  this 
session.  The  effort  is  being  spear- 
headed by  Sen.  Edward  Kennedy 
and  the  labor  unions;  this  effort 
must  be  counterbalanced  by 
the  efforts  of  organized  medicine 
and  each  one  of  us  as  individuals. 
The  end  result  will  be  a com- 
promise bill.  If  we  put  out  enough 
effort,  a good  bill  could  result. 

“The  wheel  that  squeaks  the 
loudest  gets  the  grease”  is  so 
true  in  politics. 

Ten  years  ago  we  could  practice 
medicine  and  not  worry  about 
nationalization  of  our  health 
industry.  But  times  have  changed 
now;  health  care  is  and  will  be 
a political  issue  every  year.  Since 
the  political  structure  of  our 
country  does  affect  how  we  practice 
medicine,  I believe  we  owe  it 
to  our  patients  and  to  ourselves 
to  get  involved  so  that  we  can 
deliver  the  best  medical  care 
possible.  We  will  have  to  work  at  it 
every  year  \o  maintain  medical 
freedom  for  patient  and  doctor — 
indeed,  eternal  vigilance  is  the 
price  of  liberty. 

The  Health  Security  Act  (labor’s 
health  care  bill)  would  cost 
$77  billion  per  year  (more  than 
$1,000  tax  per  household).  It 
would  abolish  the  health  insurance 
industry,  for  the  most  part,  and 


make  it  virtually  compulsory 
for  physicians  to  deliver  their 
services  through  prepaid  group 
practice.  The  full  federal  financing 
would  free  billions  of  dollars  of 
union  money  tied  up  in  health 
insurance  costs  for  other  union 
activity.  This  plan  is  essentially 
the  same  as  the  one  in  Great 
Britain,  which  has  definitely  proven 
inferior  to  our  private  enterprise 
system  in  quantity,  quality,  and 
cost  of  health  care  delivery. 

An  alternate  and  workable  plan 
is  Medicredit,  sponsored  by  the 
AMA.  Everyone  would  have  a 
private  health  insurance  policy,  the 
premiums  of  which  would  be 
applied  for  income  tax  credit, 
scaled  according  to  one’s  tax 
bracket.  The  lowest  income  groups 
would  be  provided  free  insurance. 
Catastrophic  protection  is 
required.  This  plan  would  obviate 
the  high  cost  and  red  tape  of 
setting  up  a bureaucracy  to 
administer  the  program.  Garnering 
more  support  than  any  of  the 
five  other  proposed  health  care 
bills,  the  Medicredit  bill  is  cospon- 
sored by  132  Senators  and 
Congressmen,  including  Texas’ 

Sen.  John  Tower  and  Reps.  Omar 
Burleson,  Bob  Casey,  0.  C. 

Fisher,  and  Robert  Price. 

Congress  has  become  more 
conservative.  In  the  November 
1970  elections,  five  ultra-liberal 
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senators  were  defeated;  Charles  E.  Goodell, 
Joseph  D.  Duffey,  Joseph  D.  Tydings, 

Albert  Gore,  and  Ralph  Yarborough.  Another, 
Steve  Young,  chose  not  to  run.  Conservatives 
had  a net  gain  of  four  in  the  Senate.  They 
retain  50%  of  the  gubernatorial  seats. 

Some  congressional  races  were  lost  by  very 
narrow  margins  (2,000  votes  in  one). 

Poll  watchers  were  impressed  that  in  many 
areas  where  voters  traditionally  pull  “the 
big  lever”  for  one  party,  they  are  now  splitting 
their  tickets  (voting  for  the  man).  Contrary 
to  what  certain  news  media  would  lead  us 
to  believe,  we  are  making  progress  in  gaining 
seats  and  influence  in  our  government. 

The  present  administration  is  sympathetic 
to  the  views  of  organized  medicine.  A good 
health  bill  that  utilizes  the  private  practice  of 
medicine  can  be  passed  if  we  each  put 
out  some  effort  now.  1972  is  an  election  year 
and  those  in  office  are  listening  to  the  voters 
(us)  at  the  grass  roots  level.  Write  or  wire 
Senator  Tower  and  Sen.  Lloyd  Bentsen, 
and  your  own  representative  today,  and 
get  your  friends  to  do  the  same.  Sophocles 
said,  “Heaven  ne’er  helps  the  men  who 
will  not  act.”  Spanning  centuries,  this  truth 
is  worthy  of  heed. 

Leroy  A.  Boriack,  MD,  Corpus  Christi. 


SUCCESSFUL  ANNUAL  SESSION  MIRRORS 
BEST  EFFORTS  OF  TEXAS  PHYSICIANS 

Measured  by  any  standard,  the  Texas  Medical 
Association’s  1971  Annual  Session  in  Hous- 
ton was  an  outstanding  success. 

More  people  were  registered  than  ever  before 
in  the  history  of  TMA  meetings:  the  4,758 
registrants  included  2,536  physicians,  994 


guests,  667  exhibitors,  and  561  members  of 
the  Woman’s  Auxiliary. 

Undoubtedly  the  strong  scientific  program  was 
a factor  in  attracting  record  attendance. 
Seasoned  meetings-watchers  were  especially 
impressed  by  the  attitude  of  physicians  who, 
undeterred  by  sometimes  standing-room-only 
crowds,  simply  shed  their  coats,  rolled  up 
their  sleeves,  and  stayed  to  listen,  to  ask  ques- 
tions, to  contribute  to  discussions.  (Wags 
might  question  whether  the  speaker  or 
his  lovely  blonde  model  drew  the  crowd  in  one 
section  meeting,  but  by  the  end  of  the 
presentation  both  were  literally  plastered  and 
the  packed-in  audience  had  been  treated  to 
a free-wheeling  demonstration  laced  with  prac- 
tical tips  on  what  to  do  and  what  not  to  do 
when  applying  commonly  used  plaster  casts.) 

Physicians  appeared  to  enjoy  the  Curbstone 
Consultation  learning  sessions  so  much  that 
they  were  reluctant  to  leave  at  the  appointed 
time.  And  the  Continental  Breakfasts,  which  in 
past  years  attracted  about  30  early  birds, 
had  crowds  of  70  to  more  than  100  each. 

The  Council  on  Annual  Session  made  several 
format  changes  this  year  which  apparently 
were  well  received.  Section  meetings  were 
scheduled  for  a full  day  rather  than  two  half- 
days, and  smaller  meetings  permitting 
individual  participation  and  discussion  were 
emphasized. 

Also,  there  were  several  innovations  in  pro- 
moting the  meeting,  and  the  Harris  County 
Medical  Society  and  specialty  societies  helped 
to  encourage  attendance  and  publicize  the 
scientific  program. 

Exhibitors,  both  technical  and  scientific, 
expressed  satisfaction  with  the  attendance  and 
interest  in  the  exhibit  area.  All  available 
exhibit  space  was  sold;  there  were  109  techni- 
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cal  and  55  scientific  exhibits,  2 exhibits  of 
science  fair  winners  sponsored  by  county  medi- 
cal societies,  and  65  entries  in  the  art 
exhibit. 

The  House  of  Delegates  and  its  reference 
committees  worked  efficiently,  effectively,  and 
soundly  through  a volume  of  difficult  problems. 
The  smooth  handling  of  the  Association’s 
business  matters  was  a suitable  tribute  to  re- 
tiring Speaker  Wendell  H.  Hamrick,  MD,  and  to 
incoming  Speaker  Jack  B.  Lee,  MD,  and  to 
the  diligent  work  of  the  delegates,  reference 
committees,  and  the  boards,  councils,  and 
committees  of  the  Association. 

Aided  by  the  courtesy  and  cooperation  of 
countless  physicians,  news  media  representa- 
tives provided  generally  excellent  and  accurate 
coverage  of  the  scientific  and  business 
meetings. 

Overall,  the  1971  Annual  Session  reflected 
the  excellence  and  progress  of  medical 
science,  and  the  interest  of  organized  medicine 
in  disseminating  that  knowledge  to  practicing 
physicians.  Perhaps  more  importantly,  it 
demonstrated  that  individual  physicians  are 
willing  to  make  a real  effort  to  continue 
learning  in  order  to  give  their  patients  the  best 
that  medicine  has  to  offer. 


TMA  SEEKS  FLEXIBLE  PAY  RATES 
FOR  MEDICARE  NURSING  HOME  VISITS 

A suggestion  aimed  at  providing  a more  real- 
istic level  of  payment  for  physicians’  services 
to  Medicare  patients  in  nursing  homes  has 
been  forwarded  to  the  Social  Security 
Administration. 

Prompting  this  sugestion  was  an  administra- 
tive directive,  effective  April  26,  1971,  in 


which  all  carriers  were  instructed  to  institute 
the  following  changes  in  the  amount  payable 
for  routine  follow-up  visits  to  nursing  home 
patients: 

1.  When  only  one  patient  is  seen,  payment 
must  be  based  on  the  allowable  charge  for 

a routine  home  visit. 

2.  When  more  than  one  patient  in  a nursing 
home  is  seen  on  the  same  day,  payment 
must  be  based  on  the  allowable  charge  for  a 
routine  follow-up  office  visit. 

The  suggestion  proposed  by  the  TMA 
Committee  on  Government  Health  Programs, 
and  approved  by  the  House  of  Delegates, 
is  that  the  Medicare  codification  for  an  office 
visit  be  revised  to  conform  with  the 
nomenclature  used  in  the  1970  edition  of 
Current  Procedural  Terminology,  pages  319-320, 
or  that  other  appropriate  changes  be  made 
to  provide  payment  in  keeping  with  the  level  of 
service  actually  provided. 

In  a letter  to  Thomas  M.  Tierney,  director  of 
the  Bureau  of  Health  Insurance,  committee 
chairman  Dr.  James  D.  Murphy  pointed  out 
that  the  recent  directive  would  affect  the 
internists  and  general  practitioners  who  provide 
care  for  about  95%  of  rest  home 
patients.  They  are  not  compensated  at  all  for 
their  numerous  telephone  calls  in  behalf 
of  these  patients,  but  the  actual  care  they 
provide  varies  from  routine  checking  to 
thorough  examination.  The  inflexible  payment 
currently  allowed  will  make  it  unprofitable 
for  most  physicians  to  provide  continuing  care 
for  these  patients,  and  could  discourage 
their  participation  and  thus  jeopardize  the 
Medicare  benefits  to  nursing  home  patients. 

These  points  will  be  incorporated  in  a 
resolution  which  Texas  Delegates  will  present 
to  the  American  Medical  Association  at  its 
June  20-24  meeting  in  Atlantic  City. 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child. 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
been  rare  occurrences  of  morning  drowsiness,  dizziness, 
mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  o (714)  646-4405 
960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Established  Over  iO  Years 

Please  visit  our  Booths 


Factory  Direct  Sales 

#201  & 211  at  AAOO  Meeting,  Las  Vegas,  Sept.  19-23,  1971 
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With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  forvitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  I-.*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that  drowsi- 
ness  may  result.  I . 1^ 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 


JUDGE  ANTIBIOTIC/OINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a v^ay 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN 

brand 


f 


PmMfkC  B-JACITMCII-IEOiYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


MD-DO  issue:  we  seek  one  high  standard 


An  important  action  taken  by  the 
Texas  Medical  Association’s  House  of 
Delegates  on  May  7 concerns  oste- 
opathy. The  House  accepted  the  Ref- 
erence Committee  on  Scientific 
Work’s  recommendation  that  the 
TMA  Constitution  and  By-Laws  be 
amended  to  permit  osteopathic 
physicians  to  become  members  of 
TMA.  Because  this  requires  a 
change  in  the  Constitution,  no  final 
action  can  be  taken  until  the  1972 
Annual  Session.  In  addition,  I have 
asked  the  Board  of  Councilors, 
Council  on  Medical  Jurisprudence, 
and  Council  on  Medical  Education 
and  Hospitals  to  institute  a com- 
prehensive study  on  the  current 
status  of  osteopathy. 

I have  been  asked  why  the  TMA 
has  chosen  to  try  to  resolve  the 
separatism  so  long  existent  between 
MDs  and  DOs,  and  why  there  is 
any  special  urgency. 

The  answers  are  many.  First, 
there  is  no  longer  any  valid  reason 
for  the  dichotomy.  Osteopaths 
are  educated  via  a medical  curricu- 
lum, adhere  to  the  allopathic  practice 
of  medicine,  and  subscribe  to  eth- 
ical medical  practice.  Sound  patient 
care  calls  us  to  practice  together 
under  the  same  standard  of  quality 
medical  care.  We  all  need  access 
to  the  best  facilities,  consultation, 
and  continuing  education. 

Further,  most  osteopathic  physi- 
cians wish  to  be  a part  of  the 
mainstream  of  medical  practice, 
want  a genuine  medical  degree,  and 
want  the  entire  profession  to  close 
ranks  and  go  forward  together. 

Valid  approaches  to  assessing  experi- 
ence, practice  competency  and 
education  as  components  of  quali- 
fication for  the  medical  degree  would 
not  be  resented ; and  we  have  been 
frankly  informed  that  reasonable 
requirements  to  relieve  deficiencies, 
if  any,  would  be  acceptable. 

Why  should  we  proceed  immedi- 
ately ? First,  because  there  is 
no  reason  to  delay.  Second,  because 
failure  to  follow  through  or  to 
indicate  an  intention  to  try  to  unite 
the  two  types  of  practitioners  will 
be  discouraging  to  the  majority 


of  osteopathic  physicians,  especially 
the  younger  ones.  They  may  lose 
hope  that  anything  will  be  done  and 
resign  themselves  to  the  peiTJetuation 
of  two  systems  of  medical  care. 

Third,  because  the  federal  govern- 
ment now  gives  equal  recognition 
to  MDs  and  DOs  in  the  federal  medi- 
cal seiwices  and  subsidizes 
osteopathic  training,  the  two-system 
situation  may  soon  crystallize 
beyond  the  point  of  action. 

Finally,  our  country’s  resources 
should  be  devoted  to  a single  system 
of  quality  medical  education, 
training  and  practice,  rather  than 
diverted  or  dissipated  on  schools 
which  have  much  farther  to  come. 

Thus,  I urge  that  all  of  us  approach 
the  unification  of  physicians  with 
good  will  and  in  good  faith,  keeping 
as  our  goal  one  high  standard  of 
quality  for  all  practitioners  of  the 
medical  art  and  science. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 
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In  1929, 

one  thousand  school  teachers 
changed  your  life. 


It  was  hailed  as  the  most  dramatic  social 
achievement  in  50  years.  1,000  Texas  school 
teachers  pooled  their  money  (50(|;  per  person  per 
month)  and  revolutionized  the  first  group, 
prepaid,  hospitalization  program. 

It  set  medical  history. 

For  the  very  first  time,  it  was  possible 
to  budget,  out  of  income,  the  highly 
unpredictable  cost  of  hospitalization.  At  a low 
monthly  cost.  The  program  was  eventually 
called  Blue  Cross. 

After  42  years  our  basic  idea  hasn’t 
changed.  We’re  still  helping  people,  73  million 
Americans,  protect  themselves  against  the  cost  of 
hospitalization  (Blue  Cross).  And  the  cost  of 
doctors  (Blue  Shield).  And  still  at  a low 
monthly  cost. 

It’s  unique  that  Blue  Cross  and  Blue 
Shield  should  be  the  creation  of  teachers. 

Because  our  dedication  and  goals  are  the  same 
as  theirs.  People  helping  people. 


#BLUE  CROSS'  IP  BLUE  SHIELD' 

GROUP  HOSPITAL  SERVICE,  INC  GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY 


People  helping  people. 


® American  Hospital  Association 
^National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 


DICARBOSIL  144  S-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


PHONOCARDIOGRAPHY 
PULSE  TRACINGS 
VECTORCARDIOGRAPHY 
A WORKSHOP 

September  27-30,  1971 

This  is  an  intensive  four-day  program  covering  in  detail  the  field 
of  phonocardiography  and  pulse  tracings  and  vectorcardiography. 
Emphasis  will  be  placed  on  the  values  and  limitations  of  these 
techniques  and  related  areas  as  applies  to  the  patient's  diagnostic 
problems.  Two  days  will  be  dedicated  to  phonocardiography  and 
pulse  tracings  and  two  days  for  vectorcardiography.  The  morning 
sessions  will  be  devoted  exclusively  to  individual  analysis  of  trac- 
ings by  the  participants  under  the  orientation  of  the  local  and 
guest  faculties.  This  program  is  intended  for  those  who  wish  a 
close  and  detailed  exposure  to  the  values  and  the  limitations  of 
these  techniques. 

Presented  By:  The  American  College  of  Cardiology  and  Institute 
for  Cardiovascular  Diseases,  Good  Samaritan  Hospital,  Phoenix, 
Arizona 

At:  Mountain  Shadows  Resort  Hotel,  Scottsdale,  Arizona 

Program  Director:  Alberto  Benchimol,  M.D.,  Director,  Institute  for 
Cardiovascular  Diseases,  Good  Samaritan  Hospital 

Guest  Speaker:  Bernard  L.  Segal,  M.D.,  Associate  Prafessor  of 
Medicine,  Hahnemann  Medical  College  and  Hospital,  Philadel- 
phia, Pennsylvania 

For  Information  Concerning  the  Program,  Write:  Mr.  William 
Nelligan,  Executive  Director,  American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Maryland  20014 


Brief  Summary  of  Prescribing  Information— 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with,  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  dkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sympathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic  should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Saluten^ 

hydroflumethiazide,  50  mg./ reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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The  antihypertensive  therapy 
that  is  easy  to  live  with: 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-to-Uve-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

* Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-live  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

to-Hve  Wftlrepst  of  therapy.  The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
^economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


fism' 


faydrolumethiazide,  50  mg./reserpine, 
protoYeratrine  A,  0.2  mg. 


francisT 

HOSPiTELS 

INCORPORATED 


FR^NCIsf^ 
CONVALESCENT 
CENTERS 

DIVISION  OF  FRANCIS  HOSPiTEtS,  INC. 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  "Hospi- 
telble”  Francis  way. 


FT.  WORTH 


FRANCIS  HOSPITELS,  INC.,  7129  Highway  290  East,  Austin,  512  454-2725 


FRANCIS  CONVALESCENT  CENTERS— WACO:  Francis  Hospital,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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HELP!. 

IN  SWIMMER’S  EAR, 

help  comes  fast  with  Furacin  Otic.  Diperodon  hydrochloride  provides  rapid 
relief  of  pain  and  pruritus  . . . antibacterial  Furacin  (nitrofurazone)  and  anti- 
mycotic Micofur  (nifuroxime)  combat  the  susceptible  pathogens. The  nonmac- 
erating, hygroscopic  vehicle  softens  cerumen  . . . penetrates  to  the  infection 
. . . permits  free  drainage. 


FURACIN*  OTIC 

(nitrofurazone) 

antibacterial/anesthetic/antifungal 


Formula:  Contains  (w  w)  0.2%  Furacin,  brand  of  nitrofur- 
azone, 0.375%  Micofur?',  brand  of  nifuroxime,  and  2% 
diperodon  hydrochloride  dissolved  in  water-soluble,  non- 
drying, hygroscopic  polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bac- 
terial otitis  media  and  otomycosis,  in  otitis  media,  this 
preparation  is  not  effective  if  the  tympanic  membrane  is 
intact. 

Furacin  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active 
against  a variety  of  gram-positive  and  gram-negative  organ- 
isms. Activity  versus  Pseudomonas  sp.  is  limited  to  certain 
strains.  Micofur  (nifuroxime)  is  active  against  Candida 
(Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use 
and  is  more  likely  to  develop  in  eczematous  otitis  externa. 
To  minimize  such  reactions  (a)  limit  application  to  a week 
or  less,  and  (b)  avoid  use  of  excessive  amounts  which  may 
run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 
Supplied:  Bottle  of  15  cc.  with  dropper. 


Originators  and  Developers  of  The  Nitrofurans 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK  13815 


Volume  67,  June,  1971 
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THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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Create  a 
^ Xmachi 


What  to  do 
unto  . 
suppositon^ 

work: 


I b 


Fleet 


enema  I 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work. 1-3  Some- 
times two.'*  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus.® 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  FLEET  CO,.  INC, 
Lynchburg,  Va.  24505 


pfiarmaceylicals  j 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N,:  Med  Times  91:45,  Jan,,  1963.  2.  Sweeney,  W.  J..  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295.  Mar.,  1964.  4.  Baydoun,  A.  B : 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores.  A.  and  Weiss.  J.:  Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith.  J.  J.  and  Schwartz,  E.  D,:  Western  J Surg  72:177,  May-June,  1964. 
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Efudex: 


(fluorouracil) 

cream/solution 


In  the  treatment  of 
solar/actinic  keratoses  - 

An  alternative 
to  cold,  fire  and  steel 


2/23/68 

Before  treatment  with  5%  5-FU  cream. 
Patient  R.  G.,  78  years  old,  shows 
extensive  skin  changes  due  to  weathering 
and  severe  solar/actinic  keratoses. 


3/26/68 

Following  one  month  of  therapy.  Intense 
erythematous  reaction  is  seen  at  sites  of 
keratoses.  Normal  skin  has  not  reacted. 
Some  areas  which  had  reacted  initially 
have  undergone  healing  despite  continued 
topical  application  of  5%  5-FU. 


6/11/68 

Ten  weeks  after  discontinuance  of 
therapy.  All  areas  have  healed  completely 
Residual  mild  erythema  remains  in  some 
areas.  This  patient  also  had  seborrheic 
keratoses  which,  as  expected,  have  not 
reacted.  There  is  no  evidence  of  residual 
lesions  or  recurrences. 


Roche  Laboratories 

Division  of  Hofimann-La  Roche  Inc. 

Nulley.  N J 07110 


An  alternative 
to  conventional  therapy 

Efudex  (fluorouracil)  offers  the  physician  a 
topical  alternative  to  cryosurgery,  electrodesiccation 
and  cold-knife  surgery  in  the  treatment  of  solar/ actinic 
keratoses.  It  is  effective,  comparatively  inexpensive  and 
especially  well  suited  for  treatment  of  these  multiple 
desions.  Important,  too,  is  the  highly  desirable  cosmetic 
: result.  Clinical  experience  demonstrates  that  treatment 
with  Efudex  results  in  an  extremely  low  incidence  of 
scarring.  * 

Highly  effective 

In  clinical  trials,  depending  on  the  dosage  form 
and  strength  used,  complete  involution  occurred  in 
77  to  88  per  cent  of  lesions  following  treatment.  The 
rate  of  recurrence  was  low,  ranging  from  1.7  to  5.6  per 
cent  up  to  a year  after  completion  of  therapy.  When 
new  lesions  appeared,  repeated  courses  of  Efudex 
therapy  proved  effective.* 

Predictable 
therapeutic  response 

Two  to  four  weeks  constitutes  a typical  course 
of  Efudex  therapy.  The  response  is  usually  characteris- 
tic and  predictable.  After  three  or  four  days  of  treat- 
ment, erythema  begins  to  appear  in  the  area  of  keratoses. 
This  is  followed  by  an  intense  inflammatory  response, 
scaling  and  occasionally  moderate  tenderness  or  pain. 
The  height  of  the  inflammatory  reaction  generally  occurs 
two  weeks  after  the  start  of  therapy,  and  then  begins 
to  subside  as  treatment  is  stopped.  Within  two  weeks  of 
discontinuing  medication,  the  inflammation  is  usually 
gone.  A mild  erythema  may  remain  for  two  or  three 
months  before  gradually  receding.  Since  this  response 
is  so  predictable,  lesions  which  do  not  respond 
should  be  biopsied. 

Two  strengths— two 
dosage  forms 

Efudex  is  available  as  a 2%  or  5%  solution  or 
as  a 5%  cream.  It  is  applied  twice  daily  by  the  patient 
with  a nonmetal  applicator  or  suitable  glove. 

Before  prescribing  Efudex,  however,  two  im- 
portant considerations:  First,  please  consult  the  com- 
plete prescribing  information  for  precautions,  warnings 

''Data  on  file,  Hoffmann  - La  Roche  Inc.,  Nutley,  New  Jersey. 


and  adverse  reactions.  Second,  advise  the  patient  that 
treated  lesions  should  respond  with  the  characteristic 
but  transient  inflammation.  A positive  sign  that  Efudex 
is  working  for  them. 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 

Contraindications:  Patients  with  known  hypersensitivity 
to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used  may  increase 
inflammatory  reactions  in  adjacent  normal  skin.  Avoid 
prolonged  exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and  mouth. 
Lesions  failing  to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus, 
hyperpigmentation  and  burning  at  application  site  most 
frequent;  also  dermatitis,  scarring,  soreness  and  tenderness. 
Also  reported — insomnia,  stomatitis,  suppuration,  scaling, 
swelling,  irritability,  medicinal  taste,  photosensitivity, 
lacrimation,  leukocytosis,  thrombocytopenia,  toxic  granulation 
and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity 
to  cover  lesion  twice  daily  with  nonmetal  applicator  or  suitable 
glove.  Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Efudex  Solution,  10-ml  drop  dispensers  — 
containing  2%  or  5%  fluorouracil  on  a weight/ weight  basis, 
compounded  with  propylene  glycol,  tris(hydroxymethyl)- 
aminomethane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Efudex  Cream,  25-Gm  tubes  — containing  5%  fluorouracil 
in  a vanishing-cream  base  consisting  of  white  petrolatum, 
stearyl  alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


new 

Hudex 

(fluorouracil) 

cream/solution 


Surgical  treatment  of 
coronary  artery  disease 


Utilizing  the  techniques  evolved  from  experience 
in  the  surgical  treatment  of  atherosclerotic  vascu- 
lar disease,  a successful  procedure  for  treatment 
of  disabling  coronary  artery  disease  and  poten- 
tially catastrophic  coronary  artery  lesions  has 
been  developed.  Coronary  artery  bypass  grafting 
can  be  employed  safely  with  excellent  results  in 
most  patients  with  coronary  artery  disease  and  its 
complications.  Mortality  rate  parallels  severity  of 
disease,  and  for  that  reason  early  surgical  treat- 
ment of  patients  with  angina  pectoris  and  signifi- 
cant occlusive  lesions  seen  on  coronary  arterio- 
grams is  recommended. 

TEXAS  MEDICAL  CENTER’S  EXPERIENCE  in  the 

surgical  treatment  of  atherosclerotic  vascular 
disease  has  been  extended  to  include  direct 
surgery  on  diseased  coronary  arteries.  In  1964 
at  this  center,  Garrett  performed  the  first  sa- 
phenous vein  graft  beyond  an  occluded  coro- 
nary artery  from  the  ascending  aorta. ^ Experi- 
ence in  direct  coronary  artery  surgery  was  still 
limited  due  to  the  diffuse  nature  of  the  disease. 
In  1967,  it  was  estimated  by  postmortem  stud- 
ies that  approximately  only  5%  of  patients 
with  coronary  artery  disease  were  candidates 
for  direct  coronary  artery  surgery  because  this 
group  had  segmental  disease  confined  to  the 
most  proximal  portions  of  the  arteries. ^ Coro- 
nary endarterectomy  or  endarteriotomy  with 
vein  or  pericardial  patch  grafts  and  saphe- 
nous vein  interpositions  were  most  commonly 
used. It  was  not  until  Johnson  and  associ- 
ates^'^ and  others*-^**  extended  the  concept 
of  coronary  artery  bypass  utilizing  long  saphe- 
nous vein  grafts  to  distal  coronary  arteries  be- 
yond the  last  significant  occlusive  disease  that 
an  aggressive  surgical  approach  in  the  treat- 
ment of  coronary  artery  disease  was  under- 
taken. These  advances  in  surgical  technique 
paralleled  improvements  in  performance  of  se- 


lective coronary  cine  arteriograms.  Because  of 
the  evolution  of  these  techniques,  it  is  present- 
ly estimated  that  from  50%^^  to  90%^  of 
patients  with  severe  coronary  artery  disease 
may  benefit  from  direct  coronary  artery  sur- 
gery. Our  experience  in  the  past  two  years 
forms  the  basis  of  this  report. 

Patient  Material:  Up  to  September  1970,  352 
patients  underwent  aortocoronary  artery  bypass 
grafts  for  disabling  coronary  artery  disease. 
Their  ages  ranged  from  23  to  73  years  and 
43%  were  underage  50.  The  usual  maleifemale 
ratio  of  10:1  was  found.  Some  degree  of  angina 
pectoris  was  present  in  96%  of  the  patients 
(Fig  1).  The  remaining  4%  had  congestive 
heart  failure  alone  as  the  presenting  symptom. 
Status  anginosus,  that  is,  severe,  intractable 
angina  at  rest,  was  present  in  12%;  and  one 
to  six  previous  myocardial  infarctions  were  doc- 
umented in  53%.  Congestive  heart  failure, 
indicating  relatively  end-stage  coronary  artery 
disease,  was  present  in  18%  of  the  patients. 

Seventy  percent  of  the  cases  were  New  York 
heart  functional  class  III  and  IV,  and  27%  were 
functional  class  II.  The  class  II  patients  and  the 
remaining  3%  class  I patients  underwent  sur- 
gery generally  because  of  severe  or  threatening 
anatomical  disease  as  seen  on  cine  arterio- 
grams (Fig  2). 

Associated  diseases  were  common,  with 
generalized  arteriosclerosis  being  the  most  fre- 
quently encountered  disease.  In  fact,  5%  of  the 
patients  had  previous  peripheral  vascular  re- 
constructive procedures;  20%  had  significant 
hypertension  under  therapy;  and  9%  had  dia- 
betes mellitus.  Disorders  of  lipid  metabolism 
were  present  in  35  patients  (10%). 

Preoperative  ECGs  were  of  little  value  in  de- 
termining severity  of  disease.  In  fact,  29%  of 
the  group  had  normal  ECGs  at  rest.  Old  myo- 
cardial infarct  patterns  were  present  in  149 
patients,  ischemic  patterns  in  78,  and  conduc- 
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tion  defects  in  11.  Preoperative  arrhythmias 
were  present  in  13. 

Selective  cine  arteriograms  were  done  on  all 
patients.  Occlusion  estimated  at  more  than 
50%  of  one  of  the  four  major  coronary  arter- 
ies, that  is,  the  right  (RCA),  left  anterior  de- 
scending (LAD),  left  circumflex  (LCA),  or  the 
left  main  (LM)  coronary  artery,  was  considered 
significant:  however,  most  bypass  grafts  were 
done  to  vessels  showing  at  least  75%  stenosis 
on  cine  arteriograms.  Single-vessel  disease,  that 
is,  significant  stenosis  of  only  one  major  coro- 
nary artery,  was  present  in  13%.  Of  the  surgi- 
cal patients,  25%  had  double-vessel  disease 
and  54%  had  triple-vessel  disease.  All  four  cor- 
onary arteries  were  significantly  involved  in  8% 
of  the  patients.  Moreover,  almost  two-thirds  of 
all  patients  had  at  least  one  major  vessel  total- 
ly occluded  and  15%  had  occlusion  of  two 
major  vessels.  Left  ventriculograms  served  as 
some  indication  of  left  ventricular  function,  and 
akinetic  areas  were  demonstrated  in  18%  of 
the  patients.  Left  ventricular  end  diastolic  pres- 
sure was  elevated  in  43%  of  the  patients  in 
whom  it  was  measured.  In  fact,  14%  of  the 
patients  had  left  ventricular  end  diastolic  pres- 
sure over  20  mm  Hg.  All  these  patients  had  at 
least  one  major  coronary  artery  totally  occluded. 
Surgical  Techniques:  All  operations  were  done 
through  a median  sternotomy  under  cardiopul- 
monary bypass  utilizing  hemodilution,  dispos- 
able bubble  oxygenator  and  normothermia  as 
previously  reported. Furthermore,  in  90%  of 
the  patients,  ischemic  arrest  by  aortic  occlu- 
sion was  employed  to  maintain  a dry,  immobile 
field  of  accurate  anastomosis  of  the  vein  graft 
to  the  small  distal  vessels.  Thus  far,  there  have 
been  no  ill  effects  from  ischemic  arrest  for  peri- 
ods less  than  60  minutes.  The  femoral  artery 
usually  was  cannulated  for  arterial  inflow.  Ar- 
terial blood  gases  and  serum  potassium  were 
monitored  throughout  the  procedure  and  ap- 


No. 

Patients  % 


Angina  -f  myocardial  infarction 

141 

40 

Angina  alone 

92 

26 

Angina  -F  myocardial  infarct  -F  CHF*' 

45 

13 

Status  anginosust 

42 

12 

Angina  -F  CHF 

18 

5 

CHF  alone 

14 

4 

Total 

352 

100 

’'Symptoms  of  congestive  heart  failure, 
tlntractable  angina  at  rest. 

1 . Preoperative  symptoms. 


Preoperative  % 

Functional  Class  Patients 


2.  Percent  of  patients  in  each  class. 


3.  This  distal  LAD  coronary  artery  was  totally 

occluded  and  measured  1.5  mm  at  the 

time  of  surgery.  Postoperative  arteriogram  through 

vein  graft  injection  demonstrates  patency 

at  four  months. 
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4.  This  preoperative  arteriogram  of  the  left 
coronary  artery  shows  severe  stenosis  of  the  LM 
coronary  artery,  occlusion  of  the  LCA,  and 
severe  stenosis  of  the  LAD  before  the  diagonal 
branch.  This  patient  had  a normal  ECG 
and  only  mild  angina,  being  classified  as 
functional  class  II. 


propriate  additions  made.  Digitalis  was  fre- 
quently given,  but  supportive  drugs  such  as 
isoproterenol  or  adrenalin  were  seldom  neces- 
sary. Patients  were  not  given  anticoagulants 
postoperatively. 

The  distal  anastomosis  was  the  first  anas- 
tomosis accomplished  in  each  coronary  artery 
bypass.  The  major  coronary  arteries  and  their 
branches  were  carefully  palpated  and  correlated 
with  preoperative  cine  arteriograms.  Proper 
selection  of  site  of  the  coronary  arteriotomy 
was  deemed  essential  since  significant  disease 
would  not  promote  prolonged  bypass  survival. 


Most  RCA  bypasses  were  done  on  the  diaphrag- 
matic surface  of  the  heart  at  or  beyond  the 
right  coronary  artery’s  most  distal  bifurcation. 
Similarly,  the  LAD  coronary  artery  was  usually 
bypassed  at  the  distal  one-third  near  the  apex 
of  the  heart  (Fig  3).  Because  of  the  early  bi- 
or  trifurcation  of  the  LCA,  most  bypasses  were 
done  to  the  midposition  of  the  marginal  branch 
of  the  LCA. 

After  the  arteriotomy,  the  vessel  was  probed 
distally  and  proximally.  Most  arteries  averaged 
1.5-2  mm  in  diameter.  The  previously  prepared 
saphenous  vein  was  then  reversed,  beveled, 
and  anastomosed  end-to-side  with  continuous 
6-0  polypropylene  suture.  Grafts  were  placed  to 
each  major  coronary  artery  system  whenever 
indicated. 

With  the  distal  end  or  ends  of  the  saphenous 
vein  graft  in  place,  the  patient  was  placed  on 
partial  cardiopulmonary  bypass  and  the  proxi- 
mal end  of  the  vein  graft  placed  end-to-side  to 
the  ascending  aorta  with  a continuous  suture 
of  5-0  polypropylene.  Separate  aortotomies 
were  used  for  each  graft. 

Ventricular  aneurysms  were  resected  when 
present.  Akinetic  areas  were  not  resected  if 
they  could  be  adequately  revascularized.  Aortic 
or  mitral  valves  were  replaced  simultaneously 
when  indicated. 

Ambulation  began  on  the  third  to  the  fifth 
postoperative  day  and  patients  usually  were 
discharged  10-14  days  postoperatively.  Post- 
operative cine  arteriograms  are  no  longer  done 
in  the  early  postoperative  period  since  early 
graft  patency  was  studied  in  the  first  100  pa- 
tients assuring  an  early  patency  rate  of  about 
90%. 

Results:  Of  the  352  patients  undergoing  coro- 
nary artery  bypass,  178  patients  had  one  ves- 
sel bypassed;  166  patients  had  two  vessels  by- 
passed and  8 patients  had  all  three  major  cor- 
onary arteries  bypassed.  Thus,  434  grafts  were 
done  in  the  352  patients.  Early  in  our  experi- 
ence, single  bypasses  predominated,  but  now 
two  or  more  vein  grafts  are  done  whenever  two 
or  more  vessels  are  significantly  occluded. 
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The  most  frequently  diseased  and  commonly 
bypassed  major  vessel  was  the  RCA,  followed 
in  frequency  by  the  LAD.  The  LCA  was  by- 
passed singly  or  in  combination  with  other 
vessels  44  times. 

Excluding  ventricular  aneurysm  and  valve 
replacement,  there  were  8 (2.2%)  operating 
room  deaths  in  the  352  patients.  Inability  to 
sustain  adequate  cardiac  output  without  cardio- 
pulmonary bypass  occurred  in  5 patients.  One 
of  these  patients  had  a previous  “silent”  myo- 
cardial infarct  approximately  one  week  prior  to 
surgery  as  discovered  at  postmortem  examina- 
tion. Another  patient  was  73  years  old  with 
congestive  heart  failure,  status  anginosus,  and 
severe  triple-vessel  disease.  The  other  3 pa- 
tients also  had  severe  triple-vessel  disease  with 
intractable  angina  and  congestive  heart  failure. 
Two  patients  died  because  of  dissection  of  the 
aorta  at  the  time  of  femoral  cannulation.  The 
last  patient  suffered  chest  pain  with  cardiac 
arrest  in  the  operating  room  corridor  awaiting 
surgery.  External  massage,  immediate  cardio- 
pulmonary bypass,  and  placement  of  coronary 
artery  bypass  grafts  failed  to  resuscitate  the 
patient.  Most  of  the  2.2%  operating  room 
deaths  occurred  in  patients  with  severe  end- 
stage  coronary  artery  disease. 

In  the  first  30  postoperative  days,  19  of  the 
352  patients  died  (5.4%).  Postoperative  myo- 
cardial infarct  accounted  for  the  death  of  9 
patients.  Half  of  these  myocardial  infarcts  oc- 
curred early  in  the  series  in  nonbypassed  areas 
of  the  myocardium.  With  the  use  of  multiple 
grafts,  as  presently  practiced,  these  deaths 
might  have  been  avoided.  Only  one  patient  died 
as  a result  of  an  occluded  graft  as  demonstrat- 
ed at  autopsy.  The  remainder  of  the  patients 
had  at  least  one  of  two  grafts  patent.  The  re- 
mainder of  postoperative  deaths  resulted  from 
a number  of  causes,  such  as  pancreatitis,  in- 
fection, pulmonary  embolus,  and  cardiovascu- 
lar accident. 

Approximately  20%  of  the  patients  in  the 
entire  series  had  end-stage  coronary  artery  dis- 


ease, yet  the  overall  30-day  mortality  in  this 
desperately  ill  group  of  patients  has  been  only 
7.7%.  Operative  mortality  also  correlated  with 
the  number  of  vessels  occluded  by  50%  or 
more  stenosis.  In  single-vessel  disease,  coro- 
nary artery  bypass  mortality  was  1%;  double- 
vessel disease,  1.5%;  and  triple-  or  four-vessel 
disease,  5.2%. 

Postoperative  complications  have  been  few 
and  minor  in  degree.  Postoperative  ECG  find- 
ings of  acute  myocardial  infarction  occurred  in 
1 1 % of  the  patients,  but  only  4.4%  had  actual 
low  cardiac  output  following  infarction,  and 
ECG  or  serum  enzyme  measurements  have  not 
proved  to  be  reliable  in  the  immediate  post- 
operative period. 

Results  of  long-term  follow-up  on  a signifi- 
cant number  of  patients  are  being  accumu- 
lated. Follow-up  of  most  patients  to  one  year 
has  shown  that  more  than  85%  are  much  im- 
proved and  75%  are  completely  free  of  symp- 
toms. More  than  50%  have  returned  to  some 
type  of  employment.  Postoperative  myocardial 
infarction  or  arrhythmias  beyond  30  days  occur 
in  about  5%  of  the  patients;  3%  are  fatal 
myocardial  infarctions.  However,  a large  num- 
ber of  the  first  group  of  patients  received  only 
one  bypass  graft  for  triple-  or  double-vessel 
disease.  It  is  hoped  that  the  present  practice 
of  multiple  bypass  grafts  will  render  a protec- 
tive effect.  Quantitative  and  objective  means  of 
comparison  of  ventricular  function  before  and 
after  surgery  are  being  studied  presently. 

Graft  Patency:  Study  by  cine  arteriograms  from 
two  weeks  to  one  year  postoperatively  has 
shown  a graft  patency  of  90%  in  100  patients. 
Only  one  patient  showed  no  functioning  vein 
graft  postoperatively  on  cine  arteriograms.  The 
remainder  of  the  patients  with  occlusions  had 
one  of  two  grafts  occluded,  the  other  remain- 
ing patent.  Results  of  long-term  graft  patency 
studies  are  anxiously  awaited.  Early  results  are 
encouraging. 

Selection  of  Patients  for  Coronary  Artery  By- 
pass: In  general,  patients  have  been  selected 
for  surgery  because  of  either  severity  of  symp- 
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5.  “Tight”  stenosis  of  the  RCA  above  the  distal 
bifurcation. 


toms  or  severity  of  anatomic  lesions  on  selec- 
tive coronary  arteriograms.  Intractable  angina 
pectoris,  increasing  angina,  and  congestive 
heart  failure  are  severe  symptoms  meriting  by- 
pass surgery.  Previous  myocardial  infarction, 
mild,  occasional,  or  “stable”  angina  pectoris 
controlled  by  medical  management  may  also 
be  indications  for  coronary  artery  bypass  on 
the  basis  of  the  anatomic  lesion  present.  In 
fact,  these  seemingly  minor  symptoms  may  be 
the  only  v\/arning  signals  of  severe  underlying 
anatomic  disease.  Thus,  the  final  assessment 
of  severity  of  anatomic  coronary  artery  disease 
can  only  be  attained  by  the  coronary  arterio- 
gram. The  selection  of  some  patients  for  sur- 


6.  Postoperative  vein  graft  injection  demonstrates 
dye  filling  proxirnally  and  distally. 


gery  actually  cannot  be  resolved  until  the  cor- 
onary arteriograms  are  completed.  The  ques- 
tion then  is;  Who  should  have  coronary  arterio- 
grams? At  present  there  is  little  correlation  be- 
tween severe  anatomic  disease  and  symptom 
complex.  The  EGG  at  rest  has  not  been  useful; 
29%  of  the  surgical  patients  in  this  series  had 
a normal  EGG  at  rest.  Perhaps  the  exercise  EGG 
may  serve  as  a screening  test  prior  to  cine 
arteriograms.  Regardless,  patients  with  minor 
symptoms  and  normal  EGGs  may  have  poten- 
tially catastrophic  lesions  of  their  coronary 
arteries,  as  seen  in  Fig  4. 

It  has  been  shown  that  a 50%  decrease  in 
lumen  size  of  an  artery  will  cause  decreased 
flow.  Major  coronary  arteries  with  75%  or  more 
encroachment  on  the  lumen  may  be  considered 
as  significantly  diseased.  An  estimation  of 
95%  stenosis  or  “tight”  stenosis  may  imply 
impending  occlusion.  At  least  one  major  coro- 
nary artery  was  totally  occluded  in  60%  of  the 
patients  in  this  series.  Totally  occluded  vessels 
result  in  a technically  more  difficult  operation, 
increase  in  symptom  severity  because  of  in- 
creased myocardial  destruction,  and  a higher 
mortality  rate.®  A major  coronary  artery  (RGA, 
LAD,  or  LGA)  with  95%  or  “tight”  stenosis 
should  be  bypassed  not  only  if  symptoms  are 
intractable,  but  also  to  prevent  occlusion  and 
its  accompanying  complications  (Figs  5,  6).  An 
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estimated  75%  stenosis  of  a major  coronary 
artery  should  be  bypassed  in  the  face  of  severe 
symptoms  or  multiple-vessel  disease.  This  has 
been  the  basic  pattern  for  the  placement  of 
single,  double,  or  triple  coronary  artery  bypass- 
es followed  in  this  series. 

On  the  other  hand,  severity  of  symptoms  has 
never  served  as  a contraindication  to  surgery, 
but  more  as  an  impetus.  Therefore,  21%  of 
our  patients  had  functional  class  IV  cases. 
Likewise,  severity  of  anatomic  disease  has  not 
prohibited  surgical  treatment;  62%  had  severe 
triple-vessel  disease.  Totally  occluded  vessels 
were  successfully  bypassed  in  a large  percent- 
age of  the  patients.  In  fact,  70%  of  the  occlud- 
ed RCAs  and  51%  of  the  occluded  LAD  coro- 
nary arteries  without  angiographically  demon- 
strable distal  collaterals  were  successfully  by- 
passed. Similarly,  cardiac  catheterization  find- 
ings of  elevated  left  ventricular  end  diastolic 
pressure,  akinetic  ventricle  or  valvular  incom- 
petence should  not  deter  surgical  treatment. 
Thus,  severity  of  anatomic  disease  has  not 
been  a contraindication  to  surgery  (Fig  7). 

There  has  been  only  a slight  increase  in  mor- 
tality in  patients  with  hypertension,  diabetes 
mellitus,  or  generalized  arteriosclerosis.  Pa- 
tients with  defects  in  fat  metabolism  have  not 
been  followed  for  sufficiently  long  periods  to 
ascertain  final  benefits  of  bypass  surgery,  but 
early  follow-up  has  shown  satisfactory  results. 

Age  in  this  series  has  ranged  from  23  to  74 
years.  About  one-third  of  the  patients  in  the 
operative  mortality  group  were  over  the  age  of 
60.  in  general,  70  years  has  been  used  as  the 
limiting  age. 
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Clinical 
application  of 

selective 

gastrointestinal  angiography 


Indications  for  the  use  of  selective  splanchnic 
angiography  include  evaluation  of  gastrointestinal 
bleeding  sites,  demonstration  of  mass  lesions,  ab- 
dominal trauma,  primary  mesenteric  vascular  dis- 
ease, preoperative  and  postoperative  evaluation 
for  a variety  of  gastrointestinal  procedures,  and 
as  a route  for  chemotherapy.  The  broad  spectrum 
of  its  application  and  the  relative  simplicity  and 
safety  of  the  procedure  make  selective  angiog- 
raphy a significant  addition  to  the  diagnostic 
armamentarium  for  the  evaluation  of  gastroen- 
terologic  disease. 


SELECTIVE  CATHETERIZATION  of  arteries  has 
become  a widespread  and  valuable  radiograph- 
ic diagnostic  procedure  since  the  introduction 
of  the  Seldinger  technique  of  percutaneous 
retrograde  angiography  in  1953. ^ Although  its 
use  was  at  first  confined  to  cerebral,  coronary, 
and  renal  studies,  it  has  evolved  recently  as  a 
valuable  adjunct  to  the  study  of  various  gastro- 
intestinal diseases.  This  article  reviews  the  use 
of  selective  gastrointestinal  angiography  and 
provides  examples  from  our  experience  with 
this  technique  at  the  Ben  Taub  General  Hospi- 
tal, Houston. 

Technique:  Using  aseptic  technique,  an  Odman- 
type  plastic  catheter,  with  a preshaped  tip  to 
facilitate  entry  into  the  splanchnic  trunks,  is 
introduced  into  the  femoral  artery.  Under  direct 
television  monitor,  the  catheter  is  advanced  to 
the  vertebral  level  of  Tl,  2-Ll  and  then  maneu- 
vered into  the  desired  aortic  branch.  Trial  injec- 
tion of  a small  amount  of  contrast  media  con- 
firms placement  of  the  tip.  Mechanical  pressure 
injection  is  then  used  to  introduce  the  radio- 
paque dye  (Renografin)  into  the  artery  at  a rate 
of  10-13  cc/minute,  with  an  average  dose  of 
60  cc  for  the  studies  of  the  celiac  and  superior 


mesenteric  arteries  and  30  cc  for  those  of  the 
inferior  mesenteric  artery.  A rapid  cassette 
changer  takes  sequential  films  every  11/2  sec- 
onds for  9 seconds,  then  every  3 seconds  for 
9 seconds,  and  finally  every  5 seconds  for  15 
seconds.  In  this  way  arterial,  capillary,  venous, 
and  post-venous  phases  are  captured  in  the 
organs  supplied  by  the  artery. 

The  procedure  is  quite  safe.  Baum  and  co- 
workers reported  only  12  local  hematomas  in 
their  first  600  patients  so  studied. ^ In  another 
report  involving  more  than  11,000  patients 
evaluated  from  several  institutions,  Lang  noted 
a 0.7%  incidence  of  serious  complications, 
which  included  local  arterial  thrombosis,  arteri- 
al embolism,  and  perforated  vessels.^  The  mor- 
tality of  0.06%  was  due  most  commonly  to 
arterial  thrombosis  and  to  reactions  to  the  con- 
trast media. 

Contraindications  to  selective  mesenteric 
vascular  angiography  include  sensitivity  to  the 
contrast  media  and  arteriosclerotic  involvement 
of  the  femoral,  iliac,  or  other  vessel  to  be  used 
for  injection  of  the  contrast  media.  Other  rela- 
tive contraindications  include  severe  renal  fail- 
ure and  anuria,  and  shock.  Bleeding  tendencies 
have  not  been  a major  problem  with  this  tech- 
nique, since  no  complications  have  been  re- 
ported in  patients  with  prothrombin  times  as 
low  as  20%  and  platelet  counts  as  low  as 
50,000/cu  mm. 2 

Normal  Findings:  Appreciation  of  the  normal 
anatomy  of  the  splanchnic  vessels  is  vital  to 
the  interpretation  of  the  angiographic  findings. 
Two  features  are  particularly  characteristic  of 
this  region:  the  high  percentage  of  anatomic 
variations  and  the  rich  network  of  collateral 
circulatory  vessels. 

The  usual  distribution  of  the  celiac  artery  is 
shown  in  Fig  1;  this  pattern  accounts  for  about 
55%  of  the  cases. 4 The  blood  supply  to  the 
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I.  This  aiii;ioi;ram  depicts  the  most  common 
pattern  of  celiac  trunk  distribution.  The  celiac  trunk 
divides  into  splenic  (S),  left  gastric  (LG)  and 
hepatic  branches  (H).  The  hepatic  artery 
subsequently  gives  off  the  gastroduodenal  artery 
(GD)  before  breaking  up  into  cystic  artery 
and  major  hepatic  branches.  Note  the  dense  arterial 
network  in  the  area  of  the  head  of  the  pancreas 
and  the  well-defined  gastroepiploic  artery  (GE). 

The  catheter  is  marked  (C). 


2.  Normal  superior  (A)  and  inferior  (B) 
mesenteric  angiograms.  A.  Note  the 
phrenic  (P)  arteries  arising  from  the  superior 
mesenteric  trunk  (SM).  The  superior 
mesenteric  first  gives  off  middle  and  right 
colonic  branches,  often  arising  from  a 
common  trunk.  Here  there  is  good  visualization 
of  the  gastroduodenal  artery  (GD)  via  the 
pancreatic-duodenal  arcades.  The  remaining 
branches  supply  the  gut  wall.  The  cephalad 
portion  of  the  iliocolic  loop  (IC)  is  seen. 

B.  The  inferior  mesenteric  (IM)  artery 
has  a much  smaller  caliber  than  the  superior 
mesenteric  and  has  a delicate,  lacy 
appearance.  The  left  colic  (LC)  and  superior 
sigmoidal  (SS)  branches  share  a common 
trunk.  The  superior  rectal  (SR)  branch 
is  well  visualized  in  this  case. 
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liver  comes  solely  or  in  part  from  the  superior 
mesenteric  artery  in  18%  of  cases. ^ 

Normal  angiographic  appearance  of  the  su- 
perior and  inferior  mesenteric  arteries  is  shown 
in  Fig  2.  Blood  supply  to  the  head  of  the  pan- 
creas comes  from  both  the  celiac  and  superior 
mesenteric  vessels  via  the  pancreaticoduodenal 
arteries.  The  inferior  mesenteric  artery  supplies 
the  left  colon  up  to  the  splenic  flexure  in  45% 
of  cases. ^ 

Clinical  Application:  Selective  gastrointestinal 
angiography  is  useful  in  evaluation  of:  (1)  in- 
testinal bleeding,  (2)  mass  lesions  and  suspect- 
ed malignancy  of  the  gastrointestinal  tract,  (3) 
abdominal  trauma,  (4)  primary  mesenteric  vas- 
cular disease,  and  (5)  preoperative  and  post- 
operative evaluations  for  a variety  of  gastro- 
intestinal problems.  It  is  also  used  to  define 
routes  of  chemotherapy  to  gastrointestinal 
organs. 

Gastrointestinal  Bleeding:  The  bleeding  site 
in  many  gastrointestinal  bleeders  remains  un- 
detected, even  with  exploratory  laparotomy. 
Moreover,  there  is  no  assurance  that  a lesion 
demonstrated  by  conventional  barium  studies 
is  the  source  of  the  bleeding,  nor  does  it  ex- 
clude multiple  bleeding  sites. 

Selective  gastrointestinal  angiography  pro- 
vides a relatively  quick  and  reliable  means  of 
localizing  the  bleeding  site  in  many  of  these 
patients,  particularly  those  presenting  with  their 
first  episode  of  bleeding  and  whose  history  is 
not  suggestive  of  a bleeding  site.  In  such  cases, 
this  procedure  is  complementary  to  the  usual 
diagnostic  maneuvers  and  does  not  obviate 
their  use.  It  should  follow  the  appropriate  endo- 
scopic procedures,  but  it  must  precede  barium 
studies,  since  localization  of  the  bleeding  point 
depends  upon  intraluminal  extravasation  of  the 
dye,  which  previous  barium  studies  might  ob- 
scure. For  optimal  results  in  the  patient  with 
acute  bleeding,  the  rate  of  bleeding  needs  to 


be  at  least  30  cc/hour.  The  procedure  often  is 
done  as  an  immediate  preoperative  study. 

Bleeding  lesions  at  any  level  of  the  gastro- 
intestinal tract  can  be  visualized.  Mallory-Weiss 
lacerations  and  varicosities  have  been  diag- 
nosed in  the  manner,  even  when  results  of 
esophagoscopy  have  been  noncontributory. 
Bleeding  gastric  ulcers,  including  postoperative 
stress  ulcers,  also  are  well  demonstrated.  The 
procedure,  however,  gives  no  information  about 
the  etiology  of  the  ulcer.  Duodenal  ulcers  are 
readily  demonstrated,  (Fig  3)  although  the  dual 
blood  supply  of  this  area  necessitates  the  in- 
jection of  both  the  celiac  and  superior  mesen- 
teric arteries.  In  the  remainder  of  the  small  in- 
testine, vascular  malformations  with  bleeding 
are  among  the  more  frequent  causes  of  bleed- 
ing discovered  by  this  method.^  Leiomyomas, 
metastatic  lesions,  and  other  less  frequent 
causes  of  bleeding  have  been  reported."*  An- 
giography has  been  especially  useful  in  lesions 
of  the  large  bowel,  due  in  part  to  the  difficulty 
in  visualizing  bleeding  sites  of  the  right  colon 
with  conventional  techniques  (Fig  4). 

In  addition  to  the  first-time  bleeder  whose 
history  does  not  suggest  the  bleeding  site,  se- 
lective gastrointestinal  angiography  also  is  of 
great  value  in  the  patient  with  chronic,  recur- 
rent, unexplained  bleeding.  It  has  been  par- 
ticularly helpful  in  detecting  vascular  malforma- 
tions, esophageal  varices,  and  neoplasms,  es- 
pecially colonic  carcinoma  and  leiomyomas  and 
metastatic  lesions  of  the  small  intestine. 2* 
Varices  pose  a special  problem,  for  unlike  other 
bleeding  lesions  of  the  gastrointestinal  tract, 
their  bleeding  is  venous  rather  than  arterial  and 
thus  more  difficult  to  detect.  Ftowever,  even  if 
not  seen,  they  may  be  suggested  as  the  site  of 
bleeding  by  the  presence  in  the  arterial  phase 
of  the  characteristic  “corkscrew”  arteries^  of 
the  cirrhotic  liver  (Fig  5)  and  in  the  venous 
phase  by  the  angiographic  demonstration  of 
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3.  young  mule  presented  with  a two-hour  history 
of  passing  blood  per  rectum.  A.  An  early 
arterial  phase  of  the  superior  mesenteric  angiogram  is 
well  visualized.  B.  Later  in  the  arterial  phase, 
there  is  a small  localized  acctimulation  of  contrast 
media  in  the  right  upper  cpiadrant  (arrow). 

This  becomes  more  prominent  in  venous  (C)  and 


postvenous  (D)  phases  (shown  at  arrows). 

D.  The  intraluminal  extravasation  of  dye  is 
stiperimposed  on  the  superior  aspect  of  a pyelogram, 
which  always  restdts  from  the  injection  of  the 
contrast  media  in  angiography.  The  diagnosis  of 
bleeding  duodenal  ulcer  m'a.v  confirmed  at  operation. 
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4.  A 40-year-old  woman  presented  with  massive  bleeding 
per  rectum.  No  lesions  were  demonstrated  by  sigmoido- 
scopy. An  early  arterial  phase  of  the  superior  mesenteric 
angiogram  is  shown  (A).  Pyelograms  are  already  seen 
since  a celiac  study  had  been  done  just  previously.  A 
small  accumulation  of  contrast  media  is  apparent  later  in 
the  arterial  phase  (B),  which  persisted  through  the  post- 
venous  phase  (C).  Angiographic  diagnosis  waj  bleeding 
site  in  the  right  colon.  At  surgery,  a bleeding  diverticu- 
lum was  found,  and  the  precise  localization  permitted 
segmental  resection  of  the  involved  colon  rather  than 
total  colectomy . 


portal  hypertension.  This  angiographic  clue 
can  then  be  investigated  further  with  spleno- 
portography. 

Mass  Lesions:  A second  major  use  of  selec- 
tive gastrointestinal  angiography  is  in  the 
evaluation  of  mass  lesions  or  of  a suspected 
malignancy  of  the  liver  and  gastrointestinal 
tract.  The  angiographic  findings  seen  with  ma- 
lignancy include  displacement  of  blood  vessels; 
encasement,  or  abnormal  arterial  narrowing; 
pathologic  vessels,  which  are  small  and  of  ir- 
regular course  and  caliber;  and  tumor  stain  or 
blush  in  the  capillary  phase  of  the  arterio- 
graphic  study. 

The  value  of  angiography  varies  with  the 
location  of  the  lesion.  In  lesions  of  the  esopha- 
gus and  stomach  it  seldom  adds  more  than 
confirmation  of  findings  from  barium  and  endo- 
scopic studies.  Vascular  aberrations  in  the  liver 
correlate  better  with  the  disease  process,  com- 
plementing findings  on  hepatic  scans.  Hepato- 
mas are  quite  distinctive;  they  are  large  and 
highly  vascular,  and  often  have  prominent  ar- 
teriovenous shunts  and  tumor  stains  (Fig  6). 
Angiography  in  hepatomas  helps  the  surgeon 
delineate  the  feasibility  of  hepatic  resection. 
Metastatic  lesions  to  the  liver  are  more  diffi- 


cult to  recognize  with  this  technique.  A tumor 
stain  is  often  noted  with  carcinoid,  islet  cell, 
renal  cell,  and  leiomyosarcoma,  but  with  other 
tumors  metastatic  to  the  liver,  vessel  displace- 
ment is  a more  reliable  sign.  In  some  cases,  a 
radiolucent  defect  in  the  venous  phase  provides 
the  tip-off  to  a metastatic  lesion. 

Other  liver  masses  usually  are  distinctive: 
abscesses  are  avascular  with  a halo;  hepatic 
cysts  appear  as  radiolucent  defects.  Cholangio- 
carcinomas  vary  in  their  radiographic  appear- 
ance, but  often  are  avascular. 

The  multiple,  dense,  and  highly  variable 
blood  supply  to  the  pancreas  compromises  any 
precise  determination  of  subtle  vascular  chang- 
es in  the  diagnosis  of  pancreatic  disease.  Even 
with  clearly  abnormal  vascular  appearance, 
there  is  similarity  between  the  findings  of  car- 
cinomas and  those  of  pancreatitis  and  athero- 
sclerotic involvement  of  the  pancreatic  ves- 
sels. Pancreatic  adenocarcinoma,  unlike  other 
tumors,  often  has  no  tumor  neovascularity 
(Figs  7,  8).  With  pancreatitis,  findings  include 
dilated  and  tortuous  vessels;  venous  and  small 
artery  occlusion;  some  hypervascularity  in  the 
capillary  phase,  confused  with  tumor  stain;  and 
even  some  vessel  displacement  with  an  en- 
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5.  A 50-year-okl  cirrhotic  woman 
presented  with  jaundice. 
Anpiogranis,  done  to  rule  out 
possible  pancreatic  tumor,  revealed 
the  characteristic  “corkscrew" 
hepatic  arteries  of  cirrhosis. 

No  evidence  of  tumor  was  found. 
The  cystic  artery  and  its 
branches  (arrow)  are  well 
visualized. 


6.  This  elderly  man 
presented  with  a right  upper 
quadrant  mass.  Arterial 
phase  (A)  of  angiography 
revealed  a large  vascular 
mass  in  the  right  lobe  of  the 
liver,  supplied  by  two 
large  arteries  coming  from 
a common  celiac  and 
superior  mesenteric  trunk. 
The  venous  phase  (B) 
demonstrated  contrast  mate- 
rial remaining  in  numerous 
venous  lakes.  Angiographic 
interpretation  was 
hepatoma,  which  was 
subsequently  confirmed 
histologically. 
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7.  A/i  elderly  white  man  presented  with  jaundice 
and  a palpable  gallbladder.  Superselective 
angiography  of  the  hepatic  artery  showed  invasion 
of  the  gastroduodenal  artery  (arrow),  suggesting 
a diagnosis  of  carcinoma  of  the  head  of  the  pancreas, 
which  was  subsequently  confirmed. 


larged  head  of  the  pancreas  (Fig  9).  These 
diagnostic  hazards  are  reflected  in  the  wide 
variation  in  the  reported  accuracy  of  angio- 
graphic diagnosis  of  pancreatic  disease. 
contrast,  islet  cell  tumors  are  highly  vascular 
and  yield  a tumor  “blush. Pancreatic  cysts 
present  as  avascular  masses  with  displacement 
of  vessels. 

Carcinoid,  a richly  vascularized  tumor,  is 
readily  visualized  in  the  small  intestine.  Other 
small-intestine  lesions  usually  involve  distin- 
guishing inflammatory  from  neoplastic  masses. 

Carcinoma  of  the  colon  has  the  usual  angio- 
graphic findings  associated  with  neoplasms: 
large  vessel  displacement,  increase  and  irregu- 
larity in  small  vessels,  capillary  tumor  staining, 
and  early  venous  filling. 

Trauma:  Gastrointestinal  angiography  also  is 
of  value  in  abdominal  trauma.  Evaluation  of 
penetrating  abdominal  wounds  may  demon- 
strate disruption  of  blood  vessels,  and  lacera- 
tions of  the  gastrointestinal  tract.  Rupture  of 
the  spleen  or  liver  and  subcapsular  hematomas 
can  be  seen  readily.  Splenic  rupture  may  be 
diagnosed  by  plain  films  of  the  abdomen  in 
only  75%  of  the  cases, whereas  the  distinc- 
tive angiographic  picture  of  irregular  outline, 
radiolucent  defects,  arteriovenous  shunts,  and 
extravasation  are  seldom  missed  with  angio- 
graphy. 

Primary  Vascular  Lesions:  Primary  vascular 
lesions  provide  another  indication  for  the  use 
of  this  technique.  It  has  long  been  used  in  pre- 
operative evaluation  for  graft  procedures  for 
the  aorta,  iliac,  and  femoral  arteries,  and  pro- 
vides definitive  diagnosis  of  acute  mesenteric 
occlusion.  Arteriosclerotic  vascular  disease  of 
the  splanchnic  vessels  can  be  demonstrated, 
but  often  the  angiographic  findings  are  more 
advanced  than  the  clinical  findings  might  sug- 
gest because  of  the  rich  anastomotic  network. 
With  long-standing  and  progressive  vascular 
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S.  A 5()-yciii-()lJ  man  prescnicd  with  ahilominal 
mass.  Upper  gastrointestinal  series  showed  the 
stomach  displaced  to  the  left.  Anpiopraphy  revealed 
a larpe  va.sciilar  ma.ss  in  the  ripht  lobe  of  the 
liver  (A),  a larpe  ma.ss  stretch! np  the  left  hepatic 
and  left  pastric  arteries  (B).  as  well  as  splenic 
vein  obstruction  and  increased  collateral  flow  via 
the  pastrocpiploic  vein  (C).  Anpiopraphic 
diapno.sis  of  pancreatic  carcinoma  with  hepatic 
nietastases  was  confirmed  at  aiitop.sy. 


9.  A 60-year-old  man  presented  with  painless 
jaundice.  The  duodenal  loop  was  widened  (A)  and 
suggested  either  pancreatitis  or  carcinoma. 
Angiography  (B)  showed  a diffuse  blush  in  the 
capillary  phase,  showing  an  enlarged  head 
of  the  pancreas  and  apparent  displacement  of  the 
pancreaticoduodenal  arcades.  Air  in  the  gastric 


antrum  produced  the  radiolucent  area  above 
the  blush.  Angiographic  diagnosis  was  pancreatitis, 
and  this  was  confirmed  by  subsequent  clinical 
findings.  The  case  emphasizes  that  the  usual 
criteria  for  neoplasia  are  difficult  to  interpret  with 
pancreatic  lesions. 
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occlusion,  the  study  shows  dilated  collaterals, 
particularly  the  marginal  artery  if  either  the 
superior  or  inferior  mesenteric  arteries  are  in- 
volved, or  the  pancreaticoduodenal  arteries  if 
either  the  celiac  or  superior  mesenteric  vessels 
are  involved. 

Preoperative  and  Postoperative  Evaluation: 
In  order  to  reduce  operating  time  and  to  identi- 
fy anomalous  vascular  patterns,  angiography  is 
indicated  before  hepatic,  pancreatic,  and  colon- 
ic resections.  In  carcinoma  of  the  colon,  the 
serosal  and  mesenteric  vascular  patterns  serve 
as  indications  of  extraluminal  extension  of  the 
tumors. 

Portal  hypertension  appears  at  angiography 
as  a faint  portal  system  with  prominent  collat- 
eral flow.  As  a preoperative  evaluation,  this  is 
used  to  delineate  anatomy  of  the  veins,  assess 
patency  of  the  portal,  splenic,  and  mesenteric 
veins,  and  to  demonstrate  the  site  of  vessel 
obstruction.  It  may  be  used  postoperatively  for 
evaluation  of  porto-systemic  shunts,  and  may 
be  used  even  if  splenoportography  is  contra- 
indicated, as  with  ascites,  low  prothrombin  time 
or  platelet  count,  or  previous  splenectomy. 

Angiography  has  been  suggested  as  a pre- 
operative evaluation  measure  to  assure  ade- 
quate vascularity  of  a segment  of  colon  before 
transplant  as  an  esophageal  prosthesis. 

Route  for  Chemotherapy:  Another  indication 
for  selective  gastrointestinal  angiography  is  as 
a route  for  chemotherapy,  since  it  affords  di- 
rect access  to  the  involved  area.  This  approach 
is  most  useful  in  treatment  of  lesions  of  the 
liver  and  colon.  The  multiplicity  of  the  blood 
supply  to  other  areas  of  the  gastrointestinal 
tract  limits  the  feasibility  of  chemotherapy. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


brand  of 

metronidazole 


Cures  Trichomoniasis  in 
Both  Women  and  Men 


About  half  of  all  husbands  of  in- 
fected women  harbor  Trichomonas 
vaginalis.^ 

Few  of  these  men  have  symptoms. 
Even  so,  all  are  capable  of  perpetuat- 
ing the  infection  and  rendering  treat- 
ment of  a woman  alone  futile. 

Only  a systemically  active  medica- 
tion like  Flagyl  is  capable  of  reach- 


ing the  hidden  reservoirs  of  infection 
in  the  genitourinary  tracts  of  both 
men  and  women. 

Only  Flagyl  has  been  able  to 
achieve  rates  of  cure  consistently 
above  90  per  cent  and  often  up  to 
100  per  cent  in  trichomonal  infec- 
tions in  both  men  and  women. 


Indications:  For  the  treatment  of  trichomo- 
niasis in  both  male  and  female  patients  and 
the  sexual  partners  of  patients  with  a recur- 
rence of  the  infection  provided  trichomonads 
have  been  demonstrated  by  wet  smear  or 
culture. 

Contraindications:  Evidence  of  or  a history 
of  blood  dyscrasia,  active  organic  disease  of 
the  central  nervous  system  and  the  first  tri- 
mester of  pregnancy. 

Warning’s:  Use  with  discretion  during  the  sec- 
ond and  third  trimesters  of  pregnancy  and 
restrict  to  patients  not  cured  by  topical  mea- 
sures. Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious  to  the 
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Precautions:  Mild  leukopenia  has  been  re- 
ported during  Flagyl  use;  total  and  differen- 
tial leukocyte  counts  are  recommended 
before  and  after  treatment  with  the  drug, 
especially  if  a second  course  is  necessary. 
Avoid  alcoholic  beverages  during  Flagyl  ther- 
apy because  abdominal  cramps,  vomiting  and 
flushing  may  occur.  Discontinue  Flagyl 
promptly  if  abnormal  neurologic  signs  occur. 
There  is  no  accepted  proof  that  Flagyl  is  ef- 
fective against  other  organisms  and  it  should 
not  be  used  in  the  treatment  of  other  condi- 
tions. Exacerbation  of  moniliasis  may  occur. 
Adverse  Reactions:  Nausea,  headache,  ano- 
rexia, vomiting,  diarrhea,  epigastric  distress, 
abdominal  cramping,  constipation,  a metallic, 
sharp  and  unpleasant  taste,  furry  or  sore 
tongue,  glossitis  and  stomatitis  possibly  asso- 
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exacerbation  of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia,  dizzi- 
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ataxia,  numbness  or  paresthesia  of  an  extrem- 
ity, fleeting  joint  pains,  confusion,  irritability, 
depression,  insomnia,  mild  erythematous 


eruptions,  “weakness,”  urticaria,  flushing,  dry- 
ness of  the  mouth,  vagina  or  vulva,  vaginal 
burning,  pruritus,  dysuria,  cystitis,  a sense  of 
pelvic  pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido,  nasal  con- 
gestion, proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the  drug. 
Patients  receiving  Flagyl  may  experience  ab- 
dominal distress,  nausea,  vomiting  or  head- 
ache if  alcoholic  beverages  are  consumed. 
The  taste  of  alcoholic  beverages  may  also  be 
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Dosage  and  Administration:  In  the  Female. 
One  250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated  if  re- 
quired in  especially  stubborn  cases;  in  such 
patients  an  interval  of  four  to  six  weeks  be- 
tween courses  and  total  and  differential  leu- 
kocyte counts  before,  during  and  after 
treatment  are  recommended.  Vaginal  inserts 
of  500  mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  inserts 
are  used  one  500-mg.  insert  is  placed  high 
in  the  vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two  250-mg. 
tablets  daily  during  the  ten-day  course  of 
treatment.  Do  not  use  the  vaginal  inserts  as 
the  sole  form  of  therapy.  In  the  Male.  Pre- 
scribe Flagyl  only  when  trichomonads  arc 
demonstrated  in  the  urogenital  tract,  one 
250-mg.  tablet  two  times  daily  for  ten  days. 
Flagyl  should  be  taken  by  both  partners  over 
the  same  ten-day  period  when  it  is  prescribed 
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PATHOGENESIS  OF  THE 

shock  lung 


Severely  traumatized  patients  frequently  die  de- 
spite initial  resuscitation.  Arterial  blood  gas  stud- 
ies indicate  that  many  patients  develop  hypoxemia 
on  the  second  and  third  day  following  severe 
trauma  and  hypovolemia,  from  which  they  have 
been  resuscitated.  Many  experimental  and  clinical 
factors  are  now  in  evidence  to  help  us  under- 
stand the  shock  lung  syndrome.  The  visible  ef- 
fects of  edema  and  hemorrhage  are  the  gross  end 
results.  These  are  produced  by  a chain  reaction 
resulting  in  changes  in  pulmonary  vascular  resist- 
ance and  pulmonary  cellular  oxygen  tension.  This, 
in  turn,  disturbs  cellular  metabolism  in  the  lung 
cell  and  cellular  physiology  becomes  deranged.  In 
civilian  practice,  the  pulmonary  effects  of  non- 
thoracic  trauma  frequently  are  either  not  antici- 
pated or  are  overlooked. 

NONTHORACIC  TRAUMA  and  hemorrhagic 
shock  are  significant  in  the  development  of  a 
pathologic  process  within  the  pulmonary  paren- 
chyma. Regrettably,  it  is  only  during  war  that 
it  is  possible  to  observe,  study  and  evaluate 
many  cases  of  trauma  and  its  sequelae.  Hemor- 
rhagic shock  and  post-traumatic  pulmonary  in- 
sufficiency were  recognized  in  World  War  I,  but 
in  World  War  II  the  study  of  the  relationship 
between  shock  and  post-traumatic  respiratory 
distress  was  initiated.  Subsequent  conflicts  in 
Southeast  Asia  have  permitted  the  study  to 
continue.  In  civilian  practice,  identical  physio- 
logic and  anatomic  derangements  have  been 
observed  in  patients  following  motor  vehicle 
and  other  major  accidents. 

During  World  War  II,  surgeons  became  aware 
of  acute  respiratory  failure  in  casualties  without 
direct  chest  trauma  and  coined  the  term  “wet 
lung,”  which  remained  in  vogue  for  some  time. 
Unable  to  accept  this  nomenclature,  various 
authors  considering  similar  problems  have  sub- 
sequently used  such  terms  as  “shock  lung,” 


“noninfective  congestive  atelectasis,”  “the 
adult  equivalent  of  the  respiratory  distress  syn- 
drome of  the  newborn,”  “the  pulmonary  equiv- 
alent of  acute  tubular  necrosis,”  “progressive 
pulmonary  consolidation,”  and  “post-traumatic 
lung.”  The  reason  for  the  increased  incidence 
of  this  syndrome  lies  within  the  present  capa- 
bility of  salvaging  severely  traumatized  persons 
who,  a decade  ago,  would  have  died  within  a 
short  time  after  injury. 

The  history  of  the  syndrome  warrants  consid- 
eration. Brewer  and  others,^  in  1946,  reviewed 
surgical  casualties  in  the  North  African  cam- 
paign. They  initially  used  the  term  “wet  lung,” 
and  stated  that  they  had  found  no  prior  refer- 
ence in  the  literature.  Casualties  with  dry  lungs 
did  not  constitute  a problem,  but  those  with 
wet  lungs  were  difficult  to  resuscitate,  were 
poor  operative  risks  for  emergency  surgery,  and 
frequently  developed  progressive  respiratory 
complications. 

The  clinical  picture  was  observed  in  casual- 
ties with  combinations  of  mild  or  severe  injury, 
and  invariably  it  was  associated  with  consider- 
able blood  loss.  Symptoms  and  signs  were 
those  of  a wet  cough  which  persisted  in  spite 
of  the  fact  that  sputum  was  raised  continuous- 
ly. There  was  dyspnea,  and  diffuse  rales  and 
high-pitched  wheezes  could  be  heard  over  both 
lung  fields.  The  radiographic  appearance  of  the 
chest  varied  from  that  of  minimal  atelectasis  to 
that  of  gross  pulmonary  edema.  There  was, 
indeed,  a wide  range  of  severity.  Twenty-five 
years  ago.  Brewer^  wrote  that  he  was  impressed 
that  anoxia  was  a contributory  factor  and  that 
oxygen  therapy  should  be  instituted  early.  How 
unfortunate  that  this  concept  is  not  fully  util- 
ized in  1971. 

In  September  1944,  a memorandum  was  is- 
sued by  Maj  Gen  Morrison  C.  Stayer,  chief  sur- 
geon, North  African  Theatre  of  Operations,  cre- 
ating a medical  board  to  study  the  treatment 


Volume  67,  June,  1971 


67 


PATHOGENESIS  OF  THE  SHOCK  LUNG 


of  the  severely  wounded.  Part  of  the  memoran- 
dum reads,  “There  are  several  urgent  problems 
....  There  is  increasing  evidence  that  in  some 
of  the  severely  wounded  troops,  a clinical  con- 
dition which  has  been  labeled  pulmonary  edema 
is  frequently  encountered.  It  is  desirable  that 
the  whole  problem  of  resuscitation  of  wounded 
be  critically  studied  by  competent,  experienced 
physicians  , . .”  Five  physicians  and  ancillary 
personnel  were  selected  to  constitute  the  board, 
headed  by  Lt  Col  Tracy  Mallory. 

Their  classic  official  report,  “Physiologic 
Effects  of  Wounds,”^  js  required  reading  for 
every  physician  involved  in  the  care  of  severely 
injured  patients.  In  1950,  two  years  before  this 
official  report  appeared,  “The  General  Pathol- 
ogy of  Traumatic  Shock,”  by  Mallory  and  asso- 
ciates^ was  published.  Two  factors  emerge  from 
these  reports:  (1)  changes  which  occur  con- 
comitantly with  shock,  and  (2)  changes  which 
follow  shock  and  may  be  considered  as  seque- 
lae of  the  shock  state.  The  organs  of  casualties 
dying  within  12  hours  of  shock  and  trauma 
showed  only  minimal  evidence  of  histologic 
change.  When  the  series  was  broadened  to  in- 
clude material  from  casualties  who  had  lived 
for  more  than  18  hours  after  severe  injury, 
pathologic  lesions  appeared.  The  severity  of  the 
changes  were  at  a maximum  96  hours  after  in- 
jury. Autopsy  reports  on  the  lungs  of  casualties 
who  had  lived  for  a minimum  of  12-18  hours 
after  trauma  described  congestion  in  every 
case.  Edema  was  present  in  85%,  atelectasis 
in  70%,  fat  emboli  in  65%,  intra-alveolar  hem- 
orrhage in  55%,  interstitial  hemorrhage  in 
25%,  and  pneumonia  in  30%.  The  conclusion 
was  that  “Pulmonary  edema  was  less  frequent- 
ly seen  and  was  less  severe  in  those  who  were 
NOT  successfully  resuscitated  than  in  those 
patients  who  did  recover  from  the  acute  stage 
of  shock.”  A picture  evolved  of  severely  injured 
casualties  who  were  in  shock,  were  resusci- 


tated, died  >12  hours  post-injury,  and  had 
edematous  lungs. 

Two  reports  appeared  in  1969. ^ ^ The  domi- 
nant feature  in  both  was  the  high  mortality  in 
patients  after  initial  resuscitation.  Burn  and 
head  injuries  were  excluded  from  both  studies. 
In  those  patients  who  died  48  hours  post-in- 
jury,  pulmonary  edema  was  found  in  80%  by 
Simmons,  and  in  89%  by  Martin.  In  addition 
to  pulmonary  edema,  congestion,  intra-alveolar 
hemorrhage,  and  interstitial  hemorrhage  were 
found  in  the  vast  majority  of  cases.  Pulmonary 
fat  emboli  were  found  in  only  4%  of  the  autop- 
sies. In  Vietnam  today,  the  period  of  hypo- 
volemic shock  has  been  shortened,  but  the  inci- 
dence of  severe  pulmonary  edema  in  the  se- 
verely wounded  has  not  changed  materially  in 
25  years.  Pulmonary  edema,  congestion,  alveo- 
lar hemorrhage,  atelectasis,  and  pneumonia  re- 
main the  same  gross  clinical  and  fatal  entity  as 
reported  by  Mallory  and  others.® 

Is  experimental  laboratory  evidence  currently 
forthcoming  to  indicate  the  etiology  of  the 
syndrome? 

Vascular  Responses  in  the  Lung  Following 
Shock  and  Trauma:  The  pulmonary  vascular 
bed  is  the  only  vascular  structure  which  re- 
ceives almost  all  of  the  cardiac  output.  The 
response  of  the  pulmonary  vascular  bed  plays 
an  important  role  in  the  body’s  hemodynamic 
response  to  acute  trauma  and  blood  loss,  be- 
cause oxygen  and  carbon  dioxide  exchange  are 
dependent  on  the  distribution  of  both  pulmo- 
nary blood  flow  and  the  patterns  of  ventilation. 

The  lungs  have  a dual  blood  supply.  Hence, 
it  is  necessary  to  examine  changes  in  the  bron- 
chial circulation  to  determine  if  these  changes 
produce  variation  in  pulmonary  blood  flow  and 
ventilation.  Loss  of  or  reduction  in  bronchial 
circulation  will  produce  damage  to  the  bronchi, 
and,  in  turn,  produce  changes  not  only  in  venti- 
lation, but  also  in  the  pulmonary  circulation. 

Two  reports  have  indicated  that  acidosis  and 
hypoxemia,  known  to  occur  in  shock,  increased 
pulmonary  artery  pressure  and  pulmonary  vas- 
cular resistance.®-'^ 

Sealy  and  associates®  studied  the  effects  on 
lungs  of  the  experimental  animal  of  two  hours 
of  slowly  produced  hypovolemic  shock  and  re- 
transfusion. Macroscopic  hemorrhages  were  vis- 
ible. Microscopically,  the  pulmonary  lesions 
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varied  from  interstitial  edema  and  perivascular 
cuffing  to  hemorrhagic  atelectasis.  There  was 
an  extravasation  of  fluid  and  blood  from  the 
vascular  bed  into  the  interstitium  and  later  into 
the  alveoli  and  bronchi. 

They  were  unable  to  change  this  morpholog- 
ic picture  by  the  addition  of  mechanical  venti- 
lation. 

Veith  and  others'’  evaluated  the  pulmonary 
effects  of  slowly  produced  hypovolemic  shock 
with  and  without  transfusion.  Pulmonary  vas- 
cular resistance  increased  and  remained  in- 
creased when  hypovolemic  shock  was  untreat- 
ed. In  the  retransfused  group,  the  pulmonary 
vascular  resistance  returned  toward  normal  on 
replacement  of  shed  blood,  only  to  return  to 
the  elevated  level  that  was  present  during  the 
hypovolemic  phase. 

Cook  and  Webb^”  reported  similar  results  in 
experimental  animals.  Veith  believed  the  in- 
crease in  pulmonary  vascular  resistance  was 
primarily  the  result  of  pulmonary  arteriolar 
vasoconstriction  with  its  sequelae  of  periarterial 
hemorrhage,  followed  by  pulmonary  vasodila- 
tion and  diffuse  pulmonary  hemorrhage  and 
edema.  Cook  suggested  that  pulmonary  venous 
constriction  was  the  cause  of  the  hemorrhage 
and  edema. 

Pulmonary  blood  flow  is  not  evenly  distrib- 
uted throughout  the  lungs.  In  general,  the  most 
dependent  portions  of  the  lungs  receive  a high- 
er pulmonary  blood  flow  than  the  uppermost 
portions.  With  the  decrease  in  pulmonary  blood 
flow  that  occurs  in  hemorrhagic  shock,  an  in- 
crease in  alveolar  dead  space  is  found.  To  eval- 
uate changes  in  ventilation  and  perfusion, 
Severinghaus  and  others^^  produced  unilateral 
pulmonary  artery  occlusion.  They  observed  a 
shift  of  ventilation  away  from  the  nonperfused 
lung  and  a reduction  in  compliance  in  the  avas- 
cular lung.  Release  of  the  occlusion  resulted  in 
restoration  of  lung  compliance.  However,  if 
occlusion  was  maintained  in  excess  of  one 
hour,  pulmonary  compliance  did  not  return  to 
normal  levels,  and  simultaneously,  pulmonary 
vascular  resistance  doubled.  When  pulmonary 
circulation  was  interrupted  for  this  period,  the 
fall  in  compliance  was  the  result  of  atelectasis. 
Contrary  results  were  observed  by  Willwerth 
and  others, ^vho  produced  hemorrhagic  shock 
to  50  torr  for  two  hours  in  the  experimental  ani- 


mal and  then  transfused  the  shed  blood.  In  one 
group,  temporary  but  total  vascular  occlusion 
of  one  lung  was  produced  during  the  hypovo- 
lemic period  only.  In  autopsied  specimens  36- 
48  hours  post-shock,  the  nonoccluded  lungs 
were  heavy,  edematous,  and  hemorrhagic.  The 
occluded  lungs  were  normal.  It  appeared  that 
the  avascular  lung  was  protected  from  chang- 
es during  the  period  of  shock  and  strangely 
enough,  in  the  post-shock  period,  this  ischemic 
lung,  now  well  perfused,  did  not  develop  the 
characteristic  lesion.  One  can  postulate  that 
whatever  initiates  the  change  in  the  lung,  it 
must  do  so  during  shock  and  that  these  mor- 
phologic changes  take  place  when  perfusion  is 
low,  but  when  functioning  ventilation  and  the 
lungs’  metabolic  demands  are  maintained.  This 
is  the  time  when  disruption  of  the  parenchyma 
appears  to  be  initiated.  The  idea  of  a circulat- 
ing toxin  released  by  the  hypovolemic  shock 
might  also  be  entertained  as  a factor,  since 
only  the  perfused  lung  was  affected. 

Temporary  occlusion  of  one  pulmonary  ar- 
tery, with  ventilation  maintained,  has  been 
shown  to  produce  an  increase  in  bronchial  vas- 
cular resistance. 12.  This  is  attributed  to  hypo- 
carbia  in  a nonperfused  lung,  where  the  bronchi 
are  exposed  to  a gas  of  minimal  carbon  dioxide 
concentration,  because  when  ventilation  was 
carried  out  with  10%  carbon  dioxide,  bronchial 
vascular  resistance  fell.  Acute  changes  in  bron- 
chial vascular  resistance  with  changes  in  pul- 
monary circulation  may  play  an  important  role 
in  producing  lung  damage  in  trauma  and  shock, 
particularly  since  it  has  been  shown  that  some 
surfactant  is  secreted  by  the  bronchiolar  cells.i^ 

Following  hypovolemic  shock,  the  lung  in 
both  man  and  animal  is  heavy,  wet,  and  ate- 
lectatic. The  etiology  of  the  edema  is  possibly 
the  result  of  changes  in  vascular  resistance.  Is 
the  atelectasis  related  primarily  to  changes  in 
surfactant? 
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Role  of  Surfactant  in  Response  to  Trauma:  A 

metabolic  injury  initiated  by  shock  may  occur 
within  the  lungs,  requiring  some  time  to  alter 
alveolar  function  overtly.  If  this  were  so,  then 
changes  in  phospholipoprotein  (surfactant) 
should  occur.  Animal  studies  demonstrated 
that  hemorrhagic  and  atelectatic  pulmonary 
lesions  reach  maximum  severity  18  to  72  hours 
post-hypovolemic  shock.^®  Following  ligation  of 
the  pulmonary  artery,  Finley  and  others^®  found 
no  significant  changes  in  surface  tension  prop- 
erties for  15  to  18  hours,  after  which  time  mini- 
mal surface  tension  values  in  lung  extracts 
were  elevated  (5  dynes/cm  for  the  normal 
lung;  18  dynes/cm  in  the  avascular  lung). 
This  lag  phase  was  believed  to  be  related  to 
the  replacement  time  or  half  life  of  the  phos- 
pholipid.^'^ Marinetti  and  associates^®  found  that 
phosphorus  32-labeled  inorganic  phosphate 
injected  into  the  venous  circulation  was  incor- 
porated into  the  phosphatides  of  lung  tissue. 
By  utilizing  this  technique  immediately  after  re- 
infusion following  a shock  state,  formation  of 
phospholipid  content  of  the  lung  tissue  and 
mitochondria  was  determined.^®  Between  18 
and  72  hours  after  reinfusion,  the  lungs  showed 
their  most  severe  lesions,  massive  atelectasis, 
pulmonary  edema,  and  intra-alveolar  hemor- 
rhage. At  18  hours  and  beyond,  the  pressure 
volume  deflation  curves  indicated  exhaustion  of 
the  previously  synthesized  phospholipoprotein. 
At  18  hours  post-shock  and  retransfusion,  stud- 
ies with  phosphorus  32  indicated  a 52-66% 
depression  in  phospholipid  levels.  The  depres- 
sion was  greatest  in  the  atelectatic  areas.  Mito- 
chondria, the  probable  site  of  surfactant  syn- 
thesis, showed  a depression  of  phosphorus  32 
incorporation  greater  than  whole  lung  tissue 
(62-72%  depression  depending  on  the  degree 
of  atelectasis).  The  mitochondria  are  responsi- 
ble for  the  majority  of  cellular  respiration.  Pro- 
duction of  an  intrinsic  metabolic  defect  may, 
therefore,  be  responsible  for  the  observed  de- 
pression in  phospholipid  synthesis. 


Can  we  establish  how  the  initial  insult  to 
the  mitochondria  occurs?  Perivascular  intersti- 
tial edema  interferes  with  the  metabolic  activity 
of  the  alveolar  II  cell.  This  produces  an  unsta- 
ble alveolus  which  will  collapse  unless  filled 
with  increasing  pulmonary  edema.  The  net  re- 
sult is  a mixture  of  atelectasis  and  edema  and 
progressively  decreasing  lung  compliance.  Fol- 
lowing sequentially  upon  these  changes  is  an 
increasing  intrapulmonary  physiologic  shunt 
and  progressive  hypoxemia.  Failure  to  provide 
adequate  oxygenation  with  supplemental  oxy- 
gen leads  to  a continued  increase  in  pulmo- 
nary vascular  resistance  and  a vicious  cycle 
of  further  damage  to  the  alveolar  type  II  cells. 
Pulmonary  Microemboli:  Can  pulmonary  micro- 
emboli be  incriminated  in  the  pathogenesis  of 
the  “shock  lung”? 

Many  investigators  have  presented  evidence 
for  altered  hemostasis  in  hemorrhagic  shock  in 
the  experimental  animal.  Initially,  a hypercoag- 
ulable  phase  may  be  present,  followed  by  a 
hypocoagulable  phase.  This  occurs  in  the  hu- 
man with  the  crossover  at  about  18  hours  after 
hemorrhagic  shock,  even  after  blood  volume 
has  been  restored. This  period,  again,  fits  in 
with  earlier  observations  of  hemorrhagic  lung  in 
resuscitated  combat  casualties. 

Following  hemorrhagic  or  traumatic  shock,  a 
state  of  hypercoagulability  develops.  There  is 
an  increase  in  release  of  platelets  by  the  spleen. 
Platelets  and  leukocytes  become  adhesive  and/ 
or  aggregate. 

Swank^®  has  shown  that  the  pressure  re- 
quired to  pass  a sample  of  fresh  blood  through 
a filter  with  pores  of  20x20,a  was  35  torr  (that 
is,  1 cc/2.5  seconds).  Following  hemorrhagic 
or  traumatic  shock,  the  filtration  pressure  for  a 
similar  sample  of  fresh  blood  progressively  in- 
creased, reaching  200  torr  after  a loss  of  about 
65%  of  blood  volume.  When  glass  wool  was 
interposed  prior  to  filtration,  the  filtration  pres- 
sure was  only  slightly  elevated  above  the  pre- 
hemorrhagic  state.  Microscopically,  the  glass 
wool  washed  of  red  cells  showed  attached 
platelets  and  leukocytes.  From  this  evidence,  it 
may  be  assumed  that  platelets  and  leukocytes 
aggregate  intravascularly  during  hemorrhagic 
shock.  This  predisposes  to  the  formation  of  in- 
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travascular  microemboli  which  could  occlude 
conduits  in  the  lung.  Because  of  the  distensi- 
bility  of  the  pulmonary  vascular  channels,  65% 
of  the  circulating  bed  would  have  to  be  occlud- 
ed before  pulmonary  hypertension  results.  Pul- 
monary micro-  or  macroemboli  result  in  ventila- 
tion without  perfusion.  Hence,  an  increase  in 
physiologic  dead  space  would  be  expected. 

To  evaluate  these  concepts.  Swank  and  Ed- 
wards,using  the  filtration  techniques  de- 
scribed, produced  hypovolemic  shock  in  an  ex- 
perimental animal.  The  shed  blood  was  hepar- 
inized during  collection,  and  was  retransfused 
through  a standard  clot  filter.  During  restora- 
tion and  after  completion  of  blood  volume,  the 
filtration  pressures  of  samples  were  grossly  ele- 
vated. In  addition,  physiologic  dead  space  re- 
mained elevated,  even  after  blood  volume  had 
been  restored.  Macroscopically,  hemorrhagic 
lungs  were  found  at  autopsy.  The  sustained 
increase  in  physiologic  dead  space,  even  after 
restoration  of  blood  volume,  was  indicative  of 
an  embolic  phenomena  in  the  lungs.  Platelet 
and  leukocyte  aggregation  have  been  incrimi- 
nated as  the  cause  of  embolic  phenomena 
based  solely  on  the  fact  that  filtration  pressures 
were  elevated.  However,  microscopically,  no 
thrombi  have  been  found. 

Aside  from  embolic  phenomena,  platelets  are 
one  of  the  main  storehouses  of  serotonin,  and 
platelet  aggregation  is  known  to  release  this  po- 
tent vasoconstrictor.  Hence,  serotonin  release 
in  the  lungs  from  platelet  aggregations  may  be 
the  cause  of  the  elevated  pulmonary  vascular 
resistance  observed  by  Veith®  and  Cook.^®  The 
serotonin  antagonist  methysergide  maleate 
(Sansert)  in  hemorrhagic  or  traumatic  shock 
following  blood  replacement  will  prevent  an  in- 
crease in  physiologic  dead  space  and  also  an 
increase  in  filtration  pressure.  It  appears  that 
serotonin,  platelets,  and  pulmonary  emboli  are 
interrelated  factors  in  the  pathogenesis  of  the 
shock  lung. 

The  enigma  is  why  microthrombi  in  the  lungs 
have  been  so  scant  in  human  autopsy  reports 
in  victims  treated  for  hypovolemic  shock.  The 
lytic  activity  in  the  lung  is  high,  and  micro- 
thrombi are  digested  unless  autopsy  is  per- 
formed with  10-15  minutes  after  death. 
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Metastatic  carcinoma 
of  the  choroid 


Metastatic  carcinoma  of  the  choroid  is  discussed 
and  37  cases  are  reviewed.  The  clinical  appear- 
ance of  the  lesion  is  described,  and  its  association 
with  secondary  retinal  detachments  is  emphasized. 
The  good  results  of  direct  treatment  of  choroidal 
lesions  in  this  small  series  suggests  that  palliative 
x-ray  therapy  may  adequately  preserve  sight  for 
these  unfortunate  patients. 

METASTATIC  INTRAOCULAR  TUMORS,  once 
thought  to  be  extremely  rare,  are  being  re- 
ported now  in  increasing  numbers.  Lengthening 
survival  times  and  more  comprehensive  care 
of  patients  with  carcinomatosis  increase  the 
likelihood  of  the  ophthalmologist  becoming  in- 
volved in  the  diagnosis  and  treatment  of  meta- 
static ocular  disease. 

This  report  briefly  reviews  the  problem  of 
metastatic  tumors  of  the  choroid  illustrated  by 
a survey  of  patients  seen  at  the  M.D.  Anderson 
Hospital  and  Tumor  Institute. 

Incidence:  Various  previously  reported  esti- 
mates of  the  incidence  of  choroidal  metastases 
are  all  undoubtedly  low.^®  This  is  most  likely 
because  patients  with  carcinoma  are  not  often 
systematically  examined  for  ocular  involvement. 
Frequently  the  patient's  condition  is  so  grave 
that  eye  disturbances  pass  unnoticed.-  Sub- 
clinical  metastases  probably  are  common,  par- 
ticularly in  the  end  stages  of  the  disease. 

Site  of  Primary  Tumor:  The  first  case  report  of 
a metastatic  tumor  of  the  choroid  appeared  in 
1872,®  and  individual  cases  or  small  series 
have  been  reported  intermittently  since  that 
time.  In  1965,  Hollwich  and  Lemke  reviewed 
the  literature  and  found  511  cases,  to  which 
they  added  19  of  their  own.'^  The  site  of  the 
primary  tumor  in  these  530  cases  is  shown  in 
Fig  1. 


The  overwhelming  preponderance  of  primary 
carcinoma  of  the  breast  is  universally  acknowl- 
edged, but  the  cause  is  not  immediately  ap- 
parent. Attempts  have  been  made  to  explain 
this  on  the  basis  that  certain  tumors,  such  as 
breast  carcinomas,  have  a tendency  to  me- 
tastasize via  the  blood  stream.®  Furthermore, 
these  metastases  are  filtered  only  by  the  lungs, 
whereas  most  other  tumors  frequently  are  fil- 
tered by  the  liver  as  well.  Also,  the  relatively 
long  course  of  carcinoma  of  the  breast  permits 
greater  frequency  of  distant  metastasis.'^  Reese 
states  that  breast  cancer  cells  are  among  the 
most  rugged  and  seem  able  to  survive  and 
propagate  under  circumstances  unfavorable  to 
other  cancer  cells.® 

Route  of  Metastases  and  Their  Distribution: 

The  majority  of  patients  with  choroidal  metas- 
tasis also  will  have  evidence  of  pulmonary 
metastases,  either  clinically  or  at  autopsy.® 
The  most  probable  route  of  metastasis  of  the 
neoplastic  cells,  then,  is  via  the  lungs  to  the 
choroid.  Cases  without  evidence  of  pulmonary 
metastases  could  be  accounted  for  either  by 
failure  to  observe  tiny  pulmonary  nodules,  or 
by  cancer  cells  passing  through  the  pulmonary 
vasculature  without  lodging.  However,  metas- 
tasis via  the  vertebral  venous  plexus  must  also 
be  considered  especially  where  pulmonary  me- 
tastasis has  not  occurred. i® 

Although  other  areas  of  the  choroid  can  be 
involved,  the  posterior  temporal  region  is  the 
characteristic  location  of  tumor  nodules.  The 
majority  of  emboli  apparently  travel  up  the 
20-odd  short,  posterior  ciliary  arteries  rather 
than  the  2 long  posterior  or  5 anterior  ciliary 
arteries.  The  posterior  temporal  region,  where 
the  arteries  are  largest  and  most  numerous,  is 
therefore  the  site  of  election. 

Although  most  reports  have  estimated  the 
frequency  of  bilateral  choroidal  metastases  at 
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approximately  25%, actual  inci- 
dence probably  is  much  greater.  Careful  follow- 
up examinations  will  reveal  eventual  bilateral 
involvement  in  the  majority  of  cases  although 
one  eye  usually  is  much  more  advanced  than 
the  other. 

Clinical  Appearance:  The  ophthalmoscopic  ap- 
pearance of  the  choroidal  metastatic  lesion  is 
distinctive.  It  appears  as  a pale,  grayish-pink, 
flat  thickening  of  the  choroid  with  indistinct 
borders.  Pigmentation  is  not  prominent.  The 
borders  of  the  lesion  may  be  faintly  pigmented 
or  there  may  be  irregular  distribution  of  pig- 
ment over  the  surface  of  the  tumor.  The  le- 
sions typically  grow  rapidly  with  an  extension  in 
surface  area  rather  than  an  increase  in  thick- 
ness. This  characteristic  differentiates  them 
from  the  more  common  primary  tumor  of  the 
choroid,  the  melanoma,  which  grows  much 
more  slowly. 

Metastatic  lesions  may  be  difficult  to  see 
with  the  direct  ophthalmoscope,  and  undoubt- 
edly this  has  contributed  to  the  scarcity  of  re- 
ported cases  in  the  past.  The  larger  image  field 
and  the  depth  perception  afforded  by  the  in- 
direct ophthalmoscope  make  the  lesions  much 
easier  to  appreciate.^®  In  most  patients  with 
choroidal  metastasis,  an  associated  flat,  yel- 
lowish detachment  of  the  retina  appears  in 
time  and  may  progress  to  total  retinal  detach- 
ment, thus  obscuring  the  classical  appearance 
of  the  choroidal  lesion. 

Clinical  Material:  The  clinical  material  for  this 
survey  represents  37  cases  of  clinically  diag- 
nosed metastatic  carcinoma  of  the  choroid 
seen  at  M.D.  Anderson  Hospital  and  Tumor  In- 
stitute through  August  1968.  The  sites  of  the 
primary  tumors  in  these  37  cases  are  listed  in 
Fig  2. 

In  this  study  the  average  age  of  the  patients 
at  the  time  of  admission  for  treatment  was  49 


Location  of  Primary  Tumor 

, Cases — 

No. 

% 

Breast 

336 

63 

Lung 

87 

16 

Gastrointestinal  tract 

30 

5 

Testicle 

21 

4 

Uterus 

14 

3 

Thyroid 

10 

2 

Skin 

10 

2 

Miscellaneous 

22 

4 

7.  Locations  of  primary  tumors  in  530  cases. 

Location  of  Primary  Tumor 

, Cases — 

No. 

% 

Breast 

32 

86 

Lung 

3 

8 

Thyroid 

1 

Prostate 

1 

2.  Locations  of  primary  tumors  in  this  series. 
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3.  X-ray  therapy  for  metastatic  lesions  of  the  choroid. 


1.  3,000-4,000  rads  total  dose  with  cobalt  60 

2.  Lateral  field  only,  if  possible 

3.  Lid  retracted  from  globe  during  delivery 


4.  X-ray  therapy  for  choroidal  metastases;  visual 
acuity  before  and  after  treatment. 


■Visual  Acuity- 


Case 

Eye{s)  Treated 

Before 

After 

1 

OU 

20/20 

20/20 

20/20 

20/20 

2 

OS 

20/20 

20/20 

3 

OU 

20/50 

20/20 

20/25 

20/20 

4 

OD 

5 

OD 

20/200 

20/30 

6 

OS 

20/200 

20/30 

7 

OD 

10/400 

8 

OD 

20/25 

20/20 

9 

OS 

20/60 

10 

OU 

20/80 

20/20 

20/200 

20/30 

11 

OS 

20/20 

12 

OD 

20/20 

20/20 

13 

OU 

20/100 

20/60 

14 

OU 

20/20 

20/20 

20/20 

20/20 

15 

OS 

16 

OS 

20/70 

20/25 

17 

OD 

18 

OS 

Hand  movements 

19 

OU 

Counting  fingers 

20/40 

20 

OS 

20/20 

20/25 

21 

OS 

Counting  fingers 

22 

OU 

20/200 

20/20 

23 

OU 

20/40 

20/70 

years,  the  oldest  was  64  and  the  youngest  was 
32.  The  average  time  from  diagnosis  of  the  pri- 
mary lesion  to  ocular  metastasis  was  3.4  years, 
although  in  one  unusual  case  there  was  an  in- 
terval of  18.5  years  between  initial  diagnosis 
of  cancer  of  the  breast  and  ocular  metastasis. 
In  three  cases  the  ocular  metastasis  was  noted 
prior  to  diagnosis  of  the  primary  lesion.  The 
average  length  of  survival  after  diagnosis  of 
ocular  metastasis  was  17  months.  With  this 
poor  general  prognosis,  treatment  should  be 
considered  only  to  preserve  vision  and  prevent 
pain.  However,  in  many  cases  the  patient’s 
primary  concern  is  loss  of  vision,  and  treatment 
in  these  cases  should  not  be  withheld.  The 
visual  acuity  was  affected  in  all  but  five  of  our 
patients. 

The  incidence  of  bilateral  choroidal  metas- 
tasis was  40%  in  this  series,  compared  to  the 
generally  accepted  incidence  of  20-25%.  In 
unilateral  cases,  the  right  and  left  eyes  were 
involved  in  about  equal  frequency. 

In  this  series,  20  patients  showed  retinal  de- 
tachment associated  with  metastatic  carcinoma 
of  the  choroid.  Four  of  these  patients  had  bi- 
lateral detachments.  This  represents  24  eyes  in 
20  patients  showing  retinal  detachment.  In  no 
case  was  a retinal  break  observed.  Fifteen  of 
these  37  patients  with  choroidal  metastases 
had  bilateral  involvement,  representing  52  eyes 
of  37  patients.  These  figures  represent  a 46% 
incidence  of  retinal  detachment  secondary  to  a 
metastatic  tumor.  It  should  be  emphasized 
that  as  the  choroidal  lesions  grow,  the  inci- 
dence of  retinal  detachment  increases,  so  that 
if  all  patients  could  be  followed  carefully  for  a 
long  enough  period,  we  would  expect  to  find 
secondary  retinal  detachments  in  practically 
all  of  them. 

Treatment:  General  treatment  of  the  primary 
tumor,  which  in  this  series  were  almost  all 
tumors  of  the  breast,  has  included  surgical  re- 
section of  the  primary,  x-ray  therapy,  castra- 
tion, chemotherapy,  and  steroids.  It  appears 
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5.  Islands  of  metastatic 
adenocarcinoma  of  the 
choroid  are  seen 
adjacent  to  an  area  of 
detached  retina.  The  clear 
and  granular  polyhedral 
cell  type  is  consistent 
with  adenocarcinoma  of 
the  genitourinary 
tract  and  is  from  a 
patient  with  metastatic 
carcinoma  of  the 
prostate. 


that  general  treatment  has  little  or  no  effect 
on  the  metastatic  lesion  of  the  choroid.  The 
only  specific  treatment  for  these  lesions  at 
present  is  x-ray  therapy  (Fig  3). 

In  this  series  24  eyes  were  irradiated  (Fig  4). 
Thirty-one  eyes  were  treated  in  23  patients. 
However,  because  of  inadequate  follow-up  or 
because  the  patient  died  during  treatment, 
only  15  eyes  had  adequately  recorded  pre-  and 
post-treatment  visual  acuities  and  fundus  ex- 
aminations. Of  these,  8 showed  definite  im- 
provement in  visual  acuity.  One  deteriorated 
slightly  from  20/20  to  20/25,  and  six  had 
20/20  vision  both  before  and  after  treatment. 
In  12  eyes  there  were  definite  signs  of  regres- 
sion of  the  lesions.  Three  eyes  had  to  be  enu- 
cleated; the  primary  lesion  was  in  the  breast 
in  2 cases  and  in  the  prostate  in  1 (Fig  5). 
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the  prophylactic  treatment  of  angina  pectoris. 
Contraindications;  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol-  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-11 


Announcing  The  Opening 

SEAVIEW HOSPITAL,  INC 

1316  Third  Street,  Corpus  Christi,  Texas  78404 
Telephone:  512-883-0931 


Admissions  limited  to  short  term  Psychiatric  patients 
requiring  treatment  and  care  in  an  open  environment. 


Chas.  E.  Bludworth,  M.D.  Willis  G.  Goodenow,  M.D. 

Cecil  A,  Childers,  M.D.  James  J.  Meaney,  M.D. 

Shannon  Gwin,  M.D.  James  C.  Walker,  M.D. 

Harry  H.  Miller,  Administrator 


HOMESTEAD 

CHILD  PLACEMENT  AGENCY 
and 

HOMESTEAD  MATERNITY  HOME 

1250  W.  Rosedale 

335-5942  336-7905 

Fort  Worth,  Texas 


Licensed  Adoption  Service  and  Private,  Confidential 
maternity  care  provided  unwed  expectant  mothers. 
Obstetrical  services  by  a Diplomate  of  THE  AMERI- 
CAN BOARD.  Also  pediatric  care  furnished  by  a 
licentiate  of  THE  AMERICAN  BOARD. 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  StJRGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson.  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker.  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson.  F.A.C.R.,  Radiology 
Joe  D.  Steed.  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith.  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathorn,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 
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ROBERT  C.  HICKEY,  MD 


The  Texas 

regional  medical  program 
Dial  Access  Project  for 


Physicians  now  can  obtain  the  most  recent  diag- 
nostic and  therapeutic  information  on  specific 
neoplastic  disease  situations  and  problems  via  a 
toll-free  call  to  the  Dial  Access  Telephonic  Analy- 
sis Medical  Consultation  Service  at  M.  D.  Ander- 
son Hospital  and  Tumor  Institute  at  Houston. 
Recordings  dealing  with  some  100  topics  are 
available  to  every  Texas  physician  who  has  six  to 
eight  minutes  to  listen.  In  Houston,  dial  526- 
6005;  elsewhere,  dial  1-800-392-3917. 

REGARDING  CONTINUING  EDUCATION,  the 

mental  frame  of  reference  among  health  pro- 
fessionals is  either  a frenzied  urgency  to  par- 
ticipate or  defeatism  and  apathy.  This  contrast 
is  the  sequela,  at  least  in  part,  of  a $1.2  bil- 
lion investment  in  biomedical  research  since 
1946  with  the  resultant  vast  expansion  of  med- 
ical knowledge  in  recent  decades. 

Any  health  science  career  preparation — med- 
icine, dentistry,  or  nursing — involves  instruc- 
tion in  contemporary  techniques.  Obsolescence 
is  predictable,  however,  without  an  educational 
renewal  process.  It  is  imperative  that  educators 
make  the  continuous  educational  process  (and 
consultation)  easy,  desirable,  and  immediate: 
those  who  are  actively  involved  in  health  care 
tend  to  become  overcommitted  and  despair 
for  time. 

Continuing  education  techniques  must  com- 
press distances  and  thus  time.  Many  methods 
such  as  radio  lectures,  televised  shows,  and 
tape  recordings  do  this.  At  The  University  of 
Texas  M.  D.  Anderson  Hospital  and  Tumor  In- 
stitute we  are  testing  a technique,  under  the 
auspices  of  the  Regional  Medical  Program,  of 
immediate  telephone  consultation  as  an  aid  to 
the  management  of  cancer  patients. 

Now  in  its  30th  year,  Anderson  Hospital  as 
a component  of  The  University  of  Texas  Sys- 


tem was  charged  by  the  47th  Legislature  in 
1941  . . with  the  dissemination  to  students, 

the  medical  and  related  professions,  and  the 
public — of  information  concerning  the  occur- 
rence, causes,  treatment,  relief,  cure  and  pre- 
vention of  neoplastic  and  allied  diseases,  in- 
cluding affiliation  with,  and  participation  in,  all 
appropriate  teaching  functions  of  The  Univer- 
sity of  Texas  System.”  The  institution  has 
taken  the  responsibility  of  continuous  educa- 
tion seriously.  The  “Dial  Access  Telephonic 
Analysis  (DATA)  Medical  Consultation  Service” 
(started  March  1,  1970)  is  a reflection  of  this 
in  partnership  with  the  Texas  Regional  Medical 
Program. 

This  system  makes  available  toll-free  tele- 
phone calls  from  practitioners,  physicians,  den- 
tists, and  nurses  permitting  immediate  access 
to  recordings  (six  to  eight  minutes  in  length) 
regarding  the  most  recent  diagnostic  and  thera- 
peutic information  on  specific  neoplastic  dis- 
ease problems  and  situations.  It  permits  more 
rapid  access  to  information  than  do  seminars, 
reviews,  literature,  or  other  standard  methods 
of  presentation  without  imposing  on  the  busy 
schedule  of  the  practitioner  or  that  of  the  An- 
derson staff. 

In  development.  Dr.  Tom  Meyer’s  experience 
at  the  University  of  Wisconsin  is  acknowledged, 
but  changes  were  introduced  to  fit  our  local 
needs.  A categorical  disease  orientation  was 
the  overriding  theme  and  the  method  must  be 
inexpensive  and  foolproof.  The  narrations  were 
taped,  transferred  to  phonographic  disc-plat- 
ters, and  installed  in  a jukebox;  thus,  100  nar- 
rations are  available  via  the  toll-free  WATS 
telephone  line  from  the  modified  jukebox.  The 
equipment  is  located  in  the  hospital  record 
room  and  the  introduction  caller-secretary  dia- 
logue is  used  for  identification.  Endorsement 
of  the  project  was  obtained  from  the  Texas 
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Academy  of  General  Practice,  and  some  pre- 
liminary reviews  of  recordings  were  done  by 
members  of  the  group. 

The  Anderson  staff  members  cooperated  in 
the  preparation  of  the  more  than  100  record- 
ings, guided  by  the  Dial  Access  Review  sub- 
committee, composed  of  six  members  from 
the  professional  staff*  and  two  from  the  medi- 
cal communications  technical  staff.f  These 
committee  members  reviewed  the  recorded 
consultation-lectures  and  recommended  revi- 
sions to  insure  a lucid  and  updated  presenta- 
tion. References  were  cited  at  the  end  of  each 
narration.  A brochure  was  mailed  to  some 
13,000  Texas  professional  licensees,  with  the 
title  and  case  number  of  each  of  the  100  re- 
cordings as  well  as  instructions  for  use  of  the 
System.  An  updated  brochure  was  sent  more 
recently,  in  November  1970. 

To  analyze  the  method  and  its  reception,  ques- 
tionnaires were  sent  after  24  weeks  to  381  phy- 
sicians who  had  utilized  the  system,  and  283 
responded.  Of  this  total,  230  were  from  physi- 
cians, 38  from  osteopaths,  15  from  dentists, 
nurses,  medical  students,  dietitians,  dental  hy- 
gienists, social  service  workers,  and  others. 
The  physicians  who  replied  included  graduates 
of  48  different  US  medical  schools  and  20 
foreign  schools;  the  osteopaths  were  from  5 
US  schools  of  osteopathy.  The  greatest  num- 
ber of  those  served  graduated  from  Texas 
schools  (Baylor  College  of  Medicine,  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston, 
and  The  University  of  Texas  Southwestern 
Medical  School  at  Dallas).  Next  in  frequency 
were  graduates  of  the  schools  of  osteopathy; 
most  frequently  represented  were  the  Kansas 
City  College  of  Osteopathy  and  Surgery,  and 
next  Kirksville  College  of  Osteopathy  and  Sur- 
gery. The  physicians’  answers  gave  some 
insight  into  medical  practice  in  Texas  and  of 


The  "Dial  Access  Telephonic  Analysis  (DATA) 

Medical  Consultation  Service,”  produced  by  the  staff  of 
The  University  of  Texas  M.  D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston,  vrcj  assisted  by  the 
USPHS  Regional  Medical  Program  (Texas)  grant 
number  RM00007 , project  no.  1025;  project  investigator, 
Robert  C.  Hickey,  MD. 


*Dr.  William  Creasman,  Department  of  Surgery  (pres- 
ently, Department  of  Obstetrics  and  Gynecology,  Duke 
University  Medical  Center);  Dr.  Thomas  Daly,  Depart- 
ment of  Restorative  Dentistry;  Dr.  Lillian  Fuller,  De- 
partment of  Radiotherapy;  Dr.  Alfred  Knudson,  associ- 
ate director  (Education)  and  dean.  The  University  of 
Texas  at  Houston  Graduate  School  of  Biomedical  Sci- 
ences; Dr.  William  S.  MacComb,  Department  of  Sur- 
gery; and  Dr.  Melvin  Samuels,  Department  of  Medicine. 

fMr.  William  Conkright  and  Mr.  Everett  Richardson, 
Department  of  Medical  Communications. 
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1.  Analysis  of  283  responses  to  questionnaires 
sent  in  May,  1970  to  381  system  users. 


REASON  CALLED: 

Immediate  patient-related  problem 

122 

Patient-related  problem  in  the  past 

33 

Study  or  review 

84 

Personal  interest 

85 

Other 

3 

No  reply 

14 

RECORDING  LISTENED  TO  WAS: 

Helpful 

178 

Extraneous 

1 

Confusing 

2 

Satisfactory 

50 

Of  no  value  to  you 

10 

Other 

16 

No  reply 

12 

NARRATION  WAS: 

Too  brief 

18 

Too  long 

7 

About  right  length 

216 

Well  presented 

218 

Poorly  presented 

4 

Other 

No  reply 

SUBJECT  MATERIAL: 

Too  general 

56 

Too  narrow 

12 

Well  defined 

184 

Other 

4 

No  reply 

12 

REFERENCES  CONSULTED: 

No 

188 

Helpful 

46 

Yes 

60 

Not  particularly  helpful 

Other 

13 

for  your  situation 

7 

No  reply 

11 

Easily  obtainable 

33 

Not  accessible 

14 

Other 

1 

No  reply 

38 

TIME  MOST  CONVENIENT: 


Weekdays  157 

Saturdays  9 

Sundays  12 

7:00-9:00  a.m.  21 

9:00-12  noon  45 

Noon-3:00  p.m.  73 

3:00-6:00  p.m.  79 

6:00-9:00  p.m.  78 

After  9:00  p.m.  35 

Other  54 

No  reply  76 

CALL  MADE  FROM: 

Home  42 

Office  197 

Other  20 

No  reply  9 


HOW  WOULD  YOU  RECOMMEND  DIAL  ACCESS: 


An  educational  aid  93 

A consultative  aid  76 

Educational  and  consultative  79 

Other  4 

No  reply  16 


AREAS  FOR  POSTGRADUATE  EXPANSION: 


Maternal  and  neonatal  problems  56 

General  medicine  104 

Acute  medicine  and  trauma  100 

Cardiology  84 

Pediatrics  49 

Immunization  and  school  health  48 

No  opinion  1 

Other  33 

No  reply  74 

TYPE  OF  PRACTICE: 

Solo  92 

Group  58 

Partnership  46 

Hospital  based  29 

Resident  15 

Other  17 

No  reply  11 
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2.  Subjects  of  recordings  audited  by  users  of  the 
Dial  Access  System. 


SUBJECT  OF  RECORDING 

MD 

AUDITED 

DO 

AUDITED 

TOTAL, 

MD  & DO 

TOTAL,  RECORDINGS 
AUDITED 

Head,  neck 

25 

27 

4 

5 

29 

32 

CNS,  pain  control 

10 

10 

4 

4 

14 

14 

Melanoma,  skin 

31 

35 

4 

5 

35 

40 

Thoracic  tumor,  breast,  respiratory  disease 

33 

36 

8 

8 

41 

44 

Gynecology 

33 

35 

6 

7 

39 

42 

Urinary,  male  genitals 

15 

15 

2 

2 

17 

17 

Gastrointestinal  tract 

18 

19 

3 

3 

21 

22 

Soft  tissue,  extremities,  skeletal  system 

1 

1 

2 

2 

3 

3 

Lymphatics,  hematopoietics 

40 

45 

5 

5 

45 

50 

Endocrine 

17 

18 

2 

2 

19 

20 

Pediatric  neoplasia 

6 

8 

6 

8 

Specific  techniques 

12 

12 

12 

12 

Nursing  techniques 

4 

4 

4 

4 

Various 

7 

3 

10 

Total 

252 

265 

43 

43 

295‘ 

308 

‘Other  recordings  were  listened  to,  but  were  not  specified  on  form. 


continuing  educational  needs.  These  data  have 
handicaps  in  that  the  physicians  sampled  did 
not  answer  each  question  and  some  gave  mul- 
tiple responses.  These  responses  were  analyzed 
by  an  electronic  data  tabulating  system  (Figs 
1 and  2). 

From  these  data  we  interpret  that  the  Dial 
Access  System  is  an  educational  and  consulta- 
tive aid.  The  responses  indicated  that  in  most 
recordings  the  subject  material  was  judged  as 
well  defined,  and  six-  to  eight-minute  recordings 
were  considered  about  the  proper  length.  We 
had  interpreted  this  time  to  be  about  the  ap- 
propriate telephone  attention  span,  although 
we  learned  that  many  calls  were  taped  for 
reuse. 

The  reasons  physicians  called  were,  in  order 
of  frequency:  (1)  an  immediate  patient-related 
problem,  (2)  study,  (3)  review,  and  (4)  a per- 


sonal interest  in  the  topic.  Most  calls  were 
made  from  the  physician's  office  and,  in  crder 
of  descending  frequency,  were  from  physicians 
in  solo  practice,  group  practice,  partnership, 
hospital-based,  and  residents;  26  did  not  reply 
or  were  unidentified.  Most  calls  were  made  in 
midafternoon.  Although  references  were  cited 
they  were  not  frequently  consulted;  of  the  60 
physicians  who  did  attempt  to  consult  the  ref- 
erences, 46  judged  them  to  be  helpful;  33 
easily  obtainable,  7 not  helpful,  and  14  not 
accessible.  (This  affords  some  judgment  on  li- 
brary usage.)  It  is  noted  that  once  a call  is 
made,  other  calls  follow  from  the  same  person. 
Calling  peaks  followed  each  brochure  distribu- 
tion, stressing  the  need  to  circulate  information. 

In  answer  to  a query  suggesting  areas  for 
exposure  to  this  type  of  postgraduate  educa- 
tion, the  following,  in  order,  were  checked  as 
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needs:  (1)  general  medicine,  (2)  acute  medi- 
cine and  trauma,  (3)  cardiology,  (4)  maternal 
and  neonatal  problems,  (5)  pediatrics,  (6)  im- 
munization and  school  health,  and  (7)  others. 
In  response  to  requests,  operational  hours  of 
the  Dial  Access  System  were  extended  to  9 p.m. 

Specialties  of  physicians  included  general 
practice,  60;  general  surgery,  43;  internal  med- 
icine, 31;  radiology,  22;  obstetrics  and  gyne- 
cology, 16;  pathology,  13;  dermatology  and 
thoracic  surgery,  7 each;  otolaryngology  and 
ophthalmology,  6 each;  urology,  5;  and  others 
more  randomly  distributed  or  not  stated. 

Other  activities  not  initially  anticipated  in- 
cluded expansion  to  Louisiana  in  cooperation 
with  the  Louisiana  Regional  Medical  Program, 
Inc.,  on  a trial  basis;  other  linkages  are  being 
considered.  Regional  Medical  Programs  have 
expressed  interest  in  duplicating  the  system, 
as  well  as  in  tying  in  with  it.  Others — the  Wis- 
consin Regional  Medical  Program  and  the  Al- 
bany, New  York  Regional  Medical  Program — 
purchased  selected  tapes  at  cost  from  the 
Texas  System.  The  feasibility  of  translating  the 
cancer  recordings  and  copying  the  system  is 
being  considered  in  South  America  (Brazil)  and 
one  of  the  developing  countries  of  Africa. 

A Houston  WATS  line  was  installed  as  an  ex- 
hibit and  was  displayed  at  the  Tenth  Interna- 
tional Cancer  Congress  at  Houston,  May  22-29, 
1970,  to  acquaint  the  more  than  5,000  visitors 
with  this  program;  272  trial  telephone  calls 
were  received  from  this  exhibit.  An  operational 
exhibit,  “Dial  Access  Consultation  Service,” 
was  displayed  (95  calls)  at  the  National  Osteo- 
pathic Association  meeting  in  Houston,  Oct 
25-28,  1970  (first  prize),  and  at  the  Southern 
Medical  Association  meeting  at  Dallas  (305 
calls)  Nov  16-19,  1970  (honorable  mention). 
The  exhibit  was  displayed  at  the  May  6-9,  1971, 
meeting  of  the  Texas  Medical  Association  in 
Houston. 

As  of  now,  with  3,256  calls  received,  a sec- 
ond periodic  sampling  is  under  way  on  a pro- 
jected 200  consecutive  users  in  Texas  and 
another  group  in  Louisiana. 

The  current  list  of  topics  available,  with 
identifying  code,  is  listed  in  Fig  3. 

Dr.  Hickey,  The  University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute,  Texas  Medical  Center, 
Houston  77025. 
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3.  List  of  Dial  Access  topics.  The  service  is  and  major  holidays.  To  call  long  distance,  dial 

available  Monday-Friday,  7:30  a.m.-9  p.m.,  and  1-800-392-3917;  in  Houston,  dial  526-6005. 

Saturday  7:30  a.m.-4:30  p.m.,  and  is  closed  on  Sundays 
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AT  TIMES  LIKE  THESE,  YOUR  LIFE 
INSURANCE  PROGRAM  NATURALLY  COMES  TO  MIND 


When  It  Does,  Don’t  Forget  That  The  Texas  Medical 
Association  Is  Sponsoring  An  Entirely  New  Program  Of 
One  Year  Renewable  Term  Life  Policies  With  $50,000 
Available.  These  Coverages  Are  Available  To  Physicians 
Less  Than  Age  60.  (Physicians’  Employees  Are  Not  Eligible). 

A Prudential  Representative  Will  Contact  You  Soon 
Regarding  This  Opportunity. 

TEXAS  MEDICAL  ASSOCIATION 

INSURANCE  SERVICE  OFFICE 
1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Underwritten  By 

Prudential 
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TEXAS  MEDICINE 


Sen.  Bentsen  predicts  NHI 

Texas’  newest  elected  representative 
in  Washington,  Sen.  Lloyd  M.  Bentsen, 
Jr.,  told  TMA  members,  guests,  and 
their  wives  that  he  believes  some  form 
of  national  health  insurance  will  be 
enacted  into  law  before  the  1972 
elections. 

Speaking  at  one  of  the  general 
meeting  luncheons  during  the  Associ- 
ation’s 104th  Annual  Session  in  Hous- 
ton, Sen.  Bentsen  did  not  take  a 

position  on  any  of  the  proposals  for 
national  health  insurance  now  being 
considered  by  Congress.  He  said,  “I 

think  you  can  look  for  a series  of 

compromises  between  the  Administra- 
tion and  interested  parties  in  the 

Congress  before  a final  bill  emerges.  . . 
It  is  my  view  that  no  single  plan  now 
before  us  will  be  adopted  in  its  en- 
tirety." 

The  Democratic  senator  enumer- 
ated several  items  which  he  would 
like  to  see  incorporated  into  whatever 
national  health  insurance  plan  is  ap- 
proved: 

1.  “I  am  convinced  that  no  plan 
can  be  successful  unless  it  includes  in 
it  a major  role  for  the  creativity  and 
the  economic  discipline  of  private 
enterprise,”  said  Sen.  Bentsen.  "A 
health  insurance  program  totally  un- 


Sen.  Lloyd  M.  Bentsen 


will  be  passed  before  1972 

der  government  sponsorship,  control, 
and  domination  is  not  only  alien  to 
our  system,  it  would  also  deny  us  the 
obvious  flexibility  and  the  incentive 
for  quality  improvements  that  are  in- 
herent in  the  present  system  when  it 
is  properly  utilized." 

2.  "In  the  second  place,  I want  to 
see  a plan  adopted  only  if  it  is  not 
disruptive  of  traditional  doctor-patient 
relationships.  I have  no  sympathy  for 
legislation  which  would  place  exces- 
sive restraints  upon  the  practices  and 
procedures  of  the  medical  profession. 
That  would  not  be  acceptable  to  me, 
and  I assure  you  I will  fight  those 
efforts  strenuously.” 

3.  Sen.  Bentsen  commented  that 
just  as  he  is  a proponent  of  efficiency 
in  government,  he  encourages  greater 
efficiency  in  "vital  public  services.” 

"I  support  incentives,  for  example, 
to  encourage  the  growth  of  group 
practice,  to  encourage  physicians  to 
locate  in  rural  areas — and  that’s  a 
tough  one — and  to  encourage  medical 
schools  to  increase  their  output  of 
physicians  and  dentists,”  he  said. 

4.  The  Senator  also  called  for  in- 
creased funds  for  scholarships  to  stu- 
dents in  health  professions,  especially 
to  low-income  and  minority  students. 
"Our  needs  in  this  area  are  just  not 
being  met  at  the  present  time,”  he 
stated. 

Sen.  Bentsen  noted  that  constantly 
pointing  the  finger  of  blame  at  the 
health  profession  is  not  an  answer  to 
the  current  health  problem  in  the 
country.  "What  we  need  now,  it  seems 
to  me,  is  a national  dialogue  on  the 
nation’s  health  care  problems;  we  do 
not  need  an  acrimonious  debate  which 
obscures  the  issues  and  stifles  our 
will  to  act  toward  a solution.” 

He  continued,  warning,  "If  health 
becomes  a political  football  in  the 
coming  months,  we’ll  all  lose  and 
most  of  all,  the  poor  and  the  sick  for 
whose  benefit  the  new  legislation  is 
primarily  intended.” 

The  Senator  also  commented  that 
he  has  been  disturbed  for  some  time 
"by  the  actions  of  budget  officials  in 
Washington  who  have  been  applying 
the  knife  to  fundamental  biomedical 
research.” 

Sen.  Bentsen  told  the  audience 
about  his  initial  impressions  of  life  in 


Washington.  He  described  the  process 
of  setting  up  his  office  and  stressed 
that  one  of  his  primary  concerns  is 
efficiency  in  government  operations. 
He  pointed  out  that  one  page  of  law 
can  result  in  a proliferation  of  forms, 
guidelines,  regulations,  and  so  forth. 

"Too  often,  we  find  ourselves  in  a 
situation  in  which  we  in  the  Congress 
pass  one  page  of  law,  and  the  depart- 
ments use  that  one  page  and  write  50 
pages  of  guidelines  and  regulations 
that  confound  the  public  and  do  not 
really  reflect  what  we  in  Congress 
were  trying  to  do,”  he  said. 

He  added,  "If  there  is  any  one 
item  that  contributes  to  waste  and 
inefficiency  in  government,  I think  it 
is  the  superabundance  of  forms  and 
regulations  which  follow  the  passage 
of  most  legislation.” 

Sen.  Bentsen  also  commented  on 
the  volume  of  paper  work  involved  in 
Washington’s  administrative  offices.  "I 
believe  those  of  you  who  participate 
in  the  Medicare  program  are  not  com- 
pletely unfamiliar  with  that  problem,” 
he  smiled. 

Texas’  Democratic  Senator  briefly 
spoke  on  the  recent  war  protests  in 
the  nation’s  capital.  He  contrasted  the 
April  gathering  of  Vietnam  veterans 
against  the  war  with  the  more  recent 
demonstrators  who  attempted  to  shut 
down  government  offices.  "There  is  a 
difference  between  intelligent  dissent 
and  calculated  rebellion,”  said  Sen. 
Bentsen. 

Educator  gives  views 
on  unrest  on  the  campus 

Looking  at  students  and  student  un- 
rest from  an  administrator’s  point  of 
view,  Glenn  P.  Smith,  vice-president  for 
administrative  and  business  affairs  at 
San  Francisco  (Calif.)  State  College, 
had  some  insightful  observations  to 
make  "from  the  eye  of  the  hurricane.” 

Smith  addressed  physicians,  educa- 
tors, and  others  who  gathered  in  the 
Embassy  Room  of  the  Shamrock  Hil- 
ton Hotel  in  Houston  to  participate 
in  a Conference  on  Student  Unrest, 
sponsored  by  Texas  Medical  Associa- 
tion’s Committee  on  School  Health  as 
a part  of  the  Association’s  104th  An- 
nual Session. 

The  California  administrator  pointed 
out  that  students  are  not  always  ready 
to  cope  with  the  freedom,  responsibili- 
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ty,  and  choices  that  higher  education 
offers  them. 

“I  have  watched  people  in  turbu- 
lence at  their  first  moment  of  free- 
dom,” said  Smith.  "Today,  there  is 
too  little  family  activity  and  too  much 
supervision  in  organized  activities. 
Kids  are  always  doing  something  un- 
der adult  supervision.”  Then,  a prob- 
lem arises  when  the  young  man  or 
woman  goes  away  to  school — and 
to  a taste  of  unsupervised  freedom. 
“Alone  or  in  groups,  children  need  so 
much  to  be  able  to  kick  a rock  or 
watch  a frog,  but  parents  today  sim- 
ply cannot  stand  not  knowing  where 
their  children  are.” 

Affluence,  too,  has  not  helped. 
“There  is  too  much  money,  and  there 
are  too  many  options  to  choose  from,” 
said  Smith.  “People  need  sometimes 
to  learn  on  their  own.” 

Smith  also  stated  that  students  are 
in  school  too  long.  “Colleges  are  dif- 
ferent now;  they  are  not  the  same  as 
they  were  a generation  ago,”  he  said. 
“Today,  college  is  not  some  place  you 
go  to  learn,  but  something  to  do  while 
you  are  doing  something  else.”  He 
commented  that  the  average  age  of 
students  at  San  Francisco  State  is  25. 

The  students  of  the  70’s  are  not 
interested  in  “proms,  athletics,  et 
cetera,”  said  Smith.  “They  demand 
that  the  college  do  what  the  students 
want  it  to  do  in  accordance  with  social 
goals.” 

To  prod  the  school  to  meet  their 
demands,  radical  leaders  often  pick 
out  an  area  of  “institutional  vulner- 
ability” and  attack  it.  For  example, 
said  Smith,  it  may  be  that  students 
demand  (and  sometimes  rightfully) 
better  food  in  the  cafeteria. 

If  an  administrator  or  other  col- 
lege employee  in  the  “establishment” 
makes  a mistake  in  answering  such 
requests,  the  scene  is  set  for  a con- 
frontation. 

Smith  believes  that  violence  has 
been  “counterproductive.”  He  explain- 
ed that  there  is  little  reaction  among 
students  if  violence  is  directed  against 
inanimate  objects  such  as  buildings, 
but  if  the  action  is  against  people,  the 
radical  cause  loses  many  followers. 
The  administrator  also  said  that  while 
many  students  join  movements  in  all 
sincerity,  others  join  simply  for  an 
adventure. 

The  whole  climate  of  student  unrest 
has  brought  about  consideration  of  the 
question  of  “who  is  in  charge.”  Smith 
believes  that  conferences  on  the  mat- 
ter between  administrators,  students, 
trustees,  and  faculty  will  not  provide  a 
solution  to  the  question.  “There  is  no 
substitute  for  one  man  making  a de- 
cision,” said  Smith.  “Getting  advice  is 


his  problem.  Administrators  are  paid 
to  make  such  decisions,  and  if  they 
can’t  perform  their  duties,  someone 
else  should  take  their  place.” 

The  California  administrator  urged 
citizens  to  be  consistent.  “You  cannot 
expect  educators  to  have  better  an- 
swers than  society,”  he  said.  “Educa- 
tors cannot  make  rules  when  parents 
won’t  accept  similar  responsibilities  at 
home.” 

Smith  also  told  the  audience  in  the 
crowded  room  that  these  years  of  stu- 
dent unrest  are  not  a period  of  revo- 
lution, but  rather  a period  of  reform. 
This  desire  for  reform  is  not  only  re- 
flected in  student  action,  but  in  the 
actions  of  society,  he  said.  Smith  cited 
the  growing  concern  about  urban  blight, 
ecological  awareness,  and  the  demand 
for  better  postal  service  as  examples 
of  society’s  quest  for  reform. 

Public  health  MD  lists 
forms  of  surveillance 

The  director  of  the  Epidemiology  Pro- 
gram at  the  Center  for  Disease  Con- 
trol, Public  Health  Service,  US  Depart- 
ment of  Health,  Education,  and  Wel- 
fare, in  Atlanta,  Ga.,  listed  11  major 
components  of  surveillance  in  the  pre- 
vention of  communicable  disease  for 
Texas  city  and  county  health  officers. 

Dr.  Philip  S.  Brachman  spoke  to  the 
gathering  of  public  health  officers  on 
May  8 during  the  104th  Annual  Ses- 
sion of  the  Texas  Medical  Association. 

The  public  health  physician  empha- 
sized that  surveillance  is  extremely  im- 
portant in  tracing  and  thereby  prevent- 
ing outbreaks  of  serious  communicable 
diseases.  He  formulated  a list  of  11 
factors  of  surveillance,  including  the 
following: 

1.  Mortality  reporting.  “This  is  the 
oldest  form  of  surveillance,”  said  Dr. 
Brachman.  “Even  in  ancient  times, 
death  was  noted  in  some  form.” 

2.  Morbidity  reporting.  Data  in  mor- 
bidity reporting  consist  mainly  of  indi- 
vidual case  reports.  Dr.  Brachman 
noted  that  from  such  information, 
cycles  of  disease  can  be  traced  by  age, 
season,  or  other  demographic  variable. 

3.  Epidemic  reporting  to  local  and 
state  health  departments. 

4.  Individual  case  investigations. 
From  this  type  of  activity,  a great  deal 
of  information  can  be  fed  into  the  sur- 
veillance system,  explained  Dr.  Brach- 
man. 

5.  Laboratory  investigations.  These 
activities  are  important  in  the  identi- 
fication of  organisms  associated  with 
the  outbreak  of  disease. 

6.  Field  investigations.  Teams  to 
continuously  investigate  situations  can 


also  provide  a wealth  of  information, 
stated  the  CDC  physician. 

7.  Surveys.  This  form  of  surveillance 
can  provide  information  on  location, 
intensity,  age  range,  et  cetera  of  dis- 
ease outbreaks.  Illustrating  this  form 
of  activity.  Dr.  Brachman  showed  par- 
ticipants attending  the  Conference  of 
City  and  County  Health  Officers  a slide 
indicating  the  results  of  a 1970  survey 
showing  a decline  in  the  number  of 
cases  of  polio,  DPT,  and  measles. 

8.  Investigation  of  animal  reservoirs. 
“This  would  include  such  activities  as 
a survey  of  the  mosquito  population 
in  an  area,”  said  Dr.  Brachman,  not- 
ing that  animals  are  prime  carriers  of 
some  diseases. 

9.  Biologies  and  drug  utilization. 
Through  a survey  of  the  use  of  vac- 
cines, the  local  or  state  health  official 
may  be  able  to  determine  the  extent 
of  protection  in  his  area. 

10.  Publicity.  Dr.  Brachman  remind- 
ed participants  that  by  following  news 
reports,  they  can  gain  valuable  statis- 
tics and  other  details  on  individual 
cases  or  widespread  outbreaks  of  dis- 
ease. 

11.  Demographic  data.  This  in- 
cludes economic  and  sociological  as- 
pects of  an  area.  Such  data,  if  proper- 
ly analyzed,  can  be  correlated  with  the 
incidence  of  disease  and  will  then  pro- 
vide information  that  may  be  useful 
in  disease  prevention  programs.  Said 
Dr.  Brachman,  “It’s  nice  to  collect  in- 
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formation,  but  the  data  must  be  ana- 
lyzed and  reported  back  to  the  people 
involved  in  surveillance  in  order  to 
have  proper  surveillance.” 

"Preparing  reports  is  very  impor- 
tant,” he  said,  noting  that  such  com- 
pilations of  data  and  observations  may 
alert  local  health  officers  to  areas 
where  disease  is  likely  to  begin  or 
spread. 

In  concluding  his  presentation  on 
“The  Role  of  Surveillance  in  the  Pre- 
vention of  Communicable  Disease,” 
Dr.  Brachman  stressed  that  “surveil- 
lance is  a cooperative  effort  designed 
to  prevent  disease  at  the  endemic 
level.” 

"Cooperation  is  necessary,  since 
prevention  is  a common  goal,”  he 
concluded. 

Impact  of  automation 
discussed  by  panelists 

Machines  appear  to  be  “on  the  way” 
for  the  future  medical  laboratory,  but 
at  present,  there  are  still  a few  “bugs” 
to  be  worked  out  in  using  the  auto- 
mated helpers.  This  was  the  consen- 
sus of  the  three  panelists  who  dis- 
cussed the  “Impact  of  Machines  on 
Laboratory  Medicine”  before  the  Sec- 
tion on  Pathology,  which  met  during 
the  Texas  Medical  Association’s  1971 
Annual  Session  in  Houston. 

Moderator  Dr.  David  Marrack  of 
Houston  began  the  discussion  by  not- 
ing that  widespread  use  of  machines 
in  the  medical  laboratory  will  have  an 
impact  on  technology,  administration, 
economics,  management  of  data,  and, 
ultimately,  on  society  through  the  de- 
livery of  health  care. 

He  also  discussed  one  important 
problem  with  current  automated  equip- 
ment: cost  effectiveness.  “The  ma- 
chines are  available  now,  but  they 
must  be  kept  in  operation  24  hours  a 
day  to  pay  for  themselves,”  he  said. 
Dr.  Marrack  pointed  out  that  because 
of  the  high  cost  of  the  machines 
($100,000  to  $500,000  each),  only 
large  commercial  laboratories  can  af- 
ford to  purchase  the  equipment. 

Dr.  Marrack  also  reviewed  the  cycle 
within  the  laboratory,  which  often 
takes  24  hours,  and  when  more  tests 
are  added  to  the  cycle,  an  even  longer 
time  is  required.  “We  need  to  make 
the  cycle  shorter,”  said  the  panel 
moderator,  “and  reduce  the  cost  to 
the  patient.”  The  use  of  machines 
could  help  accomplish  this  goal,  he 
noted,  by  speeding  up  delivery  of  data. 

Dr.  Robert  E.  Howard,  associate 
professor  in  the  department  of  path- 
ology at  The  University  of  Texas  Med- 
ical School  at  San  Antonio,  told  the 


audience  of  pathologists  that  com- 
pleteness of  automation  and  useful- 
ness were  two  important  criteria  on 
which  to  base  the  use  of  machinery 
in  the  medical  laboratory. 

“There  are  essentially  four  types  of 
laboratory  automation  or  stages  of 
completeness  of  automation,”  said  Dr. 
Howard.  He  categorized  these  as  fol- 
lows: 

Type  0 — The  machine  processes  the 
specimen  and  provides  data. 

Type  1 — The  machine  analyzes  the 
specimen  and  produces  data  with  new 
information  provided. 

Type  2 — The  machine  generates 
new  information  and  partially  inter- 
prets results. 

Type  3 — A computer  compiles  and 
compares  data,  interprets  new  infor- 
mation, and  provides  a diagnosis. 

The  San  Antonio  physician  also  spoke 
on  six  areas  of  usefulness  of  a ma- 
chine, emphasizing  that  usefulness  is 
a function  of  the  needs  of  the  user: 

1.  Quantity — “Pathology  is  a ser- 
vice function,”  said  Dr.  Howard,  “and 
it  depends  on  time.”  Increased  pro- 
duction on  a time  basis  is  needed,  he 
added. 

2.  Quality — An  increase  in  preci- 
sion, accuracy,  speed,  turn-around 
time,  and  reliability  is  essential. 

3.  Control — The  problem  of  lost 
data  is  just  one  aspect  of  control,  said 
Dr.  Howard.  “We  need  to  improve 
verification  and  validation  and  provide 
rapid  and  timely  feedback.” 

4.  Utilization — Dr.  Howard  noted 
that  full  use  of  equipment,  building 
facilities,  and  personnel  is  not  always 
the  case  in  the  medical  laboratory. 

5.  Cost  reduction. 

6.  Usefulness  for  secondary  sources. 

Dr.  Howard  also  pointed  out  another 

significant  impact  machines  will  have 
on  the  laboratory.  “Although  it  [the 
machine]  will  permit  employment  of 
fewer  persons,  the  laboratory  techni- 
cian will  need  to  have  a higher  level 
of  skill,”  he  said. 

In  the  future.  Dr.  Howard  foresees 
the  development  and  use  of  more  com- 
pletely automated,  type  2 or  3 com- 
puters, which  can  provide  real-time 
online  data  in  quantity  and  of  high 
quality.  He  further  believes  that  ma- 
chines will  help  optimize  laboratory 
procedures  and  operations  and  will  cut 
costs. 

Dr.  Harry  S.  Lipscomb,  director  of 
the  Xerox  Center  for  Health  Care  Re- 
search at  Baylor  College  of  Medicine, 
spoke  on  the  problem  of  “irrelevance” 
in  the  machines  today.  “The  com- 
puters and  machines  are  simply  not 
meeting  needs;  they  are  not  measur- 
ing relevant  parameters,”  he  com- 
mented. 


Dr.  Lipscomb  stated  that  “automa- 
tion is  a tool,  but  it  is  not  being  used 
properly.”  He  then  described  a pro- 
gram now  in  operation  at  the  Xerox 
Center  in  which  researchers  are  look- 
ing at  the  medical  laboratory  in  a 
systematic  way  in  order  to  determine 
what  information  is  needed  to  provide 
a total  health  picture  of  an  individual. 
The  new  health  care  facility  involved 
in  the  program  is  avoiding  machines 
as  much  as  possible  and  using  para- 
medical personnel  to  determine  what 
parameters  are  relevant  and  need  to 
be  measured.  “After  this  information 
is  determined,”  said  Dr.  Lipscomb, 
“then  we  can  automate.” 


Dallas  MDs  present 
funds  to  17  students 

Seventeen  paramedical  students  re- 
ceived scholarships  of  $300  from  the 
Dallas  County  Medical  Society  at  the 
group’s  annual  dinner  and  installation 
of  officers. 

The  funds,  from  the  Millard  J.  Heath 
Scholarship  Trust  Fund,  were  present- 
ed by  Dr.  C.  F.  Hamilton,  chairman  of 
the  disbursing  trustees  of  the  trust 
fund  named  in  honor  of  the  long-time 
executive  director  of  Dallas  County 
Medical  Society. 

Students  named  as  scholarship  win- 
ners were  as  follows; 

The  School  of  Allied  Health  Profes- 
sions, The  University  of  Texas  (South- 
western) Medical  School,  Dallas — Ken- 
neth Joseph  Morris,  physical  therapy; 
Venita  Sue  Lovelace,  physical  therapy: 
and  William  W.  James,  III,  rehabilita- 
tion science. 

Parkland  Memorial  Hospital,  Dallas 
— Larry  Don  Bread,  radiologic  technol- 
ogy; Yvonne  de  la  Fuente,  radiologic 
technology;  and  Peggy  Williams,  medi- 
cal technology. 

Dallas  Baptist  College  (Methodist 
Hospital),  Dallas — Jackie  L.  Rogers, 
nursing,  and  John  Michael  Duke,  nurs- 
ing. 

Methodist  Hospital,  Dallas — Robert 
Patrick  Bell,  medical  technology. 

St.  Paul  Hospital,  Dallas — Cheryl 
Ellison,  nursing;  Mrs.  Christine  Keele, 
nursing;  and  Judith  Jay  McKean,  nurs- 
ing. 

Baylor  University  Medical  Center, 
Dallas — Mrs.  Darlene  Mae  Blanchard, 
postgraduate  program  in  intensive 
nursing  care,  and  Mrs.  Linda  Mary  Fur- 
long, operating  room  techniques. 

Allied  Health  Career  Institute,  El 
Centro  College,  Dallas — Mrs.  Evelyn 
Jean  Summers,  nursing:  Mrs.  Mary  Lee 
Miller,  respiratory  therapy:  and  Nelda 
Jean  Akins,  medical  laboratory  tech- 
nology. 


Volume  67,  June.  1971 


87 


Annual  Session 


photographs  show 
medicine  in  the  70's— 
science,  business  in  action 


Above  left:  Mrs.  Sally  Cribbs 
assists  her  father,  outgoing 
Association  President  Dr.  Walter 
Walthall  of  San  Antonio,  with  his 
Past  President's  pin. 

Above  right:  Dr.  Bruce  M.  Cameron 
demonstrates  the  fine  art  of 
applying  plaster  casts  to  the  Section 
on  General  Practice. 

Below:  Guest  speakers  Dr.  Donald  L. 
Cooper  (left)  and  Dr.  Chester  M. 
Pierce  discuss  medicine  and 
athletics  before  a meeting 
of  the  Texas  Society  of  Athletic 
Team  Physicians. 


Above:  Pennsylvania  GP,  Dr. 

Edward  J.  Kowalewski,  outlines 
thoughts  for  the  Section  on  General 
Practice.  Dr.  Kowalewski  is  a 
past  president  of  the  American 
Academy  of  General  Practice. 


Right:  Col.  John  P.  Stapp, 
chief  scientist  of  the  National 
Highway  Safety  Bureau,  US  Depart- 
ment of  Transportation,  in 
Washington,  D.C.,  awaits  turn  to 
speak  at  the  Symposium  on 
Transportation  Safety. 
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Left:  Dr.  Walter  C.  Bornemeier  of 
Chicago,  III.,  President  of  the 
AMA,  projected  his  thoughts  on  the 
future  of  medicine  for  TMA 
delegates. 


Below:  “Pulmonary  Disease  Studied 
by  Electron  Microscopy — Patho- 
genesis and  Pathophysiology” 
was  the  title  of  this  year’s 
Aesculapius  Award  winner.  One 
of  the  five  sponsors  of  the  award- 
winning exhibit,  Dr.  S.  Donald 
Greenberg  (facing  camera) 
explains  details  of  the  exhibit 
to  colleagues. 


Above:  “Indian  Kingfisher” 
swooped  to  first  place 
in  the  sculpture  category  of  the 
Physicians’  and  Wives  Art  Exhibit  for 
his  owner  and  creator.  Dr. 

Melville  L.  Cody  of  Houston. 

Above  left:  Dr.  Wendell  H.  Hamrick 
(left),  retiring  Speaker  of  the 
House,  and  new  Speaker  Dr.  Jack  B. 
Lee  (right)  at  Blue  Cross-Blue  Shield 
breakfast. 

Left:  Dr.  James  H.  Sammons  (right), 
new  TMA  President,  congratulates 
President-elect  Dr.  S.  Braswell 
Locker  (left). 


Above:  New  Association  treasurer 
Dr.  Charles  P.  Hardwicke  of 
Austin  accepts  his  new  job  during 
final  session  of  the  House  of 
Delegates. 
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Towns  to  host  courses 
on  credit  management 

A schedule  of  dates  for  summer  ses- 
sions of  the  Medical-Dental-Hospital 
Accounts  Management  and  Consumer 
Credit  Management  courses  of  The 
University  of  Texas,  Division  of  Exten- 
sion, Distributive  Education  Depart- 
ment has  been  announced. 

One  Texas  city,  Dallas,  scheduled 
a summer  session  of  the  Medical-Den- 
tal-Hospital  Accounts  Managements 
course  from  June  7-10.  The  course  was 
sponsored  by  Credit  Bureau  Services 
of  Dallas. 

In  addition  to  the  Dallas  medical- 
oriented  course.  Consumer  Credit  Man- 
agement courses  have  been  scheduled 
in  several  other  towns  in  the  state. 
William  J.  Strickler,  credit  specialist 
who  teaches  both  courses,  has  an- 
nounced that  special  material  will 
be  available  for  registrants  from  the 
health  professions  who  attend  the  con- 
sumer credit  course. 

City  credit  bureaus  or  other  inter- 
ested local  organizations  may  contact 
the  Associated  Credit  Bureaus  of  Texas 
office,  710  W.  7th,  Austin  78701,  for 
1972  bookings. 

Summer  dates  for  the  consumer 
credit  courses  in  Texas  towns  are  as 
follows:  June  14-17,  Dallas;  June  21- 
24,  Hurst-Arlington;  Aug.  2-4,  Stephen- 
ville;  Aug.  9-12,  Sulphur  Springs;  Aug. 
16-19,  Mount  Pleasant;  and  Aug.  23- 
26,  Texarkana. 


Astronaut  speaker  discusses  medicine  in  space 


Medical  experiments  will  be  very  much 
a part  of  NASA’s  next  space  explora- 
tion venture — the  Skylab  Program — 
Commander  Joseph  P.  Kerwin,  astro- 
naut and  physician,  told  a general 
meeting  luncheon  audience  during  the 
1971  Annual  Session  of  the  Texas 
Medical  Association. 

Astronaut  Kerwin  outlined  for  the 
audience  the  hardware  to  be  used  in 
the  mission,  the  Skylab  timetable,  and 
the  purposes  and  goals  of  the  ambi- 
tious undertaking. 

One  important  goal,  he  said,  is  to 
determine  how  long  man  can  live  and 
work  in  the  weightless  environment  of 
space. 

Skylab  flight  crews  will  attempt  to 
answer  this  important  question  by 
performing  some  20  medical  experi- 
ments during  their  stay  in  the  Skylab 
Orbital  Workshop,  which  consists  of 
an  unfueled  Saturn  V rocket  that  has 
been  modified  to  include  crew  quar- 
ters and  an  experiment  work  area. 

“These  experiments  are  designed  to 
elucidate  the  medical  problems  en- 
countered on  earlier  flights  in  the 
Gemini  and  Apollo  Programs,  to  sur- 
vey for  the  unexpected,  and  to  pro- 
vide real  time  inflight  data  for  medical 
monitoring,”  said  astronaut  Kerwin. 

The  three  major  medical  experi- 
ments that  will  be  among  a total  of 
50  studies  scheduled  for  the  Skylab 
Program  include: 

1.  Intake/output  study — This  will 
include  keeping  a tally  of  every  bite 
of  food  and  drink  of  beverage  that 
the  astronauts  consume  three  weeks 
before  the  lift-off,  in  flight,  and  three 
weeks  after  splashdown.  Astronaut 
Kerwin  reported  that  frozen  urine  and 
fecal  specimens  will  be  returned  to 
earth  for  analysis. 

Currently,  NASA  scientists  are  study- 
ing all  of  the  foods  and  beverages  the 
astronauts  will  take  with  them  to  dis- 
cover as  much  information  as  possible 
about  the  nutritive  values  and  effects 
of  the  various  foods  and  drinks. 
"We’re  learning  things  about  ham  and 
eggs  that  we  never  knew  before,” 
said  Kerwin,  smiling. 

2.  Lower  body  negative  pressure 
tests  and  vectorcardiograms — ^These 
experiments  will  provide  researchers 
with  “a  zero-G  analog  of  standing 
up,”  explained  Kerwin.  He  mentioned 
that  such  tests  will  provide  blood 
pressure  and  heart  rates  in  real  time 
for  medical  monitoring  purposes. 

3.  Bicycle  ergometer — Skylab  astro- 
nauts will  pedal  away  on  a specially 


built  bicycle  that  will  measure  their 
body’s  response  to  a set  workload. 
The  experiment  is  designed  to  as- 
sess how  the  cardiovascular  system 
responds  to  work  during  space  flight. 

Astronaut  Kerwin  explained  that 
there  will  actually  be  three  3-man 
crews  participating  in  the  Skylab  Pro- 
gram. The  first  crew  will  dock  their 
spacecraft  with  the  Orbital  Workshop 
and  will  spend  some  four  weeks  there 
— performing  experiments,  gathering 
data,  and  setting  up  the  facility. 

Following  the  return  of  the  first 
crew,  there  will  be  a two-month  inter- 
val in  which  medical  data  will  be 
analyzed.  Then,  a second  3-man  crew 
will  be  dispatched  to  the  workshop. 
This  crew  will  stay  in  space  for  56 
days,  as  will  the  third  crew.  In  this 
manner,  researchers  will  have  a larger 
number  of  subjects  and,  therefore,  a 
greater  number  of  data  points  with 
which  to  work.  “The  small  number  of 
subjects  and  data  points  has  always 
been  a problem  in  space  medicine,” 
said  Commander  Kerwin. 

He  explained  later  in  an  interview 
that  baseline  data  can  be  obtained 
from  tests  in  earth-based  facilities 
that  can  closely  simulate  the  space 
environment,  but  the  effects  of  weight- 
lessness on  the  human  body  can  be 
evaluated  only  from  data  obtained 
during  actual  flights. 

The  physician  astronaut  also  stated 
that  provisions  have  been  made  if  a 
crew  member  becomes  ill  while  in 
space.  “We  will  have  on  board  a two- 
part  medical  kit  that  has  the  capabil- 
ity of  an  MD’s  office,”  he  said.  “It 
will  include  diagnostic  tools  and  in- 
struments to  handle  routine  matters 
up  to  and  including  minor  surgery. 
There  will  also  be  some  equipment 
with  which  to  perform  laboratory 
work.” 

Digressing  into  even  more  futuristic 
space  programs,  Kerwin  talked  about 
the  space  station  planned  by  NASA 
and  the  reusable  space  shuttle  that 
will  take  space  explorers  to  the  way- 
station  in  the  heavens. 

“Technology  is  not  popular  today,” 
said  Kerwin.  “But  we  can’t  go  back. 
Technology  solves  problems,  but  cre- 
ates others  in  its  solutions.”  The 
technological  tools  which  have  evolved 
during  the  development  of  the  space 
program  are  doing  an  “important  job,” 
he  added.  The  list  of  credits  include 
applications  in  earth  resources  such 
as  spotting  hurricanes  or  floods  and 
warning  residents  of  the  impending 
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disasters,  and  discovering  oil  and 
other  natural  resources  in  all  areas  of 
the  world;  helping  maintain  national 
security;  and  discovering  tools  and 
procedures  of  medical  benefit. 

"Only  one-half  of  every  penny  of 
every  tax  dollar  is  allocated  to  the 
space  program,”  noted  Kerwin.  "And 
I believe  we  are  giving  you  your 
money’s  worth!” 


Children’s  talk  said  to 
follow  orderly  sequence 

When  speech  or  language  disorders 
are  observed  in  young  children,  it  is 
the  physician’s  responsibility  to  pro- 
vide early  diagnosis,  parent  counseling, 
and  timely  referral  of  these  young  pa- 
tients to  qualified  speech  therapists 
and  clinics,  said  the  assistant  director 
of  the  Learning  Disabilities  Program  at 
the  Children’s  Hospital  and  Children’s 
Neuromuscular  Diagnostic  Clinic  in 
Cincinnati,  Ohio. 

Dr.  Sylvia  0.  Richardson,  a guest 
speaker  at  the  Texas  Medical  Associa- 
tion’s recent  Annual  Session,  spoke  to 
physicians  on  “Speech  and  Language 
Disorders  in  Young  Children”  at  one 
of  the  popular  Continental  Breakfast 
Round  Table  presentations  and  elabo- 
rated further  on  the  matter  in  an  inter- 
view. 

"Speech  development  follows  a law- 
ful sequence  of  events  which  proceed 
from  sucking,  swallowing,  and  chew- 
ing to  babbling,  jargon,  and  finally 
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articulate  speech,”  said  Dr.  Richard- 
son. She  explained  that  babbling  oc- 
curs around  six  months,  and  from  the 
babbling  stage,  children  ease  into 
speaking  jargon.  "This  means  that  the 
child  uses  normal  inflection,  but  artic- 
ulation is  not  always  correct.”  Children 
generally  begin  speaking  in  jargon  at 
about  18  months.  Finally,  if  speech 
development  is  not  impaired  in  some 
manner,  the  child  will  begin  to  speak 
clear  words. 

Dr.  Richardson  described  the  proc- 
ess in  this  way:  “A  child  should  be 
talking  by  two  years.  Single  words  gen- 
erally appear  around  one  year,  and 
most  youngsters  show  an  almost  ex- 
plosive burst  in  the  increase  of  their 
vocabulary  between  18  months  and 
26  months.  By  the  age  of  three  years, 
the  child  should  be  using  short  sen- 
tences. Sentence  structure  and  inflec- 
tion should  approximate  that  of  the 
adult  by  age  five.” 

Children  almost  always  begin  talk- 
ing in  nouns,  said  the  physician  speak- 
er. "Then,  they  move  on  to  noun-verb 
combinations,  usually  with  an  action 
verb.” 

The  age  at  which  the  child  arrives 
at  the  various  stages  is  not  the  most 
important  facet  of  speech  develop- 
ment, said  Dr.  Richardson,  but  orderly 
succession  through  the  various  phases 
is  critical. 

Dr.  Richardson  listed  several  indica- 
tions for  concern  and  referral  to  a 
speech  and  hearing  clinic  for  addition- 
al observation,  evaluation,  and  possi- 
ble therapy.  These  included: 

1.  “Articulation  is  mostly  unintelli- 
gible after  age  three.”  The  assistant 
director  of  the  Learning  Disabilities 
Program  commented  that  if  the  caus- 
es of  this  problem  "appear  to  be  chief- 
ly environmental  or  functional,  a good 
nursery  school  environment  can  be 
therapeutic.” 

2.  “There  are  many  substitutions  of 
easy  sounds  for  difficult  ones  after  age 
five.”  Extensive  evaluation  should  be 
made  to  determine  the  reasons  for 
the  “retention  of  infantile  speech  pat- 
terns.” Dr.  Richardson  also  noted, 
“Therapy  will  be  influenced  by  the 
cause  of  the  disorder,  as  will  parent 
counseling.” 

3.  “The  child  is  omitting,  distorting, 
or  substituting  any  sound  past  age 
seven.”  Such  a child  usually  can  bene- 
fit from  speech  therapy  consisting  of 
ear  training  and  teaching  the  child  to 
produce  the  sounds  correctly. 

Evaluation  of  hearing  is  indicated  in 
the  following  circumstances,  according 
to  Dr.  Richardson: 

1.  “There  are  many  omissions  of 


initial  consonants  after  age  three.” 

2.  “The  child  uses  vowel  sounds 
with  few  or  no  consonants  in  his 
speech.” 

3.  “Word  endings  are  consistently 
dropped  after  age  five.” 

“The  most  common  speech  difficul- 
ties encountered  in  the  young  child 
are  simple  articulation  problems,”  Dr. 
Richardson  stated.  Such  articula- 
tion disorders  comprise  omissions  of 
sounds,  distortions,  or,  more  com- 
monly, the  substitution  of  an  easy 
sound  for  a difficult  one. 

Articulatory  defects  caused  by  dam- 
age to  the  brain  or  central  nervous 
system  are  called  dysarthrias,  and 
those  caused  by  functional  conditions 
are  known  as  dyslalias. 

Said  Dr.  Richardson,  “Assuming 
that  hearing  is  normal  and  the  prob- 
lem is  one  of  dyslalia,  the  majority  of 
articulatory  defects  in  children  under 
seven  years  can  be  handled  at  home 
by  the  mother,  in  a nursery  school, 
or  in  the  classroom.” 

The  physician  speaker  pointed  out 
that  “before  kids  are  ready  to  talk, 
they  must  want  to  and  they  must  have 
something  to  talk  about.”  She  empha- 
sized that  exploration  of  the  environ- 
ment is  important  to  the  child  so  that 
he  will  have  experiences,  or  “some- 
thing to  talk  about.” 

Dr.  Richardson  commented  that 
television  is  a fine  tool  to  aid  in  learn- 
ing and  auditory  discrimination,  but 
“too  often,”  she  said,  “TV  is  used  as 
a babysitter.” 

“Reading  to  children  is  very  impor- 
tant,” she  said.  “Many  mothers  com- 
plain that  their  children  won’t  sit  still 
when  they  are  reading,  but  there  are 
a lot  of  little  boys  who  listen  while 
they  are  moving.”  The  real  problem 
is  that  the  mothers  get  irritated  with 
their  squirming  offspring,  she  noted. 

Parents  must  talk  to  their  sons  and 
daughters,  too.  Dr.  Richardson  ex- 
plained that  in  deprived  environments, 
many  times  the  parents  simply  do  not 
talk  to  their  children,  and  studies  have 
found  these  children  are  slower  in 
learning  to  speak.  They  also  often  suf- 
fer from  speech  and  language  dis- 
orders. 

Dr.  Richardson  also  discussed  stut- 
tering at  the  breakfast  session.  She 
noted  that  studies  have  come  to  show 
that  “stuttering  is  a heterogeneous 
condition  rather  than  a homogeneous 
clinical  entity.” 

The  guest  speaker  explained  that 
developmental  non-fluency  is  normal 
in  the  early  years.  “Children  between 
two  and  five  years  of  age  tend  to  re- 
peat sounds,  syllables,  words,  and 
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phrases  during  connected  speech.  In 
a minority  of  children,  these  non-fluen- 
cies tend  to  persist  for  reasons  that 
are  not  always  clear.  However,  two 
factors  which  are  found  consistently 
in  these  patients  are  anxious  parents 
who  have  labeled  the  child  ‘stutterer’ 
and  an  anxious  child  who  anticipates 
speech  difficulty.” 

A physician  must  be  able  to  deter- 
mine the  position  of  the  child  along 
the  “continuum  from  developmental 
non-fluency  to  established  stuttering” 
in  order  to  plan  proper  treatment,  said 
Dr.  Richardson.  She  noted  that  “effec- 
tive parent  counseling  by  the  physician 
is  the  first  step  in  treatment  of  the 
problem  of  non-fluency.” 

The  physician  speaker  also  com- 
mented that  voice  dysfunctions  such 
as  hypernasality  and  hyponasality  are 
relatively  uncommon.  However,  the 
development  of  tiny  nodules  between 
the  anterior  and  middle  third  of  the 
vocal  chords  and  associated  hoarse- 
ness is  not  so  uncommon,  especially 
in  boys.  “These  may  be  due  to  pre- 
pubescent  endocrine  changes,  allergy, 
or  too  much  yelling  in  the  Little  League 
outfield.  Treatment  of  any  allergy  or 
requiring  a child  to  stop  yelling  or  sing- 
ing loudly  is  usually  successful,  though 
difficult  to  enforce  in  the  latter  case,” 
Dr.  Richardson  commented. 

The  guest  speaker  from  Cincinnati 
also  reviewed  some  of  the  most  com- 
mon language  disorders  the  physician 
may  observe  in  small  children,  includ- 
ing dysphasia — the  “inability  to  re- 
ceive or  express  spoken  symbols,” 
dyslexia — a “problem  in  the  reception 
of  written  symbols,”  and  dsygraphia 
— a “problem  in  the  expression  of  writ- 
ten symbols.” 

Knowledge  gained  from 
study  of  cholera  reviewed 

The  current  pandemic  of  cholera  shows 
that  man  has  not  yet  fully  applied 
the  lesson  that  the  disease  has  been 
trying  to  teach  him  since  the  1854 
epidemic  in  London,  said  Dr.  Fred 
Bieberdorf,  an  assistant  professor  of 
internal  medicine  at  The  University  of 
Texas  Southwestern  Medical  School 
in  Dallas.  That  lesson,  he  stated,  “is 
that  cholera  can  be  controlled  or  elimi- 
nated by  proper  sanitation.” 

Speaking  on  “What  Can  We  Learn 
from  Cholera?”  at  the  Saturday  after- 
noon session  of  the  TMA  Section  on 
Digestive  Diseases  during  the  Associ- 
ation’s May  6-9  Annual  Session  in 
Houston,  Dr.  Bieberdorf  noted  that  in- 
terest in  cholera  has  been  renewed  in 


recent  years  because  of  the  spread  of 
the  disease  since  1958  from  its  tradi- 
tional home  in  India  and  Pakistan. 

As  a result  of  this  renewed  interest, 
many  significant  advances  have  been 
made  in  the  pathophysiology  and 
treatment  of  cholera,  said  the  assis- 
tant professor. 

Through  continued  study  of  the 
disease.  Dr.  Bieberdorf  reported  that 
evidence  has  accrued  to  support  the 
belief  that  “cholera  must  be  the  re- 
sult of  active  secretion  of  electro- 
lytes,” or  more  specifically,  “chloride 
and  bicarbonate  ions,  perhaps  medi- 
ated through  adenyl  cyclase  and  cy- 
clic AMP.” 

Dr.  Bieberdorf  also  noted  that  “mor- 
tality is  zero  if  fluid  replacement  is 
available.”  But  replacement  is  often 
not  a simple  matter,  as  the  speaker 
illustrated  with  a slide  showing  a chol- 
era patient  surrounded  by  scores  of  IV 
bottles.  In  an  abstract  of  his  presen- 
tation, the  assistant  professor  con- 
cluded, “Hope  for  improvement  and 
simplification  of  the  treatment  of  chol- 
era lies  in  the  use  of  oral  glucose  con- 
taining electrolyte  solutions  and  possi- 
ble direct  pharmacologic  approaches. 
In  addition,  the  prospect  of  the  wide- 
spread use  of  an  effective  immuniza- 
tion against  cholera  appears  near  at 
hand.” 

New  pediatrics  chair 
at  Baylor  announced 

Creation  of  the  J.  S.  Abercrombie 
Chair  in  Pediatrics  was  announced  re- 
cently by  Leopold  L.  Meyer,  president 
of  the  board  of  Texas  Children’s  Hos- 
pital, and  L.  F.  McCollum,  chairman  of 
the  board  of  Baylor  College  of  Medi- 
cine, Houston. 

The  pledge  by  Texas  Children’s  Hos- 
pital will  provide  $40,000  a year  for 
support  of  the  chairman  of  the  depart- 
ment of  pediatrics  at  Baylor,  who  also 
serves  as  the  physician-in-chief  of 
Texas  Children’s  Hospital.  Currently, 
the  chair  is  occupied  by  Dr.  Russell 
Blattner,  who  has  been  chairman  of 
the  department  of  pediatrics  at  Bay- 
lor since  1948  and  physician-in-chief 
at  Texas  Children’s  Hospital  since 
1952. 

J.  S.  Abercrombie,  chairman  of 
Cameron  Iron  Works,  Inc.,  is  an  inde- 
pendent oil  man  and  philanthropist 
who  has  been  interested  in  pediatric 
medicine  since  1947.  He  underwrote 
the  building  cost  for  Texas  Children’s 
Hospital,  and  for  27  years,  he  has 
supported  the  Pin  Oaks  Charity  Horse 
Show,  the  proceeds  from  which  are 


for  the  benefit  of  the  hospital’s  charity 
programs.  In  addition,  Abercrombie 
has  established  an  endowment  fund 
to  ensure  future  expansion  of  the  hos- 
pital and  its  programs.  His  interest  in 
children  stems  from  his  conviction 
that  “to  produce  healthy  men,  we 
must  develop  strong  bodies  in  our 
children.” 

“This  fine  gift  is  further  evidence  of 
the  great  cooperative  endeavor  that 
exists  between  Baylor  College  of  Medi- 
cine and  the  Texas  Children’s  Hospi- 
tal,” McCollum  said  in  accepting  the 
gift.  “These  two  institutions,  working 
together  under  the  professional  direc- 
tion of  Dr.  Russell  Blattner,  have 
brought  outstanding  medical  care  to 
an  ever-increasing  number  of  Hous- 
ton’s children.  We  are  grateful  to  Texas 
Children’s  Hospital  and  the  Women’s 
Auxiliary  for  this  gift  and  to  Mr.  Meyer 
and  Dr.  Blattner  for  their  continuing 
leadership  in  the  development  of  the 
Children’s  Hospital  complex.” 

Academy  says  ancestry 
important  to  adopted  child 

Adopted  children  have  a real  need  for 
knowledge  concerning  their  ancestry, 
and  adoptive  parents  of  these  children 
should  discuss  with  them  honestly 
and  straightforwardly  vital  aspects  of 
their  ancestral  background  in  order 
“to  reduce  the  anxiety  inherent  in  this 
area  of  identity  formation.” 

This  recommendation  concerning 
identity  development  in  adopted  chil- 
dren was  made  by  the  Committee  on 
Adoptions,  American  Academy  of  Pe- 
diatrics, in  the  May  issue  of  the  AAP’s 
journal.  Pediatrics. 

The  academy  committee  empha- 
sized in  its  statement  that  determining 
identity  is  a difficult  process  even  for 
children  raised  by  their  natural  par- 
ents. “It  is  more  complex  for  the  indi- 
vidual whose  ancestry  is  unknown  to 
him,”  noted  the  statement. 

“The  most  helpful  thing  a human 
being  can  learn  in  life  is  to  be  con- 
scious of  himself  as  an  individual  and 
to  be  aware  of  who  and  what  he  is,” 
the  AAP  committee  further  pointed 
out. 

Discussing  the  influences  in  an  adop- 
tive family,  members  of  the  Commit- 
tee on  Adoptions  stressed  the  fact 
that  most  adoptive  parents  are  older 
than  natural  parents,  and  for  this  rea- 
son, they  may  have  less  flexibility  and 
more  anxiety  in  the  daily  care  of  their 
children  than  do  natural  parents. 

The  statement  went  on  to  point  out 
that  the  value  of  the  adopted  child 
may  lead  parents  to  overreact  in  their 
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child-rearing  activities.  "Such  reaction 
may  result  in  inconsistent  patterns  of 
care,  especially  in  discipline  and  sexual 
matters.” 

The  committee  also  reported  that 
at  some  point,  the  child  learns  that 
he  is  adopted  and  begins  to  seek  out 
the  facts  and  their  meaning.  "Many 
adopted  children  become  aware  of  the 
fact  that  they  may  have  been  born 
out  of  wedlock.  Sensitive  children  fre- 
quently express  strong  feelings  about 
their  own  status  and  the  character  of 
their  natural  parents.” 

“There  is  ample  evidence  that  the 
adopted  child  retains  the  need  for 
seeking  his  ancestry  for  a long  time,” 
the  academy  statement  emphasized. 
"Adopted  children  frequently  make  a 
request  to  their  parents  or  pediatri- 
cian for  more  information  on  their 
origin.  The  struggle  with  this  problem 
may  reach  its  peak  in  adolescence 
and,  in  the  extreme,  result  in  running 
away  in  search  of  real  parents.” 

"The  need  for  knowledge  of  ances- 
try may  go  unrecognized,  or  it  may  be 
suppressed  by  both  the  parents  and 
the  child,”  the  statement  concluded. 
“Parents  should  discuss  with  the  child 
aspects  of  his  background.  An  honest 
and  straightforward  exchange  will  do 
much  to  reduce  the  anxiety  inherent 
in  this  area  of  identity  formation,  and 
such  an  exchange  should  be  encour- 
aged and  assisted  by  the  pediatrician.” 

Area  camps  cater  to 
needs  of  handicapped 

The  outdoors  and  camping  seem  to 
have  a special  attraction  during  the 
summer  months. 

And  since  the  magic  of  the  outdoors 
appeals  to  almost  all  children  and 
adults,  camps  designed  to  deal  with 
those  with  special  health  needs  have 
been  established  throughout  the  coun- 
try. 

To  aid  those  seeking  such  a camp, 
the  National  Easter  Seal  Society  for 
Crippled  Children  and  Adults  has  pub- 
lished a Directory  of  Resident  Camps 
for  Persons  with  Special  Health  Needs. 
The  directory  lists  only  those  residen- 
tial camps  which  "identify  themselves 
as  serving  children  and  adults  with 
physical,  mental,  social,  and/or  emo- 
tional handicaps,  or  those  camps 
which  report  that  they  have  specifical- 
ly adapted  their  programs  to  accom- 
modate persons  with  disabilities.” 

Copies  of  the  7th  edition  of  the  di- 
rectory are  available  for  $1  from  the 
society,  2023  W.  Ogden  Ave.,  Chicago, 
III.  60612. 


Camps  in  Texas  and  nearby  states 
include  the  following: 

Baptist  Deaf  Youth  Camp,  Dallas. 
Impairments — deaf  and  hard  of  hear- 
ing; age  range — 10  to  20;  sessions — 
one  1-week  session;  capacity — no  limit; 
fee — $30,  sliding  fee  scale  available; 
camperships  are  available;  camp  is  co- 
educational. For  more  information, 
contact  Texas  Baptist  Conference  of 
the  Deaf  and  Baptist  General  Conven- 
tion of  Texas,  304  Baptist  Bldg.,  Dal- 
las 75201. 

Camp  Allen,  Baytown.  Impairments 
— educable  and  trainable  mental  retar- 
dation and  multiple  handicaps;  excep- 
tions— excludes  non-ambulatory;  age 
range — 10  and  up;  sessions — two 
1-week  sessions;  capacity — 100;  fee — 
$90;  camperships  are  available;  camp 
is  coeducational.  For  more  informa- 
tion, contact  Harris  County  Center  for 
the  Retarded,  Inc.,  3550  W.  Dallas, 
Houston  77019. 

Camp  Easter  Seal,  Conroe.  Impair- 
ments— orthopedic  handicaps,  blind- 
ness, and  deafness;  exceptions — ex- 
cludes mental  retardation  and  brain 
injuries;  age  range — 9 to  19;  sessions 
— one  1-week  session;  capacity — 50; 
no  fee;  camp  is  coeducational.  For 
more  information,  contact  Easter  Seal 
Society  for  Crippled  Children  and 
Adults  of  Harris  County,  Inc.,  P.  0.  Box 
6765,  Houston  77005. 

Camp  Fun,  Baytown.  Impairments 
— cystic  fibrosis,  asthma,  and  cardio- 
pulmonary respiratory  problems;  age 
range — 8 to  18;  sessions — two  2-week 
sessions;  capacity — 40;  sliding  fee 
scale  available;  camperships  are  avail- 
able; camp  is  coeducational.  For  more 
information,  contact  Children’s  Respi- 
ratory Summer  Camp  Foundation, 
3003  W.  Alabama,  Houston  77006.  Co- 
sponsor of  the  camp  is  the  Texas  Insti- 
tute for  Rehabilitation  and  Research. 

Camp  Hope  for  Handicapped  Chil- 
dren, Fort  Worth.  Impairments — un- 
specified physical  disabilities  and  men- 
tal retardation;  age  range — 8 to 
adults;  sessions — one  8-day  session; 
capacity — 100;  fee — $50;  camperships 
are  available;  camp  is  coeducational. 
For  more  information,  contact  Fort 
Worth  and  Arlington  Associations  for 
Retarded  Children,  1300  W.  Lancaster, 
Fort  Worth  76102.  Cosponsor  of  the 
camp  is  United  Cerebral  Palsy  Associ- 
ation of  Tarrant  County. 

Camp  Sweeney,  Gainesville.  Impair- 
ments— diabetes;  age  range — 6 to  16; 
sessions — three  3-week  sessions;  ca- 
pacity— 100  each  session;  fee  accord- 
ing to  ability  to  pay;  camperships  are 
available;  camp  is  coeducational.  For 


more  information,  contact  Southwest- 
ern Diabetic  Foundation,  J.  V.  Camp- 
bell, camp  director,  P.  O.  Box  844, 
Gainesville  76240. 

Camp  Soroptimist,  Argyle.  Impair- 
ments— unspecified  physical  disabili- 
ties, blindness,  deafness,  and  mental 
retardation;  age  range — 6 to  young 
adult;  sessions — one  6-day  session  for 
physically  handicapped,  ages  6-11; 
one  6-day  session  for  mentally  retard- 
ed, ages  8-12;  one  13-day  session  for 
physically  handicapped  adults;  one  13- 
day  session  for  mentally  retarded 
adults;  one  13-day  session  for  physi- 
cally handicapped  teen-agers;  one  13- 
day  session  for  mentally  retarded  teen- 
agers; capacity — 72  each  session;  slid- 
ing fee  scale  available  for  Dallas  Coun- 
ty residents,  for  those  out  of  Dallas 
County — 6 days  for  $40  and  13  days 
for  $78;  some  camperships  available; 
camp  is  coeducational.  For  more  infor- 
mation, contact  Camp  Soroptimist, 
6162  E.  Mockingbird,  Dallas  75214. 

Texas  Lions  Camp  for  Crippled  Chil- 
dren, Kerrville.  Impairments — blind, 
deaf-mute,  and  unspecified  physical 
disabilities;  exceptions — excludes  men- 
tal retardation,  nursing  care  cases, 
hemophilia,  uncontrolled  kidney  and 
bowel  cases,  uncontrolled  seizures, 
non-ambulatory,  and  non-residents  of 
Texas;  age  range — 7 to  16;  sessions — 
five  2-week  sessions:  ages  7-11,  12-16; 
capacity — 144  each  session;  no  fee; 
camp  is  coeducational.  For  more  infor- 
mation, contact  Texas  Lions  League 
for  Crippled  Children,  Inc.,  Box  247, 
Kerrville  78028. 

Camp  Larcee,  Baton  Rouge,  La.  Im- 
pairments— mental  retardation;  excep- 
tions— excludes  severely  retarded  and 
wheelchair  retardates;  age  range — 10 
to  45;  sessions — one  2-week  session; 
capacity — 100;  fee — $40,  sliding  fee 
scale  available;  camperships  are  avail- 
able; camp  is  coeducational.  For  more 
information,  contact  Louisiana  Associ- 
ation for  Retarded  Children,  6844  Van 
Gogh,  Baton  Rouge,  La.  70806.  J.  R. 
Robertson  of  Springfield,  La.,  is  co- 
sponsor of  the  camp. 

Casita  de  Piedra  Ranch,  Taos,  N.M. 
Impairments — speech  handicaps;  ex- 
ceptions— normal  camp  activity  par- 
ticipation required;  age  range — 6 to 
14;  sessions — one  4-week  session;  ca- 
pacity— 10;  fee — $400,  no  sliding  fee 
scale  available;  no  camperships  avail- 
able; camp  is  coeducational;  speech 
therapy  services  provided  for  day  stu- 
dents. For  more  information,  contact 
C.  G.  Cunningham,  Route  1,  Box  51, 
Taos,  N.  M.  87571. 
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County  medical  societies 

aid  newcomers 
through  phone  referrals 


A stranger  settling  in  a Texas  town 
may  procrastinate  about  finding  a gen- 
eral practitioner  to  provide  medical 
care  for  his  entire  family  or  a special- 
ist to  take  care  of  a preexisting  ail- 
ment. Several  county  medical  societies 
now  provide  a useful  service  so  that 
the  procrastinator  can  “plan  ahead.” 

By  using  the  telephone,  county  med- 
ical society  personnel  are  providing 
callers  with  names  of  area  MD’s  who 
can  serve  their  needs. 

A survey  of  the  largest  county  med- 
ical societies  in  the  state  revealed 
that  many  of  the  societies  offer  tele- 
phone referral  service  on  a regular 
basis,  while  others  receive  few  requests 
and  therefore  do  not  offer  the  service 
as  a part  of  their  regular  community 
service  program,  although  they  do  re- 
spond to  the  requests  they  receive. 

During  the  day,  most  physician  re- 
ferral services  operate  through  the  ad- 
ministrative offices  of  the  local  county 
society.  If  night  and  emergency  ser- 
vices are  also  available  to  county  resi- 
dents, the  local  answering  and  locat- 
ing service  usually  is  called  upon  to 
provide  information. 

Callers  sometimes  ask  about  age, 
education,  board  certification,  religion, 
marital  status,  and  so  forth.  Some  re- 
ferral services  will  give  out  such  infor- 
mation, while  others  will  provide  only 
the  name,  address,  and  telephone 
number  of  physicians  by  area  of  town 
and  specialty. 

Following  are  some  comments  by 
medical  society  personnel,  and  addi- 
tional details  on  a few  of  the  telephone 
referral  services  offered  by  county 
medical  societies  in  Texas: 

Harris  County  Medical  Society.  The 
executive  secretary  of  the  society,  Bill 
Robertson,  explained  the  service  this 
way:  “The  Physician  Referral  Service 
is  a complete  file  of  the  membership 
of  the  Harris  County  Medical  Society 
placed  in  a ‘Rolodex’  file  system.  The 
entire  city  and  county  are  broken 
down  into  geographical  designations 
. . . which  adequately  describe  the 
various  areas  of  the  community  so 
that  a telephone  caller  may  advise  the 


personnel  if  he,  or  she,  desires  a phy- 
sician in  a specific  area. 

“Society  personnel  answer  telephone 
referral  requests  as  part  of  the  regular 
telephone  service  of  the  office.  Usual- 
ly, two  ladies  are  specifically  assigned 
to  handle  referral  calls.”  Robertson 
emphasized,  “Medical  society  person- 
nel do  not  attempt  to  diagnose  the 
problem,  but  merely  try  to  arrive,  with 
the  caller,  at  the  type  of  physician 
which  the  caller  desires.  Then,  the 
names  of  three  practitioners  in  the 
field  of  medicine  desired  are  given, 
along  with  addresses  and  telephone 
numbers.  It  is  then  left  to  the  caller  to 
contact  the  physician  of  his  choice.” 

Robertson  estimates  that  an  aver- 
age of  50  calls  a day  are  received  in 
the  society’s  office,  for  a total  of  more 
than  1,000  per  month. 

Supervision  of  the  service,  he  ex- 
plained, is  the  responsibility  of  the 
executive  secretary  who  may  obtain 
guidance  on  policy  matters  from  the 
society’s  executive  board. 

“The  medical  society  has,  from 
time  to  time,  received  remarks  from 
the  public — generally  commending  this 
service,”  commented  Robertson.  “As 
in  every  service  to  the  public,  how- 
ever, there  are  those  who  condemn  it. 
The  latter  usually  results  when  the 
caller  is  unable  to  arrange  an  appoint- 
ment immediately  or  at  such  time  as 
is  convenient  with  the  caller.” 

When  the  Harris  County  Medical  So- 
ciety offices  are  closed,  callers  may 
contact  the  Medical  and  Dental  Ser- 
vice Bureau  of  Houston.  Robertson 
explained  that  special  operators  in 
the  bureau  handle  referrals  by  use  of 
card  files  which  include  the  names  of 
physicians  from  all  specialties  who 
have  volunteered  to  serve  on  the  “call 
panel.”  Currently,  this  panel  is  com- 
posed of  some  250  society  members. 
Physicians  fill  out  a card  at  the  time 
they  join  the  society  indicating  wheth- 
er they  wish  to  serve  on  the  panel. 

“It  should  be  emphasized  that  this 
service  does  not  operate  as  the  Physi- 
cian Referral  Service  does,”  noted 
Robertson.  “The  medical  bureau  per- 
sonnel do  not  refer  physicians;  they 


merely  attempt  to  ascertain  whether 
the  call  is  an  emergency,  and,  if  so, 
they  try  to  place  the  caller  in  contact 
with  one  of  the  MD  members  of  the 
panel  who  will  take  the  call.”  As  in  the 
daytime  service,  calls  are  rotated  as 
best  possible  through  specialty  lists 
which  are  arranged  alphabetically. 

“The  presidents  of  the  various  medi- 
cal specialties  make  up  the  medical 
society  committee  which  supervises 
the  operation  of  the  Emergency  and 
Night  Call  service,”  the  executive  sec- 
retary explained.  “The  committee  is 
constructed  in  that  manner  so  that 
if  a problem  arises  in  supply  of  panel- 
ists in  any  one  field,  the  medical 
society  may  ask  assistance  of  the 
specialty  group  in  providing  the  needed 
area  of  consultation  for  callers.” 

He  continued,  “Through  the  years, 
many  physicians  have  advised  that  in 
their  early  months  and  years  of  prac- 
tice, they  have  received  excellent  long- 
term patients  by  working  in  this  call 
panel.  Many  of  the  persons  calling, 
obviously,  have  no  family  physician, 
and  this  affords  an  opportunity  for 
such  an  arrangement.” 

Robertson  reports  that  approximate- 
ly 200  calls  per  month  are  handled 
by  medical  bureau  operators. 

Dallas  County  Medical  Society.  Offi- 
cers in  Dallas  County  Medical  Society 
indicated  that  their  service  operates 
much  the  same  way  as  that  of  the 
Harris  County  Medical  Society. 

Mrs.  Laurine  Abernethy,  administra- 
tive assistant  for  the  society,  notes, 
“It  is  our  policy  to  give  the  caller  the 
names  of  at  least  three  physicians,  if 
this  can  be  done.  Of  course,  it  de- 
pends upon  the  circumstances.  Some- 
times, the  caller  will  request  the  names 
of  limited  specialists  in  his  immediate 
neighborhood,  and  it  is  not  always 
possible  to  furnish  as  many  as  three 
names.” 

Mrs.  Abernethy  explained  that  op- 
erators choose  the  names  of  doctors 
for  referral  according  to  requests.  “We 
do  not  make  a random  selection  from 
cards  or  a directory  or  alphabetically 
by  last  name,”  she  said.  “We  try  to 
give  the  caller  exactly  what  he  re- 
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quests,  if  it  can  be  done,  and  at  the 
same  time  give  as  broad  distribution 
of  referrals  to  members  of  the  society 
as  is  possible  to  do  under  this  sys- 
tem.” 

Mrs.  Abernethy  emphasized  that 
not  all  of  the  employees  of  the  society 
handle  referrals.  ‘‘This  requires  experi- 
ence, and  only  properly  selected,  care- 
fully trained  staff  members  are  allowed 
to  answer  such  calls.” 

Evening,  weekend,  and  holiday  calls 
are  taken  by  Dallas’  Physicians  Infor- 
mation Bureau  and  handled  in  a simi- 
lar manner.  However,  only  those  mem- 
bers of  the  society  who  indicate  at  the 
time  of  their  notification  of  election 
that  they  are  willing  to  accept  night, 
weekend,  and  holiday  emergency  calls 
are  contacted  by  bureau  operators. 
Physicians  contacted  retain  the  option 
to  decline  referral. 

Calls  to  the  Dallas  County  Medical 
Society  office  average  about  150  each 
week,  according  to  Mrs.  Abernethy. 
Physicians  Information  Bureau  opera- 
tors report  an  estimated  five  calls 
each  week  night  and  ten  calls  each 
Saturday  and  Sunday. 

‘‘It  is  our  honest  opinion  that  the 
referral  service  is  one  of  our  most  im- 
portant functions,  and  to  the  best  of 
our  knowledge,  it  has  worked  quite 
satisfactorily  from  both  the  public's 
standpoint  and  the  physicians’,”  she 
commented. 

Travis  County  Medical  Society.  A 
somewhat  different  organizational  set 
up  is  found  in  the  referral  service  of- 
fered by  Travis  County  Medical  Soci- 
ety, since  the  physicians  in  Travis 
County  own  and  operate  the  local 
answering  and  locating  service.  Mrs. 
Floy  Blecker,  who  manages  the  service, 
reports  that  exchange  operators  follow 
a similar  procedure  to  that  of  the  of- 
fice-based referral  services  mentioned. 
Callers  are  provided  with  three  names 
of  physicians  in  their  area  by  specialty. 

The  six  operators  with  the  exchange 
are  trained  extensively  before  handling 
any  call — either  for  referral,  for  rou- 
tine ‘‘l-need-to-find-the-doctor”  calls, 
or  for  emergency  situations.  The  ex- 
change operates  24  hours  a day  on 
weekdays,  weekends,  and  holidays. 


At  night,  exchange  operators  try  to 
find  the  physicians  of  the  persons  call- 
ing; if  the  caller  has  no  physician,  he 
is  referred  to  a local  emergency  room 
where  he  can  see  the  physician  on 
call. 

Potter-Randall  Counties  Medical  So- 
ciety. Executive  secretary  Mrs.  Carlie 
Umphres  explained  that  the  Potter- 
Randall  Counties  Medical  Society  does 
sponsor  a telephone  referral  service, 
but  only  during  regular  office  hours. 
However,  during  the  night  and  on  week- 
ends and  holidays,  the  local  telephone 
answering  service  contacts  Mrs.  Um- 
phres at  home  if  there  is  a real  emer- 
gency and  the  caller  has  no  physician. 

Mrs.  Umphres  pointed  out  one  seri- 
ous problem  that  she  must  contend 
with:  many  local  general  practitioners 
are  no  longer  able  to  accept  new 
patients. 

She  explained:  ‘‘Eight  or  nine  years 
ago,  the  medical  society  printed  a 
small  brochure  containing  information 
on  most  of  the  health  services  and 
facilities  in  Amarillo,  along  with  the 
suggestion  that  newcomers  find  a fam- 
ily physician  before  an  emergency 
arose.  This  brochure  was  mailed  to  all 
new  residents  of  Amarillo.”  The  bro- 
chure became  badly  outdated,  how- 
ever, and  Mrs.  Umphres  discouraged 
updating  and  reprinting  it  and  con- 
tinuing the  mailing,  because  “the  situ- 
ation concerning  family  doctors  was 
getting  so  tight.” 

“It  has  become  progressively  tight- 
er, what  with  deaths,  retirement,  and 
illness  among  our  GP’s,  and  no  new 
ones  coming  into  the  community,” 
she  said.  “Only  one  new  GP  has  en- 
tered practice  in  Amarillo  in  the  4V2 
years  I have  been  in  this  office.” 

“A  frightening  number  of  our  GP’s 
are  no  longer  able  to  take  new  pa- 
tients,” she  continued.  “I  try  to  rotate 
the  names  of  those  who  are  available, 
giving  special  consideration  to  the 
part  of  town  the  caller  lives  in  if  that 
seems  to  be  a factor.  I usually  try  to 
suggest  at  least  four  doctors.” 

Mrs.  Umphres  reports  that  only  oc- 
casionally does  a caller  request  the 
name  of  a specialist,  and  she  hesi- 
tates to  answer  unless  the  caller  has 
no  family  physician. 


“I  would  estimate  that  I receive 
about  200  calls  a year  from  people 
needing  to  contact  a doctor;  the 
great  majority  are  new  in  the  city  and 
there  is  usually  no  emergency.  Some- 
times, because  of  the  location  of  this 
office  near  Highway  66,  travelers  who 
need  emergency  treatment  stop  here 
for  help.  I usually  make  some  calls 
and  find  someone  who  will  see  them — 
this  is  usually  legitimate,”  she  said. 

Lubbock-Crosby-Garza  Counties  Med- 
ical Society.  Mrs.  Ethel  M.  McLeod, 
executive  secretary  of  Lubbock-Crosby- 
Garza  Counties  Medical  Society,  ex- 
plained that  the  medical  society  has 
no  referral  service  as  such  for  county 
physicians. 

“However,  our  situation  in  Lubbock 
is  unique  in  that  not  only  am  I the 
executive  secretary  of  the  county  med- 
ical society,  but  I own  and  operate 
the  telephone  answering  service  which 
most  of  the  doctors  subscribe  to,” 
said  Mrs.  McLeod. 

“When  new  physicians  come  to  town, 
they  advise  us  [the  answering  ser- 
vice] of  their  desire  to  take  referral 
calls.  Only  to  these  doctors  do  we  refer 
after-hours  calls.  When  they  no  longer 
want  this  type  of  referral,  we  remove 
their  name  from  our  list,”  she  said. 

“We  have  had  some  requests  for 
specialists,  but  most  of  ours  are  of  an 
emergency  nature,  thus  they  need  a 
GP,”  she  commented. 

On  the  average,  Mrs.  McLeod  re- 
ported that  only  three  referral  requests 
are  handled  each  month. 

Other  county  medical  societies  who 
operate  some  type  of  referral  service, 
day  or  night,  or  who  will  aid  callers 
in  obtaining  names  of  physicians  in- 
clude: Bexar  County,  El  Paso  County, 
Jefferson  County,  Taylor-Jones  Coun- 
ties, and  Tarrant  County. 

Many  county  medical  societies  re- 
ported that  the  practice  of  listing  phy- 
sicians by  specialty  in  the  Yellow 
Pages  of  the  telephone  directory  has 
proved  to  be  a useful  means  for  self  re- 
ferral. Some  of  the  smaller  societies 
use  such  a directory  instead  of  cards 
on  each  physician  when  answering  re- 
ferral requests. 
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WHAT  ARE  AMPHETAMINES? 

When  drug  abuse  is  meniioncd,  most  people  automa- 
tically think  of  the  "hard'*  drugs — opium,  morphine  and 
heroin.  Few  people  consider  the  many  non-narcoiic 
drugs  which,  when  administered  in  the  proper  doses 
under  a physician’s  carc.^ave  a therapeutic  effect.  How- 
ever. when  abused— taken  without  professional  super- 
vision— these  drugs  can  aggravate  personal  and  social 
problems.  Among  the  most  widely  abused  non-narcotic 
drugs  are  amphetamines,  commonly  called  "pep-pills-” 

Amphetamines  have  chemical  properties  that  stimu- 
late (speed)  the  actions  of  the  central  nervous  system. 
In  many  ways,  the  effects  of  amphetamines  contrast 
with  those  of  another  non-narcotic  drug— barbiturates; 
barbiturates  slow  down  (depress)  the  actions  of  the 
central  nervous  system. 

WHY  DO  DOCTORS  PRESCRIBE 
AMPHETAMINES? 

Amphetamines  arc  used  medically  to  (I)  curb  the  appe- 
tite when  weight  reduction  is  necessary;  (2)  relieve  mild 
depression;  and  (3)  keep  patients  awake  in  narcolepsy 
— a disease  characterized  by  uncontrollable  desire  to 
sleep. 

Although  the  efficacy  of  amphetamines  in  these  cases 
has  not  been  questioned,  controversy  surrounds  their 
ultimate  value  since,  when  taken  over  a long  p^eriod  of 
time,  the  patient  might  develop  dependence  upon  the 
drug— particularly  if  he  violates  his  physician’s 
precautions. 
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WHAT  IS  MARIHUANA? 
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ABUSED? 
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WH'AT  ARE  THE  EFFECTS  OF  LSD? 

Although  much  research  must  still  be  done  regarding 
the  effects  of  LSD,  important  information  has  already 


rug  preparation  made  from  the 
•ps  of  the  female  hemp  plant, 
from  tli“ 
for  th 
marihi 

and  Ihi 
Africa 
er  sue! 

Und 
' “gras 
ted  to 
la  may 
monly  t 

OES  A 
ER? 
ffects  v 
reduces 
sympto 
usion  a 
ased  me 
Mar 
m air” 

Its  “do 
depres; 

users  of 
ce.  and 
1 chron 
ent  phj 

uana  ar 
effects, 
tes  and 


(AZAR 
N wn 

not  re 
kcver, 
lard”  c 


B8Rb|juR3TBS 


WHAT  ARE  BARBITURATES? 

When  administered  under  a doctor’s  direction,  barbi- 
turates have  proven  to  be  effective  therapeutic  drugs 
for  a variety  of  medical  problems.  However,  barbiturate 
abuse— unsupervised  self-medication— presents  a dan- 
ger at  least  as  great  as  narcotic  abuse.  Extreme  mental 
and  emotional  confusion  with  eventual  tragic  conse- 
quences (death  is  not  uncommon)  may  result  from 
abuse  of  barbiturates. 

Barbiturates  are  the  main  depressant  drugs  used  in 
medical  practice  today  to  sedate  or  to  calm  patients 
and/or  to  induce  or  produce  sleep.  Their  effect  is 
opposite  to  that  of  amphetamines;  amphetamines  stim- 
ulate the  central  nervous  system  while  barbiturates  act 
as  depressants — slow  down  the  actions  of  the  central 
nervous  system. 

HOW  ARE  BARBITURATES  ABUSED? 

Some  people  have  used  the  sedative  or  hypnotic  effect 
of  barbiturates  as  a way  to  escape  serious  personal 
problems;  others  lake  barbiturates  to  counteract  the 
effect  of  stimulant  drugs  such  as  amphetamines,  estab- 
lishing a cyclical  pattern  of  sedalion-slimulation. 

Frequently,  barbiturates  are  used  in  combination 
with  other  drugs,  mainly  alcohol  and/or  opiates,  both 
by  thrill  seekers  and  chronic  drug  abusers.  Such  experi- 
mental combinations  are  extremely  hazardous  since  all 
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)f  inhaling  the  fumes  from  airplane  glue 
itile  hydrocarbons  occurs  almost  entirely 
people  from  9 to  18  years  of  age  seeking 
” Considering  only  the  undercurrent  of 
lociated  with  the  practice  of  glue-sniffing, 
oose  to  ignore  or  are  uninformed  about 
sible  hazards— emotional  and  physical — 
It. 

n has  caused  great  concern  among  parents, 
ucators  and  others  committed  to  the  wel- 


LUE-SNIFFING? 

inhalation  of  fumes  from  model  airplane 
from  gasoline,  paint  thinner,  and  lighter 
I as  “glue-sniffing."  Model  airplane  glue 
Ti pounds  contain  solvents  such  as  alcohol, 
nd  toluene  which,  through  their  rapid 
re  readily  inhaled. 

glue  is  squeezed  onto  a piece  of  cloth  or 
m which  the  fumes  are  inhaled,  although 
paint  thinner  are  often  inhaled  directly 
cans.  Regardless  of  the  compound,  in- 
itinued  until  the  desired  effects — ranging 
3xication  to  more  acute  disorientation — 

ECTS  RESULT  FROM 
FING? 

e symptoms  of  glue-sniffing  are  simlilar 
iated  with  alcoholic  intoxication,  includ- 
if  muscular  coordination;  slurred  speech; 
; a ringing  in  the  ears;  mild  hallucina- 
and  depression.  These  intoxicalion-like 
for  about  30  to  45  minutes,  depending 
unt  inhaled. 

lage,  lasting  an  hour  or  more,  usually 
characterized  by  drowsiness,  stupor,  or, 
>.  unconsciousness.  After  recovery,  the 


Millions  of  Americans  are  abusing  drugs 


Drug  abuse  has  emerged  into  sharp  focus  as  a 
difficult  problem  of  growing  concern  to  the  medical 
profession  and  the  public.  Of  particular  concern  is 
the  fact  that  many  young  people  today  are  experi- 
menting with  marihuana  and  a wide  array  of  other 
drugs.  Although  many  are  highly  sophisticated,  young 
people  are  not  truly  aware  of  the  dangers  posed  by 
abuse  of  drugs. 


Because  of  the  severity  of  the  problem  and  the 
confusion  which  exists,  in  many  quarters,  about 
whether  certain  drugs  are  truly  dangerous,  there  is 
an  urgent  need  for  intensive  public  education. 

The  five  leaflets  shown  above  provide  facts  that 
will  be  eagerly  received  by  the  public.  Order  the 
quantity  you  need  today.  There  is  no  charge. 


ORDER  THESE  PAMPHLETS  TODAY— FREE— FROM  TMA! 


QUANTITY 


TITLE 

MARIHUANA 

LSD 

AMPHETAMINES 
BARBITURATES 
GLUE  SNIFFING 


CLIP  AND  MAIL  TO: 


Name- 


Address. 
City 


PUBLIC  RELATIONS  DIVISION 
TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 


-State. 


-Zip. 
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Females  still  rare  in 
nation’s  medical  schools 

Although  the  increase  in  the  number 
of  female  medical  students  has  been 
significant  during  the  past  ten  years, 
women  continue  to  be  comparatively 
underrepresented  in  medical  schools. 

A report  in  Medical  World  News  ex- 
plained the  results  of  a survey  of  US 
medical  school  applicants  during  1969- 
1970  by  the  Journal  of  Medical  Edu- 
cation. 

The  survey  showed  that  in  1969- 
1970,  2,289  women  applied  for  places 
in  the  freshmen  class.  This  number 
represented  9.4%  of  the  applicant 
pool.  Of  the  2,289  applicants,  only  929 
women,  representing  9.1%  of  all  stud- 
ents entering  medical  school,  were  en- 
rolled. In  contrast,  in  1960  women 
accounted  for  only  5.7%  of  the  fresh- 
man class  in  all  medical  schools. 

The  journal  notes,  however,  “In  each 
of  the  years  during  the  decade  of  the 
1960’s,  between  40%  and  45%  of  all 
individuals  receiving  baccalaureate  de- 
grees in  US  colleges  and  universities 
were  female.” 

Infants  not  ready  to 
swim,  warn  pediatricians 

Large-scale  programs  should  not  be 
undertaken  to  teach  swimming  to  chil- 
dren under  three  years  of  age,  the 
American  Academy  of  Pediatrics  has 
recommended  in  a statement  issued 
with  its  March  Newsletter. 

The  statement,  developed  by  the 
AAP’s  Joint  Committee  on  Physical 
Fitness,  Recreation,  and  Sports  Medi- 
cine, emphasized  that  children  less 
than  three  years  old  are  most  vulner- 
able to  drowning. 

“Recent  efforts  have  been  focused 
on  teaching  young  children  to  swim, 
even  during  the  first  year  of  life.  It 
may  be  possible  to  teach  very  young 
infants  to  swim  and  keep  their  heads 
above  water,  but  an  infant  cannot 
truly  be  taught  water  safety  and  prop- 
er reaction  to  an  emergency,”  the 
academy  cautioned.  “Parents  can  de- 
velop a false  sense  of  security  if  they 
know  their  young  infant  can  swim  a 
few  strokes.” 

The  academy’s  Joint  Committee  on 
Physical  Fitness,  Recreation,  and 
Sports  Medicine  also  cited  the  prob- 
lems caused  by  admitting  infants  to 
public  pools.  Infants,  lacking  suffi- 
cient self-restraint,  create  difficulties  in 
maintaining  the  effectiveness  of  chlo- 


rination. Also,  infants  with  age-specific 
immunity  handicaps  would  be  exposed 
to  intestinal  viruses,  adenoviruses,  and 
“other  potentially  dangerous  microor- 
ganisms in  dosages  not  likely  to  be 
found  under  home  conditions.” 

“Considerations  involved  in  the  use 
of  swimming  as  a form  of  patterning 
are  not  of  sufficiently  established  ben- 
efit to  be  weighed  as  factors  in  favor 
of  early  pool  training,”  the  statement 
indicated. 

The  committee  recommended  the 
following  guidelines  to  reduce  the  inci- 
dence of  drowning  in  children  under 
age  three: 

1.  More  adequate  fencing  and  other 
protective  measures  to  exclude  in- 
fants from  pool  areas  and  areas  of 
excavation. 

2.  Assurance  of  constant  parental 
or  other  adult  supervision  for  non- 
swimmers  in  swimming  areas. 

3.  Use  of  flotation  jackets  for  all 
nonswimmers  close  to  bodies  of  water 
or  in  boats. 

Award  honors  MDs 
who  pursue  education 

More  than  20,000  MD’s  have  received 
the  Physician’s  Recognition  Award,  es- 
tablished by  the  American  Medical 
Association  in  1969  to  honor  doctors’ 
participation  in  continuing  medical 
education. 

The  award  credits  the  physician  for 
his  “lifestyle”  of  learning  and  is  given 
for  a minimum  of  150  credit  hours 
earned  over  a continuous  three-year 
qualifying  period.  At  least  60  hours 
are  required  credits  of  formal  educa- 
tion courses,  teaching,  or  publications: 
the  remaining  are  elective,  such  as 
participation  in  scientific  meetings  and 
other  self-directed  study. 

The  AMA’s  Board  of  Trustees  has 
suggested  that  participation  in  con- 
tinuing education  should  become  one 
of  the  requisites  for  continuing  mem- 
bership in  state  medical  associations. 
However,  historically,  it  has  been  vol- 
untary, and  some  believe  it  should  re- 
main so. 

Ninety-five  medical  institutions  and 
organizations  have  been  formally  ac- 
credited for  continuing  medical  educa- 
tion by  the  AMA  Council  on  Medical 
Education.  The  current  listing  of 
courses  includes  2,319  offered  in  41 
states,  the  District  of  Columbia,  and 
Puerto  Rico.  The  courses  are  listed  an- 
nually in  the  Journal  of  the  American 
Medical  Association;  the  next  listing 
will  be  in  the  Aug.  2,  1971,  issue. 


Health  program  officials 
clarify  claim  procedures 

Officials  of  the  Civilian  Health  and 
Medical  Program  of  the  Uniformed 
Services  (CHAMPUS)  have  responded 
to  numerous  queries  from  beneficiaries 
of  the  program  with  a clarification  of 
the  deductible  charge  payable  un- 
der the  outpatient  portion  of  the 
CHAMPUS  program. 

The  CHAMPUS  deductible,  which  is 
similar  to  the  deductibles  in  automo- 
bile, health,  and  other  forms  of  insur- 
ance, is  an  initial  amount  the  indi- 
vidual is  responsible  for  paying  without 
assistance  from  the  program. 

Under  CHAMPUS,  the  deductible 
has  to  be  met  each  fiscal  year  (July  1 
through  June  30).  The  amount  is  $50 
when  only  one  authorized  beneficiary 
uses  the  program,  and  $100  if  two 
or  more  members  of  the  family  are 
receiving  civilian  health  care  under 
CHAMPUS. 

As  soon  as  the  appropriate  amount 
deductible  has  been  incurred,  the  ben- 
eficiary completes  his  portion  of  the 
claim  form  and  sends  the  form  with 
his  itemized  bills  or  receipts  to  the 
state  fiscal  administrator,  who  then 
issues  a deductible  certificate  to  the 
beneficiary.  When  authorized  adjunc- 
tive dental  care  is  used  to  satisfy  the 
deductible,  the  claim  form  must  be 
sent  to  OCHAMPUS,  Denver,  Colo. 
80240. 

Physicians’  or  dentists’  bills  or  re- 
ceipts must  show  the  patient’s  name, 
diagnosis  or  nature  of  the  illness  or 
injury,  the  care  or  service  provided, 
the  dates  of  care,  and  the  charges. 
Drug  bills  or  receipts  must  show  the 
name  of  the  pharmacy,  the  name  of 
the  patient,  prescription  number,  date 
filled,  and  the  charges.  In  the  case  of 
insulin,  no  prescription  number  is  re- 
quired but  the  bill  must  be  marked 
“insulin.” 

Outpatient  expenses  incurred  in 
states  and  countries  other  than  where 
the  beneficiary  resides  may  also  be 
used  to  satisfy  the  deductible.  How- 
ever, receipts  or  bills  of  all  charges 
used  to  satisfy  the  deductible  should 
be  sent  to  the  fiscal  administrator  in 
the  state  where  the  beneficiary  resides. 

After  the  deductible  has  been  satis- 
fied, out-of-state  charges  up  to  $25 
may  be  sent  to  the  fiscal  administra- 
tor in  the  state  of  residence,  but 
charges  exceeding  $25  must  be  sent 
to  the  fiscal  administrator  in  the  state 
where  the  charges  were  incurred  and 
a copy  of  the  deductible  certificate 
must  accompany  the  bill. 
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Hexachlorophene  products 
can  endanger  children 

Hexachlorophene-containing  products 
that  are  intended  for  oral  use  may  be 
poisonous  to  children,  according  to  an 
article  in  the  American  Academy  of 
Pediatrics’  May  15  Newsletter. 

The  AAP’s  Committee  on  Environ- 
mental Hazards  pointed  out  in  the 
article  that  some  products  such  as 
toothpaste  and  throat  lozenges  con- 
tain hexachlorophene  which  in  sub- 
stantial dosage  is  poisonous  in  rats 
and  has  caused  the  death  of  a toddler 
who  ingested  a few  ounces  of  a 3% 
solution. 

“Deaths  also  have  apparently  been 
caused  when  the  chemical  was  ab- 
sorbed after  application  to  badly 
burned  skin  of  children  and  adults,” 
the  academy’s  statement  indicated. 

These  observations  formed  the  basis 
for  the  recommendation  that  parents 
be  advised  not  to  let  their  children 
use  products  containing  hexachloro- 
phene which  are  intended  for  oral  use. 

Parents  should  be  warned  to  keep 
the  3%  solution  for  external  use  out 
of  reach  of  children  who  may  acci- 
dentally ingest  it,  the  statement  con- 
cluded. 

Warning,  planning  protect 
public  from  disasters 

The  tornado  that  struck  the  city  of 
Lubbock  last  year,  like  the  disasters 
in  previous  years  in  Dallas,  Waco, 
and  San  Angelo,  once  again  reminded 
Texans  that  disaster  health  planning 
makes  the  difference  between  safety 
and  catastrophe. 

The  Texas  State  Department  of 
Health  has  joined  with  other  state  and 
federal  agencies  and  medical  associa- 
tions to  see  that  all  areas  of  the  state 
are  prepared  in  case  of  a disaster. 
Consequently,  Texas  has  one  of  the 
world’s  most  complete  storm  warning 
systems  and  a well-oiled  public  health 
relief  organization. 

Texas’  “local  severe  weather  warn- 
ing system,”  the  first  established  any- 
where in  the  world,  now  has  radar 
storm  warning  sets  in  almost  all  major 
cities  in  the  state.  These  stations  are 
all  connected  by  teletype  and  radio. 
Any  station  is  able  to  apprise  all 
other  stations  instantly  of  a tornado 
traveling  in  their  direction.  All  com- 
munities in  the  vicinity  of  the  twister 
can  be  warned  of  the  tornado’s  ap- 
proach through  normal  channels  of 
communications  or  through  special 
warning  devices. 


The  National  Weather  Service  has 
developed  a new  system  of  terminology 
to  more  accurately  inform  the  public 
of  severe  weather  conditions. 

A severe  weather  watch  indicates 
that  weather  conditions  are  such  that 
severe  weather  could  develop  in  the 
immediate  area.  A severe  weather 
warning  means  that  severe  weather  ac- 
tually has  developed,  and  care  should 
be  taken.  A severe  weather  alert  is  a 
warning  that  severe  weather  is  moving 
directly  into  the  area. 

A similar  system  has  been  insti- 
tuted for  tornado  warnings.  A tornado 
watch  indicates  that  existing  condi- 
tions could  lead  to  the  development 
of  a tornado.  A tornado  warning  means 
that  a tornado  actually  has  been 
sighted  in  the  area,  and  extreme  cau- 
tion should  be  taken.  A tornado  alert 
means  to  act  fast,  that  a tornado  is  in 
the  immediate  area. 

Accidents  in  public  places 
result  in  serious  injuries 

Although  more  accidents  occur  in  and 
about  the  home  than  anywhere  else, 
the  longer  and  more  serious  disabili- 
ties result  from  accidents  that  take 
place  in  public  places,  according  to 
statisticians  of  Metropolitan  Life  Insur- 
ance Company. 

Based  on  a three-year  survey  of  ac- 
cident-related disabilities  lasting  eight 
days  or  longer  among  employees  of 
Metropolitan  Life,  accidents  in  public 
places  were  reported  at  the  annual 
rate  of  8/1,000,  compared  to  about 
41/2/1.000  for  accidents  either  at  home 
or  at  work.  Public  accidents  included 
those  occurring  in  public  buildings, 
parks,  and  streets. 

Men  became  disabled  because  of 
public  accidents  at  a yearly  rate  in 
excess  of  6/1,000,  as  compared  to 
about  5/1,000  in  work  accidents  and 
4/1,000  in  home  accidents.  Motor  ve- 
hicle mishaps  accounted  for  approxi- 
mately two-fifths  of  the  work  accidents 
and  more  than  half  of  the  public  acci- 
dents. Accidental  falls,  largely  the  di- 
rect result  of  carelessness,  were  the 
most  common  cause  of  home  injuries. 

1.  RN  education,  1968-1969  and  1969-1970. 


Women  also  suffered  disabling  inju- 
ries more  often  in  public  accidents.  The 
annual  rate  for  females  was  11/1,000 
per  year,  compared  to  nearly  6/1,000 
for  home  accidents  and  3/1,000  for 
injuries  at  work. 

Gains  noted  in  number 
of  nursing  students 

More  men  and  women  were  studying 
nursing  in  the  academic  year  1969- 
1970  than  in  the  previous  year,  ac- 
cording to  statistics  in  the  annual  sur- 
vey of  the  National  League  for  Nursing. 

The  league’s  study  indicated  that 
admissions  to  all  types  of  educational 
programs  graduating  registered  nurses 
rose  to  75,349  last  year,  an  increase 
of  17.4%  over  the  1968-1969  figure 
of  64,157.  Enrollment  was  also  up;  the 
all-time  high  of  164,545  for  1969-1970 
was  9.1%  greater  than  the  figure  for 
1968-1969.  Total  number  of  graduating 
RN’s  was  43,639. 

During  1969-1970,  there  were  1,355 
nursing  education  programs  in  opera- 
tion, while  in  the  previous  year,  there 
were  1,339.  Two-year  associate  degree 
programs  in  community  colleges  in- 
creased by  54,  and  16  new  four-year 
baccalaureate  programs  were  started 
in  senior  colleges  and  universities. 
However,  these  gains  were  offset  by  a 
decrease  of  54  in  the  number  of  two- 
to  three-year  hospital-based  diploma 
programs.  These  hospital-based  pro- 
grams are  gradually  declining  as  part 
of  the  general  movement  of  nursing 
education  into  institutions  of  higher 
learning,  reported  the  league.  (See  full 
statistics  in  Table  1.) 

League  general  director  Margaret  E. 
Walsh  pointed  out  that  the  total  num- 
ber of  high  school  graduates,  who  form 
the  potential  reservoir  for  nursing  stu- 
dents, rose  by  only  4%  during  the  two 
academic  years  from  1967-1969,  far 
less  than  the  percentage  of  admissions 
to  nursing  schools. 

In  1970,  approximately  700,000 
RN’s  were  employed  in  the  United 
States;  however,  last  year’s  need  was 
estimated  to  be  850,000. 


Type  of  program 

No.  of 

programs 

Admissions 

Graduations 

Enrollment 

68-69 

69-70 

' 68-69 

69-70 

' 68-69 

69-70 

' 68-69 

69-70’ 

Associate  degree 

390 

444 

18,907 

25,583 

8,701 

11,678 

34,537 

44,593 

Baccalaureate  degree  254 

270 

15,983 

19,048 

8,381 

9,105 

43,460 

48,897 

Diploma 

695 

641 

29,267 

30,718 

25,114 

22,856 

72,798 

71,055 

Total 

1,339 

1,355 

64,157 

75,349 

42,196 

43,639 

150,795 

164,545 
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When  Constipation 
is  a Concern . . . 


DOXIiaN 

(laxative  with  stool  softener) 


©The 

Logical 

Laxative 


Doxidan  relieves  constipation: 

■ gently— minimal  laxative  side  effects 

■ predictably  — overnight  results 


conveniently 


one  or  two  capsules  at 
bedtime 


■ economically —costs  less  per  effective 

daily  dose* 

Composition:  Each  capsule  contains  50  mg.  danthron  N.F.  and  60  mg. 
dioctyl  calcium  sulfosuccinate.  Supplied:  Bottles  of  30,  100  (ESN  6505- 
074-3169)  and  1000  (FSN  6505-890-1247)  and  Unit  Dose  100's 

f 1 n V 1 n ctrinQ^ 


'based  on  actual  drug  store  survey  of  prescribed  dosages 


HOECHST 

PHARMACEUTICAL  CO. 
Somerville,  N.J.  08876  U.S.A. 


C-168 


"Around  the  World 
in  80  Days”. . . 


.An  expense-paid  trip  with  one  hitch  -- 
a 60-day  hitch  in  a South  Viet  Nam  civilian  hospital 
delivering  vitally  needed  medical  care  to  the  people 
of  South  Viet  Nam. 


American  physicians  are  urgently  needed, 
especially  general  practitioners,  general  surgeons, 
internists,  ophthalmologists,  orthopedic  surgeons, 
pediatricians,  and  preventive  medicine  specialists. 

For  further  information  please  write  to: 


Program  Director 
Volunteer  Physicians  for  Viet  Nam 
American  Medicai  Association 
535  North  Dearborn  Street 
Chicago,  lilinois  60610 


in  stable  adult  diabetes,  if  diet  alone fails... 


start  with 


DBI-TD 


(phenformin  HCl) 

timed-disintegration  capsules  50  mg.  / 


not  a sulfonylurea 


Lowers  elevated  blood  sugarwithout  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


. ^ 
;w4/ 


IMTO 

(phenforaiin  HCl) 

' timed-disintegration  capsules  50  mg. 

lowers  elevated 
blood  sugar 


Howto  prescribe  DBP-TD  (phenformin  HCl) 

To  start  with  DBI-TD 

Week  1 1 capsule  with  breakfast  may  be  ef- 
fective, or  a second  capsule  may  be 
given  with  the  evening  meal. 

Week  2 Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
ures, primary  and  secondary.  Contraindications:  Diabetes  mel- 
litus that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
is  uncomplicated  and  well  regulated  on  insulin;  acute  compli- 
cations of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
grene); surgery;  severe  hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre- 
cautions: Starvation  Ketosis,  which  must  be  differentiated 
from  "insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBI  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
ommended in  the  presence  of  azotemia  or  in  any  clinical  situa- 
tion that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis.  To  differentiate  lactic  acidosis  from  ketoacido- 
sis, it  is  recommended  that  periodic  determinations  of  ketones 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare,  / 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1 to  3 / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707^ 
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Financial  affairs 
and  membership 
are  concerns  of  the 
Business  Office 


Taking  care  of  the  Texas  Medical  As- 
sociation’s money  and  membership  is 
a full  year  'round  job  for  the  TMA  Busi- 
ness Office. 

Heading  the  business  operations  is 
E.  Maxwell  Jones.  Miss  Mildred  White- 
man,  Mrs.  Ruby  Clark,  and  Mrs.  Genie 
Gatlin  are  his  able  assistants. 

This  office  watches  over  the  various 
funds  of  TMA,  keeping  abreast  of  the 
investments  made  with  those  funds 
and  preparing  monthly  financial  state- 
ments; provides  material  and  informa- 
tion on  the  member’s  retirement  trust 
program,  which  is  a Keogh-type  plan; 
acts  as  the  central  purchasing  office 
for  the  departments  and  divisions 
in  the  Headquarters  Building;  follows 
through  on  loans  to  medical  students 
from  TMA’s  Dr.  S.  E.  Thompson  Schol- 
arship Fund  and  Dr.  May  Owen  Trust; 
and  processes  new  memberships, 
changes  in  type  of  membership,  and 
changes  of  personal  information  on 
TMA  members. 

In  addition  to  these  duties,  the 
Business  Office  staff  handles  all  as- 
pects of  registration  for  the  Annual 
Session  and  pays  the  Association’s 
bills. 


Funds,  funds,  and  more  funds 

Business  Office  personnel  keep  books 
on  nine  Association  funds,  including 
the  TMA  general  fund,  TMA  building 
fund,  TMA  contingency  fund,  Texas 
Memorial  Library  Association,  Physi- 
cians Benevolent  Fund  of  TMA  and  the 
Woman’s  Auxiliary,  Dr.  S.  E.  Thompson 
Scholarship  Fund,  Annie  Lee  Thompson 
Trust,  Dr.  May  Owen  Trust,  and  Harriet 
Cunningham  Memorial  Graduate  Fellow- 
ship in  Medical  Writing. 

To  make  appropriate  investments 
from  the  monies  in  each  of  these 
funds,  the  Association  hires  the  ser- 
vices of  two  investment  counselors 
and  two  stock  brokers.  But  the  final 
decision  on  whether  or  not  to  buy  or 
sell  stocks  and  bonds  rests  with  the 
TMA  Board  of  Trustees,  as  provided 
for  in  the  Association’s  Constitution 
and  By-Laws. 

The  procedure  used  in  deciding  how 
to  “play”  the  stock  market  depends  a 
great  deal  on  the  US  mail  system,  ex- 
plained Mr.  Jones.  The  investment 
counselors  suggest  sales  or  purchases 
of  specific  stocks.  Then,  a mailing 
explaining  the  counselors’  suggestions 
is  sent  to  all  members  of  the  Board 


of  Trustees,  and  a postal  card  is  en- 
closed for  each  trustee  to  return  with 
his  approval  or  disapproval  of  the 
“buy”  or  “sell”  order.  As  soon  as 
the  number  of  postcards  that  would 
constitute  a quorum  of  the  voting 
board  members  is  received,  the  stock 
is  purchased,  sold,  or  held,  as  the  case 
might  be.  “The  whole  process  usually 
takes  about  four  days,”  said  Mr. 
Jones. 

The  Association  is  currently  a stock- 
holder in  a variety  of  enterprises. 
TMA  funds  are  invested  in  American 
airlines,  motels,  electronics,  and  pro- 
ducers of  goods  and  services — just  to 
mention  a few. 

Investments  are  primarily  aimed  to- 
ward long-term  growth;  the  Associa- 
tion does  not  invest  in  speculative 
stocks.  Mr.  Jones  commented  that 
TMA  money  is  invested  in  several  types 
of  negotiables.  “A  few  years  ago, 
bonds  were  popular  since  the  market 
was  not  doing  so  well,”  he  said.  “How- 
ever, we  are  now  buying  stocks  again 
since  the  market  has  improved.” 

Some  money  in  TMA’s  various  funds 
and  trusts  is  invested  in  mutual  funds, 
which  include  diversified  holdings  of 
common  and  preferred  stock,  bonds. 


Business  manager  Max  Jones 
reviews  information  dealing 
with  the  Association’s 
financial  affairs. 
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and  other  types  of  securities.  “In  gen- 
eral, only  small  funds  are  invested  in 
mutual  funds,”  said  Mr.  Jones.  He  ex- 
plained that  one  reason  for  this  is  that 
funds  with  relatively  small  principals 
do  not  earn  enough  to  hire  the  services 
of  an  investment  counselor. 

The  Business  Office  can  also  supply 
information  on  the  retirement  program 
of  the  Association.  This  is  a Keogh- 
type  plan  for  physicians  who  wish  to 
make  arrangements  for  financial  sup- 
port after  their  retirement.  In  joining 
the  plan,  physicians  may  choose  to 
invest  their  money  in  any  one  or  a 
combination  of  ten  investments. 

Aiding  medical  students 

The  income  from  two  funds — the 
Dr.  S.  E.  Thompson  Scholarship  Fund 
and  the  Dr.  May  Owen  Trust — is  used 
to  support  medical  students  during 
their  years  in  school. 

The  Dr.  S.  E.  Thompson  Scholarship 
Fund,  named  for  a past  President  and 
emeritus  member  of  the  Association, 
has  helped  more  than  800  medical 
students  over  the  years,  awarding 
more  than  $500,000.  Loans  from  the 
May  Owen  Trust  currently  total  more 
than  $38,000. 

"The  demand  for  student  loans  has 
been  great  in  the  past  year,”  stated 
Mr.  Jones,  “because  the  interest  rate 
of  4%  is  less  than  that  of  commercial 
lending  institutions.” 

All  loans  made  to  students  must  be 
cosigned,  and  group  insurance  is  car- 
ried on  all  loan  recipients.  “We  have 
had  no  real  trouble  collecting  money,” 
noted  Mr.  Jones,  “and  only  two  loan 
recipients  have  died,  requiring  use  of 
the  group  insurance.” 

Medical  students  who  wish  to  apply 
for  loans  from  TMA  funds  make  appli- 
cation at  the  school  they  are  attend- 
ing. Officials  at  the  medical  school 
then  determine  whether  the  student 
honestly  needs  the  loan  and  if  the 
student’s  grades  warrant  the  Associa- 
tion making  such  an  investment.  Fol- 
lowing approval  by  the  school’s  offi- 
cials, an  interview  is  arranged  for  the 
student  with  the  member  of  the  Board 


Membership  files  and  cards 
cover  the  desk  of 
Miss  Mildred  Whiteman,  who 
has  been  working  with 
membership  duties  for  some 
25  years  now. 

of  Trustees  who  lives  nearest  his 
school.  The  trustee  then  makes  a rec- 
ommendation, and  board  members 
vote  on  the  application,  again  by  a 
postcard  ballot. 

After  a loan  has  been  approved,  the 
Business  Office  prepares  the  check 
and  sets  up  appropriate  records.  Later 
— more  specifically,  four  years  after 
the  student  has  graduated — Mrs.  Clark 
sends  a monthly  statement  to  remind 
the  loan  recipient  that  the  time  has 
come  for  him  to  begin  repaying  the 
loan.  She  also  posts  the  amounts  re- 
ceived from  the  loan  recipient,  there- 
by keeping  a running  record  of  the 
amount  the  recipient  still  owes  and 
how  much  he  has  paid. 

Benevolence  to  physicians 

Another  important  task  of  the  Busi- 
ness Office  is  to  keep  records  and 
handle  correspondence  on  the  Physi- 
cians Benevolent  Fund  of  TMA  and 
WATMA.  Mrs.  Genie  Gatlin,  a member 
of  the  staff  for  more  than  three  years, 
is  responsible  for  this  area  of  work. 

To  be  thoroughly  familiar  with  the 
operation  of  the  fund,  Mrs.  Gatlin 
serves  as  secretary  to  the  Committee 
on  Physicians  Benevolent  Fund  of 
TMA  and  WATMA  and  sees  that  the 
committee’s  requests  are  carried  out. 

The  fund  was  established  to  finan- 
cially aid  widows  of  physicians  or 
physicians  who  have  become  ill  or  dis- 
abled and  cannot  provide  for  them- 
selves or  their  families.  Local  county 
medical  societies  are  responsible  for 
determining  where  such  a need  might 
exist  and  reporting  it  to  the  TMA  com- 
mittee. The  committee,  in  turn,  inves- 
tigates further,  and  if  it  finds  that 
financial  assistance  would  be  benefi- 
cial, a monthly  check  to  the  physi- 
cian’s widow  or  the  physician  is  au- 
thorized. Mrs.  Gatlin  is  responsible  for 
mailing  checks  each  month  and  for 
processing  new  applications  approved 
by  the  committee. 

Other  financial  facts 

The  three  TMA  funds — general,  build- 
ing, and  contingency — are  used,  re- 
spectively, to  pay  the  Association’s 


bills,  to  provide  for  expansion  of  the 
Headquarters  facility,  and  to  provide 
a sufficient  fund  in  the  event  of  an 
emergency  or  disaster. 

The  remaining  funds  that  are  over- 
seen by  the  Business  Office  personnel 
are  designated  for  specific  purposes. 

The  Annie  Lee  Thompson  Trust  and 
the  Texas  Memorial  Library  Association 
Fund  were  established  to  aid  in  the 
operation  of  the  TMA  Memorial  Library. 

Purchasing — paper  clips  to 
printing  presses 

Mr.  Jones  also  meets  with  many 
salesmen  during  the  year  in  order  to 
get  the  best  buy  for  the  Association 
dollar. 

When  large  purchases  (over  $100) 
such  as  furniture  or  equipment  are  to 
be  made,  the  Business  Office  takes 
bids  on  the  items,  reviews  each  bid, 
and  makes  a recommendation  to  the 
Board  of  Trustees,  which  must  ap- 
prove the  purchase.  In  making  a rec- 
ommendation, the  Business  Office  con- 
siders not  only  cost  but  the  quality 
of  the  merchandise. 

Bills  to  pay 

Mrs.  Clark  is  responsible  for  book- 
keeping procedures  in  the  Business 
Office.  She  receives  statements,  in- 
voices, and  bills  for  supplies,  equip- 
ment, and  services  purchased  by  the 
Association;  checks  with  the  depart- 
ments concerned  to  see  if  payment  is 
authorized:  and  then  pays  the  Associ- 
ation’s creditors. 

The  staff  payroll  and  payroll  de- 
ductions for  government  taxes,  hos- 
pitalization insurance,  retirement  fund, 
credit  union,  and  savings  accounts 
are  also  handled  by  Mrs.  Clark.  She 
must  prepare  the  quarterly  reports  on 
payroll  required  by  the  government. 

In  addition  to  the  payroll  checks, 
Mrs.  Clark  writes  the  checks  for  the 
Physician’s  Benevolent  Fund  and  for 
student  loans  from  TMA  funds. 

She  also  accepts  paid  subscriptions 
to  the  journal,  and  she  handles  all 
correspondence  relating  to  the  mem- 
bership directory,  including  sales. 

Once  each  month,  Mrs.  Clark  must 
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prepare  a statement  indicating  the  fi- 
nancial status  of  TMA.  Another  month- 
ly duty  is  billing  the  specialty  societies 
that  utilize  the  administrative  services 
offered  by  the  Association. 

At  Annual  Session  time,  she  looks 
after  ticket  sales,  both  before  the  ses- 
sion begins  and  while  the  meeting  is 
in  progress. 

Growing  membership 
“A  lot  of  the  duties  concentrated  in 
the  Business  Office  are  growing  tre- 
mendously,” said  Mr.  Jones,  “For  ex- 
ample, membership  has  almost  dou- 
bled in  the  past  few  years.” 

Today,  the  Association  can  boast  a 
membership  of  more  than  11,000, 
and  each  of  the  physicians  who  join 
TMA — or  at  least  their  records — come 
into  contact  with  an  experienced  staff 
member  who  has  been  handling  the 

Mrs.  Genie  Gatlin  checks  a point  in  cor- 
respondence on  the  Physicians  Benevo- 
lent Fund  of  TMA  and  WATMA  with 


details  of  membership  for  TMA  for  25 
years. 

Miss  Mildred  Whiteman  begins  each 
year  by  processing  dues  of  both  old 
and  new  members  of  the  Association. 
For  new  members,  she  must  make  a 
permanent  record  card  that  contains 
pertinent  information  such  as  name, 
current  address,  date  and  place  of 
birth,  education,  internship,  residency, 
honors,  and  membership  status.  The 
permanent  record  card  of  old  mem- 
bers is  stamped  on  the  date  his  dues 
are  processed. 

Automation  came  to  the  member- 
ship procedure  only  a few  years  ago. 
Miss  Whiteman  now  prepares  IBM 
cards  on  new  physicians  and  oversees 
the  computer  operation  in  the  office. 

A local  data  processing  service  re- 
ceives the  cards,  runs  them  through 


Business  Office  staff  member  Mrs. 
Ruby  Clark,  who  is  busily  writing 
checks  for  TMA  bills. 


a computer,  and  a list  of  TMA  mem- 
bers is  produced  on  a printout.  As 
new  members  join,  the  list  is  updated 
manually,  and  at  the  end  of  the  year, 
a complete  list  is  run  to  keep  in  the 
Association’s  files  for  historical  pur- 
poses. 

Miss  Whiteman  is  responsible  for 
sending  out  membership  cards  each 
year.  She  must  also  keep  up  with 
changes  in  members'  addresses, 
names,  and  type  of  membership. 

The  names  of  new  TMA  members 
are  passed  on  to  Mrs.  Gatlin,  who 
works  with  executive  secretary  C.  Lin- 
coln Williston  to  welcome  them  to  the 
Association.  She  invites  them  to  attend 
an  Orientation  Program,  prepares  pac- 
kets of  information  for  the  orientees 
at  each  meeting,  and  helps  with  ar- 
rangements for  the  program. 

Because  of  her  work  in  the  area  of 
membership.  Miss  Whiteman  corre- 
sponds often  with  both  county  medical 
society  officers  who  are  responsible 
for  collecting  and  submitting  dues  and 
with  members  of  the  American  Medi- 
cal Association  staff  who  handle  de- 
tails of  AMA  membership. 

She  also  helps  compile  information 
for  the  TMA  membership  directory.  A 
new  directory  card  will  be  mailed  to 
TMA  members  this  summer  to  begin 
preparation  for  a current  directory. 

TMA — a bargain 

The  Board  of  Trustees  of  the  Asso- 
ciation noted  in  a recent  report  that 
the  dues  charged  Texas  physicians 
are  among  the  lowest  in  the  nation 
and  “actually  are  $20  less  than  the 
average  of  all  state  medical  societies.” 

The  report  added,  “Even  more  im- 
portantly, the  trustees  are  convinced 
that  in  serving  and  representing  its 
members,  the  Texas  Medical  Associa- 
tion is  one  of  the  most  active  and 
effective  state  societies.” 

It  seems  obvious  that  the  efficient 
work  of  the  TMA  Business  Office 
contributes  to  the  effectiveness  and 
smooth  operation  of  the  Association. 
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Senior  Consultant 

Perry  C.  Talkington,  M.D. 
Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 
Medical  Director 

James  K.  Peden,  M.D. 
Director  of  Professional 
Education 

Jerry  M.  Lewis,  M.D. 
Associate  Psychiatrists 
Claude  L.  Jackson,  M.D. 
Dode  Mae  Hanke,  M.D. 


Doyle  I.  Carson,  M.D. 
Maurice  S.  Green,  M.D. 
Stanley  L.  Seaton,  M.D. 
Thomas  H.  Allison,  M.D. 
Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 
Social  Work 

Sally  Stansfield,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 
Donald  H.  Cawley,  M.S.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  B.B.A. 


381-7181 


LAWN 

PSYCHIATRIC  HOSPITAL 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  DF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


KELSEY-SEYBOLD  CLINIC 


AC  (713)  526-2671 


6624  FANNIN  STREET 

INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D., 
F.A.C.P. 

Joy  Mackay  M.D. 

Phillips  Kay  Campion,  M.D. 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gaatrointeatinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Efrain  Garcia  M.D., 
F.A.C.P. 

Carlos  del  Rio,  M.D. 


Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Bnrke,  M.D. 

•Military  Service 


General  Medicine  and  Oncology 
Carlos  F.  Taboada,  M.D. 
Elihu  N.  Root,  M.D. 

Nephrology 

Francis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 

Jerome  B.  Bart,  M.D. 
Infectious  Diseases 
Stuart  Riggs  M.D., 

F.A.C.P. 

Occupational  Health  Services 
Paul  E.  Wright  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
F.A.C.Pr.M. 

Richard  M.  Fenno  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  I.  Karstens,  M.D. 

F.A.C.Pr.M. 

Frank  A.  Goss,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 
WUliam  A.  Johnson,  III, 
M.D..  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
•Ricardo  Daichman,  M.D. 
WUliam  H.  Boylston,  M.D. 
Manuel  C.  Ramirez,  M.D. 


PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Cranberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  Ph.D., 
M.D.,  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 


HOUSTON,  TEXAS  77025 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Carolyn  C.  Garcia,  M.S. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Psychiatry 

Albert  Owers,  M.D. 
Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 

Cardiology 

David  K.  Brooks,  M.D., 
F.A.C.C. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorcardiography 
Registered  Phsrsiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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Dr.  Moore’s  drawing  of  the  germ  that 
produces  mumps.  " ‘Oh,  my  jaws  hurt,' 
says  this  funny  germ  with  his  jowls 
hanging  down.  This  is  how  all  of  us  feel 
when  we  catch  this  grumpy  looking 
germ,  and  does  it  hurt  our  mouths  to 
eat  pickles!” 


Seguili  MD  views  germs 


Artist  Dr.  Henry  Moore  smiles 
approval  at  some  of  his  creations. 


Deadly,  disease-causing  germs  seldom 
make  people  smile,  but  a Seguin  phy- 
sician’s drawings  of  various  organisms 
as  viewed  by  children  are  delightful, 
fanciful,  and  funny. 

The  artist  of  these  "germy”  images 
is  Dr.  Henry  H.  Moore,  Jr.,  a general 
practitioner  who  has  been  painting  for 
some  eight  years  now.  Dr.  Moore,  who 
does  not  consider  himself  a hobby 
painter,  feels  that  the  true  artist  must 
express  his  own  times  and  personality 
in  his  creations. 

He  expresses  his  philosophy  about 
painting  this  way: 

"A  painter  has  but  three  modalities 
— color,  shape,  and  line — to  use,  and 
in  working  with  these,  he  must  create 
a work  of  art  that  expresses  his  times 
and  beyond. 

‘‘If  painting  is  chaotic  today,  it  only 
expresses  our  time  in  history.  If  a 
viewer  looks  at  an  abstract  painting 
and  says  he  sees  nothing  in  it,  he  tells 
me  that  he  sees  nothing  dynamic  or 
changing  in  our  world. 

‘‘The  modern  artist  is  trying  to 
show  what  the  world  is  really  like 
and  what  changes  are  needed  in  this 
environment:  imagine  how  hard  this  is 
when  you  have  only  a canvas  to  work 
on!  How  much  easier  it  would  be  to 
say,  change,  adapt,  and  involve  one- 
self with  words.  Remember,  too,  an 
artist  must  by  action  seek  to  accom- 
plish in  his  environment  the  change 
that  he  portrays  on  canvas.  If  he 
doesn’t,  he  is  false — a hypocrite,  who 


says  one  thing  and  does  another.” 

Because  of  this  philosophy.  Dr. 
Moore  primarily  creates  modern,  ab- 
stract works  of  art.  One  such  abstract 
painting,  entitled  “Omega,”  won  the 
physician  the  best-of-show  award  and 
first  place  in  the  oil  painting  division 
of  the  Physicians’  and  Wives’  Art  Ex- 
hibit at  Texas  Medical  Association’s 
1969  Annual  Session.  At  the  same 
competition,  his  sculpture,  “Untitled,” 
was  chosen  second-place  winner  in  the 
sculpture  category. 

Other  awards  include  a 1968  spe- 
cial award  of  merit  at  the  Annual  Ses- 
sion exhibition,  a merit  award  in  paint- 
ing in  1964  and  1966  from  the  Texas 
Fine  Arts  Association  circuit  program 
(region  13),  juror’s  choice  in  1966  at 
the  Texas  Fine  Arts  Invitational  Show, 
and  juror’s  choice  in  the  Seguin  Art 
League  Show  (region  13  of  the  Texas 
Fine  Arts  Association). 

He  also  held  a one-man  show  at 
Texas  Lutheran  College  in  March, 
1966,  and  he  was  involved  in  a two- 
man  show  at  Witte  Museum  in  San 
Antonio  in  1967. 

Perhaps  Dr.  Moore’s  most  unusual 
contribution  to  the  world  of  art  is  his 
book  of  original  drawings  entitled 
Germs  (As  Seen  by  a Child).  The  16 
whimsical  creatures  seem  to  come 
straight  from  the  classrooms  of  an 
elementary  school. 

Dr.  Moore  dedicated  the  book,  which 
was  published  in  1967,  to  “all  of  the 
precious  children  whose  simple  de- 
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Recognize  this  unfriendly  fellow,  the 
ringworm?  Writes  Dr.  Moore,  “I  have 
never  had  a ringworm,  but  I do  know 
that  you  can  catch  them  from  cats 
and  dogs.  They  cause  an  infection  on 
the  skin  that  looks  like  a ring.  It  is  not 
caused  by  a worm  like  its  name  says 
but  by  a fungus  which  is  a very  small 
germ  that  you  cannot  see  when  it  is 
by  itself.” 


through  the  eyes  of  the  young 


lights  are  so  envied  by  sophisticated 
adults.”  A footnote  on  the  title  page 
proclaims,  "This  book  is  an  attempt 
to  merge  the  disciplines  of  medicine 
and  art  so  that  the  results  will  be  de- 
lightful to  children  and  amusing  to 
adults.  Any  resemblance  of  these  draw- 
ings to  germs,  living  or  dead,  is  purely 
coincidental.” 

Speaking  of  his  "germ”  book.  Dr. 
Moore  says,  "I  also  paint  with  a sense 
of  humor,  because  without  this,  paint- 
ing to  me  ceases  to  be  creative  or  fun. 
This  is  my  personality  imprint  on  the 
world  of  art. 

"My  impression  of  what  germs  look 
like  to  children  really  is  for  adults, 
because  children  have  not  yet  learned 
to  grin  or  chuckle  at  such  imagination. 
When  asked,  children  say  they  are  silly 
drawings. 

"However,  I love  children’s  paint- 
ings; they  are  so  free  and  uninhibited. 
Their  works  are  pure  delight.  This  is 
what  I have  tried  to  copy  in  my  draw- 
ings of  germs.” 

The  artist  also  has  a word  of  advice 
to  spectators  of  art  and  painting.  "The 
viewer  of  a painting  involves  himself 
in  trying  to  resolve  the  message  that 
is  there.  He  sees  what  he  wants  to  see. 
It  may  be  dynamic  or  dull,  but  he 
must  become  involved  enough  even  to 
decide  this.  So,  the  world  of  painting 
will  be  stimulating  only  if  you  are 
willing  to  involve  yourself  in  under- 
standing our  changing  world.” 


German  measles  is  a familiar  childhood  germ.  The  artist-author-physician 
comments  in  his  book,  "Of  course,  everyone  knows  that  German  measles 
doesn’t  really  look  like  a tank  and  shoot  swastika  bullets, 
but  it  does  cause  a boy  or  girl  to  have  a red  rash  all  over  their  body. 

I had  the  measles  when  I was  six;  how  old  were  you?” 
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Glowing  reports  of  an  outstanding 
1921  Annual  Session  filled  the  June 
issue  of  the  Texas  State  Journal  of 
Medicine  (now  Texas  Medicine)  of  50 
years  ago. 

Items  included  in  the  edition  of  the 
journal  were  as  follows: 

feature  article  on  the  54th 
President  of  the  Texas  Medical  Associ- 
ation, Dr.  Thomas  Joshua  Bennett. 
“We  congratulate  the  profession  on  the 
election  of  ‘this  grim-visaged  veteran, 
fresh  from  the  battlefields  of  misery 
and  sorrow,  this  gray-haired  victor  of 
10,000  contests  with  disease  and 
death,’  to  quote  from  the  nominating 
speech  which  made  him  President- 
elect.” 

:f:5t:Attendance  totals  at  the  1921 
meeting  held  in  Dallas  were  not  the 
highest,  reported  the  journal,  but  the 
number  of  doctors  at  the  session  in- 
creased considerably  over  the  1920 
total.  “The  attendance  was  1,086,  as 
compared  with  735  last  year  at  Hous- 
ton. Previous  high  water  marks  in  the 
matter  of  attendance  was  [sic] 
Fort  Worth,  1915,  1,108;  Dallas,  1917, 
1,204.”  (Registration  for  the  1971 
Annual  Session  in  Houston  totaled 
4,758.) 

The  journal  writer  reported,  “For  the 
first  time  in  the  history  of  the  Associ- 
ation, badges  were  exhausted.” 

“In  all  probability,”  commented  the 
journal  author,  “there  were  many  who 
did  not  register  at  all.  This  is  always 
true  when  a meeting  is  held  in  a popu- 
lous center,  members  running  in  and 
out  and  postponing  the  matter  of  reg- 
istration until  it  is  too  late.” 

>f:;kScientific  sessions  at  the  meet- 
ing were  said  to  be  “unusually  satis- 
factory, helpful,  and  entertaining,”  but 
general  sessions  were  not  as  “well  at- 
tended as  they  should  have  been.” 

At  the  opening  general  session, 
TMA  President  Dr.  Ira  C.  Chase  of  Fort 
Worth  presented  a “noteworthy”  ad- 
dress. A journal  author  commented, 
“Incidentally,  the  House  of  Delegates, 
which  is  not  usually  the  case,  consid- 
ered the  President's  Address  and  com- 
mended it  heartily,  directing  the  Board 
of  Councilors  to  consider  the  sugges- 
tions made  therein  for  the  proper  co- 
operation of  the  profession,  the  laity, 
and  official  health  agencies.” 

5(:^“The  House  of  Delegates  func- 
tioned normally  and  almost  too 
smoothly,”  reported  the  journal.  Major 
items  considered  were  the  organization 
of  “popular  councils  for  the  control  of 
public  health  affairs,”  establishment 
of  psychopathic  hospitals  in  the  state 


for  the  care  of  the  insane,  and  post- 
graduate medical  education. 

^k^Reporting  on  the  financial  state 
of  the  Association,  the  journal  noted 
that  TMA  had  total  assets  of 
$47,462.20,  “of  which  $42,892.78  is 
in  cash  and  liberty  bonds,  the  balance 
being  in  the  form  of  notes  due  the  As- 
sociation and  accounts  receivable  . . .” 

The  journal  also  complimented  the 
chairman  of  the  Board  of  Trustees: 
“Through  the  heroic  efforts  on  the 
part  of  the  chairman  of  the  Board  of 
Trustees,  his  report  was  in  print  and 
ready  for  the  House  of  Delegates  for 
the  first  time  that  we  can  recall.  The 
very  nature  of  the  report  and  the  fact 
that  it  covers  the  fiscal  year  which 
ends  May  1,  makes  this  a difficult  feat 
to  accomplish.” 

5k=kThe  Board  of  Councilors  had  the 
“buck”  passed  to  it  by  the  House  of 
Delegates,  reported  the  June,  1921, 
issue  of  the  journal,  on  the  matter  of 
the  status  of  the  “technician,”  “par- 
ticularly as  it  relates  to  clinical  path- 
ology.” 

^^In  addition  to  the  news  of  the 
1921  Annual  Session  and  the  regular 
items  such  as  deaths  and  book  re- 
views, the  Texas  State  Journal  of  Med- 
icine carried,  verbatim,  the  transac- 
tions of  the  House  of  Delegates  and  a 
complete  list  of  the  members  of  the 
Texas  Medical  Association  by  county 
society. 


PERSONALS 


For  the  third  year.  Dr.  Thomas  E.  Wil- 
liams, assistant  professor  in  the  de- 
partment of  pediatrics  and  head  of 
the  pediatric  hematology  section  at 
The  University  of  Texas  Medical  School 
at  San  Antonio,  has  been  awarded  an 
advanced  clinical  fellowship.  Dr.  Wil- 
liams’ fellowship  will  run  from  July  1, 
1971,  through  June  30,  1972. 

The  purpose  of  the  advanced  clini- 
cal fellowship  is  to  strengthen  teach- 
ing programs  in  cancer  by  encourag- 
ing outstanding  young  clinicians  to 
follow  academic  careers  upon  comple- 
tion of  their  specialty  training. 

Dr.  Nina  Fay  Calhoun  was  named  win- 
ner of  the  Service  Award  presented  by 
the  Zonta  Club  of  Dallas.  The  award 
is  presented  annually  to  a woman  who 
has  made  a distinctly  constructive 
contribution  to  the  community  life  of 
the  city. 


Dr.  Joseph  M.  Merrill,  executive  vice 
president  of  Baylor  College  of  Medi- 
cine, has  announced 
the  appointment  of  Dr. 
Edward  C.  Lynch,  asso- 
ciate professor  of  med- 
icine at  Baylor,  as  as- 
sociate dean  of  the  col- 
lege. 

Dr.  Lynch  will  be  in- 
volved  in  medical  stu- 
Dr.  Lynch  affairs  including 

recruitment  of  applicants,  counseling 
of  students  regarding  health  career 
opportunities,  and  implementation  of 
Baylor’s  new  three-year  curriculum. 

Chairman  of  Texas  Medical  Associa- 
tion’s Council  on  Medical  Education 
and  Hospitals,  Dr.  Weldon  G.  Kolb  of 
La  Marque,  was  recently  appointed  to 
a one-year  term  on  the  State  Chapter 
Editors’  Committee  of  the  American 
Academy  of  General  Practice. 

The  committee  studies  problems  of 
state  chapter  publications  and  recom- 
mends solutions  to  improve  content, 
format,  and  advertising. 

Dr.  Leonides  G.  Cigarroa  of  Laredo  has 
been  named  one  of  three  team  physi- 
cians for  the  US  Olympic  Team  that 
will  compete  in  the  Vlth  Pan-American 
Games  at  Cali,  Columbia.  The  compe- 
tition will  be  held  from  July  30  to 
Aug.  13  of  this  year. 

The  only  Texas  physician  on  the 
Olympic  medical  staff.  Dr.  Cigarroa 
has  served  as  team  physician  for  both 
high  schools  in  Laredo  for  the  past 
13  years. 

Temple  physician  Dr.  Nicholas  C. 
Hightower  was  installed  as  president 
of  the  American  Gastroenterological 
Association  at  the  organization’s  meet- 
ing in  Miami  Beach,  Fla. 

Dr.  Hightower  is  chairman  of  TMA’s 
Council  on  Scientific  Advancement. 

A busy  summer  awaits  Dr.  Frederick  P. 
Bornstein  of  El  Paso.  He  will  travel  to 
Europe  to  present  an  address  at  the 
Universities  of  Hamburg  and  Tuebin- 
gen on  “Geographic  Pathology  in  the 
Southwestern  Region  of  the  United 
States.”  He  will  also  attend  a meeting 
of  the  North  German  Forensic  Patholo- 
gists at  Berlin  and  will  speak  on  “The 
Development  of  Medico-Legal  Systems 
in  the  United  States  as  Compared  to 
Europe.”  In  the  latter  part  of  the  sum- 
mer, Dr.  Bornstein  will  travel  to  Scandi- 
navia to  attend  the  7th  International 
Medico-Legal  Seminar  there. 
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Dr.  Jack  L.  Smith  of  Beaumont  has 
been  elected  to  serve  as  president  of 
the  Texas  Society  of  Pathologists.  Oth- 
er pathologists  \who  will  be  officers  of 
the  group  include  Dr.  Elwood  E.  Baird 
of  Galveston,  president-elect;  Dr.  Doro- 
thy Patras  of  Fort  Worth,  vice-presi- 
dent; Dr.  James  C.  Stinson  of  Temple, 
secretary-treasurer;  and  Dr.  John  J.  An- 
dujar  of  Fort  Worth,  parliamentarian. 

Serving  on  the  newly  created  National 
Commission  on  Venereal  Disease  is  Dr. 
John  M.  Knox  of  Houston.  Dr.  Knox 
is  professor  and  chairman  of  the  de- 
partment of  dermatology  at  Baylor 
College  of  Medicine. 

Dr.  William  K.  Wright  of  Houston,  head 
of  the  American  Acad- 
emy of  Facial  Plastic 
and  Reconstructive  Sur- 
gery, Inc.,  presided  over 
the  first  of  six  scientific 
sessions  at  the  organi- 
zation’s recent  meeting 
in  San  Francisco,  Calif. 

On  June  30,  Dr.  Robert  L.  Stubblefield 
will  step  down  as  chairman  of  the  de- 
partment of  psychiatry  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  in  Dallas,  a post  he  has  held 
for  almost  14  years.  He  will  also  re- 
sign as  chief  of  psychiatry  at  Parkland 
Memorial  Hospital  to  devote  more  time 
to  national  activities  in  psychiatry.  Dr. 
Stubblefield  will  remain  a full-time  pro- 
fessor of  psychiatry  at  Southwestern. 

Dr.  Charles  Max  Cole  of  Dallas,  past 
President  of  Texas  Medical  Associa- 
tion, was  confirmed  by  the  Texas  Sen- 
ate as  a new  member  of  the  Texas 
State  Board  of  Health. 

Appointed  by  Gov.  Preston  Smith, 
Dr.  Cole  will  fill  the  unexpired  term  of 
the  late  Dr.  Noble  Price  of  Lamesa. 

Dr.  Neill  K.  Weaver  of  Houston,  associ- 
ate medical  director  of  Humble  Oil  and 
Refining  Company,  was  one  of  five 
physicians  named  to  a three-year  term 
on  the  board  of  directors  of  the  Indus- 
trial Medical  Association  at  the  group’s 
56th  annual  meeting  held  April  19-22 
in  Atlanta,  Ga. 

Two  Texas  physicians  have  been 
named  “Outstanding  Young  Men  of 
1970”  by  their  local  junior  chambers 
of  commerce.  Dr.  Ben  R.  Keller,  Jr., 
of  Arlington  was  named  winner  of 
the  honor  at  the  annual  banquet  of 
the  Arlington  Junior  Chamber  of  Com- 
merce. Dr.  Curtis  M.  Garner  of  Wood- 
ville  was  also  a recipient  of  the  award. 


Dr.  Weldon  Doak  Blassingame  of  Deni- 
son, a former  president  of  the  Gray- 
son County  Medical  Society,  has  been 
named  medical  director  of  the  Missouri- 
Kansas-Texas  Railroad  Company. 

Officers  of  the  Houston  Radiological 
Society  for  1971  include  Drs.  Joe  Mar- 
shall Moody,  president;  James  M.  Kee- 
gan, vice-president;  Milton  L.  Wagner, 
secretary;  and  William  A.  Vint,  trea- 
surer. 


PAMPHLETS 


With  more  than  two  million  Americans 
— and  perhaps  as  many  as  five  mil- 
lion— suffering  from  various  forms  of 
schizophrenia,  it  is  evident  that  this 
mental  disorder  is  of  great  concern  to 
both  medical  personnel  and  the  laity. 

The  latest  pamphlet  published  by 
the  Public  Affairs  Committee  answers 
a need  for  information  on  the  illness 
by  discussing  it  thoroughly  and  giving 
a description  of  the  symptoms  associ- 
ated with  the  disorder,  a review  of 
theories  about  the  causes  of  schizo- 
phrenia, and  treatment  approaches 
now  in  use. 

The  author  of  Schizophrenia:  Cur- 
rent Approaches  to  a Baffling  Prob- 
lem, Arthur  Henley,  notes,  “The  schizo- 
phrenic has  difficulty  separating  what 
is  real  from  what  is  unreal.  Although 
his  outside  world  hasn't  changed,  he 
believes  that  it  has  and  reacts  accord- 
ingly.” 

Henley  describes  several  types  of 
the  disorder,  but  stresses  that  all  are 
marked  by  personality  change  and 
nearly  always  by  mood  changes.  The 
book  also  reviews  current  thinking  on 
the  cause  (or  causes)  of  schizophre- 
nia: the  gene  theory,  the  environment 
theory,  and  the  disease  theory. 

Leading  treatment  techniques  in- 
cluding chemotherapy,  psychotherapy, 
electroshock,  environmental  manipula- 
tion, megavitamin  therapy,  and  cul- 
ture-oriented therapy  are  presented. 

Author  Henley  concludes  by  urging 
early  consultation  with  a doctor  if 
schizophrenia  is  suspected,  since 
“prospects  for  recovery  are  most  fav- 
orable when  symptoms  have  persisted 
fewer  than  six  months.”  He  also  re- 
ports that  in  spite  of  the  many  differ- 
ent views  about  cause  and  cure,  “pros- 
pects for  recovery  or  improvement  are 
hopeful.” 

Copies  of  the  pamphlet  are  available 
for  25  cents  each  from  the  Public  Af- 
fairs Committee,  381  Park  Ave.  South, 
New  York,  N.Y.  10016. 


Dr.  William  K. 


Recognizing  that  the  safe  use  of  elec- 
tricity in  a hospital  is  essential  for  the 
protection  of  patients,  the  National 
Fire  Protection  Association  has  com- 
piled a safety  guide  for  all  health  care 
facilities. 

This  Manual  for  the  Safe  Use  of 
Electricity  in  Hospitals  points  out  that 
patients  are  even  more  susceptible  to 
hazards  today  because  of  the  increas- 
ing use  of  electrical  appliances  and 
the  development  of  surgical  and  moni- 
toring procedures  based  on  new  elec- 
trical investigative,  diagnostic,  and 
therapeutic  equipment. 

Such  hazards  and  their  acceptable 
limits  are  discussed  in  the  NFPA  pub- 
lication (NFPA  No.  76BM),  and  princi- 
ples for  design  and  testing  for  safety 
of  electrical  equipment  are  outlined. 
Suggestions  are  also  offered  on  the 
safe  use  of  electrical  equipment,  in- 
spection, and  maintenance. 

The  pamphlet  was  developed  by  the 
NFPA  Committee  on  Hospitals  through 
its  Sectional  Committee  on  the  Safe 
Use  of  Electro-Medical  Equipment  in 
Hospitals. 

Copies  of  the  safety  guidance  man- 
ual are  available  at  $2.50  each  from 
the  NFPA  Publications  Service  Dept., 
60  Batterymarch  St.,  Boston,  Mass. 
02110. 


Updated  versions  of  several  pamphlets 
dealing  with  various  forms  of  drug 
abuse  are  now  available  from  the  US 
Department  of  Health,  Education,  and 
Welfare. 

The  Office  of  Communications  of 
HEW,  in  cooperation  with  the  Division 
of  Narcotic  Addiction  and  Drug  Abuse 
of  the  National  Institute  of  Mental 
Health,  produced  the  new  pamphlets 
on  marihuana,  sedatives,  stimulants, 
LSD,  and  narcotics. 

Each  pamphlet  provides  a definition 
of  the  type  of  drugs  featured,  how  they 
work,  their  physical  and  psychological 
effects,  how  the  drugs  are  used,  the 
dangers  associated  with  them,  legal 
penalties  for  use,  legitimate  uses  in 
the  medical  profession,  and  the  status 
of  ongoing  research. 

Copies  of  the  pamphlets  may  be 
ordered  from  the  Superintendent  of 
Documents,  US  Government  Printing 
Office,  Washington,  D.  C.  20402. 

The  pamphlets  on  Sedatives  (PHS 
Pub.  No.  2098),  Narcotics  (PHS  Pub. 
No.  1827),  and  LSD  (PHS  Pub.  No. 
1828)  cost  10  cents  each  or  $5.50  per 
hundred.  Those  on  Stimulants  (PHS 
Pub.  No.  2097)  and  Marihuana  (PHS 
Pub.  No.  1829)  are  10  cents  each  or 
$6.75  for  100. 
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MEDICINE  IN  LITERATURE 


Physician  reviewers  consider  two  new  books  on  cancer  and  one  on  children 


The  Immunology  of  Malignant  Disease, 

Jules  E.  Harris  and  Joseph  G.  Sinko- 

vics,  251  pp.,  illus.,  St.  Louis,  The 

C.  V.  Mosby  Co.,  1970,  $15. 

THE  AUTHORS  of  this  book  missed 
their  stated  mark  of  providing  a book 
“intended  for  clinicians  concerned  with 
the  management  of  malignant  dis- 
ease.’’ This  volume  gives  considerable 
research  background  on  the  current 
status  of  basic  immunology,  but  it 
could  have  been  improved  by  an  early, 
clear-cut,  and  concise  definition  of 
terms.  Although  the  information  on 
immunology  is  of  considerable  depth, 
some  of  the  major  contributions  to 
the  field  have  been  omitted  from  the 
lengthy  bibliography.  The  book  gives  a 
great  deal  more  information  about  the 
inbred  animal  work  on  immunology 
and  transplantation  than  is  really  help- 
ful to  even  a curiosity  seeker  of  his- 
torical facts,  and  the  authors  appar- 
ently felt  it  necessary  to  limit  some 
other  sections  which  could  have  been 
treated  in  more  depth. 

Immunologically  related  problems 
(such  as  autoimmune  disease)  are  cov- 
ered in  a sketchy  manner,  and  infor- 
mation on  the  development  of  back- 
ground studies  in  these  areas  could 
well  have  been  more  helpful  than  the 
extensive  material  on  basic  immunol- 
ogy. The  discussion  of  antilymphocyte 
serum  is  incomplete,  and  little  back- 
ground on  the  development  of  this 
field  is  given. 

Likewise,  the  chapter  on  immune 
deficiency  states  associated  with  hu- 
man malignant  disease  is  of  limited 
depth.  The  authors  have  omitted  a 
number  of  classical  papers  in  this  field. 
The  areas  of  more  immediate  clinical 
pertinence  are,  in  general,  treated 
superficially. 

In  the  chapter  on  suppression  of 
human  immune  response,  the  major 
drugs  currently  in  use  today  receive 
insufficient  attention;  only  four  lines 
are  devoted  to  5-fluorouracil,  a useful 
drug  in  the  management  of  patients 
with  carcinoma.  The  programs  of  im- 
munosuppression are  not  discussed  in 
enough  depth  to  make  them  meaning- 
ful in  terms  of  tumor  immunology. 
There  is  a limited  outline  of  the  devel- 
opment of  the  heart  and  renal  trans- 
plant programs.  Considerably  more 
emphasis  could  have  been  put  on  the 
"tumors  of  man’’  section  where  active 
immunization  is  discussed.  Far  greater 


work  has  been  done  in  this  field  than 
is  evident  from  the  two-page  summary 
of  it.  Similarly,  passive  immunization 
receives  little  coverage. 

Technically,  the  book  is  well  com- 
posed and  carefully  edited.  It  is  basic- 
ally oriented  toward  individuals  who 
may  want  to  learn  more  of  the  back- 
ground in  basic  immunology.  It  offers 
no  guidance  at  all  in  manipulating  the 
immunologic  activity  of  tumors  with 
suppressive  drugs.  It  is  not  a clinically 
oriented  book,  and  it  offers  only  nar- 
row coverage  of  several  important  clin- 
ical fields. 

HARLAN  D.  ROOT,  M.  D. 

San  Antonio. 

Cancer:  Diagnosis,  Treatment,  and 
Prognosis,  ed.  4,  Lauren  V.  Acker- 
man and  Juan  A.  del  Regato,  1,049 
pp.,  783  illus.,  4 color  plates,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970, 
$39.50. 

THE  POPULARITY  of  this  general  book 
on  the  vast  field  of  cancer  is  well  es- 
tablished by  its  past  three  editions, 
and  this  new  fourth  edition  retains 
those  qualities  that  have  made  the 
volume  popular. 

The  organization  of  the  information 
is  basically  unchanged,  but  data  have 
been  carefully  revised  to  include  im- 
portant recent  developments.  The  gen- 
erous use  of  figures  and  references 
and  the  careful  inclusion  of  all  meth- 
ods of  therapy,  especially  when  there 
is  question  as  to  the  best  method 
available,  reflects  the  excellence  and 
competence  of  the  authors. 

The  present  edition  will  undoubtedly 
become  more  popular  than  editions  2 
and  3 for  several  reasons.  To  conserve 
space,  the  page  size  has  been  slightly 
increased,  and  type  is  set  in  easy-to- 
read  double  columns.  Text  figures, 
which  are  even  more  numerous  than 
in  previous  editions,  also  fill  a mini- 
mum of  space.  The  book  thereby  oc- 
cupies one  volume,  instead  of  two,  with 
the  same  information.  References  are 
properly  numbered  in  the  new  edition 
to  help  the  practicing  physician  or  the 
student  who  is  reviewing  a specific 
reference.  The  index  is  much  improved 
and  is  larger,  but  the  print  is  a little 
small.  Overall,  edition  4 of  Cancer: 
Diagnosis,  Treatment,  and  Prognosis 
is  an  excellent  revision. 

DREW  D.  WILLIAMS,  M.  D. 

Baytown. 


Clinical  Approach  to  Endocrine  Prob- 
lems in  Children,  Matthew  M.  Stein- 
er, 406  pages,  402  illus.,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1970,  $29.50. 

THE  AUTHOR  of  this  book  has  suc- 
ceeded in  his  goal  of  presenting  a 
readable  volume  for  pediatricians,  resi- 
dents, nurses,  and  general  practition- 
ers who  wish  to  obtain  some  informa- 
tion about  endocrine  problems  in  chil- 
dren. 

The  book  is  divided  into  the  follow- 
ing six  sections:  “Weight  Problems: 
Overweight-Obesity,”  “Weight  Prob- 
lems: Underweight-Cachexia,”  “Height 
Problems:  Tallness-Gigantism,”  “Height 
Problems:  Shortness-Dwarfism,”  “Sex 
Problems:  Precocious  Development,” 
and  “Sex  Problems:  Retarded  Develop- 
ment.” Several  appendixes  conclude 
the  volume. 

In  view  of  the  fact  that  there  are 
about  20  million  Americans  who  are 
overweight,  the  first  section  is  prob- 
ably the  best  and  most  practical  part 
of  the  book. 

References  at  the  end  of  chapters 
show  the  author  has  done  his  home- 
work well.  Tables  also  are  well-pre- 
pared. The  excellent  paper  and  print- 
ing in  the  book  are,  no  doubt,  due  to 
the  high  standards  of  the  publishing 
company. 

The  book  may  be  of  aid  to  the  non- 
endocrinologist who  desires  a rapid 
review  of  some  facets  of  endocrinology 
problems  in  children.  However,  the 
volume  lacks  the  details  of  even  an 
elementary  textbook  and  cannot  be 
recommended  as  a reference  work. 

C.  B.  ALEXANDER,  M.  D. 

San  Antonio. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Avery,  G.  S.,  ed.:  Drugs,  1960-1970, 
Practical  Guidelines  to  Current  Drugs 
and  Drug  Therapy,  Baltimore,  Wil- 
liams & Wilkins  Co.,  1969. 

Birch,  H.  G.,  and  Gussow,  J.  D.:  Dis- 
advantaged Children,  Health,  Nutri- 
tion, and  School  Failure,  New  York, 
Harcourt,  Brace  & World,  Inc.,  and 
Grune  & Stratton,  Inc.,  1970. 
Blakeslee,  B.,  ed.:  The  Limb-Deficient 
Child,  Berkeley,  Calif.,  Univ.  of  Calif. 
Press,  1963. 

Blodi,  F.  C.,  Allen,  L.,  and  Frazier,  O.: 

Stereoscopic  Manual  of  the  Ocular 
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Fundus  in  Local  and  Systemic  Dis- 
ease, vol.  2,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1970. 

Bodily,  H.  L.,  Updyke,  E.  L.,  and  Mason, 
J.  O.,  eds.:  Diagnostic  Procedures 
for  Bacterial,  Mycotic  and  Parasitic 
Infections,  Technics  for  the  Labora- 
tory Diagnosis  and  Control  of  the 
Communicable  Diseases,  ed.  5,  New 
York,  American  Public  Health  Assn. 
1970. 

Bosch,  G.:  Infantile  Autism,  A Clinical 
and  Phenomenological- A nthropologi- 
cal  Investigation  Taking  Language 
as  the  Guide,  Heidelberg,  Germany, 
Springer-Verlag,  1970. 

Brachman,  L.,  ed.:  Encyclopedia  for 
Medical  Assistants,  Including  a Dic- 
tionary of  Medical  Terms,  ed.  2, 
Milwaukee,  Wise.,  Cathedral  Square 
Publishing  Co.,  1967. 

Bredow,  M.,  and  Cooper,  M.  G.:  The 
Medical  Assistant,  A Guide  to  Clini- 
cal, Secretarial,  and  Technical  Du- 
ties, ed.  3,  New  York,  Blakiston  Divi- 
sion (McGraw-Hill  Book  Co.),  1970. 

Clemente,  C.  D.,  and  Lindsley,  D.  B., 
eds.:  Aggression  and  Defense,  Neu- 
ral Mechanisms  and  Social  Patterns 
(vol.  V of  Brain  Function),  no.  7 in 
UCLA  Forum  in  Medical  Sciences, 
Berkeley,  Calif.,  Univ.  of  Calif.  Press, 
1967. 

Comar,  C.  L.,  and  Bronner,  F.:  Mineral 
Metabolism,  An  Advanced  Treatise, 
Vol.  Ill,  Calcium  Physiology,  New 
York,  Academic  Press,  Inc.,  1969. 

Copeman,  W.  S.  C.:  A Short  History  of 
the  Gout  and  the  Rheumatic  Dis- 
eases, Berkeley,  Calif.,  Univ.  of  Calif. 
Press,  1964. 

Davson,  H.,  ed.:  The  Eye,  Vol.  1,  Vege- 
tative Physiology  and  Biochemistry, 
ed.  2,  New  York,  Academic  Press, 
Inc.,  1969. 

Dewhurst,  K.:  Dr.  Thomas  Sydenham 
(1624-1689),  His  Life  and  Original 
Writings,  Berkeley,  Calif.,  Univ.  of 
Calif.  Press,  1966. 

DiDio,  L.  J.  A.:  Synopsis  of  Anatomy, 
St.  Louis,  The  C.  V.  Mosby  Co., 

1970. 

Hogan,  M.  J.,  and  Zimmerman,  L.  E., 
eds.:  Ophthalmic  Pathology,  An  At- 
las and  Textbook,  ed.  2,  published 
under  the  sponsorship  of  The  Amer- 
ican Academy  of  Ophthalmology  and 
Otolaryngology  and  The  Armed 
Forces  Institute  of  Pathology,  Phila- 
delphia, W.  B.  Saunders  Co.,  1962. 

King,  L.  S.,  ed.:  Mainstreams  of  Medi- 
cine, Austin,  Univ.  of  Tex.  Press, 

1971. 

Novak,  E.  R.,  Jones,  G.  S.,  and  Jones, 
H.  W.,  Jr.:  Novak’s  Textbook  of 
Gynecology,  ed.  8,  Baltimore,  Wil- 
liams & Wilkins  Co.,  1970. 


Novich,  M.  M.,  and  Taylor,  B.:  Training 
and  Conditioning  of  Athletes,  A Man- 
ual for  Trainers  and  Physicians,  Phil- 
adelphia, Lea  & Febiger,  1970. 
Oosawa,  F.:  Polyelectrolytes,  New  York, 
Marcel  Dekker,  Inc.,  1971. 

Pollock,  J.  H.:  Gaseous  Digestive  Con- 
ditions, Springfield,  ML,  Charles  C 
Thomas,  1967. 

Porter,  R.,  and  O'Connor,  M.,  eds.: 
Molecular  Properties  of  Drug  Recep- 
tors, A Ciba  Foundation  Symposium, 
London,  J.  & A.  Churchill,  1970. 
Ramsey,  D.,  ed.:  Image  Processing  in 
Biological  Science,  no.  9 in  UCLA 
Forum  in  Medical  Sciences,  Berke- 
ley, Calif.,  Univ.  of  Calif.  Press,  1969. 
Ruch,  T.  C.,  Patton,  H.  D.,  Woodbury, 
J.  W.,  et  al.:  Neurophysiology,  Phila- 
delphia, W.  B.  Saunders  Co.,  1965. 
Straatsma,  B.  R.,  Hall,  M.  O.,  Allen, 
R.  A.,  et  al.,  eds.:  The  Retina:  Mor- 
phology, Function,  and  Clinical  Char- 
acteristics, no.  8 in  UCLA  Forum  in 
Medical  Sciences,  Berkeley,  Calif., 
Univ.  of  Calif.  Press,  1969. 

Strand,  H.  R.:  An  Illustrated  Guide  to 
Medical  Terminology,  Baltimore,  Wil- 
liams & Wilkins  Co.,  1968. 

Von  Grunebaum,  G.  E.,  and  Caillois,  R., 
eds.:  The  Dream  and  Human  Socie- 
ties, Berkeley,  Calif.,  Univ.  of  Calif. 
Press,  1966. 

Waksman,  S.  A.:  The  Conquest  of  Tu- 
berculosis, Berkeley,  Calif.,  Univ.  of 
Calif.  Press,  1964. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Library,  1801 
N.  Lamar  Blvd.,  Austin  78701.  Guidelines  for 
book  reviewers  are  available  from  the  Library. 

Recent 

Deaths 

Dr.  F.  K.  Bradford 

Houston  neurosurgeon  Dr.  F.  Keith 
Bradford  died  April  15,  1971.  He 
was  61. 

Born  in  Newport  News,  Va.,  Dr. 
Bradford  first  began  practice  in  Hous- 
ton in  1939,  six  years  after  he 
received  his  MD  degree  from  the  Med- 
ical College  of  Virginia,  Virginia  Com- 
monwealth University  in  Richmond. 
He  had  received  an  AB  degree  in  1931 
from  Randolph-Macon  College  in  Ash- 
land, Va.,  where  he  had  been  an  in- 
structor in  mathematics.  He  was  an 


DR.  BRADFORD 

intern  at  the  State  of  Wisconsin  Gen- 
eral Hospital  in  Madison  from  1933  to 
1934.  From  1934  to  1935,  he  studied 
at  the  University  of  Chicago  as  a 
Douglas  Smith  fellow  in  neurology  and 
neurosurgery.  From  1935  to  1937,  he 
served  a residency  in  neurology  and 
neurosurgery  at  the  University  of  Chi- 
cago Hospitals  and  Clinics.  Dr.  Brad- 
ford then  was  a clinical  instructor  in 
surgery  at  the  University  of  Louisville 
(Ky.)  School  of  Medicine  until  he  es- 
tablished practice  in  Houston  in  1939. 

While  in  Houston,  he  served  on  the 
staffs  of  a number  of  Houston  hospi- 
tals. At  the  time  of  his  death.  Dr. 
Bradford  was  senior  attending  neuro- 
surgeon at  Methodist  Hospital  and 
consultant  to  both  the  Veterans  Ad- 
ministration Hospital  and  Ben  Taub 
General  Hospital,  all  located  in  Hous- 
ton. He  was  also  on  the  honorary 
staff  of  Houston’s  Hermann  Hospital. 

From  1957  to  1959,  Dr.  Bradford 
served  as  rotating  chairman  of  the 
division  of  neurosurgery  at  Baylor  Col- 
lege of  Medicine,  where  he  held  an 
appointment  as  clinical  professor  of 
neurosurgery. 

The  co-author  with  Dr.  Glen  Spurling 
of  the  first  text  on  lumbar  interverte- 
bral disc  lesions,  he  was  a member 
of  the  American  Medical  Association, 
a fellow  of  the  American  College  of 
Surgeons,  a charter  member  of  the 
American  Academy  of  Neurological 
Surgery,  and  a founding  member  of 
the  Houston  Neurological  Society.  He 
also  belonged  to  American  Association 
of  Neurological  Surgeons,  Southern 
Neurosurgical  Society,  Texas  and  Hous- 
ton Surgical  Societies,  and  Harris 
County  Medical  Society.  A diplomate 
of  the  American  Board  of  Neurological 
Surgery,  the  physician  was  also  a 
member  of  Alpha  Omega  Alpha  medi- 
cal fraternity.  In  1964,  after  his  retire- 
ment from  private  practice  the  year 
before,  he  was  elected  to  inactive 
membership  in  Texas  Medical  Associ- 
ation. 

Dr.  Bradford  served  in  the  US  Naval 
Reserve  Medical  Corps  during  World 
War  II  from  1942  to  1946.  When  he 
was  discharged  in  May,  1946,  he  held 
the  rank  of  commander. 

Survivors  include  his  wife,  Byra 
Smith  Bradford;  three  daughters,  Mrs. 
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Amy  Ufer  and  Mrs.  Margaret  Caldwell, 
Jr.,  both  of  Houston,  and  Mrs.  Anne 
Warner,  III,  of  Atlanta,  Ga.;  and  five 
grandchildren. 

Dr.  R.  B.  Giles 

Dr.  Roy  G.  Giles,  retired  radiologist, 
died  March  31,  1971,  at  Veterans  Ad- 
ministration Center  in  Temple. 

The  82-year-old  physician  was  a na- 
tive of  Belton,  Tex.,  and  was  a 1912 
graduate  of  Southwestern  University  in 
Georgetown.  In  1916,  he  was  awarded 
an  MD  degree  from  The  University  of 
Texas  Medical  Branch  in  Galveston. 
He  then  served  a one-year  internship 
at  Santa  Rosa  General  Hospital  in 
San  Antonio.  Dr.  Giles  received  a fel- 
lowship in  radiology  at  Baylor  Univer- 
sity Medical  Center  in  Dallas,  and  in 
1920,  he  became  a non-resident  fel- 
low at  Massachusetts  General  Hospital 
in  Boston.  While  there,  he  took  a spe- 
cial postgraduate  course  in  x-ray  phy- 
sics at  Harvard  University. 

In  1926,  Dr.  Giles  joined  the  staff 
of  the  Scott  and  White  Memorial  Hos- 
pital in  Temple  as  a radiologist.  He 
left  that  post  in  1937  to  open  a pri- 
vate practice  in  San  Antonio.  From 
1937  to  1950,  he  was  radiologist  at 
Robert  B.  Green  Memorial  Hospital 
there.  From  1941  to  1945,  he  also 
served  as  radiologist  at  Baptist  Me- 
morial Hospital  in  San  Antonio.  During 
World  War  II,  he  was  civilian  radi- 
ologist at  Dodd  Field;  from  1945  to 
1950,  he  served  as  consultant  at 
Brooke  General  Hospital  in  San  Anton- 
io. He  became  chief  radiologist  at  the 
Veterans  Administration  Hospital  in 
Marlin  when  it  opened  Nov.  1,  1950, 
and  served  in  that  position  until  his 
retirement  in  1958. 

Dr.  Giles  had  served  with  the  British 
Expeditionary  Forces  in  World  War  I 
and  was  awarded  the  British  Military 
Cross  “for  devotion  to  duty  and  evacu- 
ating the  wounded  under  heavy  shell 
fire.”  He  left  the  service  in  1919  after 
attaining  the  rank  of  captain  in  the 
Army  Medical  Corps. 

Dr.  Giles  also  served  for  four  years 
during  World  War  II  with  the  Selective 
Service  System.  For  his  service,  he 
was  awarded  the  Selective  Service 
System  medal. 


DR.  GILES 


The  roentgenologist  was  an  honor- 
ary member  of  Texas  Medical  Associ- 
ation, Falls  County  Medical  Society, 
and  the  Texas  Radiological  Society.  He 
had  served  as  secretary  of  Bexar 
County  Medical  Society  in  1941-1945, 
and  in  1942,  he  was  secretary  of 
TMA’s  Section  on  Radiology.  A past 
president  of  the  Central  Texas  Radi- 
ological Society,  he  was  also  a fellow 
of  the  American  College  of  Radiology, 
a diplomate  of  the  American  Board  of 
Radiology,  a life  member  of  the  Amer- 
ican Roentgen  Ray  Society,  and  a 
member  of  the  Dallas — Fort  Worth  Ra- 
diological Club.  He  also  belonged  to 
American  Medical  Association  and  had 
once  been  secretary  of  the  Section  on 
Radiology  of  the  Southern  Medical 
Association. 

The  author  of  more  than  40  scien- 
tific articles,  he  is  survived  by  his 
wife,  Lorita  Stubblefield  Giles,  and  his 
daughter,  Mrs.  Glenna  Loughridge  of 
Houston. 

Dr.  H.  Trey 

Retired  physician  Dr.  Harry  Frey,  80, 
died  at  a rest  home  in  Duarte,  Calif., 
on  Dec.  11,  1970,  as  a result  of  cere- 
bral vascular  insufficiency. 

Dr.  Frey,  a native  of  Rock  Island,  III., 
was  a 1914  graduate  of  Grinnell  Col- 
lege in  Grinnell,  Iowa,  and  in  1918,  he 
was  awarded  his  MD  degree  from  The 
Hahnemann  Medical  College  in  Chica- 
go, III.  Following  his  graduation,  he 
served  an  internship  at  Hahnemann 
Hospital,  also  in  Chicago. 

A Navy  veteran  of  World  Wars  I and 
II,  Dr.  Frey  practiced  general  medicine 
and  surgery  in  his  hometown  of  Rock 
Island  from  1919  to  1927,  after  which 
he  specialized  in  eye,  ear,  nose,  and 
throat  ailments.  While  in  his  home- 
town, Dr.  Frey  served  as  health  com- 
missioner for  the  city  from  1922  to 
1926,  becoming  involved  in  public 
health  work.  From  1929  to  1931,  he 
practiced  in  Vernon  and  served  as 
medical  examiner  for  the  Veterans 
Administration  in  Dallas  from  1931  to 
1933. 

Before  joining  the  Texas  State  De- 
partment of  Health  in  1949  as  director 
of  Williamson  and  Bell  County  Health 
Units,  he  practiced  in  Holdenville, 
Okla.;  Fairfield,  Iowa;  Norfolk,  Va.;  and 
Grinnell,  Iowa. 

Elected  to  inactive  membership  in 
Texas  Medical  Association  in  1959, 
Dr.  Frey  was  active  as  a Mason  and  as 
an  officer  in  the  Presbyterian  Church. 
He  was  also  a member  of  American 
Medical  Association  and  Bell  County 
Medical  Society. 


DR.  FREY 

Survivors  include  one  son,  Harry  B. 
Frey,  MD,  of  Riverside,  Calif.,  and  two 
daughters,  Mrs.  Margaret  Hagerty  and 
Mrs.  Mary  Helen  Rupp,  both  of  Seattle, 
Wash.  His  wife,  the  former  Helen  Mary 
Somers,  died  in  1969. 

Dr.  J.  M.  Verosky 

El  Paso  pediatric  cardiologist  Dr.  John 
Michael  Verosky,  46,  was  found  dead 
of  natural  causes  in  his  automobile 
March  14,  1971. 

A native  of  Pittsburgh,  Pa.,  Dr. 
Verosky  was  a summa  cum  laude  grad- 
uate of  the  Ohio  State  University  Col- 
lege of  Medicine  in  Columbus.  He 
received  his  MD  degree  from  Ohio 
in  1949.  His  premedical  education  was 
obtained  at  Duquesne  University, 
Pittsburgh,  Pa.;  Vanderbilt  University, 
Nashville,  Tenn.;  and  The  Citadel, 
Charleston,  S.C.  He  was  awarded  a 
BS  degree  from  Duquesne  in  1947. 

From  1949  to  1950,  Dr.  Verosky 
served  as  an  intern  at  Indiana  Univer- 
sity Medical  Center  in  Indianapolis. 
Following  his  internship,  he  held  a resi- 
dency in  pediatrics  at  Children’s  Hos- 
pital in  Cincinnati,  Ohio.  From  1953  to 
1954,  he  held  a second  residency  in 
pediatrics,  this  one  at  Children’s  Hos- 
pital Medical  Center  in  Boston,  Mass. 

Certified  by  the  American  Board  of 
Pediatrics,  Dr.  Verosky  had  previously 
practiced  in  Los  Angeles,  Calif.  He  had 
also  served  as  a captain  in  the  US  Air 
Force  from  1951  to  1953. 

He  was  a member  of  the  American 
Medical  Association,  Texas  Medical 
Association,  and  El  Paso  County  Medi- 
cal Society.  A fellow  of  the  American 
Academy  of  Pediatrics,  he  was  named 
chief  of  staff  of  R.  E.  Thomason  Gen- 
eral Hospital  in  El  Paso  in  1960.  He 
also  belonged  to  Alpha  Omega  Alpha 
and  Nu  Sigma  Nu  medical  fraternities. 

Survivors  include  his  wife,  Josephine 
Rodarte  Verosky;  a son,  John  Michael 
Verosky,  Jr.,  of  El  Paso;  two  daugh- 
ters, Melinda  Ann  and  Patricia  Verosky, 
both  of  El  Paso;  four  sisters,  Mrs. 
Helen  Abbatico  of  Pittsburgh,  Pa., 
Sister  Mary  Victorine  of  Seoul,  Korea, 
and  Mariagnes  and  Joan  G.  Verosky, 
both  of  New  York  City. 
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Dr.  R.  R.  Jones 

Dr.  Robert  Raymond  Jones,  59,  died 
April  21,  1971,  in  Shannon  West 

Texas  Memorial  Hospital  in  San  An- 
gelo following  a two-week  illness. 

Dr.  Jones,  a general  practitioner 
and  surgeon,  was  born  in  Chicago,  III. 
He  attended  the  University  of  Okla- 
homa in  Norman  and  Southern  Meth- 
odist University  in  Dallas  before  re- 
ceiving his  MD  degree  in  1937  from 
Baylor  College  of  Medicine,  then  lo- 
cated in  Dallas.  He  accepted  an  intern- 
ship at  Shreveport  Charity  Hospital  in 
Louisiana  following  his  graduation. 

Before  establishing  private  practice 
in  San  Angelo  in  1946,  Dr.  Jones  had 
offices  in  Terrell,  Midland,  and  Pasa- 
dena. Dr.  Jones  also  served  as  chief 
of  surgery  at  Goodfellow  Field  in  San 
Angelo  from  1942  to  1945  when  he 
was  in  the  US  Air  Force.  From  1945 
to  1946,  he  was  acting  chief  of  sur- 
gery at  the  92nd  Station  Hospital  in 
Iceland. 

The  physician  was  a member  of  the 
Tom  Green  Eight  (Tom  Green-Coke- 
Crockett -Concho -Irion -Sterling -Sutton - 
Schleicher)  Counties  Medical  Society, 
Texas  Medical  Association,  and  Amer- 
ican Medical  Association.  A member  of 
Phi  Chi  medical  fraternity.  Dr.  Jones 
served  on  the  board  of  health  in  both 
Midland  and  San  Angelo.  In  1961,  he 
was  elected  president  of  the  medical 
staff  at  Shannon  West  Texas  Memorial 
Hospital  in  San  Angelo. 

Survivors  include  his  wife,  Virginia 
Bacon  Jones,  and  a brother,  Fred  A. 
Jones  of  Dallas. 

Dr.  L.  C.  Cameron 

Dr.  Lawrence  C.  Cameron  of  Dallas 
died  March  29,  1971,  at  his  home  in 
Garland.  He  was  67. 

A native  of  Spokane,  Wash.,  Dr. 
Cameron  had  practiced  in  Dallas  for 
some  25  years.  He  was  graduated 
from  Pacific  Union  College  in  Angwin, 
Calif.,  in  1930  with  a BS  degree.  In 
1931,  he  received  his  MD  degree  from 
the  College  of  Medical  Evangelists  in 
Loma  Linda  and  Los  Angeles,  Calif. 
Further  training  in  medicine  and  en- 
docrinology was  obtained  at  the  Or- 
ange County  Medical  Center,  Orange, 
Calif. 

After  serving  in  the  US  Navy  during 
World  War  II,  he  became  a consultant 
in  cardiology  at  Orange  County  Medi- 
cal Center.  From  1931  to  1942,  he 
practiced  in  Orange,  Calif.,  and  while 
there,  he  served  as  editor  of  the 
Orange  County  Medical  Bulletin  and 


president  6f  the  Orange  County  Medi- 
cal Society  (1941). 

Dr.  Cameron  was  a member  of 
American  Medical  Association,  Texas 
Medical  Association,  and  Dallas  Coun- 
ty Medical  Society.  He  also  belonged 
to  the  American  Diabetes  Association 
and  Dallas  Southern  Clinical  Society. 

A son,  Richard  C.  Cameron  of  Hono- 
lulu, Hawaii,  survives  the  physician. 


Dr.  J.  F.  Howell 

Dr.  John  Franklin  Howell  of  Sonora 
died  March  27,  1971,  in  Shannon 
West  Texas  Memorial  Hospital  in  San 
Angelo,  after  suffering  an  apparent 
heart  attack  while  attending  the  San 
Angelo  Relays  in  San  Angelo  Stadium. 

The  75-year-old  general  practitioner 
was  born  in  Eastman,  Miss.,  and  was 
graduated  from  the  University  of  Mis- 
sissippi, University,  Miss.,  with  a BS 
degree  in  1923.  He  was  also  a 1925 
graduate  of  Tulane  University  School 
of  Medicine,  New  Orleans,  La.  From 
1925  to  1926,  he  served  an  internship 
at  Knoxville  General  Hospital  in  Knox- 
ville, Tenn.  Postgraduate  study  at  E.  L. 
Trudeau  Sanatorium  for  Tuberculosis 
in  Saranac  Lake,  N.Y.,  followed  his  in- 
ternship. 

A World  War  I Army  veteran,  he  was 
Selective  Service  examiner  for  Sutton 
County  since  the  organization  of  the 
draft  board,  receiving  several  special 
meritorious  service  awards  from  US 
Presidents  for  his  work.  Dr.  Howell  also 
served  as  health  officer  for  Sutton 
County. 

Before  coming  to  Sonora,  Dr.  Howell 
was  staff  physician  at  Elizabeth  Sulli- 
van Memorial  Hospital  in  Bogalusa, 
La.,  and  had  practiced  in  Picayune  and 
Lexington,  Miss.,  and  Sweetwater,  Tex. 

Instrumental  in  the  building  of  Lil- 
lian M.  Hudspeth  Memorial  Hospital  in 


Sonora  in  1950,  he  was  a member  of 
Tom  Green  Eight  Counties  Medical  Soci- 
ety, Texas  Medical  Association,  Ameri- 
can Medical  Association,  and  American 
Academy  of  General  Practice.  Dr.  How- 
ell was  a life  member  of  Southern 
Medical  Association. 

Surviving  the  physician  are  his  wife, 
Mary  Louise  Watts  Howell;  two  sons, 
John  F.  Howell,  Jr.,  MD,  of  Amarillo 
and  Charles  W.  Howell  of  Perryton;  a 
daughter,  Mrs.  Margarite  Allen  of  Per- 
ryton; a sister,  Mrs.  Virginia  Pirkle  of 
McCamey;  two  brothers,  James  W. 
Howell  of  San  Angelo  and  O’Neill  How- 
ell of  Sunnyside,  Utah;  and  eight 
grandchildren. 


Dr.  G.  A.  Davidson 

Dallas  dermatologist  Dr.  Green  Adkins 
Davidson  died  April  11,  1971,  at  Valley 
Baptist  Hospital  in  Harlingen.  Cause  of 
death  was  a fractured  skull  suffered 
in  a fall. 

Dr.  Davidson  was  a native  of  Boerne, 
Tex.  He  attended  Texas  A&M  Univer- 
sity in  College  Station  and  was  gradu- 
ated in  1920  with  a BS  degree.  In 
1926,  he  received  his  MD  degree  from 
Baylor  College  of  Medicine,  then  locat- 
ed in  Dallas.  Then,  for  three  months, 
he  served  an  internship  at  Baylor  Uni- 
versity Medical  Center  in  Dallas.  He 
also  interned  at  Northwest  Texas  Hos- 
pital in  Amarillo  for  six  months.  Dr. 
Davidson  took  postgraduate  work  in 
the  New  York  Skin  and  Cancer  Unit  of 
the  New  York  University  Medical  Cen- 
ter in  New  York  City  in  1930  and  1946. 

From  1927  to  1948,  Dr.  Davidson 
served  as  a general  practitioner  in  Dal- 
las. Since  1948,  he  had  specialized  in 
dermatology. 

The  72-year-old  physician  was  a 
member  of  American  Medical  Associa- 
tion, Texas  Medical  Association,  and 
Dallas  County  Medical  Society.  He  also 
belonged  to  the  American  Academy  of 
Dermatology,  Inc.,  and  the  Texas  Der- 
matological Society.  He  was  an  Air 
Force  veteran  of  World  War  I. 

Surviving  the  dermatologist  are  his 
wife,  Elsie  Hardin  Davidson;  a son, 
Robert  Franklin  Davidson  of  Dallas;  a 
daughter,  Mrs.  Margaret  Fletcher  of 
Phoenix,  Ariz.;  and  six  grandsons. 
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TEXAS  MEDICINE 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L Knapp,  M.D.  Fred  H.  Jordon,  M.O. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 


Volume  67,  June,  1971 


117 


HIGHLAND  HOSPITAL 

Asheville,  North  Carolina 
Founded  1904 

A DIVISION  OF  THE  DEPARTMENT  OF  PSYCHIATRY  OF  DUKE  UNIVERSITY 
Accredited  by  the  Joint  Commission  on  Accreditation  and  Certified  for  Medicare 

Complete  facilities  for  evaluation  and  intensive  treatment  of  psychiatric  patients,  including  individual  psycho- 
therapy, group  therapy,  psychodrama,  electro-convulsive  therapy,  Indoklon  convulsive  therapy,  drugs,  social  ser- 
vice work  with  families,  family  therapy,  and  an  extensive  and  well  organized  activities  program,  including  occu- 
pational therapy,  art  therapy,  music  therapy,  athletic  activities  and  games,  recreational  activities  and  outings.  The 
treatment  program  of  each  patient  is  carefully  supervised  in  order  that  the  therapeutic  needs  of  each  patient  may 
be  realized. 

High  school  facilities  for  a limited  number  of  appropriate  patients  are  now  available  on  grounds.  The  School  Pro- 
gram is  fully  integrated  into  the  hospital  treatment  program  and  is  accredited  through  the  Asheville  School  System. 

Complete  modem  facilities  with  85  acres  of  landscaped  and  wooded  grounds  in  the  City  of  Asheville. 

Brochures  and  information  on  financial  arrangements  available 
Contact:  (1)  Mrs.  Elizabeth  Harkins,  ACSW,  Coordinator  of  Admissions 

or 

(2)  Samuel  N.  Workman,  M.D.  (3)  Charles  W.  Neville,  Jr.,  M.D. 

Chief  of  Clinical  Service  Associate  Professor  of  Psychiatry  and  Medical  Director 

Area  Code  704-254-3201 


ONCOLOGY 

ASSOCIATES 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Radium  Therapy 

Marcus  J.  Sedimeir, 
Radiation  Therapy 
Radium  Therapy 

M.D.,  D.A.B.R. 

Norris  Gilfillan,  M.D.,  F.A.C.S. 
Chemotherapy 

R.  P.  O'Bannon,  M.D.,  F.A.C.R. 

Radiation  Therapy 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 
Consultant-Physicist 

Tom  B.  Bond,  M.D., 
Consultant 

F.A.C.R. 

1550  West  Rosedale,  Suite  620 

Fort  Worth 

336-2028 

Sfarlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 
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Clinical  Extension 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
. . . the  accompanying  discomforts  can  he  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affrmed  clinically.  {J.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  "case  history"  of  one  new  drug  -or, 
rather,  a proposed  new  drug  — assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment. countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers -a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 
Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St..  N W,,  Washington.  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED® 
provides  more  complete  relief : 

n belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable.  fruit-tlavorecl,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


STUART PHARMACEUTICALS  I Pasadena,  California 


nary  bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symjitoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 
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(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED' 

antispasmodic/  sedative/  antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.  D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.  * 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.  D., , F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D,  F.A.A.P.* 

JAMES  E.  SPEIER,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Gomer  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 


Claude  Williams,  M.D.,  M.A.C.R. 
DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery: 

Internal  Medicine: 

Pediatrics: 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

M.  L.  Gray,  M.D. 

J.  S.  O’Hare.  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes: 

J.  H.  Pesnell,  M.D. 

L.  W.  Ralston,  M.D. 

Orthopedic  Surgery: 

Mary  A.  Bone,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

Obstetrics  and  Gynecology: 

William  J.  Fowler 

Administrator  of  Nan  Travis 

Urology: 

H.  F.  Rives,  M.D. 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

Memorial  Hospital 

J.  G.  Casey 

Pathology: 

Business  Manager  of  Travis  Clinic 

Harbert  Daveniwrt,  Jr.,  M.D. 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10.00  per  column  inch  and  listings  must  run  for  a 
minimum  of  six  months.  New  listings  are  limited  to  those 
specialties  recognized  by  the  American  Medical  Association. 
A discount  of  5%  is  allowed  for  six  months'  advance  payment. 
Mail  copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  20th  of 
the  month  preceding  publication  month. 


lexas 

Physicians’  Directory 


Allergy 

Aerospace  Medicine 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamln,  M.D.,  F.A,A.P.,  Dlplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

D.  OWEN  COONS,  M.D.,  M.P.H.,  F.A.M. 

Dlplomate  American  Board  of  Preventive  Medicine 

Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 

Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certIfication 

6011  Harry  Hines  Blvd.,  Dallas.  Texas  75235,  214  6384594 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

Clinics 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight  M.D.,  Surgery  Ophthalmology 

W.  H.  Brauns,  M.D.,  Internal  Medicine  O.  Sterling  Gillis,  III,  M.D., 

Roy  E.  Moon,  M.D.,  Obstetrics  and  Gynecology 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

Chas.  F.  Engelking,  M.D.,  Internal  Medicine 

Ear,  Nose  and  Throat  Consultant  In  Pathology — 

R.  A.  Morse,  M.D.,  Internal  Medicine  ‘-'“y**  Hershberger,"*I.D. 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Dlplomate  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P,  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Oueng,  M.D. 

Charles  D.  Haunschlld,  M.D.  James  A.  Murray,  M.D. 

Hermann  Gregory,  M.D.  (Military  Leave  of  Absence) 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  528-5591 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortelt  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D.  radiology-consultants 

CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 

PHYLLIS  HUFFMAN,  M.D. 

Fellow  American  Academy  of  Pediatrics 

Pediatric  Allergy  and  Immunology 

606  North  Kent  Street  Midland,  Texas  79701 

Telephone  915  682-9479 

SEAT  BELTS  SAVE  LIVES— 

BUT  ONLY  IF  YOU  USE  THEM 
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THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  884-3861 


SURGERY 

R.  Gayle  Spann,  M.D.,  F,A.C.S. 
(Deceased) 

S.  T.  Coleman,  M.D.,  F,A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  FA.C.S. 

(Consultant) 

OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F,A.C.S. 
GENERAL  PRACTICE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D. 

H.  R.  Rose,  M.D. 

C.  L.  Vernor,  M.D. 


GYNECOLOGY 
J.  H.  Thomas,  M.D. 
INTERNAL  MEDICINE 
William  ^ Morris,  M.D 
Gerald  A.  Reeves,  M.D. 
Pruett  Moore,  Jr.,  M.D. 
RADIOLOGY 
Crysup  Sory,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  • Mrs.  Joyce  Petit 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 
Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  FJLC.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


ORTHOPEDICS 

Carlos  M.  Yanez,  M.D.,  F.A.C.S. 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  376-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.D.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 
Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 
Doyle  L.  Sharp,  M.D.,  General  Surgery 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Domingiuez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  ChakmakJIan,  M.D.,  D.A.B.P.,  Pediatric  Cardiology 

D.  Owen  Coons,  M.D.,  Aerospace  Medicine  & General  Practice 
Emmett  R.  Hamt»,  O.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  In  Radioing 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
F.  Joseph  Carabln,  M.D.,  Consultant  In  Nuclear  Medicine 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 
LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.O.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 

COUNTRY  CLUB  CORNERS  OFFICE 

7140  Baytree  Drive,  Dallas,  Texas:  Telephone  224-1181 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas:  Telephone  223-7701 
Herbert  M.  Hinckley,  M.D.,  General  Practice 
David  L.  Webb,  M.D.,  General  Practice 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


C.  H.  "Ham"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgarls,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY — 
CONSULTANT 
C.  G.  Spears,  M.D. 


RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


DUNCANVILLE  OFFICE 

621  Hustead  St.,  Duncanville,  Texas;  Telephone  298-3378 
Terry  S.  Vincent,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Marurl,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 


P.  W.  Malone.  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 
RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.D. 

Thomas  G.  Vandivler,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher.  M.D. 

Michael  GagllardI,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

Oscar  A.  Fonseca,  M.D. 

Consultation  By  Appointment 


NEUROLOGY 

Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D, 

Harry  R.  Price,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
Jack  P.  Abbott,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Undley,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  U Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 
LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 
ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 
M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J,  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hlllcroft,  Houston,  Texas  77036 

Telephone  774-7671 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin,  M.D.  Harvey  B.  Koch,  M.D. 

Arthur  B.  Conde,  *i.D. 

OBSTETRICS  & GYNECOLOGY  Glen  E.  Lewis,  M.D. 

Joy  U Deere,  M.D.  nFNTi«;TnY 

Loren  B.  Goss,  M.D.  2^':' r,  c 

Burley  G.  Ingram,  D.D.S. 

RADIOLOGY 

John  R.  Dunn,  Jr.,  M-D.  Men  b.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

MARVIN  E.  CHERNOSKY,  M.D. 

Dermatology  and  Syphilology 

703  Hermann  Professional  Bldg.,  Houston,  Texas;  Phone  526-3733 

i.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

DAVID  R.  WEAKLEY,  M.D.,  F.A-C-P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

C.  D.  L CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE,  JR.,  M.D. 

DAVID  S.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.,  Dallas,  Texas 

MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 

Send  old  and  new  address  to: 

Business  Office 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X4tay  and  Radium  In  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 
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Eye,  Ear,  Nose,  Throat 

General  Surgery 

DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

1321  Hickory  St.,  Abilene,  Texas,  Phone  673-3751 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Dlplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Family  & General  Practice 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

IRWIN  KURTZ,  M.D. 

Dlplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

DIasnosIs,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Buildings,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  in  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

TEXAS  MEDICINE  is  the  only  major  source  of  medical  meeting 
information  in  the  state.  Keep  informed  by  being  a regular 
reader  of  the  “Highlights  of  Coining  Meetings’’  section. 
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ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

Neurology 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Neurological  Surgery 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

DIplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

PAULS.  MICHAELSON,  M.D. 

Adult  and  Pediatric  Neurology 

EEG  Laboratory 

8226  Douglas  Avenue 

Douglas  Plaza  Medical  Building  Suite  729 

Dallas,  Texas  75225,  214-691-6881 

Casey  E.  Patterson,  M.D. 

Charles  W.  Simpson,  M.D. 

Tom  M.  Nash,  M.D. 

James  E.  Bland,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Bulldiryi 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

RONALD  SMITH.  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  3364)551 

Ophthalmology 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomats  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.0~  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  SL,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members' 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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ARTHUR  M.  CLEMENTS,  M.D. 
Surgery  and  Diseases  of  the  Eye 


THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

Olplomates  American  Board  of  Orthopaedic  Surgery 


Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 
Telephone  214  341-3407 


Orthopedic  Surgery 


Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson.  M.D. 

Donald  A.  Shearer,  Administrator 

'Special  Attention  to  Surgery  of  the  Hand 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 


1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  533-7465 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas.  Texas  75231,  369-8191 


Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 
Cuvier  P.  Lipscomb,  M.D. 
Fred  W.  Sanders,  M.D. 


Ralph  E.  Donnell,  M.D. 
F.  Carlton  Hodges,  M.D. 


ORTHOPEDIC  ASSOCIATES 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glldewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


DIplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 


Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


L.  LEE  LANKFORD,  M.D. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

DIplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

Georgo  M.  Boswell,  Jr_  M.D.,  FJLC.S. 

Gerald  W.  Schofield,  M.D. 


B.  C.  HALLEY,  JR.,  M.D. 
DAVID  R.  WEBB,  JR.,  M.D. 
Orthopaedic  Surgery 


James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


V7atch  out  for  the  other  guy! 


3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


DRIVE  DEFENSIVELY 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• Annual  Fall  Conference,  Oct.  2,  1971,  Austin 

• Annual  Winter  Conference,  Jan.  22,  1972,  Austin 

• 105th  Annual  Session,  May  11-14,  1972,  San  Antonio 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olln,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.LC.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  6374)210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomats,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  6344451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck.  M.D.,  F.&A.P.,  Walter  Krohn,  M.D.,  F.CJLP. 

Harold  M.  Block,  Jr.,  M.D.,  F.CJLP. 

Clinical  Patholo^ 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

DIplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

GEORGE  J.  RACE,  M.D.  AND  ASSOCIATES 

Pathologists 

421  Medical  Tower  Building, 

712  North  Washington,  Dallas,  Texas  75246,  214  824-1258 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andu|ar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  0.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.CJLP. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

J.  S.  WILKENFELD,  M.D. 

Diplomats,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,  Texas  77055,  468^738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 
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Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  3360446 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Thei^y,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

'Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

DIplomates  American  Board  of  Plastic  Surgery 

JAMES  H.  PENOFF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D..  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904Vi  eL  Southmore,  Pasadena,  Texas  77502,  473-5488 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone;  (Area  Code  512) 

Office  696-2390 

Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Present  your  ideas 
in  Texas  Medicine 

Hitting  manuscripts, 

"Information  for  Authors." 

CARL  R.  COERS,  III.  MD.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  nfth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

General  Psychiatry 

140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

* Bernard  J.  Dolenz,  M.D. 

^Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
*Dlplomates  American  Board  of  Psychiatry  and  Neurolog;y 


Radiology 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillcrs,  M.D. 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  StreeL  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


practice  limited  to 


PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

'Barry  M.  Brown,  M.D. 

'Francisco  J.  Rodriguez,  M.D. 

Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsllver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Agnes  M.  Guthrie,  M.D.,  DJLB.R. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 


Harvey  M.  t-owry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

Hrst  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arte  Bldg.,  Dallas,  Texas,  747-5183 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


nil 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL 


1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 
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Thoracic  Surgery 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 
DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

Donald  U Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824*2503 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

CHARLES  T.  MEADOWS,  M.D. 

Olplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomats  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

ERWIN  C.  WINKEL.  M.D. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

ALLAN  L.  GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Hfth  Ave.,  Fort  Worth,  Texas,  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

DIplomates  American  Board  of  Urology 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor's  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

JAMES  BERNARD  SEAMAN,  M.D. 

Thoracic  Surgery 

Tyler,  Texas 

214  593-4363,  877-3451 

PAULMANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.25  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

134 


TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group. 
100-bed  fully  accredited  hospital.  Salary  open.  Pull  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  Sou^ 
Lancaster  Road,  Dallas,  Texas  75216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford.  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  'Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2611. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  iKjpulation  36,000.  Contact  AD-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36.000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  'Texas  78701. 


ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-^oup.  Salary 
open.  Pull  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tion^ details  write  Chester  Clinic  and  Hospital  Association.  3330  South 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 


GENERAL  PRAC'n'nONER  OR  GP-SURGEON  WANTED  in  East 
Texas  community  of  Crockett  (Houston  County).  Office  space  available 
for  solo  practice  or  association  with  other  physicians  in  area — 106-bed 
new  hospital.  Center  for  industry,  farming,  livestock,  and  forestry  opera- 
tions. Ebccellent  schools,  churches,  and  recreational  facilities  available. 
For  additional  information  contact  Houston  County  Development  Foun- 
dation, P.O.  Box  307,  Crockett.  Texas  75835.  area  code  713.  644-2369. 


OPPORTUNI'nES  IN  YOAKUM  COUNTY,  TEXAS.  DENVER  CITY, 
TEXAS.  Actual  need  for  four  general  practitioners.  Three  ovenvorked 
general  practitioners  for  the  past  six  years  until  January  16,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modem  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  60  beds,  well  equipped 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Yoakum 
County,  16  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipped  modern  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  has  excellent  schools,  good  churches,  Yoakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital.  Denver  City,  Texas,  area  code  806, 
692-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806, 
466-8606. 


GENERAL  PRACTITIONER  WANTED  to  associate  with  five-doctor 
clinic,  including  one  general  surgeon.  Community  of  6,000  with  fully 
accredited  53-bed  hospital : country  club  and  lakes  close  by.  General  sur- 
gery and  Ob/Gyn  interest  especially  wanted.  Contact  Bowie  Clinic,  P.  O. 
Box  681,  Bowie,  Texas  76230. 


WANTED:  PHYSICIANS  WITH  INTEREST  IN  SURGERY  AND/OR 
OBSTETRICS  to  locate  in  progressive  East  Texas  area  with  complete 
support  of  local  medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur, 
Gladewater,  Texas,  or  phone  AC  214,  845-2281. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  NIMH  grants 
available.  For  full  information  write  Anthony  P.  Rousos,  M.D.,  Director 
of  Training  and  Research,  Austin  State  Hospital,  4110  Guadalupe,  Austin, 
Texas  78761. 


EMERGENCY  ROOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-service  basis.  Excellent  eco- 
nomic opportunity.  Hospital  privileges  available.  Call  AC  612  732-3541 
collect  or  write  Texas  Hospital  Consultants,  114  West  Glenview,  San 
Antonio,  Texas  78228. 


WANTED  GENERAL  SURGEON  to  join  two  GPs  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas.  Begrinning  salary 
$3,000  per  month  or  may  be  on  own.  Call  or  write  M.  A.  Childress. 
M.D..  P.  O.  Box  289,  Goldthwaite,  Texas  76844,  AC  916,  648-2212. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2500/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
working  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8166,  379-8166,  Newton, 
Texas. 


WEST  TEXAS  OB-GYN,  FOUR  MAN  GROUP  desires  associate.  Sal- 
ary $24,000  per  year,  leading  to  partnership.  Military  service  completed 
and  age  under  38  yeara.  Midland  Women’s  Clinic,  2009  West  Wall, 
Midland,  Texas  79701. 


GENERAL  PRACTITIONER  WANTED  to  join  three  man  clinic  with 
adjoining  44  bed  hospital.  Salary  to  start  with  option  for  partnership. 
Centrally  located  near  Dallas,  Fort  Worth  and  Waco.  Good  schools, 
churches,  five  miles  from  Lake  Whitney.  Contact  James  G.  Barton,  M.D., 
or  Morris  R.  Hill,  M.D.,  Whitney,  Texas.  Phone  AC  817,  694-2222. 


WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  36,  military  com- 
pleted to  join  another  OB-GYN.  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-45,  50  miles  from  Dallas.  Beginning 
salary,  $26,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin. 
Texas  78701. 


GENERAL  PRACTITIONER  to  associate  with  two  GP’s  doing  surgery, 
obstetrics,  orthopedics.  Salary  open  with  full  partnership  in  one  year.  No 
investment  needed.  Town  with  4,000  population.  Golf  course,  lake,  hunt- 
ing and  fishing.  21  bed  hospital  fully  staffed,  licensed  and  approved  for 
Medicare.  Joins  three  doctor  clinic.  On  call  every  third  weekend.  A.  D. 
Major,  M.D.,  or  K.  J.  Wharram,  M.D.,  Box  239,  Nocona.  Texas  76266. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd..  Austin.  Texas  78701. 


GENERAL  PRACTICE — ^The  city  of  George  West  and  environs  need  a 
physician  for  general  practice  due  to  the  retirement  of  the  only  doctor. 
Excellent  oi>portanity  for  highly  successful  practice  because  of  potential. 
Farming,  ranching  and  oil  main  industries.  Superior  schools,  modern  hos- 
pital within  25  minutes.  Contact  Tom  Martin,  AC612.  566-2244  collect 
or  xvrite  Route  1,  Box  260,  George  West,  Texas  78022. 


GENERAL  PRACTITIONER,  OPHTHALMOLOGIST,  IN'TERNIST:  To 
affiliate  with  five  other  G.P.’s  and  three  specialists  in  general  and  multi- 
specialty group  near  Houston,  Texas.  Liberal  salary  and  extensive  fringe 
benefits  including  retirement  program  and  life  and  health  insurance  pro- 
grams. Open  staff  hospital  appointments  in  125  bed  general  hospital. 
Rapidly  growing  industrial  complex.  Herbert  H.  Duke,  Jr.,  M.D.,  The 
Medical  and  Surgical  Group,  Ba3rtown,  Texas  77620. 


PHYSICIAN  WANTED:  Mart,  Texas  is  located  in  Central  Texas  with 
a population  of  2,200  and  a trade  area  of  10,000  or  more.  There  is  avail- 
able a fully  equipped  clinic.  Nursing  home  with  63  beds  stays  full  at  all 
times.  Physician  potential  net  income  $40,000  to  $50,000  per  year.  For 
additional  information  contact  Georgia  Goodenough,  Chairman,  Medical 
Committee,  Mart  Chamber  of  Commerce,  1201  Texas  Avenue,  Mart,  Texas 
76664. 


WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Base  annual  salary  $20,000,  extra 
$1,000  to  $3,600  if  board  certified.  40  hour  work  week  with  ample  vaca- 
tion time,  other  fringe  benefits.  Excellent  community  to  live.  Near  Dallas, 
Fort  Worth.  Contact  Medical  Director,  Denton  State  School,  Box  368, 
Denton,  Texas. 


WANTED:  GENERAL  PHYSICIAN  at  Kerrville  State  Hospital.  40 
hour  work  week,  sick  leave,  paid  vacation,  and  holidays.  Best  climate  in 
Texas.  Salary  $19,000  to  $20,000  per  year.  Contact  Luther  W.  Ross,  M.D.. 
Superintendent,  Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville,  Texas 
78028. 


WANTED:  PSYCHIATRIST  at  Kerrville  State  Hospital.  40  hour  work 
week,  sick  leave,  paid  vacation,  and  holidays.  Best  climate  in  Texas. 
Salary  up  to  $22,600  per  year.  Contact:  Luther  W.  Ross,  M.D.,  Superin- 
tendent,  Kerrville  State  Hospital,  P.O.  Box  1468,  Kerrville.  Texas  78028. 

RADIOLOGIST,  board  certified  or  eligible,  needed  by  board  man  for 
association  : diagnosis,  therapy.  160-bed  community  hospital,  office.  Start- 
ing guarantee  up  to  $40,000 ; solo,  group-practice  advantages.  Southern 
Texas,  international  and  coastal  access  ; continuous  resort  climate.  Maxi- 
mum leisure,  modem  facilities,  no  investment.  Curriculum  vitae,  refer- 
ences, with  first  letter  to  AD-312,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


$30,000-$40.000  GUARANTEED  FIRST  YEAR.  Little  or  no  practice 
expense.  Maximum  leisure  time  with  family.  General  and  internal  medi- 
cine private  practices  available  in  solo  and  group  situations.  Not  an 
employment  agency.  No  cost  to  physician.  Sanford  Smith,  Director,  Phy- 
sician and  Personnel  Planning,  P.O.  Box  9836,  Houston.  Texas  77016. 
713-463-6324. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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PHYSICIANS  WITH  TEXAS  LICENSE.  Opportunity  to  work  in  state 
institute  for  retarded.  40-hour  week,  retirement  program,  vacation,  other 
fringe  benefits.  Excellent  schools,  fishing,  hunting.  Salary  from  $22,000 
depending  upon  qualifications.  An  equal  opportunity  employer.  Contact 
Superintendent.  Mexia  State  School,  P.  O.  Box  1132,  Mexia,  Texas  76667, 
or  call  AC  817,  662-2821. 


WANTED:  GENERAL  PRACTITIONER,  INTERNIST  OR  PEDIATRI- 
CIAN to  join  medical  staff  of  Abilene  State  School.  Base  annual  salary 
$20,000  with  supplement  of  $1,000-$3,000  if  board  certified  and  working 
full-time  in  that  capacity.  Some  increase  in  salary  expected  September  1, 
1971.  Forty  hour  week,  excellent  vacation/sick  plan  and  about  12  holidays 
a year.  Good  life  and  hospitaiization  plan,  social  security  and  excellent 
state  retirement  coverage.  Lovely  community  of  90,000  friendly  people  in 
West  Central  Texas.  Texas  license  required.  Contact  Superintendent  L.  W. 
Cain,  P.  O.  Box  451,  Abilene,  Texas  79604.  Equal  opportunity  employer. 


WELL  ESTABLISHED  32-man  multispecialty  gpup  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities, 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator, P.  O.  Box  28,  Dallas,  Texas. 

OPPORTUNITY  FOR  YOUNG  MD  IN  FAMILY  PRACTICE  in  Spring 
Branch  area  of  Houston.  For  information  contact  Dr.  J.  Siegel,  7410 
Long  Point,  Houston,  Texas  77055;  telephone  682-2553. 

LOCUM  TENENS  NEEDED  JULY  AND  AUGUST  for  general  practice 
with  surgery.  South  Texas  city  of  41,000  population.  Close^  to  Texas  coast. 
For  additional  information  contact  Ad-321,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  75501. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine.  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

PSYCHIATRIST:  Board  certified  or  eligible  with  Texas  license  or  eli- 
gible for  reciprocity,  for  2,700  bed  modern  State  Hospital.  Salary  $22,500, 
plus  additional  for  board  certification.  Appointment  available  with  South- 
western Medical  School,  Dallas.  Apply:  Luis  M.  Cowley,  M.D.,  Teirell 
State  Hospital,  Terrell,  Texas  75160.  An  equal  opportunity  employer. 


PHYSICIANS:  Texas  license  or  eligible  for  reciprocity,  for  2,700  bed 
modern  State  Hospital.  Salary  $20,000.  Residency  program  affiliated  with 
Southwestern  Medical  School,  Dallas.  Apply:  Luis  M.  Cowley,^  M.D., 
Terrell  State  Hospital,  Terrell,  Texas  75160.  An  equal  opportunity  em- 
ployer.   

AUSTIN,  TEXAS — STAFF  PHYSICIANS  NEEDED  for  school  for  the 
retarded.  Progressive  2,000  resident  state  institution.  Eligibility  for  Texas 
license  required.  Paid  vacation,  paid  sick  leave,  group  insurance,  retire- 
ment plan  and  13  holidays.  Send  resume  to  John  E.  Muller,  Personnel 
Officer,  Austin  State  School,  P.O.  Box  1269,  Austin,  Texas  78i67. 


PHYSICIANS  NEEDED  : Staff  physicians,  general  practitioners  and/or 
board  certified  specialist  to  increase  staff  of  Travis  State  School.  Fringe 
benefits  include  40  hour  work  week,  vacation  and  sick  leave.  Present  and 
projected  salary  increases  make  positions  attractive.  Contact  SuperiiUend- 
ent  or  Medical  Director,  Travis  State  School,  P.O.  Box  430,  Austin,  Texas 
78767.  An  equal  opportunity  employer. 


WANTED:  OBSTETRICIAN/GYNECOLOGIST  for  very  active  pracLce 
with  group  in  North  Central  Texas  city.  Starting  salary  $35,000.  For 
additional  information  reply  to  Ad-320,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

TWO  PHYSICIANS  NEEDED  IN  MATADOR  (Texas)  due  to  recent 
death  of  long  established  family  physician  and  surgeon  Excellent  schools, 
ideal  living  conditions.  Completely  modern  hospital.  County  seat  town, 
center  of  territory  comprised  of  several  counties  with  a population  of 
7 000  to  8.000.  Matador  is  the  typical  cattle  country  town,  for  o^er 
years  headquarters  of  the  famous  Matador  Ranch.  Good  hunting  and  fish- 
ing in  immediate  area,  with  two  golf  courses  30  minutes  away.  This  open- 
ing will  bear  the  closest  investigation.  For  further  information  contact. 
Motley  County  Hospital  Board.  Matador.  Texas.  Phone  817  347-2334. 

GENERAL  PRACTITIONER  OR  INTERNIST  NEEDED  to  assume  well 
established  second  generation,  35  year  old  practice  in  Houston,  Texas. 
Well  equipped  office,  near  two  fully  accredited  hospita  s,  lab  and  x-ray 
available  in  same  complex.  Numerous  specialists  avadable  the  immedi- 
ate area,  excellent  location,  available  immediately.  Contact  Mrs.  Nelsmi 
W.  Karbach,  Jr.,  411  West  21st,  Houston,  Texas  77008.  Telephone  1-713- 
464-7133.  ’ 


Situations  Wanted 


GENERAL  SURGEON,  33,  married.  University  of  Texas  trained, 
completing  military  obligation  in  September  1971.  Desires  association 
with  individual  or  siiecialty  group.  C.  G.  Buckingham,  2nd  General 
Hospital,  APO  New  York,  New  York  09180. 

A WOMAN  GP  WANTS  SALARY  POSITION.  Approximately  40  hour 
week,  no  night  work,  San  Antonio  area ; and/or  will  assist  in  surgery. 
For  additional  information,  please  reply  to  Ad-315,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


BOARD  ELIGIBLE  GASTROENTEROLOGIST  interested  in  practice 
with  another  gastroenterologist.  G.I.  group,  internal  medicine  group  or 
hospital  G.I.-liver  unit.  Please  reply  to  Ad-317,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin.  Texas  78701. 

INTERNIST-GASTROENTEROLOGIST,  35  years  old,  trained  in  G.I., 
x-ray,  endoscopy.  Will  do  internal  medicine  plus  gastroenterology.  Desires 
to  relocate  in  Dallas  or  Houston  area.  Please  reply  to  Ad-319,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


TEXAS  RADIOLOGIST,  board  certified,  seeks  director  of  department 
of  small  hospital,  or  several  smaller  hospitals — clinics,  in  East  or  South 
Texas.  Experienced.  For  additional  information  contact  Ad-322,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST,  certified,  available  three  days  week  in  Houston,  or  out 
of  city  within  driving  distance.  Or  will  consider  full  time.  Reply  to  Ad- 
323,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


DILLION,  COLORADO — Luxury  condominium  on  lake,  sleeps  6,  auto- 
matic kitchen.  2 bedrooms,  2 bathrooms,  fireplace,  magnificent  view. 
Maid  service.  Ski  Arapahoe,  Keystone,  Vail,  Loveland,  and  Breckenridge. 
Summer^ — fishing,  sailing,  pool,  tennis.  $60  nightly  for  6.  less  by  week. 
S.  C.  Percefull,  M.D..  .3535  South  Lafayette.  Englewood,  Colorado  80110. 
Phone  AC  303,  781-7824. 


OFFICE  SPACE  AVAILABLE  in  the  Medical  School-Medical  Center 
area.  750-1000  square  feet.  Contact  C.  W.  Johnson,  M.D.,  7702  Louis 
Pasteur  Drive,  San  Antonio,  Texas  78229.  Telephone  512-696-1841. 


DOCTORS  CLINIC  IN  ATHENS,  TEXAS  IMMEDIATELY  AVAIL- 
ABLE— 13  rooms  and  large  reception  area  in  excellent  condition.  Choice 
location  bordering  85-bed  hospital  and  94-bed  nursing  home.  Athens  bor- 
dered by  lakes  and  cattle  country.  Excellent  for  schools,  excellent  for 
opportunities  and  excellent  for  living.  Contact  Joe  A.  White,  Box  1237, 
Athens,  Texas  75751.  Telephone  214-675-5124.  Roberson  Realty. 


LOT  #130-BRIARCLIFF-LAKE  TRAVIS,  25  MILES  WEST  OF  AUS- 
TIN. 1250  building  sites — all  now  sold  by  Briarcliff  Corp.  and  property 
now  under  control  of  Board  of  Directors  elected  by  property  owners. 
Guards  at  entrance  to  property.  Complete  recreational  facilities  (golf 
course,  swimming  pools,  marina,  boat  launching  ramps,  boat  sheds  for 
rent,  tennis  courts,  club  house  with  game  facilities,  locker  rooms,  superb 
restaurant,  dancing,  almost  nightly  parties.)  Five  artificial  lakes  stocked 
with  fish,  besides  fronting  on  Lake  Travis.  Much  more  than  country  club 
living.  No  air  or  water  pollution.  Many  homes  already  built  up  to  $100,- 
000  class.  All  home  designs  must  be  approved  by  Board  of  Directors. 
Stables  for  horses  and  horses  for  rent.  $48  annually  for  unmetered  water. 
$10  monthly  for  entire  family  to  use  all  facilities,  including  golf  course. 
Electricity  furnished  by  Colorado  River  Authority  at  extremely  low  cost. 
Direct  telephone  service  to  Austin.  Excellent  highway  to  Austin  and  in 
all  directions.  Air  landing  field  at  Lakeway,  10  miles  away.  Lot  #130  is 
approximately  1/3  acre  and  located  at  the  top  of  hill  in  the  center  of 
Briarcliff  and  facing  Lake  Travis  giving  a panoramic  view  of  the  lake 
and  all  of  Briarcliff.  Priced  $7,750 — about  $2,000  under  similar  property. 
John  O.  McGuire,  M.D.,  2701  Berry  Road,  Houston,  Texas  77016.  Tele- 
phone OX  4-9695  or  OX  5-6476. 


SELLING 

BEAUTIFUL  EAST  TEXAS 
TOLEDO  BEND  COUNTRY 

We  specialize  in  investment  properties,  farms 
an(d  ranches. 

Management  and  syndication  services  available 
for  the  group  or  individual. 

Outstanding  opportunity  now  available  on  To- 
ledo Bend  Lake. 

TOWN  AND  COUNTRY  REAL  ESTATE 

214  Austin  St.  Center,  Texas 

713  598-5657 


AN  AIIAS  OF  THE  OSTEOCHONDROSES 

By  Louis  W.  Breck,  The  El  Paso  Orthopaedic  Surgery 
Group,  El  Paso,  Texas.  Foreword  by  Charles  Weer  Goff. 
The  first  text  to  present  all  of  the  osteochondroses  with 
a description  of  each  and  x-ray  illustrations  of  most. 
Covers  every  aspect — etiology,  anatomy,  pathology, 
pathogenesis,  signs  and  symptoms,  diagnosis,  prognosis, 
and  treatment.  Of  special  interest  is  an  in-depth  dis- 
cussion of  the  often  crippling  LCP  syndrome — osteo- 
chondrosis of  the  capital  femoral  epiphysis.  Cross  in- 
dices of  the  generic,  anatomic  and  the  eponymous  names 
are  given  (both  ways).  This  reference  book  should  be  in 
the  office  library  of  every  Orthopedist,  Pediatrician  and 
General  Practitioner.  ’71,  192  pp.  x 53  il.,  8 

tables,  $12.50 

CHARLES  C THOMAS  • PUBLISHER 
301-327  East  Lawrence  Avenue 
SPRINGFIELD  • ILLINOIS 
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DISTAL  EARLY  WARNING: 

shiny  skin  and  cold  sensitivity  may  suggest 
an  impaired  peripheral  circulation. 

Early  diagnosis  can  mean  more  viable 
smooth  musculature  more  capable  of  re- 
sponding to  vasospasmolytic  therapy  with 
Cyclospasmol. 

□ Cyclospasmol  lowers  peripheral  resist- 
ance in  limb  vessels ...  improves  distal  run- 
off, facilitates  development  of  collateral 
circulation. 

□ is  a musculotropic  without  significant 
adrenergic  or  cardiostimulant  effects. 

□ is  unrelated  to  epinephrine,  papaverine  or 
nicotinic  acid. 

A program  of  progressive  walking  exer- 
cise, cessation  of  smoking,  foot  care,  proper 
diet  and  Cyclospasmol  can  be  of  long-term 
value  to  many  patients  with  early  occlusive 
disease. 


Before  arteriosclerosis  obliterans  becomes  painfully  evident 

CYCLOSRI^MOi:  (cyclandelate)  200  mg.  Capsules 

For  long-term  enhancement 

ACTIONS:  Cyclospasmol  (cyclandelate)  is  an 
orally  effective  peripheral  spasmolytic  and 
vasodilator  that  acts  directly  on  the  vascular 
smooth  musculature  to  produce  a gradual  and 
progressive  relaxation  that  enhances  the 
peripheral  and  cerebral  blood  flow.  INDICA- 
TIONS: For  adjunctive  therapy  in  occlusive 
and  vasospastic  diseases  of  the  vascular  sys- 
tem associated  with  an  impaired  circulation, 
such  as:  intermittent  claudication;  arterioscle- 
rosis obliterans:  thrombophlebitis  (to  control 
associated  vasospasm  and  muscular  ische- 
mia); nocturnal  leg  cramps;  local  frostbite; 

Raynaud's  phenomenon;  as  an  aid  to  encour- 
age healing  of  diabetic  and  trophic  ulcers  of 
the  legs;  and  for  selected  cases  of  ischemic 
cerebral  vascular  disease.  A faster  response 
may  be  expected  in  conditions  in  which  vaso- 
spasm IS  predominant  in  the  pathological  proc- 
ess. The  drug  is  not  intended  to  substitute  for 
an  adequate  medical  or  surgical  program  in 
the  treatment  of  peripheral  or  cerebral  vascu- 
lar disease.  It  is  imperative  that  the  patient 
continue  to  follow  established  therapy,  e.  g., 
foot  care,  discontinuance  of  smoking,  etc., 
while  taking  Cyclospasmol.  Since  cerebrovas- 
cular disease  is  diagnosed  most  frequently 
only  after  destruction  of  nerve  tissue,  it  cannot 
be  expected  that  signs  and  symptoms  arising 
from  an  interruption  of  neuronal  function  can 

15«9  97. 


of  peripheral  circulation 


be  completely  reversed  by  correcting  the  ex- 
citing cause.  Nevertheless,  restoration  of 
blood  flow  towards  more  normal  levels  with 
cyclandelate  may  often  produce  marked  relief 
from  such  signs  and  symptoms  as  head  noises, 
ringing  in  the  ears,  a feeling  of  weakness,  un- 
steady gait,  mental  confusion,  temporary  fluc- 
tuations in  hearing  acuity,  poor  memory  and 
slurred  speech.  More  important,  the  drug  may 
provide  prophylaxis  against  further  circulatory 
embarrassment,  particularly  if  the  diminished 
circulation  is  associated  with  spasm  of  the 
vascular  wall.  CONTRAINDICATIONS:  Cyclo- 
spasmol is  contraindicated  in  cases  of  known 
hypersensitivity  to  the  drug.  WARNINGS:  1. 
Cyclandelate  should  be  used  with  extreme 
caution  in  patients  with  severe  obliterative 
coronary  artery  or  cerebral  vascular  disease, 
since  there  is  a possibility  that  these  diseased 
areas  may  be  compromised  by  vasodilatory 
effects  of  the  drug  elsewhere  2.  USE  IN  PREG- 
NANCY: The  safety  of  cyclandelate  for  use 
during  pregnancy  or  lactation  has  not  been 
established:  therefore,  it  should  not  be  used 
in  pregnant  women  or  in  women  of  childbear- 
ing age  unless,  in  the  judgment  of  the  physi- 
cian, its  use  is  deemed  absolutely  essential 
to  the  welfare  of  the  patient.  3.  Although  no 


prolongation  of  bleeding  time  has  been  dem- 
onstrated in  humans  in  therapeutic  dosages, 
it  has  been  demonstrated  in  animals  at  very 
large  doses.  Therefore,  the  hazard  of  a pro- 
longed bleeding  time  should  be  carefully  con- 
sidered when  administering  cyclandelate  to  a 
patient  with  active  bleeding  or  a bleeding  tend- 
ency PRECAUTIONS:  Since  Cyclospasmol  is 
a vasodilator,  it  should  be  used  with  caution 
in  patients  having  glaucoma.  Consult  direction 
circular  before  prescribing.  ADVERSE  REAC- 
TIONS: Gastrointestinal  distress  (pyrosis,  pain 
and  eructation)  may  occur  with  Cyclospasmol. 
These  symptoms  occur  infrequently  and  are 
usually  mild.  Relief  can  often  be  obtained  by 
taking  the  medication  with  meals  or  by  the 
concomitant  use  of  antacids.  Mild  flush,  head- 
ache, feeling  of  weakness  or  tachycardia  may 
occur,  especially  during  the  first  weeks  of  ad- 
ministration. SUPPLIED:  200  mg.  blue  cap- 
sules in  bottles  of  100  and  500;  100  mg. 
orange  tablets  in  bottles  of  100  and  500. 

May  we  send  you  reprints,  detailed  literature 
or  professional  samples? 

IVES  LABORATORIES  INC. 

685  Third  Avenue, 

New  York,  N.Y.  10017 


Dedicated  to  improving  the  quality  of  life,  through  Medicine 


Photograph  professionally  posed. 

”BALD  TOES” 

Well,  not  completely  bald. 

But  there  is  less  hair  on  the  toes  of  one 
foot  than  on  the  other.  Loss  of  hair  on  the 
toes  may  be  an  early  sign  of  peripheral  vas- 
cular disease. 

So,  too,  other  distal  early  warning  signs 
such  as  mild  calf  pain,  postural  color 
changes,  slow  or  unusual  toenail  growth. 
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Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 

Memorial  Hospital  and  the  Torbett  Clinic  which  opened  Januaiy, 

1963.  The  original  hospital  was 

founded  by  Dr.  J.  W.  Torbett,  Sr. 

in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 

other  foiTus  cf  physical  therapy 

as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 

conditions. 

THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 
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♦Inactive  status 


anxiety: 
a time  bomb 


Unless  "defused/'  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  ana 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


antianxiety 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous occupatians  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


r\  Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc, 
, / Nutley,  N.J.  07110 


HELP!. 

IN  SHVIMMERS  CAR, 

help  comes  fast  with  Furacin  Otic.  Diperodon  hydrochloride  provides  rapid 
relief  of  pain  and  pruritus  . . . antibacterial  Furacin  (nitrofurazone)  and  anti- 
mycotic Micofur(nifuroxime)  combat  the  susceptible  pathogens. The  nonmac- 
erating, hygroscopic  vehicle  softens  cerumen  . . . penetrates  to  the  infection 
. . . permits  free  drainage. 


FURACIN*  CTie 


(nitrofurazone) 

antibacterial/anesthetic/antifungal 


Formula;  Contains  (w /w)  0.2%  Furacin,  brand  of  nitrofur- 
azone, 0.375%  Micofur®’,  brand  of  nifuroxime,  and  2% 
diperodon  hydrochloride  dissolved  in  water-soluble,  non- 
drying, hygroscopic  polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bac- 
terial otitis  media  and  otomycosis.  In  otitis  media,  this 
preparation  is  not  effective  if  the  tympanic  membrane  is 
intact. 

Furacin  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active 
against  a variety  of  gram-positive  and  gram-negative  organ- 
isms. Activity  versus  Pseudomonas  sp.  is  limited  to  certain 
strains.  Micofur  (nifuroxime)  is  active  against  Candida 
(Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use 
and  is  more  likely  to  develop  in  eczematous  otitis  externa. 
To  minimize  such  reactions  (a)  limit  application  to  a week 
or  less,  and  (b)  avoid  use  of  excessive  amounts  which  may 
run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 
Supplied:  Bottle  of  15  cc.  with  dropper. 


^"  Originators  and  Developers  of  The  Nitrofurans 

EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacal  Company 
NORWICH,  NEW  YORK  13815 
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TEXAS  MEDICAL  ASSOCIATION 


MEDITERRANEAN  ADVENTURE 

AIR/SEA  CRUISE 

DEPARTING  DALLAS  AND  HOUSTON  ON  OCTOBER  13,  1971 


DISCOVER  THE  GREAT  CLASSICAL  SITES 
OF  THE  MEDITERRANEAN  AND  GREEK  ISLES. 


Send  to:  TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 


Enclosed  is  my  check  for  $ _ 
($100  per  personas  deposit.) 


City  State  Zip  Code 

□ Please  send  full  color  brochure. 


Home  Address 


Phone 


Exclusive  Mediterranean  Adventure  Features: 

• Direct  flights  via  chartered  private  jets. 

• First  class  luxury  on  the  chartered  Cunard 
cruise  liner  CARMANIA. 

• Total  passengers  limited  to  much  less  than 
ship  capacity. 

• All  meals  of  the  finest  international  cuisine. 

• Generous  70  pound  baggage  allowance. 

• Expedited  Customs  formalities. 

• Daily  optional  shore  excursions. 

• Duty  free  shopping  on  board  and  ashore 

• Never  any  regimentation— do  as  you  please 


Our  Mediterranean  Adventure  will  be  an  un- 
forgettable holiday.  Cruise  to  the  French 
Riviera.  Naples,  Sicily,  Malta,  Turkey,  the  Greek 
Isles  and  Athens.  Prices  start  from  $895.  Space 
is  strictly  limited.  We  urge  you  to  complete 
the  reservation  form  below  and  mail  it  to  us 
today! 
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Hit  with  baseball  bat. 

A trip  to  the  Emergency 
Room  and  1 0 stitches. 
Age  7. 


Dislocated  shoulder 
while  tumbling  in  gyr 
class.  Age  1 3. 


A broken  arm  falling 
out  of  Jackson’s  tree. 
Age  1 0.  And  age  1 1 . 


Emergency 
appendectomy  while 
on  vacation.  Age  14. 


Cut  finger,  4 stitches. 
Got  it  caught  in  the 
end  of  a tricycle 
handlebars.  Age  3. 


A broken  ankle.  Went 
to  kick  a football, 
missed  and  kicked  ^ 
the  ground.  Age  1 6. 


This  gu^  lived 
a nice  normal  childhood. 

He  lived  a childhood  like  most  of 
us.  Not  from  day  to  day,  but  from  bandage  to 
bandage.  If  it  wasn’t  a banged-up  knee,  it  was 
a broken  arm.  Or  stitches.  Tonsillectomy.  Or 
a trip  to  the  Emergency  Room. 

Well,  mom  and  dad,  kids  haven’t 
changed.  They  still  break  their  arms.  And 
need  stitches.  And  parents  still  have  to 
pay  for  it. 

That’s  where  Blue  Cross  and  Blue 
Shield  comes  in.  If  you’re  already  protected  by 
our  program,  you  know  what  we  mean.  If  not, 
well,  we’re  concerned  about  you  and  your 
kids.  That’s  why  we’ve  developed  a plan  that 
makes  sure  your  kids  get  the  best  health  care 
possible.  And  their  breaks  don’t  break  you. 

Neither  of  us  can  prevent  the  kids 
from  living  a nice,  normal  childhood.  Lord 
only  knows  it’ll  happen  anyway.  But  when  it 
does,  we  can  sure  help  make  growing  up  a lot 
easier.  For  the  both  of  you. 

^ BLUE  CROSS*  ^ BLUE  SHIELD’ 

1111^9  GROUP  HOSPITAL  SERVICE.  INC.  Xt®  GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY 

People  helping  people. 


® American  Hospital  Association 
^National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 
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AMA  House  of  Delegates  meets  in  Atlantic  City  to  discuss  poiicy  positions; 

Texas  delegates  present  6 major  resolutions  on  current  medical  issues 


The  Texas  Delegation  to  the  American 
Medical  Association  played  a major 
role  in  contributing  to  a policy  position 
on  peer  review  that  was  adopted  by 
the  AMA  House  of  Delegates  at  the 
1971  Annual  Meeting  of  the  Associa- 
tion, held  at  Atlantic  City,  N.  J.,  on 
June  20-24. 

The  AMA  House  of  Delegates  also 
gave  favorable  attention  to  six  other 
Texas  resolutions  relating  to  policies 
on  utilization  review  in  federal  hospi- 
tals, direct  biiling,  venereal  disease, 
plastic  identification  cards  for  physi- 
cians who  attend  medicai  meetings, 
revision  of  Medicare  guidelines  for 
nursing-home  care,  and  compensation 
of  physicians  for  services  rendered  to 
patients  in  extended-care  facilities. 
Most  of  the  resolutions  presented  in 
Atlantic  City  by  the  Texas  delegation 
were  prompted  by  poiicy  actions  of  the 
Texas  Medical  Association’s  House  of 
Delegates  at  the  1971  Annual  Session 
in  Houston. 

The  Texas  delegation,  composed  of 
18  delegates  and  alternate  delegates, 
an  AMA  trustee,  a Past  President  of 
the  Association,  and  several  other  in- 
terested physicians  from  the  state, 
also  monitored  and  contributed  to  dis- 
cussions on  some  91  resolutions  from 
other  state  medical  societies,  as  well 

^Good  Samaritan  Act’ 
not  amended  as  reported 

The  legislative  service  to  which  the 
Texas  Medical  Association  subscribes 
reported  incorrectly  that  an  amend- 
ment to  the  Good  Samaritan  Act, 
labeled  H.  B.  89,  had  been  approved 
by  Texas  Senators  and  Representa- 
tives during  the  62nd  session.  The  ser- 
vice later  corrected  its  report  to  reflect 
that  the  amendment  had  passed  the 
House,  but  did  not  pass  third  reading 
in  the  Senate.  The  June,  1971,  issue 
of  Texas  Medicine,  page  9,  stating  that 
the  amendment  had  passed  the  Texas 
Legislature  is  thus  incorrect. 

If  approved,  the  amendment  basi- 
cally would  have  provided  that  any 
physician  who,  in  good  faith,  adminis- 
tered emergency  medical  care  outside 
his  specialty  in  a hospital  emergency 
room  would  not  be  liable  for  civil 
damages. 


as  a host  of  reports  and  recommenda- 
tions from  AMA  boards,  councils,  and 
committees. 

In  addition  to  the  business  aspect 
of  the  meeting,  two  Texans  were  hon- 
ored by  the  AMA.  Dr.  George  R.  Herr- 
mann of  Galveston  received  the  AMA's 
highest  honor,  the  Distinguished  Ser- 
vice Award.  Dr.  Herrmann  is  professor 
of  medicine  at  The  University  of  Texas 
Medical  Branch  at  Galveston.  Mrs. 
R.  C.  L.  Robertson  of  Houston  also  was 
honored  upon  the  completion  of  a year 
of  outstanding  service  as  President  of 
the  Woman’s  Auxiliary  to  the  AMA. 

Peer  review 

The  AMA  House  of  Delegates  adopt- 
ed two  key  statements  on  peer  review 
which  were  advocated  in  a resolution 
by  the  Texas  delegation.  The  AMA  re- 
affirmed its  support  of  voluntary  mech- 
anisms of  review  and  education  by 
physicians,  such  as  public  grievance 
committees,  insurance  review  commit- 
tees, and  various  hospital  review  mech- 
anisms. The  resolution  by  the  Texas 
delegation  also  asked  the  AMA  and 
state  and  county  societies  to  take  an 
active,  responsible  role  in  peer  review 
and  to  document  and  circulate  to  the 
public  information  on  current,  func- 
tioning programs.  Medical  societies 
were  requested  to  stress  that  peer  re- 
view should  be  considered  a profes- 
sional function  to  be  carried  out  by 
physicians. 

The  poiicy  position  was  promoted 
by  the  Texas  delegation  to  thwart  gov- 
ernmental proposals  for  peer  review. 
The  Texas  resolution  pointed  out  that 
the  imposition  of  governmental  peer 
review  mechanisms  would  preempt, 
disrupt,  and  invalidate  medicine's  es- 
tablished review  and  disciplinary  pro- 
cedures. 

Utilization  review  in  federal  hospitals 

The  Texas  delegation  joined  with 
California  delegates  in  contributing  to 
action  by  the  AMA  House  which  calls 
for  the  AMA  to  press  for  effective  utili- 
zation review  in  all  federal  hospitals. 

The  action  was  prompted  by  recent 
legislative  proposals  for  controlling  the 
cost  and  utilization  of  medical  care 
and  services,  as  reflected  by  measures 
calling  for  the  establishment  of  Pro- 
fessional Standards  Review  Organiza- 
tions and  similar  approaches  by  the 
federal  government. 

The  Texas  resolution  pointed  out 


that  the  cost  of  care  rendered  in  many 
governmental  institutions,  such  as  hos- 
pitals operated  by  the  armed  services 
and  the  Veterans  Administration,  has 
been  high  as  compared  with  that  in 
community  and  private  hospitals.  Al- 
though the  Texas  resolution  was  not 
adopted,  the  House  of  Delegates  did 
adopt  a somewhat  similar  resolution 
sponsored  by  the  California  delegation. 

Direct  billing 

Acting  favorably  upon  a Texas  reso- 
lution, the  AMA  reiterated  its  strong 
support  for  the  concept  of  direct  bill- 
ing. The  AMA  will  continue  its  educa- 
tional programs  to  point  out  to  physi- 
cians the  advantages  of  direct  billing. 
The  AMA  also  will  continue  its  efforts 
to  provide  the  physician  with  the  op- 
tion of  either  billing  the  patient  direct- 
ly or  accepting  an  assignment  in  all 
cases  of  third-party  involvement,  in- 
cluding both  private  and  governmental 
programs. 

The  Texas  resolution  pointed  out 
that  the  Social  Security  Administration 
has  imposed  a regulation  stipulating 
that  Medicare  will  recognize,  as  a rea- 
sonable charge,  the  75th  percentile 
of  physicians’  charges  and  that  this 
amount  will  be  used  as  a general  limit 
for  payment.  Social  Security  also  has 
imposed  a freeze  on  medical  fees  since 
1968,  and  although  the  fee  schedule 
has  been  updated,  it  still  is  not  based 
upon  current  levels  of  charges. 

Texas  delegates  emphasized  that 
the  federal  government  is  assuming  an 
even  greater  role  in  financing  medical 
care  and  that  it  can  be  expected  to 
become  even  more  involved  in  con- 
trolling and  in  reducing  the  fees  of 
physicians. 

As  cited  by  the  resolution,  the  ad- 
vantages of  direct  billing  include: 

1.  It  protects  both  the  patient  and 
the  physician  from  interference  by  gov- 
ernment and  by  third  parties. 

2.  It  is  the  least  demanding  on  the 
time  of  the  busy  physician  and  his 
office  assistants. 

3.  It  reduces  the  multitude  of  com- 
plexities which  are  involved  in  the  tak- 
ing of  assignments.  The  physician  does 
not  have  to  be  concerned  as  to  wheth- 
er the  patient  is  eligible  for  benefits, 
which  services  are  covered  in  various 
programs,  and  the  factors  of  deducti- 
bles and  co-insurance. 
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Venereal  disease 

The  AMA  House  of  Delegates  adopt- 
ed a Texas  resolution  calling  for  inten- 
sified public  and  professional  educa- 
tion that  will  result  in  an  increased 
awareness,  exact  diagnosis,  effective 
treatment,  prompt  reporting,  and  prop- 
er epidemiological  investigation  of  ve- 
nereal disease. 

The  resolution  was  prompted  by  the 
tremendous  increase  in  the  incidence 
of  venereal  disease,  particularly  gonor- 
rhea, which  has  reached  epidemic  pro- 
portions. In  1970,  there  were  approxi- 
mately 80,000  new  cases  of  primary 
syphilis  and  more  than  2 million  cases 
of  gonorrhea  in  the  United  States. 

Physicians  were  urged  to  take  ap- 
propriate measures  to  reverse  the  rise 
in  venereal  disease  and  to  bring  it 
under  control — primarily  by  assisting 
public  health  departments  in  timely 
reporting  of  cases  which  they  treat. 

Legislative  approaches  also  were  ad- 
vocated. Medical  societies  were  asked 
to  assume  leadership  in  promoting  the 
enactment  of  laws  in  states  that  do 
not  permit  physicians  to  treat  VD 
cases  of  minors  without  obtaining 
parental  consent.  States  were  urged  to 
enact  laws  requiring  serological  labora- 
tories to  report  reactive  specimens  by 
name  of  patient  and  physician  to  the 
health  department. 

Physicians  were  encouraged  to  call 
upon  the  Woman’s  Auxiliary  to  county 
medical  societies  in  carrying  out  public 
education  campaigns. 

The  adopted  resolution  reiterated 
the  AMA’s  support  of  the  National 
Commission  on  Venereal  Disease.  The 
AMA  also  will  give  encouragement  to 
research  and  to  development  of  a vac- 
cine against  venereal  disease. 


Mercantile  National  Bank  Stock  Fund 
Loomis-Sayles  Capital  Development  Fund 
T.  Rowe  Price  Growth  Stock  Fund 
Loomis-Sayles  Mutual  Fund 
Stein  Roe  & Farnham  Balanced  Fund 
Mercantile  Bank  Fixed  Income  Fund 


Identification  cards 

The  Texas  delegation  authored  an- 
other resolution  which  prompted  the 
AMA  House  of  Delegates  to  commend 
the  development  of  a plastic  identifica- 
tion card  which  should  prove  time- 
saving and  useful  to  physicians  who 
attend  medical  meetings. 

The  card  bears  the  name  and  ad- 
dress of  the  physician.  The  plastic 
card  is  "stamped  in”  when  a physician 
registers  for  a meeting  or  a continuing 
education  program,  or  attends  an  ex- 
hibit. The  idea  is  directed  toward 
avoiding  problems  of  illegibility  and 
for  the  recording  of  requests  by  physi- 
cians. The  card  now  is  being  used  at 
AMA  conventions. 

The  Texas  resolution  commended 
the  AMA  and  the  Association  of  Medi- 
cal Exhibitors  for  their  contributions 
to  the  development  of  a “time-saving, 
energy-conserving  procedure.”  The  res- 
olution asked  that  the  feasibility  of 
using  one  card  and  similar  uniform 
procedures  be  considered  for  all  AMA 
meetings  and  conventions,  as  well  as 
those  sponsored  by  state  and  specialty 
societies  and  other  medical  organiza- 
tions. 

Medicare  regulations  for 
nursing  homes 

Further  consideration  will  be  given 
to  a Texas  resolution  calling  for  the 
revision  of  Medicare  guidelines  for 
nursing  home  care  in  order  to  ensure 
that  the  original  commitment  made  by 
the  federal  government  to  the  elderly 
is  honored. 

Under  present  Medicare  regulations, 
many  claims  for  nursing  home  care 
have  been  denied  retroactively.  The 
regulations  have  not  made  it  feasible 
for  many  nursing  homes  and  patients 
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to  participate  in  the  Medicare  pro- 
gram. Thus,  quality  extended  care  has 
been  denied  to  many  Medicare  pa- 
tients. 

The  Texas  resolution  pointed  out 
that  Medicare  was  originally  estab- 
lished to  provide  extended-care  bene- 
fits for  the  elderly. 

The  AMA  House  voted  to  refer  the 
Texas  resolution  to  the  AMA  Council 
on  Medical  Service  for  further  consid- 
eration. 

Patients  in  extended-care  facilities 

The  AMA  House  also  adopted  a 
Texas  resolution  which  calls  for  the 
AMA  to  endeavor  to  persuade  the  So- 
cial Security  Administration  to  revise 
existing  Medicare  and  Medicaid  poli- 
cies relating  to  physicians’  payments 
for  visits  to  nursing  homes  when  more 
than  one  patient  is  seen  on  a single 
visit. 

While  not  limiting  the  number  of 
visits,  Social  Security  regulations  place 
restrictions  on  the  number  of  visits  for 
which  Medicare  will  pay,  unless  there 
is  adequate  documentation  as  to  the 
medical  necessity  for  them. 

The  Texas  resolution  pointed  out 
that  patients  in  nursing  homes  require 
varying  types  of  care.  Reevaluation, 
review,  and  changing  of  treatment, 
medication,  and  examination,  and  con- 
sultations with  nursing  home  person- 
nel and  family  continually  command 
the  physician’s  time.  The  resolution 
emphasized  that  a physician  should 
be  paid  for  those  services  which  he 
renders.  It  was  noted  that  updating, 
coding,  and  the  use  of  Current  Proce~ 
dural  Terminology  also  would  simpli- 
fy the  many  forms  with  which  a phy- 
sician is  concerned. 

Acting  favorably  upon  the  Texas 
resolution,  the  AMA  House  adopted  a 
policy  position  that  Medicare  and  Medi- 
caid regulations  should  recognize  the 
different  types  and  levels  of  care  which 
patients  require  and  the  different  levels 
of  compensation  which  should  be 
paid  for  those  services.  This  principle 
should  apply  to  all  types  of  care  which 
are  provided  to  beneficiaries,  regard- 
less of  whether  services  are  rendered 
in  the  physician’s  office,  the  patient’s 
home,  a hospital,  or  an  extended-care 
facility. 

The  policy  action  also  asked  the 
Social  Security  Administration  to  recog- 
nize procedures  and  terminology  set 
forth  in  the  publication  Current  Pro- 
cedural Terminology,  which  lists  spe- 
cific services  physicians  render  to  pa- 
tients. To  implement  the  policy  posi- 


*Adjusted  to  include  dividends  and  distributions  since  9-30-68. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investment 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 
on  mutual  funds.) 

Original  Net  Asset 

Price  f Value  Per  Share s 

Investment  Media  9-30-68  5-31-71  5-31-71* 
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Royce  D.  Brough,  Jr,,  (second  from  right),  winner  of  the  Texas  Medicine  award 
for  excellence  in  scientific  writing,  delightedly  receives  congratulations  from  (left 
to  '■'ght)  Dr,  F,  C,  Pannill,  dean  of  The  University  of  Texas  Medical  School  at 
Sari  Antonio;  Dr,  John  M,  Smith,  Jr,,  of  San  Antonio,  chairman  of  the  TMA  Board 
of  Trustees  and  Board  of  Publication;  and  Dr.  Fred  M.  Taylor,  associate  dean 
for  academic  development  for  the  medical  school. 


tion,  the  House  of  Delegates  asked  the 
AMA  to  do  its  utmost  to  persuade  So- 
cial Security  to  revise  its  policies. 

Memorial  resolution 
The  long  and  distinguished  service 
of  the  late  Dr.  Truman  Conner  Terrell 
of  Fort  Worth  was  recognized  by  the 
AMA  House  of  Delegates  in  adopting 
a memorial  resolution.  Dr.  Terrell  died 
on  June  9,  1971,  after  rendering  more 
than  50  years  of  distinguished  service 
to  medicine.  He  had  served  as  a Texas 
delegate  to  the  AMA  from  1949  to 
to  1967. 

Radio  stations  can  dial 
for  AMA  health  news 

Teen-agers  are  especially  susceptible 
to  the  harmful  effects  of  marijuana, 
report  two  researchers  in  an  exclusive 
taped  interview  offered  by  the  Ameri- 
can Medical  Association  to  local  radio 
stations. 

Drs.  Harold  Kolansky  and  William 
T.  Moore,  whose  article  on  the  psy- 
chological effects  of  marijuana  ap- 
peared recently  in  The  Journal  of  the 
American  Medical  Association,  reveal 
additional  supporting  evidence  in  the 
recorded  interview. 

The  interview  is  the  first  of  a weekly 
series  of  taped,  health-related  pre- 
sentations available  to  local  radio  sta- 
tions over  a toll-free  telephone  hook- 
up. Each  of  the  authoritative  series  of 
tapes  will  run  from  45  to  90  seconds 
and  is  designed  to  be  recorded  and 
integrated  into  a station’s  local  news- 
casts. 

Future  services  plan  to  include  20-, 
30-,  and  60-second  public  service 
announcements,  60-second  "health 
tips”,  and  features. 

The  toll-free  number  is  800/ 
621-0088. 

Association  planning 
for  October  meeting 

Speakers  are  now  being  invited  and 
plans  are  being  made  for  the  fall  con- 
ference of  the  Texas  Medical  Associa- 
tion, scheduled  for  Oct.  2,  1971. 

The  Conference  on  Medical  Practice 
will  be  held  in  the  Joe  C.  Thompson 
Conference  Center  on  The  University 
of  Texas  at  Austin  campus.  Issues  of 
interest  to  practicing  physicians  in  the 
state — proposals  for  national  health 
care,  physician  manpower,  medical 
education,  new  standards  of  hospital 
accreditation,  foundations  for  medical 
care,  peer  review,  direct  billing,  et 
cetera — will  be  emphasized. 

Association  boards,  councils,  and 
committees  will  also  meet  during  the 


conference  to  discuss  pertinent  busi- 
ness. New  members  will  have  an  op- 
portunity to  learn  about  the  services 
of  TMA  through  the  Orientation  Pro- 
gram. 

Conference  registrants  will  be  able 
to  attend  the  afternoon  grid  game  be- 
tween The  University  of  Texas  and 
Oregon.  Some  700  tickets  at  $6  each 
will  be  available  for  physicians  who 
wish  to  purchase  them. 

In  addition  to  the  football  game  on 
Saturday  afternoon,  an  evening  of  fun 
on  Town  Lake  is  being  planned.  A 
cocktail  party,  sponsored  by  the  TMA 
Insurance  Program,  will  be  held  fol- 
lowing the  game  at  Fiesta  Gardens  on 
Austin’s  Town  Lake.  Physicians  and 
their  wives  may  stay  at  the  entertain- 
ment area  after  the  cocktail  party  for 
a Mexican  supper  and  an  evening  of 
dancing.  Final  cost  to  physicians  for 
the  entertainment  and  dinner  after  the 
cocktail  hour  is  not  yet  available. 

Increased  hospital  births 
recorded  again  in  1970 

More  babies  were  born  in  hospitals  in 
1970  than  in  1969,  according  to  the 
American  Hospital  Association. 

This  is  the  second  straight  year 
that  hospitals  reported  an  increase  in 
births.  During  the  years  1962-1968, 
hospital  births  decreased  each  year 
after  reaching  their  all-time  high  of 
3,908,121  in  1961. 

Births  reported  in  1970  totaled 
3,537,000.  In  1969,  hospital  births 
totaled  3,319,315. 


TEXAS  MEDICINE  award 
goes  to  UTMSSA  student 

Royce  D.  Brough,  Jr.,  a student  at 
The  University  of  Texas  Medical  School 
at  San  Antonio,  has  been  chosen  win- 
ner of  the  sixth  annual  Texas  Medi- 
cine award  for  excellence  in  scientific 
writing. 

Brough’s  article,  “Experimental 
Studies  of  Cardiac  Function  During 
Irreversible  Hemorrhagic  Shock,’’  will 
be  published  in  the  journal  this  fall. 

In  addition  to  publication  of  his  ar- 
ticle, Brough  received  a check  for  $300 
from  Dr.  John  M.  Smith,  Jr.,  of  San 
Antonio,  chairman  of  the  Texas  Medi- 
cal Association’s  Board  of  Trustees 
and  the  TMA  Board  of  Publication.  Dr. 
F.  Carter  Pannill,  dean  of  the  medical 
school,  and  Dr.  Fred  Taylor,  associate 
dean  for  academic  development,  as- 
sisted in  the  presentation  on  June  18. 

A graduate  of  Abilene  Christian  Col- 
lege, Brough  is  a native  of  Nacog- 
doches. Before  he  entered  medical 
school,  he  taught  mathematics  in  Wy- 
lie, Tex.;  Valley,  Neb.;  and  Jackson, 
Miss.  In  1967-1968,  he  attended  the 
University  of  Mississippi  School  of 
Medicine  in  Jackson  as  a predoctoral 
fellow  in  physiology.  In  1969,  he  en- 
rolled in  The  University  of  Texas  Medi- 
cal School  at  San  Antonio,  and  in 
1970,  he  received  a Medical  Student 
Research  Fellowship. 

Brough  is  a member  of  the  Student 
American  Medical  Association  and  Phi 
Rho  Sigma  medical  fraternity.  He  is 
also  a student  affiliate  of  the  Texas 
Academy  of  General  Practice. 
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TEXAS  MEDICINE 


What  Texas 
doctors  need, 
is  a Malpractice 
Liabiiity  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that's  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUAUY INDEMNIIY  EXDHANBE 

754  Insurance  Exchange  Building  • Denver,  Colo.  80202  • (303)  825-0161 


TMA-0171 


Ortho-Novum  1 /50n  21  is  for  people. 

People  who  want  no  more  hormonal  activity  than 
is  needed  for  effective  contraception  — 

50  meg  of  mestranol  and  1 mg  of  norethindrone. 

People  who  want  a pill  to  stay  with  — like  the 
1,719  patients  on  Ortho-Novum  1 j 50  nil  in  a 
controlled  study.  Of  these,  only  2.3%  dropped 
out  for  drug-related  reasons. 

People  who  appreciai 
the  unique  qualities  of 
the  Dialpak^'—theTablet 
Dispenser  preferred 
by  an  overwhelming 
majority  of  women.^ 

People  who  like  the 
simplicity  of  the  21 -day 
regimen ...3  weeks  on, 

1 week  off. 

Yes,  Ortho-Novum  l/50n21  is  for  people.  That’s 
why  people  are  for  Ortho-Novum  1 / 50 a21. 


1.  Data  on  file,  Ortho  Research  Foundation,  Raritan,  N.  J.,  2.  Oral  Contraceptive 
Packaging  Test,  Suburban  Research  Associates,  Ridgewood,  N.  J.,  June  1970. 

0rtho-Novuml/50°2l 

TRAOEMAHK 

Each  tablet  contains  1 mg  norethindrone 
and  0.05  mg  mestranol 


•TRADEMARK 


See  next  page  for  prescribing  information. 


Ortho-Novuml/50”2I 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone  and  0.05  mg  mestranol 


PRESCRIBING  INFORMATION 


DESCRIPTION;  Each  ORTHO  NOVUM  1/50D21  Tablet  contains  1 mg  of  the 
potent  progestational  substance,  norethindrone  Q7a/pha-ethinyl-17-hydroxy- 
4-estren'3-one)  together  with  0.05  mg  of  the  estrogenic  compound,  mestranol 
(ethinyl  estradiol  3-methyl  ether). 

SPECIAL  NOTE;  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than 
that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  the  studies  conducted  in 
both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  ele- 
vated blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long  term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
neither  be  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

INDICATION;  Contraception. 

CONTRAINDICATIONS;  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions. 

2.  Markedly  impaired  liver  function. 

3.  Known  or  suspected  carcinoma  of  the  breast. 

4.  Known  or  suspected  estrogen  dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital  bleeding. 

WARNINGS;  1.  The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmo- 
nary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  in  Great  Britain'  ^ leading  to  this  conclusion, 
and  one-  in  this  country.  The  estimate  of  the  relative  risk  of  thromboembch 
lism  in  the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and 
associates  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease  with- 
out evident  cause  as  non-users.  The  American  study  also  indicated  that  the 
risk  did  not  persist  after  discontinuation  of  administration,  and  that  it  was 
not  enhanced  by  long  continued  administration.  The  American  study  was 
not  designed  to  evaluate  a difference  between  products.  However,  the  study 
suggested  that  there  might  bean  increased  risk  of  thromboembolic  disease 
in  users  of  sequential  products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable. 

2.  Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn. 

3.  Since  the  safety  of  ORTHO-NOVUM  1/50D21  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed  two 
consecutive  periods,  pregnancy  should  be  ruled  out  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule,  the  possibility  of  pregnancy  should  be  considered  at  the  time  of 
the  first  missed  period. 

4.  A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long  range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

PRECAUTIONS;  1.  The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals. 

2.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  ORTHO-NOVUM  1/50cj21.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  ORTHO-NOVUM  1/50021,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

3.  Under  the  influence  of  estrogen-progestogen  preparations,  pre-existing 
uterine  fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause  some  degree  of  fluid  retention,  condi- 
tions which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

5.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vagi- 
nam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed- 
ing per  vaginam,  adequate  diagnostic  measures  are  indicated. 

6.  Patients  with  a history  of  psychic  depression  should  be  carefullyobserved 
and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree. 


7.  Any  possible  influence  of  prolonged  ORTHO-NOVUM  1/50D21  therapy 
on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study. 

8.  A decrease  in  glucose  tolerance  has  been  observed  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  ORTHO-NOVUM  l/50a21  therapy. 

9.  The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treat- 
ment with  ORTHO-NOVUM  1/50d21  may  mask  the  onset  of  the  climacteric. 

10.  The  pathologist  should  be  advised  of  ORTHO-NOVUM  1/50D21  therapy 
when  relevant  specimens  are  submitted. 

11.  Susceptible  women  may  experience  an  increase  in  blood  pressure  follow- 
ing administration  of  contraceptive  steroids. 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRA- 
CEPTIVES; A statistically  significant  association  has  been  demonstrated  be- 
tween use  of  oral  contraceptives  and  thefollowingseriousadverse  reactions: 
Thrombophlebitis  Pulmonary  embolism  Cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions: 


Neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives: 

Nausea 
Vomiting 

Gastrointestinal  symptoms 
(such  as  abdominal 
cramps  and  bloating) 

Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Breast  changes:  tenderness,  enlargement  and  secretion 
Changes  in  cervical  erosion  and  cervical  secretions 
Suppression  of  lactation  when  given  immediately  post-partum 
Rise  in  blood  pressure  in  susceptible  individuals 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 

Anovulation  post  treatment;  Premenstrual-like  syndrome;  Changes  in 
libido;  Changes  in  appetite;  Cystitis-like  syndrome;  Headache;  Nervousness; 
Dizziness;  Fatigue;  Backache;  Hirsutism;  Loss  of  scalp  hair;  Erythema  multi- 
forme; Erythema  nodosum;  Hemorrhagic  eruption;  Itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: 

Hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests; 

Coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX,  and  X; 
Thyroid  function:  increase  in  PBI,  and  butanol  extractable  protein  bound 
iodine  and  decrease  in  T^  uptake  values; 

Metyrapone  test;  Pregnanediol  determination. 

DOSAGE  AND  ADMINISTRATION:  The  dosage  of  ORTHO-NOVUM  1/50d21  for 
the  initial  cycle  of  therapy  is  one  tablet  administered  daily  from  the  5th 
through  the  25th  day  of  the  menstrual  cycle,  counting  the  first  day  of  men- 
strual flow  as  “Day  1”.  The  use  of  ORTHO-NOVUM  1/50021  for  contracep- 
tion can  be  initiated  immediately  postpartum.  (If  ORTHO-NOVUM  l/50o21 
is  first  taken  later  than  the  fifth  day  of  the  first  menstrual  cycle  of  medica- 
tion or  postpartum,  contraceptive  reliance  should  not  be  placed  on  ORTHO- 
NOVUM  1/50021  until  after  the  first  seven  consecutive  days  of  administra- 
tion. The  possibility  of  ovulation  and  conception  prior  to  initiation  of  medi- 
cation should  be  considered.)  For  subsequent  cycles,  no  tablets  are  taken 
for  7 days,  then  a new  course  is  started  of  one  tablet  a day  for  21  days.  The 
dosage  regimen  then  continues  with  7 days  of  no  medication  followed  by 
21  days  of  medication,  instituting  a three  weeks  on,  one  week  off  dosage 
regimen. 


Edema 

Chloasma  or  Melasma 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Mental  depression 
Change  in  weight 
(increase  or  decrease) 


HOW  SUPPLIED;  ORTHO-NOVUM  l/50o21  Tablets  (as  yellow  unscored  tab- 
lets with  “Ortho”  and  "1"  debossed  on  each  side)  are  available  in  DIALPAK* 
Tablet  Dispenser  containing  21  tablets  and  DIALPAK  3-cycle  Tablet  Dis- 
penser containing  63  tablets  arranged  for  3 cycles  of  administration. 
REFERENCES;  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thromboembolic  Disease.  J.  Coll.  Gen.  Pract.,  13:267-279,  1967.  2.  In- 
man, W.  H.  \N.  and  Vessey,  M.  P.  Investigation  of  Deaths  from  Pulmonary  Coro- 
nary and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing 
Age,  Brit.  Med.  J.,  2:193-199,  1968.  3.  Vessey,  M.  P.  and  Doll,  R.  Investigation 
of  Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic  Dis- 
ease. A Further  Report,  Brit.  Med.  J.,  2:651-657,  1969.  4.  Sartwell,  P.  E.,  Masi, 
A.  T.,  Arthes,  F.  G.,  Greene,  G.  R.,  and  Smith,  H.  E.,  Thromboembolism  and 
Oral  Contraceptives:  An  Epidemiological  Case-Control  Study, 

Am.  J.  Epidem.  90:365-380,  (Nov.)  1969. 
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ORTHO  PHARMACEUTICAL  CORPORATION  • 


RARITAN,  NEW  JERSEY  08869 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  "case  history"  of  one  new  drug  — or, 
rather,  a proposed  new  drug  - assembled  for  submis- 
sion to  the  U.  S.  Federal  Food  and  Drug  Administration. 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 

Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St.,  N.  W.,  Washington,  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


in  stable  adult  diabetes,  if  diet  alone fails... 

startwith 

DBFTD 

(phenformin  HCl) 

timed-disintegration  capsules  50  mg.  ' 


fc,.*.' 


Lowers  elevated  blood  sugar  without  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesisand  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


EerTD 

( phenformin  HCl) 

' '*■  timed-disintegration  capsules  50  mg. 

lowers  elevated 
blood  sugar 


Howto  prescribe  DBI®-TD  (phenformin  HCl) 

To  start  with  DBI-TD 

Week  1 1 capsule  with  breakfast  may  be  ef- 
fective, or  a second  capsule  may  be 
given  with  the  evening  meal. 

Week  2 Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
ures, primary  and  secondary.  Contraindications;  Diabetes  mel- 
litus that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
is  uncomplicated  and  well  regulated  on  insulin;  acute  compli- 
cations of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
grene); surgery;  severe  hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBion  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre- 
cautions: Starvation  Ketosis,  which  must  be  differentiated 
from  "insulin  lack”  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBl  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBl  is  not  rec- 
ommended in  the  presence  of  azotemia  or  in  any  clinical  situa- 
tion that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
sis, it  is  recommended  that  periodic  determinations  of  ketones 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBl,  or  DBl  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBl  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBl  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBl.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBl  should  be  immediately  withdrawn.  Although  rare,  > 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage;  1 to  3 / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBl  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707^  /(^ 


Volume  67,  July,  1971 


17 


It’s  working, 
even  when  she’s  not. 


10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol®  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystitis. 

The  convenient  h.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
sielld-Aerobdcter,  Stdphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note;  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
rnedia  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrimeth* 
amine  in  congenital  toxoplasmosis);  pregnancy  at  term  and 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly 
investigated.  Sulfonamides  will  not  eradicate  or  prevent  se- 
quelae to  group  A streptococcal  infections,  i.e.,  rheumatic 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  reac- 
tions, agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  reported;  early  clinical  signs  such  as  sore 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  serious 
blood  disorders.  Complete  blood  counts  and  urinalysis  with 
careful  microscopic  examination  are  recommended  frequently 
during  sulfonamide  therapy.  Clinical  data  are  insufficient  on 
prolonged  or  recurrent  therapy  in  chronic  renal  diseases  of 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma 
and  in  glucose-6-phosphate  dehydrogenase-deficient  indi- 
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4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
pathogens,  such  as  E.  coli,  Klebsiella- Aer oh acter,  S.  aureus  and  others. 
Action  all  day.  And  action  all  night  to  prevent  retained  urine  from 
becoming  the  medium  for  bacterial  proliferation. 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d, 
therapy  means  rapid  symptomatic 
improvement,  often  in  24  to  48  hours,  for 
most  patients  with  nonobstructed  urinary 
tract  infections. 

in  nonobstructed  urinary  tract  infections 

Gantanol  RLD. 

(sulfamethoxazole) 

Tablets/Suspension 
12  hours  of  therapy  with  every  dose 


viduals.  In  the  latter,  dose-related  hemolysis  may  occur. 
Maintain  adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
nemia; allergic  reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
dominal pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations,  tin- 
nitus, vertigo  and  insomnia;  and  miscellaneous  reactions: 
drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b./.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

/ \ Roche  Laboratories 

C ROCHE  > Division  of  Hoftmann-La  Roche  Inc. 

\ / Nutley,  N.J.  07110 
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HOSPiTELS 

INCORPORATED 


FRANQsf^ 
CONVALESCENT 
CENTERS 

DIVISION  Of  fRANCiS  HOSPiTELS,  INC 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  ail  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  “Hospi- 
telble”  Francis  way. 


FRANCIS  HOSPITELS,  INC.,  suite  204,  7700  Chevy  Chase  Drive,  Austin,  512  454-5101 


FRANCIS  CONVALESCENT  CENTERS  WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
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Rheumatic  Disease:  American  College 
of  Physicians  will  present  "Recent 
Advances  in  Rheumatic  Diseases” 
July  26-29  at  the  Stanley  Hotel  in 
Estes  Park,  Colo.  The  course  will  em- 
phasize therapeutic  techniques  avail- 
able to  the  practicing  internist  and  fam- 
ily physician.  The  basic  program  of 
therapy  in  rheumatoid  arthritis  will  be 
reviewed,  as  well  as  a report  of  a recent 
nationwide  trial  of  the  cytotoxic  drugs. 
A panel  of  orthopedic  surgeons  will 
discuss  surgery  in  the  patient  with 
rheumatoid  arthritis,  and  a rheumatol- 
ogist will  comment  on  the  post-sur- 
gery results.  Extra-articular  manifesta- 
tions and  radiographic  clues  in  the 
diagnosis  of  connective  tissue  disor- 
ders will  be  presented.  Special  empha- 
sis will  be  placed  on  renal  lupus,  and 
a distinguished  panel  will  discuss  the 
therapy  of  systemic  lupus.  Common 
problems  in  the  diagnosis  and  man- 
agement of  gout,  scleroderma,  and  the 
many  diseases  associated  with  spon- 
dylitis will  also  receive  attention. 

Tuition  fee  for  members  is  $80;  for 
non-members,  $125.  Requests  for  reg- 
istration forms  and  information  should 
be  directed  to  the  Registrar,  Postgradu- 
ate Courses,  American  College  of  Phy- 
sicians, 4200  Pine  St.,  Philadelphia, 
Pa.  19104. 

Nuclear  Medicine:  July  26-30  are  the 
dates  of  a course  entitled,  "Nuclear 
Medicine — Its  Use  in  Defining  Dis- 
ease,” sponsored  by  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton and  UT  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston.  The 
course  is  designed  for  both  the  general 
practitioner  and  the  specialist  and  will 
take  place  at  UT  M.D.  Anderson  Hos- 
pital. Fee  for  the  course  is  $100.  Con- 
tact: Dr.  Grant  Taylor,  Dean,  Division 
of  Continuing  Education,  UT  Graduate 
School  of  Biomedical  Sciences  at  Hous- 
ton, PO  Box  20367,  Houston  77025. 

Dermal  Pathology:  The  University  of 
Texas  Graduate  School  of  Biomedical 
Sciences  and  UT  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston 
will  present  a five-day  course  in  "Der- 
mal Pathology”  Aug.  23-27.  Emphasis 
will  be  on  reviewing  the  basic  concepts 
of  dermal  pathology,  including  embry- 
ology, histology,  electron  microscopy, 
histochemistry,  inflammatory  derma- 


toses, granulomatous  dermatoses,  re- 
ticulo-endothelial  dermatoses  and  nevi 
and  neoplasms. 

The  course  is  designed  primarily  for 
pathologists  and  dermatologists.  Tui- 
tion fee  is  $125.  For  further  informa- 
tion, write  to  the  Division  of  Continuing 
Education,  UT  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  PO  Box 
20367,  Houston  77025. 

Obstetrics  and  Gynecology:  The  Mike 
Hogg  Intensive  Review  in  Obstetrics 
and  Gynecology,  presented  by  the 
division  of  continuing  education,  UT 
Graduate  School  of  Biomedical  Scien- 
ces at  Houston,  will  be  held  at  St. 
Joseph  Hospital  in  Houston,  Sept.  17- 
18.  Guest  speaker  will  be  Dr.  James  L. 
Breen,  director  of  obstetrics-gynecolo- 
gy at  St.  Barnabas  Medical  Center, 
Livingston,  NJ,  and  associate  profes- 
sor at  New  Jersey  College  of  Medicine 
and  Dentistry.  Dr.  Breen  will  be  joined 
by  members  of  the  faculty  of  The  Uni- 
versity of  Texas  System. 

For  further  information  write  to  the 
Office  of  the  Dean,  The  University  of 
Texas  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education,  PO  Box  20367, 
Houston  77025. 

Laboratory:  The  Laboratory  Division 
of  the  Center  for  Disease  Control, 
Atlanta,  Ga.,  is  offering  the  following 
training  courses: 

Sept.  7-17,  "Epidemiology  and  Con- 
trol of  Vectorborne  Diseases” 

Part  1.  Basic  Vectorborne  Disease 
Control  (closing  date:  Aug.  23) 
Sept.  20-24,  "Epidemiology  and 
Control  of  Vectorborne  Diseases” 

Part  2.  Advanced  Epidemiology 
and  Ecology  of  Vectorborne  Dis- 
eases (closing  date:  Sept.  6) 

Sept.  24-Oct.  1,  "Laboratory  Meth- 
ods in  the  Detection  of  Rabies” 
(closing  date:  July  30) 

For  more  information  on  the  courses, 
contact  the  Laboratory  Training  Divi- 
sion, Center  for  Disease  Control,  De- 
partment of  Health,  Education  and 
Welfare,  Atlanta,  Ga.  30333. 

Orthopedics:  American  Academy  of 
Orthopaedic  Surgeons  will  sponsor  a 
postgraduate  course  on  the  "Foot,” 
Sept.  29-Oct.  1,  in  San  Antonio.  Dr. 
Charles  A.  Rockwood,  Jr.,  professor 
and  chairman  of  orthopaedic  surgery. 


UT  Medical  School  at  San  Antonio,  will 
direct  the  three-day  course  of  lectures 
and  panel  discussions.  Designed  for 
orthopaedic  surgeons  and  residents, 
the  course  will  be  held  at  the  San 
Antonio  Convention  Center  and  at  the 
Hilton  Palacio  Del  Rio  Hotel,  in  coop- 
eration with  the  American  Orthopaedic 
Foot  Society,  Inc.,  and  the  UT  Medical 
School  at  San  Antonio. 

Subjects  will  include  surgical  anato- 
my, examination  technique,  and  trau- 
ma to  the  foot,  including  fractures, 
dislocations,  amputations,  infections, 
and  tendon  injuries.  Two  morning  ses- 
sions will  be  devoted  to  foot  problems 
in  the  adult,  and  symposia  on  bunions 
and  on  the  forepart  of  the  foot  are 
scheduled.  A special  evening  session 
will  be  devoted  to  a consultation  con- 
ference with  the  faculty,  to  which  reg- 
istrants are  invited  to  bring  their  prob- 
lem cases  and  roentgenograms. 

For  application  forms  and  further  in- 
formation, contact  Dr.  Charles  A.  Rock- 
wood,  Jr.,  UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229. 

Pediatric  Cardiorespiratory  Care:  This 
three-day  program,  developed  jointly 
by  the  American  College  of  Chest  Phy- 
sicians: the  Cystic  Fibrosis  Foundation, 
Texas  Gulf  Coast  Chapter  in  Houston; 
and  the  Texas  Institute  for  Rehabilita- 
tion and  Research,  will  be  presented 
in  Houston,  Sept.  30-0ct.  2.  The  course 
will  deal  with  the  practical  aspects  of 
pediatric  cardiorespiratory  disease,  and 
a multidisciplinary  faculty  will  present 
lectures  and  panel  discussions  in  the 
areas  of  operative  lesions,  inoperative 
cardiopulmonary  diseases,  infectious 
and  noninfectious  pneumonitis,  asth- 
ma, upper  airway  obstruction,  and 
cystic  fibrosis.  Afternoon  sessions  will 
be  utilized  for  small  group  practical 
demonstrations  which  will  include 
methods  of  blood  gas  determination 
and  interpretation,  radiological  and 
nuclear  medicine  techniques,  spirome- 
try, vectorcardiography,  cardiac  cath- 
eterization, 24-hour  cardioscan,  aero- 
sol therapy,  bronchopulmonary  drain- 
age, oxygen  therapy,  and  inhalation 
therapy. 

Registration  fee  is  $60  for  members 
of  ACCP  and  $75  for  non-members. 
For  details  write  to  the  Department  of 
Continuing  Education,  American  Col- 
lege of  Chest  Physicians,  112  East 
Chestnut  St.,  Chicago  60611. 
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In  the  glaucoma  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 

no  treatment 
conflict  I 

reported  i 


WSODIUW 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  reported  increase  of  intraocular  pressure. 

• conflicts  have  not  been  reported  with  diuretics, 
corticosteroids,  antihypertensives  or  miotics. 

• complications  in  the  treatment  of  coronary 
insufliciency,  hypertension,  diabetes,  peptic 
ulcer  or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it 
should  not  be  given  in  the  presence  of  frank 
arterial  bleeding  or  immediately  postpartum. 

Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators’'^  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement’  ’’  and  observation  of  clinical  improvement.’’’ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud's  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodIlan  tablets,  isoxsuprine  HCI  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  1.  Clark- 
son, I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  2.  Horton,  G.  E., 
and  Johnson,  P.  C.,  Jr.:  Angiology  75:70-74  (Feb.)  1964.  3. 

Dhrymiotis,  A.  D.,  and  Whittier,  J.  R. : Curr.  Ther.  Res. 

^:124-128  (April)  1962.  4.  Whittier,  J.  R. : Angiology  75:82-87 
(Feb.)  1964.  laboratories 
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\bu  know 

Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gende  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

diuretics 

Hy^TOtOIlchlorthalidone  usp 

medically 

Makes  water,  not  waves. 

Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  it  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 

^ouldhe  used  ^^"31  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 

dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
Looler^ents  h^med^LeW  f Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 

nursin^morheTs  s?nre  fhl  pam,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 

Tn  i"  d ^ ^ crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 

laundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
init-  ^’^"ce  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 

Reduce^dosaee  ofco'ncomhJm  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 

Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
• **  indicated.  Eiiscontmue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 

Dmassiurn^unoTemenil^^^  potassiuin  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 

oatien  s ?^c^l^ortkosIerniH^^^^^  ‘’h marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 

patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 

hvnrnen^’iomwii^crmrK  glycosuria,^  hyperuricemia,  headache,  muscle  cramps,  orthostatic 


> class  of 


comi^unds  include:  jaundice,  xanthopsia,  paresthesia,  and  photosensitization.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg  every  other 
te\hectmXtepteZ\bTngln^^^^  ' (B)46-230-G  For  full  detafls,  pleZe 

GEIGY  Pharmaceuticals,  Division  ofCIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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HIGHIIGHTS 

or 

COMING 

MEEIINGS 


AMERICAN  HOSPITAL  ASSOCIATION 

Nearly  20,000  professionals  will  gather  to  discuss  current  trends 
in  health  care  at  the  American  Hospital  Association’s  73rd 
Annual  Convention,  scheduled  for  Aug.  23-26  at  Chicago’s  new 
McCormick  Place.  Many  of  the  convention  programs  will  be 
aimed  at  resolving  the  problem  of  how  to  shape  national  health 
policy.  AHA’s  Ameriplan  will  be  the  theme  of  the  opening  day’s 
educational  activities  in  the  general  assembly  and  five  sub- 
assembly  programs.  Presentations  will  compare  health  care 
delivery  systems,  their  organizational  structures,  their  financ- 
ing mechanisms,  their  manpower  utilization  proposals,  their 
approach  to  improving  quality  of  care,  and  the  legislative  im- 
pact on  the  various  forces  for  change.  The  background,  the 
philosophies  and  purposes  of  Ameriplan  and  the  other  major 
proposals  aimed  at  improving  the  delivery  and  financing  of 
health  care  will  receive  careful  analysis.  Educational  sessions 
will  be  held  throughout  each  day  in  specially  constructed  the- 
atres, and  exhibits  will  be  organized  around  central  themes, 
rather  than  products  or  services.  Six  main  areas  of  interest 
(maintenance  and  engineering,  medical,  management  and  sys- 
tems, food,  architecture,  and  AHA)  will  provide  a basic  struc- 
ture for  exhibitors  and  participants.  Speakers  and  their  topics 
will  be  the  Honorable  Elliot  L.  Richardson,  secretary  of  Health, 
Education,  and  Welfare,  “Restructuring  the  Health  Delivery 
System”;  Earl  Perloff,  chairman.  Special  Committee  on  the  Pro- 
vision of  Health  Services,  AHA,  and  chairman.  Board  of  Trus- 
tees, Albert  Einstein  Medical  Center  and  Philadelphia  General 
Hospital,  “Ameriplan”;  Donald  E.  Johnson,  administrator.  Vet- 
erans Administration,  Washington,  DC,  “A  National  Design  for 
Social  and  Health  Policy”;  the  Honorable  Paul  G.  Rogers,  US 
Representative,  Florida,  “Manpower — The  Key”;  and  Dr.  Edwin 
L.  Crosby,  executive  president,  American  Hospital  Association, 
and  Walter  J.  McNemey,  president.  Blue  Cross  Association, 
“Hospital-Blue  Cross  Relationships:  National  and  1/Ocal.”  In  ad- 
dition, Dr.  Merlin  K.  DuVal,  Jr.,  will  speak  at  a luncheon  for 
federal  hospital  executives. 

Contact:  James  E.  Hague,  840  N.  Lake  Shore  Dr.,  Chicago 
60611,  secretary. 


CURRENT  NATIONAL  MEETINGS 


AMKRICAN  MEDICAL  ASSOCIATION’S 
3lBt  Annual  Congress  on  Occupational 
Health  will  take  place  Aug.  29-30  at 
Jackson  Iiake  Lodge  in  Grand  Teton 
National  Park,  Wyo.  Location,  survival, 
and  evacuation  of  aircraft  accident  vic- 
tims, and  management  of  intoxication 
from  organo-phosphorous  pesticides  in 
aerial  applications  will  be  discussed  in 
an  aerospace  symposium  scheduled  for 
Sunday  morning,  Aug,  29.  Occupational 
medical  services  for  small  employee  units, 
and  small  plant  safety  will  be  topics  of 
a small  plant  symposium,  also  scheduled 
on  Sunday  morning.  On  Sunday  after- 
noon, a symposium  on  mental  health  will 
offer  discussions  on  drugs — accidents, 
prevention,  and  rehabilitation,  and  drug 
abuse  in  industry.  Other  presentations  on 
Sunday  afternoon  will  be  "Atomic  Power 
Safety — A Common  Sense  Approach,’’  and 
"Carbon  Monoxide — Behavioral  Effects.’’ 
Rheumatoid  factor  in  silicosis,  coal  miners’ 
pneumoconioses,  and  uranium  mining  and 
lung  cancer  are  topics  of  Monday  morn- 
ing’s symposium  on  mining.  Also  on  Mon- 
day morning  will  be  a symposium  on  phy- 
sical fitness,  with  discussions  of  exercise 
conditioning  in  prevention  of  cardiac  dis- 
ease, physical  fitness  and  cardiac  reha- 
bilitation, and  guidelines  to  physical  fit- 
ness programs  for  industry.  A rural 
health  symposium  will  be  held  Monday 
afternoon.  Topics  are  rural  traffic  safety 
and  emergency  care,  farm  accidents  and 
farm  machinery,  non-chemical  methods 
for  pest  control,  and  projects  of  the  AMA 
Council  on  Rural  Health.  In  addition, 
"Evolution  of  an  Occupational  Health  and 
Safety  Law’’  and  "Workmen’s  Compensa- 
tion in  Wyoming’’  will  be  presented  on 
Monday  afternoon.  There  is  no  registra- 
tion fee  for  the  Congress,  and  the  pro- 
gram is  acceptable  for  12^  elective  hours 
by  the  AAGP.  Contact:  AMA,  Depart- 
ment of  Environmental,  Public,  and  Occu- 
pational Health,  635  N.  Dearborn  St.. 
Chicago  60S10. 
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MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 

■ Denotes  Texas  meetinea. 


CURRENT  REGIONAL  MEETINGS 


SEPTEMBER 


SOtTTHERN  OBSTETKIC  AND  GYNE- 
COLOGIC SEMINAR,  INC.,  announces 
its  17th  Annual  Meeting,  Aug.  2-6,  at  the 
Grove  Park  Inn,  Asheville,  NC.  Active 
faculty  will  include  Drs.  Bayard  Carter, 
Duke  University  School  of  Medicine,  Dur- 
ham; Robert  Greenblatt,  Medical  College 
of  Georgia,  Augusta:  Charles  Hendricks, 
University  of  North  Carolina  School  of 
Medicine,  Chapel  Hill;  Jerry  Maas,  Indi- 
anapolis : Don  McEwen,  Calgary,  Canada ; 
Roy  Parker,  Duke  University  School  of 
Medicine,  Durham:  and  Edward  Tyler, 
University  of  Southern  California  School 
of  Medicine,  Los  Angeles.  Discussion  top- 
ics will  be  laparoscopy,  tubal  surgery, 
obstetrical  anesthesia  and  problems  of 
delivery,  prostaglandins,  pituitary  ovarian 
endocrinology,  pelvic  infections  and  gyne- 
cologic cancer,  and  the  present  day  status 
of  the  pill  and  family  planning.  The 
departments  of  obstetrics  and  gynecology 
at  Duke  University  School  of  Medicine 
and  University  of  North  Carolina  School 
of  Medicine  will  present  the  programs. 
Contact:  Dr.  George  T.  Schneider,  1614 
Jefferson  Highway,  New  Orleans  70121, 
secretary. 


AMERICAN  ACADEMY  OP  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Las  Vegas,  Sept.  20-24,  1971.  Dr. 
C.  M.  Kos,  16  Second  St.,  SW,  Rochester  56901,  Exec. 
Sec.-Treas. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Chi- 
cago, Sept.  12-16,  1971.  Lois  J.  James,  80  N,  Michigan 
Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS, 
Cleveland,  Sept.  16-18,  1971.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22318,  &ec.  Dir. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual.  Hot  Springs,  Va.,  Sept.  9-11, 
1971.  Dr,  Charles  A,  Hunter,  .1100  W.  Michigan,  Indian- 
apolis 46202,  See. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Las  Vegas,  Sept.  19-20,  1971.  Lawrence  A.  Zupan,  1100 
17th  St.,  NW,  Washington,  DC  20036,  Exec.  Sec. 

AMERICAN  ELECTROENCEPHALOGRAPHIC  SOCI- 
ETY, Bloomington,  Minn.,  Sept.  13-18,  1971.  Mrs.  Mar- 
garet H.  Henry,  36391  Maple  Grove  Rd.,  Willoughby 
Hills,  Ohio  44094,  Exec.  Sec. 

■ AMERICAN  HEART  ASSOCLATICN,  Texas  Affiliate, 
Inc.,  San  Antonio,  Sept.  21-26,  1971.  Dudley  H.  Hafner, 
PO  Box  9928,  Austin  78767,  Exec.  Dir. 
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AMERICAN  MEDICAL  ASSOCIATION,  13th  National 
Conference  on  Physicians  and  Schools.  Chicago,  Sept.  30- 
Oct.  2,  1971.  AMA,  Department  of  Health  Education, 
636  N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  Chi- 
cago, Sept.  16-19,  1971.  W.  Wayne  Curtis,  420  Lexington. 
New  York  10017,  Exec.  Sec. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Boston,  Sept. 
28-Oct.  1,  1971.  Dr.  Ted  F.  Leigh,  Emory  University 
Clinic,  Atlanta  30322,  Exec.  Sec. 

FLYING  PHYSICIANS  ASSOCIATION.  INC.,  annual, 
Mackinac  Island,  Michigan,  Sept.  26-Oct.  1,  1971.  Har- 
riett C.  Carriero,  801  Green  Bay  Rd.,  Lake  Bluff,  111. 
60044,  Sec. 

■ PANHANDLE  DISTRICT  MEDICAL  SOCIETY,  Lub- 
bock, Sept.  18,  1971.  Mrs.  Carlie  Umphres.  PO  Box  3276, 
Amarillo  79106,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Houston.  Sept.  23-25, 
1971.  Dr.  Pat  A.  Cato,  1016  E.  32nd  St.,  Austin  78706, 
Sec. 


OCTOBER 

AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Philadelphia,  Oct.  21-23,  1971.  Dr.  Eric  G.  Comstock, 
PO  Box  2665,  Houston  77001,  Exec.  Dir. 


AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Miami  Beach,  Oct.  4-7,  1971.  Mac  F.  Cahal,  Volker  Blvd. 
at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago,  Oct. 
16-21,  1971.  Dr.  Robert  G.  Frazier,  1801  Hinman  Ave., 
Evanston,  111.  60204,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  New  York  City,  Oct.  11-16,  1971.  Joseph 
J.  Garvey,  PO  Box  10,  Joliet,  111.  60434,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  an- 
nual, Philadelphia,  Oct.  24-28,  1971.  Dr.  Alfred  Soffer. 
112  E.  Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  At- 
lanta, Oct.  24-30,  1971.  Daniel  Weiss,  299  Broadway, 
New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE 
and  ASSOCIATION  OP  TEACHERS  OF  PREVENTIVE 
MEDICINE,  Minneapolis,  Oct.  10.  1971.  Ward  Bentley, 
801  Old  Lancaster  Rd.,  Bryn  Mawr,  Pa.  19010,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  annual,  Atlan- 
tic City,  Oct.  18-22,  1971.  Dr.  C.  Rollins  Hanlon,  66  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  Atlantic  City, 
Oct.  10-14,  1971.  Dr.  C.  Gordon  Watson  (DDS),  211  E. 
Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Philadelphia, 
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Oct.  4-8,  1971.  Ruth  M.  Yakel,  620  N.  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  Guadalajara, 
Mexico,  Oct,  9-16,  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington,  111.  61701,  Sec. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION. Regional  Postgraduate  Day,  San  Antonio.  Oct.  23, 
1971.  Mrs.  Frances  T.  Chalmers,  Box  190,  McLean,  Va. 
22101. 

AMERICAN  HUMANE  ASSOCIATION,  annual,  Roches- 
ter, NY,  Oct.  17-21,  1971.  Rutherford  T.  Phillips,  PO 
Box  1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  Chi- 
cago, Oct.  24-29,  1971.  Mary-j  Waterstraat,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual, 
Minneapolis,  Oct.  11-16,  1971.  Dr.  James  R.  Kimmey, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  At- 
lanta, Oct.  16-20,  1971.  John  W.  Andes,  516  Busse  High- 
way, Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  HYPNOSIS.  Chi- 
cago, Oct.  12-15,  1971.  F.  D.  Nowlin.  800  Washington 
Ave.,  SE,  Minneapolis  66414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual,  Boston,  Oct.  22-30,  1971.  Albert  G.  Boeck,  Jr., 
710  S.  Wolcott  Ave.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  INC.,  annual,  Montreal,  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison 
St.,  Suite  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Oct.  28-31,  1971.  Dr.  John  A.D.  Cooper, 
1 Dupont  Circle,  Washington,  DC  20036,  Pres. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  St.  Louis,  Oct.  7-9.  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Chicago,  Oct.  6-8,  1971.  Dr. 
Arthur  E.  Brown,  601  Boylston  St.,  Boston  02117,  Sec. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  “Management  of 
Renal  Disease — 1971,"  Houston,  Oct.  21-23,  1971.  Dr.  C. 
E.  Carlton.  Jr.,  Baylor  College  of  Medicine,  1200  Mour- 
sund  Ave.,  Houston  77026. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Houston,  Oct.  14-15, 
1971.  William  E.  Russell,  4429  N.  Central  Expressway, 
Dallas  75205,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO. 
Scottsdale,  Ariz.,  Oct.  13-16,  1971.  Mrs.  Virginia  E. 
Bryant,  333  W.  Thomas  Rd.,  No.  207,  Phoenix  85013, 
Exec.  Sec. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  11-13,  1971.  Mrs.  Alma  O’Donnell,  601  NW 
Expressway,  Oklahoma  City  73118,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATTON,  Charleston, 
SC,  Oct.  3-5,  1971.  Mrs.  Annette  S.  Boutwell,  PO  Box 
10387,  Raleigh,  NC  27605,  Exec.  Sec. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Dal- 
las, Oct.  17-20,  1971.  Donald  C.  Jackson,  1905  N.  Lamar 
Blvd.,  Austin  78705,  Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Mexico  City, 
Oct.  14-16,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION.  Austin,  Oct.  1-3, 


1971.  C.  Lincoln  Williston,  1801  N.  Lamar  Bird.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  October.  1971.  Dr.  Ariel  Bar-Sela,  1717 
Medical  Towers,  Houston  77026,  Sec.-Treas. 


NOVEMBER 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  annual,  San  Juan,  Puerto 
Rico,  Nov.  7-12,  1971.  Creston  C.  Herold,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Philadelphia,  Nov.  14-17,  1971.  Mark  T.  Bowers, 
3554  9th  St.,  Riverside,  Calif.  92501,  Exec.  Officer. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS. Atlanta,  Nov.  9-13,  1971.  Mrs.  Dene  R.  Murray, 
200  E.  Ohio  St.,  Chicago  60611,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  4-6,  1971.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  10017,  Exec.  V-Pres. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, annual,  San  Juan,  Puerto  Rico,  Nov.  7-12,  1971. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Officer. 

AMERICAN  HEART  ASSOCIATION,  Anaheim,  Calif., 
Nov.  9-18,  1971.  Dr.  James  M.  Hundley,  44  E.  23rd  St., 
New  York  10010,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Washington, 
DC,  Nov.  3-6,  1971.  Dr.  Warren  R.  Lang,  7112  Lincoln 
Dr.,  Philadelphia  19119,  Sec.-Treas. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  annual  pediatric 
postgraduate  symposium.  Houston,  Nov.  11-13,  1971.  Dr. 
Katharine  H.  K.  Hsu,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77025,  Prog.  Chairman. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  annual,  El 
Paso,  Nov.  12-13,  1971.  Dr.  John  Emmett,  1900  N.  Ore- 
gon, El  Paso,  Sec. 

INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIA- 
TION OF  NORTH  AMERICA.  New  Orleans,  Nov.  16-19, 
1971.  Roy  T.  Ragatz,  PO  Box  5445,  Madison,  Wis. 
63701,  Exec.  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BUNDNESS,  INC.,  New  York  City,  Nov.  17-19,  1971. 
Margaret  S.  Banks,  79  Madison  Ave.,  New  York  10016, 
Admin.  Asst. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
INC.,  Chicago,  Nov.  28-Dec.  3,  1971.  Mrs.  Marguerite  H. 
Henry,  713  E.  Genesee  St.,  Syracuse,  NY  13210,  Exec. 
Dir. 

SOUTHERN  MEDICAL  ASSOCIATION,  Miami  Beach, 
Nov.  1-4,  1971.  Robert  F.  Butts.  2601  Highland  Ave., 
Birmingham,  Ala.  36205,  Exec.  Dir. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION.  El 
Paso,  Nov.  11-13,  1971.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79901,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  FOR  CHILDREN  WITH 
LEARNING  DISABILITIES,  Dallas,  Nov.  11-13,  1971. 
Mrs.  Marjorie  Morehead,  4326  Bobbitt,  Dallas  75229. 


DECEMBER 

AMERICAN  ACADEMY  OF  DERMATOLOGY,  Chicago. 
Dec.  4-9,  1971.  Mrs.  Dorothy  P.  Compton,  2260  NW 
Flanders  St.,  Portland,  Ore.,  Exec.  Sec. 

B TEXAS  STATE  BOARD  OP  MEDICAL  EXAMINEES, 
Austin,  Dec.  6-8,  1971.  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 
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. ..t;he  “now’’  supplier! 


When  you  need  that  specific  something — NOW — 
call  SCHERER. ..the  house  with  the  items, 
more  sizes,  more  complete  lines. 

SCHERER  is  known  as  the  "fastest  single 
source”  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


ARIZONA 

PHOENIX  • 1841  North  23rd  Avenue  • 85005 
Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926 

Telephone:  (916)  483-4976 

LOS  ANGELES  • 291  Coral  Circle 

El  Segundo,  California  90245 

Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 

North  Highlands,  California  95660 

Telephone:  (916)  483-4976 

SAN  OIEGO  • 5248  Linda  Vista  Road  • 92191 

Telephone:  (714)291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 

South  San  Francisco,  California  84080 

Telephone:  (415)  871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 

Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 
DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  07102 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 
SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone  (713)  344-8303 

UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 

SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


SCHERER/Texas 

Houston  • 115  Hyde  Park  Boulevard  • 77006 

(713)  526-2011 


San  Antonio  • 138  West  Rhapsody  • 78216 

(713)  344-8303 


SCHERER  COMPANY 
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Introducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

S3rstem... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  a simp] 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  y 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  w 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  diseas 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medi 
Record  System  helps  protect  your  good  name. 


\e  new  Rocom  Medical  Management  System*  can 
'lip  you  provide  better  care  for  your  patients 
lid,  at  the  same  time,  make  better  use  of  your 
fice  time.  In  designing  these  products 
jmdreds  of  doctors,  nurses  and  receptionists 
ire  consulted  about  their  particular  office 
'■oblems;  and  more  than  two  years  of  development 
lider  actual  office  conditions  proved  that  they 
litually  do  help  solve  these  difficulties 
thout  upsetting  existing  routines, 
ich  component  deals  with  a specific  problem 
ea  --  health  histories,  medical  records,  the 
lephone,  and  scheduling  appointments.  They 
,y  be  employed  alone,  in  various  combinations, 
preferably,  as  the  complete  Rocom  Medical 
■nagement  System,  depending  on  your  own  office 
tuation. 

st  physicians  --  whether  they  practice  alone 
with  a group  --  will  find  one  or  more  of 
ese  components  useful.  You  are  invited  to 
itain  additional  information  about  the  Rocom 

dical  Management  System  by  sending  us  the 

companying  coupon. 


ROCOM" 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

Health  History  Medical  Record 

I I System  Ll  System 

[ I Telephone  System  Appointment  System 

Name  Specialty 


Street 


City  State 


Please  do  not  forget  Zip  Code 


!ocom  Telephone  System  ..  a complete 
fstem;  one  that  can  be  understood  quickly 
\r  your  newest  office  aide;  one  that  permits 
our  staff  to  answer  specific  patient  questions 
iith  confidence;  one  that  will  make  your 
oactice  more  productive  by  assuring  that  you 
ire  interrupted  only  when  you  think  it 
3cessary.  Self-adhesive  backing  assures  that 
11  incoming  calls  can  become  part  of  the 
atient's  permanent  record. 


Rocom  Appointment  System  worked 

out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


Cordran®  lape 

FlurandrenolideTape  <4  .eg  par  s,  c. , 


Now 

available  for  your 

prescribing 

needs 


dclitional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 
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Editorials 


A JOB  WELL  DONE! 

Through  an  all-night  filibuster  in 
the  closing  days  and  until  the 
last  resolution  had  been  passed  at 
midnight  of  the  final  session, 
legislative  representatives  of 
the  Texas  Medical  Association 
kept  surveillance  over  several  bills 
which  still  were  subject  to 
action  by  the  62nd  Texas  Legis- 
lature. Those  measures  were 
among  a record  401  with  medical 
and  health  implications  which 
were  introduced  before  the 
Senate  and  the  House  of  Repre- 
sentatives during  the  140-day 
session  earlier  this  year. 

After  all  bills  which  were  enacted 
had  been  signed  by  the  Governor, 
and  a tally  was  made  on  legis- 
lation which  died  during  the 
final  days,  it  was  evident  that  the 
62nd  Texas  Legislature  could 
be  recorded  as  a challenging  but 
nevertheless  most  satisfying 
session  for  the  medical  profession. 
Many  medical  bills  were  enacted 
which  are  in  the  interest  of 
public  health. 

Several  vaccination-inoculation- 
immunization  bills  were  passed. 
One  bill  provides  that  no 
student  may  be  admitted  to  any 
elementary  or  secondary  school 
unless  he  has  been  immunized 
against  diphtheria,  rubeola, 
rubella,  tetanus,  poliomyelitis, 
and  smallpox.  Another  requires  the 
inoculation  or  vaccination  of 


those  who  enter  childcaring 
institutions. 

Programs  for  traffic  safety  and 
treatment  of  drug  addiction 
are  certain  to  be  enhanced  by  the 
passage  of  legislation  supported 
by  the  medical  profession. 

The  Governor  has  signed  an 
important  bill  which  authorizes 
the  use  of  chemical  tests  of 
blood,  breath,  and  urine  of  motor 
vehicle  drivers  to  determine 
intoxication.  The  act  provides  that 
an  individual  who  operates  a 
vehicle  on  public  highways 
shall  be  deemed  to  have  given 
consent. 

Similarly,  several  significant 
bi'Is  in  the  realm  of  drug  addiction 
weie  signed  into  law.  Minors 
(13  years  or  older)  now  have 
the  “capacity  to  consent  to 
examination  and  treatment  by  a 
licensed  physician  for  any  drug 
addiction,  drug  dependency, 
or  any  condition  directly  related 
to  drug  use.’’  The  Legislature  also 
passed  the  so-called  methadone 
bill  which  provides  the  State 
Department  of  Health  with 
authority  to  establish  rules  and 
regulations  necessary  to  insure 
the  proper  use  of  synthetic 
narcotic  drugs  in  the  treatment  of 
drug-dependent  persons.  It  also 
imparts  responsibility  to  the 
State  Department  of  Mental 
Health  and  Mental  Retardation  to 
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develop  comprehensive  programs  for  drug- 
dependent  persons,  including  mainte- 
nance treatment  programs  and  the  supplying 
of  synthetic  narcotics  to  those  individuals. 

Medical  and  allied  health  manpower 
received  a boost.  The  Texas  Medical 
Association  was  particularly  pleased  with 
the  enactment  of  two  measures  which  it 
supported.  The  state’s  spending  bill  included 
an  appropriation  of  $5  million  for  the 
biennium  starting  Sept  1,  1971,  for  Baylor 
College  of  Medicine.*  The  Association  also 
strongly  continued  its  legislative  support  for  all 
existing  medical  schools  and  for  the  newly 
developing  University  of  Texas  Medical  School 
at  Houston  and  Texas  Tech  University  School 
of  Medicine.  The  Legislature  also 
approved  the  licensure  of  physical  therapists 
and  the  establishment  of  a Board  of 
Physical  Therapy  Examiners. 

The  Governor  has  signed  a bill  supported 
by  the  Texas  Medical  Association  which 
amends  the  Texas  Professional  Association 
Act.  The  amendments  are  designed  to 
bring  the  Texas  Professional  Association 
Act  into  line  with  the  Texas  Professional 
Corporation  Act,  which  has  been  approved  by 
the  Internal  Revenue  Service,  and  to 
satisfy  qualification  for  corporation  tax 
benefits.  A significant  amendment  to  the 
Medical  Practice  Act  will  allow  the  formation 
of  nonprofit  corporations  by  licensed 
physicians  who  are  actively  engaged  in  the 
practice  of  medicine. 

Apart  from  good  legislation  which  was 
enacted,  it  is  comforting  that  several  bills 
which  the  physicians  of  Texas  opposed 
so  vigorously  died  during  the  final  days  of 
the  session.  Foremost  among  those  measures 
was  the  bill  which  would  have  required  every 
policy  of  accident  and  sickness  insurance 
to  pay  for  chiropractic  services.  Physicians 
also  strongly  opposed  two  bills  which 
required  the  licensing,  inspection,  and 

*The  Governor  has  vetoed  funding  for  the  second  year 
which  must  await  a special  session  of  the  Legislature  to 
be  called  prior  to  September  1,  1972. 


regulation  of  medical  care  facilities,  and 
which  would  have  made  it  necessary  to 
obtain  a certificate  of  need  prior  to  proposed 
construction  or  expansion  of  services. 
Companion  bills  in  the  House  and  Senate 
did  not  get  out  of  committees  which  held 
hearings  on  them.  The  Texas  Medical 
Association  also  joined  the  pharmaceutical 
industry  in  defeating  a bill  which  would 
have  severely  restricted  the  distribution  of 
drug  samples  by  manufacturers’  representa- 
tives to  physicians. 

By  any  standard  of  appraisal,  the  62nd 
Texas  Legislature  was  a satisfying  one  from 
the  standpoint  of  medical  legislation.  The 
great  majority  of  bills  supported  by  the  Texas 
Medical  Association  were  approved;  few 
bills  which  it  opposed  were  enacted. 

Obviously,  these  accomplishments  were 
not  achieved  solely  by  happenstance 
and  good  fortune.  There  were  many  facets 
which  contributed  to  the  final  results. 

TEXPAC  rightfully  can  claim  a great  share 
of  the  credit  for  its  support  of  qualified  candi- 
dates in  recent  elections.  The  physicians 
of  the  state  had  many  capable  friends  in 
the  Senate  and  the  House  of  Representatives 
who  supported  good  legislation  and  who 
provided  leadership.  The  Texas  Medical 
Association’s  Council  on  Medical  Juris- 
prudence, chaired  by  Dr.  Joe  T.  Nelson  in  his 
final  term,  deserves  proper  recognition 
for  providing  guidance  and  direction. 

The  Association  is  grateful  to  many  physicians 
who  offered  expert  testimony  on  many  bills. 
Citations  have  been  earned  by  legislative 
chairmen  and  by  officers  and  executives 
of  county  societies  who  responded  frequently 
and  promptly  to  appeals  for  assistance. 

Grass  roots  support  from  the  physicians  of 
the  state  was  most  effective  on  several  issues. 

Without  question,  however,  primary 
credit  should  be  given  to  Philip  R.  Overton,  LLB, 
and  Sam  V.  Stone,  Jr.,  LLB,  the  Association’s 
general  counsel  and  assistant  general  counsel. 
Their  knowledge  of  and  familiarity  with 
the  legislative  process,  their  relationships 
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with  senators  and  representatives,  their 
perseverance  and  long  hours  of  endeavor 
for  five  months,  and  their  dedication  and 
loyalty  to  medicine  contributed  immeasurably 
to  the  achievement.  The  Texas  Medical 
Association  is  most  grateful  to  them  for  a job 
extremely  well  done. 

C.  Lincoln  Williston,  Austin, 

TMA  Executive  Secretary. 


THE  COUNTY  MEDICAL  SOCIETY 
. . . FOR  BETTER  OR  WORSE 

Marriage  vows  are  more  closely  related 
to  physicians  and  their  organizations  than  it 
might  seem.  Even  in  these  casual  times, 
most  people  know  that  marriage  is  good 
and  worth  preserving. 

When  living  together  is  difficult,  they  try 
to  work  things  out  and  most  of  the  time 
they  succeed. 

Many  other  couples  split  up  at  the  first 
disagreement;  they  “cop  out.”  That  term 
originated  among  the  criminal  element; 
although  it  has  entered  somewhat  better 
circles,  it  retains  its  crisp  flavor  of  contempt. 

The  line  in  the  marriage  ceremony 
which  says,  “.  . . for  better  or  worse,  ...” 
might  easily  say,  “I  will  not  cop  out;  instead 
I will  work  to  improve  things.” 

Physicians  are  wedded  to  their  profession 
probably  more  than  any  others.  Unfor- 
tunately, as  far  as  county  medical  societies 
go,  too  many  physicians  have  gone  home 
to  mother;  on  the  way  out  they  blamed 
everything  on  mother-in-law  and  literally  cast 
their  professional  fate  to  the  care  of  others. 

Does  that  sound  incredible?  It  is, 
but  it  is  true. 

It  is  time  to  quit  griping  and  blaming  all  our 
problems  on  the  AMA  and  get  out  and  do 
something  on  the  local  level. 

Our  levels  of  representation  follow 
precisely  the  levels  of  government — national, 
state  and  local. 

Nationally,  the  AMA  is  doing  a pretty 


good  job  of  looking  out  for  medical  and  public 
health  interests.  For  example,  more  than 
one-fourth  of  the  Congress  has  joined 
forces  with  the  AMA  to  back  Medicredit. 
Compare  that  with  Washington’s  attitude 
toward  organized  medicine  just  a few 
years  ago. 

On  the  state  level,  constituent  state 
associations  also  look  out  for  medical  and 
public  health  interests. 

The  nitty-gritty  of  it  all  is  at  the  local  level 
where  the  county  medical  society  has  the 
biggest  job.  Why?  Because  people  do  not 
live  at  the  national  or  state  level;  they 
live  at  the  local  level. 

The  militant  cry,  “Power  to  the  people,” 
is  not  relevant  because  the  people  already 
have  the  power.  Decisions  may  well  be 
made  in  Washington,  but  the  people 
who  vote  at  the  local  level  have  the  power  to 
determine  who  shall  do  the  deciding. 

The  people  are  not  the  health  care  critics. 

The  people  are  the  ones  who  responded 
to  a Harris  poll  several  months  ago,  and 
78%  of  them  said,  “I  have  a higher  regard 
for  my  doctor  than  nearly  anyone  else 
I deal  with.”  Naturally  they  had  some 
gripes  too,  but  their  regard  is  a remarkable 
compliment  and  it  indicates  how  much 
our  opinions  really  can  mean  in  our 
communities. 

Only  one  organization — the  county 
medical  society — is  best  suited  as  the 
continuing,  professional  assembly  of  physicians 
and  also  as  a link  between  the  profession 
and  the  public.  The  AMA’s  structure  is 
one  of  strength  and  authority  moving  from 
the  bottom  up.  The  input  from  its  1,940 
county  and  other  affiliated  societies  is  what 
holds  up  the  AMA  in  Chicago. 

But,  to  tell  it  like  it  is,  with  too  many 
county  societies  today  attendance  is  poor; 
participation  in  activities  is  limited; 
programs  appealing  to  a majority  of  members 
are  difficult  to  design;  doctors  say  they 
are  too  busy  to  get  involved;  and  the  society 
is  too  small  to  afford  a staff  or  even  a 
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headquarters.  It  struggles  to  maintain 
existence,  let  alone  support  and  carry  out 
a major  constructive  role. 

Less  than  5%  of  American  physicians 
work  in  organized  medicine — “let  George  do  it” 
is  the  attitude  of  the  other  95%.  Well, 
we  have  come  dangerously  close  to  letting 
the  “George”  Meanys  do  it  in  health  care. 

A lone  physician  cannot  deal  with  all  the 
financing  mechanisms,  legislation,  and 
other  nonscientific  aspects  of  his  profession. 

Despite  what  many  physicians  have 
been  led  to  believe,  organized  medicine  does 
serve  mankind — which  often  is  served 
only  by  accident,  whim,  or  through 
duress — because  it  is  free  to  do  so. 

Suppose  we  did  do  away  with  the  AMA 
and  state  and  county  societies,  and 
replaced  them  with  something  like  the 
Public  Health  Service  and  its  local  health 
departments,  or  committees. 

Suppose  your  local  health  officer  was 
an  excellent  health  administrator,  a veritable 
saint. 

And  suppose  he  was  too  conscientious 
to  curry  favor  with  local  political  leaders, 
or  to  award  that  hospital  contract  to  the  big 
wheel’s  brother-in-law. 

Farewell  to  the  saint! 

Leaving  anything  up  to  politicians  is  risky. 
Health  is  popular  this  year,  but  next  year 
Americans  may  tell  their  legislators, 

“I’m  not  sick;  I’m  out  of  work.  Forget  national 
health  insurance  and  vote  for  anything 
that  will  make  jobs.”  Health  is  out,  and 
job-producing  programs  are  in. 

You  doubt?  Look  at  Medicare.  It  was 
supposed  to  help  old  people  who  have  long 
hospitalizations.  Now,  bipartisan  movement 
is  under  way  to  cut  it  back,  and  one 
proposal  is  to  cut  the  number  of  fully-paid 
hospital  days  from  59  to  14. 

But  that’s  politics.  Out  of  the  legislative 
arena  comes  much  that  is  good  and 
logical,  and  also  much  that  is  bad  and  illogical 
because  it  results  from  whim  and  emotion 
instead  of  cool  thinking. 


The  AMA  is  not  affected  by  votes,  and 
thus  it  can  assess  needs  and  try  to  meet 
them  in  a sound  manner.  This  is  organized 
medical  action  on  a national  level. 

Local  authorities  also  respond  to  numbers 
of  people,  organization,  and  a united  front; 
here,  too,  strength  is  necessary  for 
effective  medical  action. 

The  county  medical  society  can  provide 
strength;  it  also  can  provide  communi- 
cation between  medicine  and  the  public. 
People  appreciate  it  when  they  can  call  a 
county  society  and  be  referred  to  a physician, 
or  find  out  which  doctors  are  available 
for  emergency  house  calls. 

The  news  media  appreciate  it  when 
medicine  communicates  with  them.  They  like 
to  run  stories  about  good  medical  care, 
and  most  reporters  try  hard  to  get  authorita- 
tive information.  But  what  if  there  is  no 
one  to  call?  What  if  their  only  contact  with 
organized  medicine  is  a critical  letter  to 
the  editor  about  something  called 
“yellow  journalism”? 

Communication  takes  many  forms.  A while 
back,  ten  senior  medical  students  visited 
AMA  headquarters.  Openly  hostile  from 
the  outset,  they  rejected  the  formal  program 
that  had  been  planned  for  them.  Instead, 
they  shot  questions  at  staff  members  for 
hours.  The  students  left  not  only  satisfied  that 
the  AMA  is  dedicated  to  its  stated  purpose, 
but  also  convinced  that  if  the  AMA  has 
faults,  the  students  had  an  obligation 
to  work  within  organized  medicine  for 
its  betterment. 

It  is  a pity  that  some  physicians  ignore 
or  even  scorn  membership  in  the  AMA  and  its 
state  and  county  societies.  Diversity  of 
views  among  doctors  is  hardly  surprising, 
and  it  does  not  detract  from  the  value  of 
a professional  association.  The  organizations 
exist  for  the  MD,  and  the  setting  in  which 
one  practices  neither  divests  him  of  his 
title  of  physician  nor  eliminates  his 
interests  as  a physician. 

Restrictions  on  one  type  of  practice  will  be 
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felt  in  others.  Suppose,  for  example,  that  a 
solo  practitioner  also  holds  a teaching 
post  at  a medical  school,  and  that  some 
legislative  measure  forced  him  to  give  up  one 
or  the  other?  Or  suppose  enthusiasm  for 
some  new  or  newly  popular  aspect  of 
medicine  led  legislators  to  underestimate  the 
need  to  help  medical  schools  financially 
and  fewer  physicians  could  be  trained?  In 
many  situations  that  seem  to  affect  only 
one  physician  group,  reverberations  inevitably 
will  be  felt  by  others. 

Dr.  Joseph  Ichter,  Doylestown,  Pa, 
recently  summarized  the  situation  well  in 
the  Bucks  County  Medical  Monthly:  “The 
county,  state  and  national  medical 
associations  are  the  only  existing  organizations 
that  have  the  people,  know-how  and 
prestige  to  represent  all  physicians  . . . 

(and)  the  only  way  they  can  be  assured  that 
they  represent  all  physicians  is  if  all 
physicians  participate  actively  in  these 
associations.” 

I have  some  suggestions  for  county 
society  officers  and  members: 

1.  Recruit  members.  Lay  it  on  the  line 

to  prospects  about  how  their  interests  are  tied 
up  with  your  interest  and  with  the  national 
interest. 

2.  Choose  responsible  and  diligent 
officers  and  then  support  them.  Attend  meet- 
ings, and  schedule  them  to  suit  the  wishes 
of  the  majority.  Plan  good  programs. 

And  set  realistic  dues  in  line  with  those  of 
other  groups.  (That’s  one  thing  we  can  learn 
from  the  chiropractors;  they  have  paid 
enough  to  achieve  licenses  and  a high  degree 
of  credibility  for  a cult  that  is  laughable 
at  best  and  tragic  at  worst.) 

3.  Set  up  committees  and  serve  them. 

If  your  society  can’t  afford  a staff,  pool 
your  resources  with  other  societies  and  hire 
a joint  staff. 

4.  If  you  possibly  can,  get  a headquarters. 
And  do  not  be  miserly  about  it.  Even  a 
small  place  of  your  own  with  your  county 


medical  society’s  sign  on  the  door  is  a 
worthwhile  investment. 

In  recent  years  there  has  been  a national 
antagonism  toward  organized  medicine. 

Many  physicians  have  contributed  to  it 
through  neglect  or  outright  criticism. 

Some  have  silently  walked  away. 

Are  all  these  cop-outs  really  disdainful  of 
organized  medicine,  or  are  they  just 
ducking  responsibility? 

Back  when  American  medicine  really 
smelled  to  high  Heaven  with  the  quacks  and 
nostrum  vendors,  physicians  did  not  take 
a disdainful  sniff  and  run  out.  They  worked 
to  change  things,  and  they  succeeded. 

One  of  the  biggest  things  they  did  was  to  found 
the  American  Medical  Association  on 
May  5,  1847. 

Every  day,  the  physician’s  patients 
trust  him  to  be  right  in  decisions  that  literally 
mean  life  or  death. 

Ask  your  non-society-member  colleagues, 
“Are  you  going  to  accept  that  patient’s 
trust,  do  the  best  you  can  for  him,  and  then 
sit  back  and  let  some  politician  plan  his 
future  health  care?  Are  you  going  to  let 
someone  else  plan  your  destiny  too? 

“Don’t  tell  me  you  are  too  busy,  and  do  not 
try  to  play  one  side  against  the  other. 

“We  are  all  physicians;  let  us  work 
together.” 

Edward  J.  Kowalewski,  MD,  Akron,  Pa. 


communications  to 

TEXAS  MEDICINE 

Inadvertent  Hypothermia 
During  Surgery 

Dr.  Klingensmith  is  to  be  commended  for  his 
timely  article  on  a common  and  frequent  com- 
plication in  anesthesia  and  surgery,  inadvertent 
hypothermia  {Texas  Medicine,  May  1971,  p 
52).  Awareness  of  the  problem  is  the  first  ma- 
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jor  step  toward  its  solution.  I would  like  to  add 
a few  points  to  the  discussion. 

The  problem  with  anesthetic  gases  and  va- 
pors, in  relation  to  hypothermia,  is  not  one  of 
altered  metabolism  but  rather  one  of  altered 
solubility  and  distribution.  Hypothermia  adds 
its  central  nervous  system  depressant  effect  to 
that  of  anesthetic  agents.  Hypothermia  reduces 
the  effectiveness  of  curare,  and  the  resultant 
overdosage  may  be  sadly  manifest  in  the  recov- 
ery room  as  the  patient’s  temperature  rises. 
Chemical  reactions,  such  as  the  blood  clotting 
mechanism  and  the  degradation  of  succinylcho- 
line,  are  retarded  by  hypothermia. 

At  The  University  of  Texas  Medical  Branch 
Hospitals,  Galveston,  we  encourage  that  the 
temperature  be  monitored  continuously  on  all 
patients  undergoing  anesthesia  and  surgery.  If 
malignant  hyperthermia  is  diagnosed  by  the 
“educated  hand”  technique,  it  is  usually  too 
late  for  a successful  outcome. ^ Temperature 
may  be  measured  at  different  sites  with  vari- 
ous probe  devices.  Usually  we  use  the  Yellow 
Springs  unit  with  a probe  in  the  axilla.  However, 
when  necessary,  the  temperatures  at  the  tym- 
panic membrane,  esophagus,  or  rectum  are 
also  monitored. 

Although  hypothermia  lowers  general  meta- 
bolic rates,  it  should  be  remembered  that  neo- 
nates show  a rather  surprising  and  frightening 
increase  in  oxygen  consumption  in  response  to 
skin  cooling,  even  while  they  are  asleep  and 
still.2  This  metabolic  increase  may  be  set  off  by 
a gradient  between  the  infant’s  body  tempera- 
ture and  ambient  temperature  of  only  4-5°  F. 
It  should  be  remembered  also  that  even  in  the 
most  ideal  conditions,  neonates  utilize  oxygen 
at  about  twice  the  rate  of  adults,  per  kilogram 
body  weight.  The  prospects  implied  by  placing 
the  infant’s  brown  fat  tissue  directly  on  a heat- 
ing blanket  may  further  complicate  the  estima- 
tion of  oxygen  consumption. 

In  infants,  the  proper  warming  of  blood  and 
intravenous  solutions  may  give  unfounded  con- 
fidence. The  warmed  blood  or  solution  may  re- 
assume ambient  temperature  on  its  relatively 
slower  course  through  the  intravenous  tubing. 


It  is  our  practice  to  place  a loop  or  two  of  the 
tubing  under  the  heating  blanket,  or  in  a jar  of 
warm  water  (100-105°  F,  monitored)  proximal 
to  the  point  of  entry  into  the  patient. 

Metabolic  acidosis  is  more  related  to  perfu- 
sion abnormalities  (tissue  respiration)  which 
may  result  from  hypothermia,  than  to  hypo- 
thermia itself.  When  acidosis  is  present,  it 
tends  to  offset  hypothermia’s  adverse  effect  on 
the  oxygen-hemoglobin  dissociation  mechan- 
ism, and  is  best  corrected  slowly,  preferably 
after  rewarming  has  occurred. 

Temperature  abnormalities  are  difficult  to 
correct  during  hypovolemia  because  of  tissue 
“dysperfusion,”  and  are  nearly  impossible  to 
affect  during  shock. 

Axillary  probes  (continuous)  give  reliable  in- 
dications of  temperature  changes  if  the  arm  is 
kept  down.  The  temperature  of  the  axilla  is  un- 
reliable and  low  until  the  arm  has  been  down 
and  air  circulation  shut  out  for  5 or  10  minutes. 
Rectal  temperatures  are  less  reliable  because 
of  a rather  large  lag  between  changes  in  blood 
temperature  and  rectal  temperature.  The  con- 
tents of  the  rectum  may  insulate  the  probe  and 
result  in  misleading  information.  As  with  esoph- 
ageal temperature,  rectal  temperature  measure- 
ment is  not  without  hazard  of  trauma.  Esopha- 
geal temperature  is  second  only  to  tympanic 
membrane  temperature  in  accuracy  of  measur- 
ing actual  blood  temperature.^  The  safety  and 
patient  acceptance  of  tympanic  membrane 
measurements  are  recognized.® 

We  owe  our  thanks  to  Dr.  Klingensmith  for 
making  us  more  alert  to  this  problem.  I am 
sure  that  a sadly  significant  proportion  of  the 
mortality  in  infant  surgery  and  anesthesia  is  re- 
lated directly  to  loss  of  control  of  the  patient’s 
temperature. 

Sincerely, 

Tom  F.  Bryant,  MD,  Galveston. 

REFERENCES 

1.  Wilson  RD:  Malignant  hyperpyrexia  with  anesthesia. 
JAMA  202:183-186,  1967. 

2.  Hey  EN:  The  relation  between  environmental  temperature 
and  oxygen  consumption  in  the  new-born  baby.  J Physiol 
200:589-603,  1969. 

3.  Benzinger  M:  Tympanic  thermometry  in  surgery  and  anes- 
thesia. JAMA  209:1207-1211,  1969. 


38 


TEXAS  MEDICINE 


a professional  approach 
to  shilled  nursing 
and  extended  care... 


The  Country  Place  is  the  most  modern,  innovative  approach  to 
skilled  nursing  and  extended  care  available  to  your  patients. 

We  exceed  all  licensing  standards.  In  fact,  we  are  setting  new 
standards  in  care  and  treatment.  You  can  have  complete  confi- 
dence your  patient  will  receive  the  finest  physical  and  environ- 
mental care  and  understanding. 

At  the  heart  of  The  Country  Place  environment  is  “Milieu  Therapy”, 
a unique  concept  where  every  staff  member — whatever  his  job- — 
is  fully  trained  to  contribute  in  a positive  way  to  patient  well-being. 
This  “total  staff  involvement”  is  the  key  to  building  and  maintain- 
ing good  mental  attitude  in  the  patient — and  peace  of  mind  in  the 
patient’s  family. 

We  would  like  to  show  you  our  skilled  nursing  and  extended  care 
facility  at  your  convenience,  so  you  can  fudge  for  yourself. 


For  more  detailed  information,  contact: 

Mr.  Robert  Psenka,  Administrator 
The  Country  Place 
5201  Willow  Drive 
Houston,  Texas  77035 
(713)  721-0297 


Conveniently  located  at 
5201  South  Willow  Drive 
in  southwest  Houston, 
near  the  intersection  of 
South  Main  and  Chimney 
Rock. 
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Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  funcfionaliy-built'  equipment 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


Established  Over  10  Years 


NEW  CATALOG  NOW  AVAILABLE 

SURfilCAL  MECHANICAL  RESEARCH,  INC 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Please  visit  our  Booths  #210  & 211  at  AAOO  Meeting,  Las  Vegas,  Sept.  19-23,  1971 


Factory  Direct  Sales 
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Continuing  need  demands  innovation, 
cooperation 


When  I entered  this  office  I pointed 
to  the  continuing  need  for  addi- 
tional specialists  around  our 
state,  but  the  key  phrase  is 
“continuing  need”  as  opposed  to 
“physician  shortage.” 

I think  that  a great  part  of 
the  problem  in  Texas  is  maldis- 
tribution, and  I do  not  foresee  any 
change  that  would  redistribute 
the  physicians  to  accommodate 
needs  without  increasing  the  total 
supply.  There  are  still  19  counties 
in  Texas  that  need  physicians. 

I asked  the  Council  on  Medical 
Education  and  its  committees 
to  study  Texas’  medical  schools, 
emphasizing  their  admission 
procedures,  methods  of  determining 
distribution  (numerically)  of 
residency  training  programs  by 
specialty,  and  the  projected 
program  format  relative  to  depart- 
ments of  family  practice. 

I also  asked  the  Council  to  study 
the  possibility  of  commitment 
from  teaching  hospitals  to  give 
top  priority  to  physicians  who 
have  been  in  family  practice  two 
years  or  more  and  want  to  return 
for  residency. 

The  AMA  Council  on  Medical 
Education  has  just  submitted  a 
report,  “How  Medical  Students  Are 
Being  Taught.”  Copies  are  avail- 
able from  TMA. 

The  report  states  that  recent  and 
fairly  typical  curriculum  changes 
have  (1)  produced  significant 
contact  with  patients  early  in 
the  curriculum;  (2)  introduced 
and  expanded  interdepartmental 
teaching;  (3)  increased  use  of 
audiovisual  and  self-instruction 
techniques;  (4)  reduced  scheduled 
classroom  time;  (5)  reduced 
required  courses  and  increased 
electives;  (6)  converted  the  fourth 
year  to  straight  internship;  (7) 
developed  family  physician 
training  programs;  (8)  involved 
outside  departments  in  teaching 
basic  medical  science;  (9)  increased 
emphasis  on  social  sciences; 


(10)  improved  utilization  of  clinical 
facilities;  (11)  provided  health 
care  delivery  to  certain  population 
groups  in  order  to  provide  clinical 
experience  for  students;  (12) 
provided  for  differential  rates 
of  progression  based  on  individual 
rates  of  learning;  (13)  reduced 
the  total  duration  of  undergraduate 
medical  education;  and  (14) 
developed  departments  of  research 
in  medical  education. 

The  entire  medical  community 
needs  to  be  more  acutely  attuned 
to  the  problems  of  medical 
education  and  to  the  changes  within 
it.  Likewise,  educators  must  be 
keenly  aware  of  the  basic  require- 
ments as  well  as  the  shifting  needs 
of  those  who  practice  medicine. 

Full-time  faculty  members  must 
not  only  join  their  county,  state  and 
national  medical  associations, 
but  also  become  active  participants 
in  their  deliberative  processes. 

True  progress  can  only  result 
from  such  two-way  cooperation. 

James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 
The  concept  of  chemotherapy  pius  the 
physician’s  psychological  support  is  confirmed 
as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Officiai  Journal  of  the 
American  Fertiiity  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Cit.(1/6er.}  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 

RCFCR  TO 

PDR 


NIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Eit.fVz  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  ....  1 ...  10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.(1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
6 C0MPLEX  AND  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.  (V4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  .75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos* 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dittiness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Moniesane,  P.,  and  Evangelisle,  1.  Methyltestosterone-thyrold  treatment  of  sekual 
impotence.  Clin  Med  I2-.69.  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone« 
thyroid  compound.  West  Med  5;67,  1964.  3.  Titelf,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962.  4.  Heilman.  L.,  Bradlow,  H.  1.,  Zumoff,  B.,  Fukushima,  D.  K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
19S9.  S.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogeneds. 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincotf,  Phlla* 
delphia.  1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  impotence  in  the  Male.  Thomas,  Springfield, 

111.,  1959,  pp.  79-99. 
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THE  BROWN  PHARMACEUTICAL  CO., 


INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin 

capsules/elixlr 

A Gentle  Cerebral  Stimulant  and  Vasodilatdr 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

FAIR 


GOOD 


POOR 

iCEREBRO-NICIN®  New  double-blind  study*  shows  how 
^effectively  senility  can  be  forestalled.  Four  times  as  many 
iging  patients  showed  striking  improvement. 

p»A  Double-Blind  Study  of  Cerebro-NlcIn,  Therapy  for  the  Geriatric  Patient,  Ft.  Goldberg  Jrnl,.  of 
^the  Amer.  Ger.  Soc,  June,  1964- 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains:  - 

Pentylenetetrazole 100  mg'S 

Nicotinic  Acid 100 

Thiamine  HCI 25  mg^ 

1-Glutamic  Acid T. 50mg.‘ 

Niacinamide ; 5 

Riboflavin , 2 mg .3 

Pyridoxine 3 mg.-S 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Botfies  of  100,  500, 1000  capsuies. 

Also  elixir  8oz.  bottles. 

CONTRAfNDICATiONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when ; 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after’ 

. . taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  wilt  complain  of  nausea  and  other  sensa-. 
tions  of  discomfort.  This  reaction  is  transient  and  is 
. rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REFEBTO 

PDB 

Write  for  literature  and  samples. 

> B ^ the  browh  pharmaceutical  Co. 


72500 W.6th  St., Los  Angefes, Calif.  90057 
Write  for  Product  Catalog  , J 
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(diethylpropion  hydrochloride,  N.R) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  abuse. 

Warning;  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympothomimetic  agents,  it  moy 
occaslonolly  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 


ond  jifteriness.  In  controst,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitation,  ond  increased  blood  pressure.  One  published  report 
described  T-wove  changes  In  the  ECG  of  a healthy  young  mole  ofter  Ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gostro/ntestinof  effects  such  as  diarrheo, 
constipotion,  nouseo.  Vomiting,  ond  obdominol  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  dally,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  T.io7/4/7t/u  s patent  no.  3,001.910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Ghiinomni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arterioscierosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophyiline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  Qne  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 

Specific  therapy  for  night  leg  cramps 


f. 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  ‘Neosporin’  (polymyxin  B 
— bacitracin  — neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  Vz  oz.  with  applicator  tip,  and  Vs  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIN’ 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYGIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


ITfJ 


functional 
bowel  distres 


Irritable 
colen  . 


when  lower 
G-l  symptoms 
demand 
a potent 
synthetic 
antispasmodic 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypermotiiity  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinui®  Forte  (2  mg.  glycopyrrolate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotiiity,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinui  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinur2  mg. 


FortB  (glycopyrrolate) 


■ INDICATIONS  Robinui  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  wit 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm, 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reterv 
tion,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinui  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinui  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 


tablets  engraved  AHR/2  in  bottles  of  100  and  500. 


A.  H.  Robins  Company,  Richmond,  Va. 


The  all-day  all- 

night  summer  cold 
and  allergy  pill. 


Novahistine  LP  can  give  your  patients  the  convenience  of  twice-a-day  dosage— morning  and 
bedtime— along  with  prompt  relief  from  the  symptoms  of  allergic  rhinitis,  hay  fever  or  summer 
colds.  These  continuous-release  tablets  contain  a vasoconstrictor-antihistamine  formulation 
that  goes  to  work  rapidly  and  lasts  for  hours.  Even  when  nasal  congestion  is  the  result  of 
repeated  allergic  episodes,  patients  can  usually  enjoy  around-the-clock  relief.  Use  with 
caution  in  patients  with  severe  hypertension,  diabetes 
mellitus,  hyperthyroidism  or  urinary  retention.  Caution 
ambulatory  patients  that  drowsiness  may  result. 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals,  Indianapolis 


Novahistine® 
LP 


decongestant 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro- 
chloride and  4 mg.  of  chlorpheniramine  maleate.) 
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ROY  B.  SESSIONS,  MD 
ROBERT  M.  KOMORN,  MD 


Modern 
concepts  of 

laryngeal 

cancer 

surgery 

In  properly  selected  cases,  the  five-year  survival 
rate  of  supraglottic  carcinoma  treated  with  supra- 
glottic  laryngectomy  is  60-70%.  The  survival 
rate  for  true  vocal  cord  lesions  treated  by  hemi- 
laryngectomy  is  between  80-90%.  Experience 
during  the  past  15  years  shows  that  with  proper 
selection  of  cases,  the  utilization  of  voice-sparing 
laryngeal  procedures  rather  than  total  laryngec- 
tomy has  not  lowered  the  five-year  cure  rate.  The 
advantages  of  sparing  the  voice  production  area  of 
the  larynx  are  obvious,  and  the  degree  of  morbid- 
ity and  the  length  of  the  rehabilitation  period  are 
quite  acceptable. 


CONCEPTS  OF  THE  SURGICAL  management  of 
laryngeal  cancer  have  changed  significantly 
during  recent  years.  Quite  often  now,  cancers 
can  be  removed  from  the  larynx  effectively  with 
a voice-sparing  type  of  subtotal  laryngectomy. 
Prior  to  the  development  of  this  conservation 
surgery, 1 the  surgical  management  of  laryngeal 
cancer  almost  always  involved  the  total  removal 
of  the  larynx. 

Background  and  Pathogenesis:  Cancer  of  the 
larynx  is  almost  exclusively  of  the  squamous 
cell  variety. 2 Because  of  this,  the  important 
decisions  in  determining  surgical  treatment  are 
based  not  on  cell  type,  but  rather  on  local  lym- 
phatic drainage  and  the  extent  of  tumor  inva- 
sion into  surrounding  structures.  Tumors  of  the 
various  areas  of  the  larynx  have  different  but 
often  predictable  natural  histories. 

Because  of  the  rather  predictable  behavior 
of  laryngeal  cancer  and  its  relatively  favorable 
prognosis,  laryngologists  long  ago  challenged 
the  thesis  that  all  malignant  lesions  of  this 
structure  required  total  laryngectomy.  In  1904, 
Jackson  advocated  acceptance  of  partial  laryn- 
gectomy.^ For  many  years,  cancer  of  the  true 
vocal  cord  was  treated  effectively  by  laryngo- 
fissure  with  cordectomy.  Although  this  proce- 
dure has  been  superseded  by  the  more  versa- 
tile and  more  effective  hemilaryngectomy,  the 
principles  of  the  original  procedure  were  sound. 
In  1958,  Ogura  described  a one-stage  subtotal 
laryngectomy  for  carcinoma  of  the  epiglottis.^ 
The  supraglottic  laryngectomy  has  since  proved 
its  worth.  Prior  to  the  mid-1950s,  the  research 
emphasis  was  on  the  input  aspects  of  com- 
munication, ie,  vision  and  hearing;  while  the 
output  aspect,  speech,  was  neglected.  Most  of 
the  work  done  on  voice  and  speech  was  by 
voice  teachers,  speech  pathologists,  and  psy- 
chologists, all  of  whom  were  interested  in  emo- 
tional and  psychosocial  aspects  of  speech  ab- 
normalities. It  is  understandable  that  during 
these  years  the  surgical  treatment  of  cancer 
of  the  speech  production  areas  was  developed 
with  little  regard  for  preservation  or  reconstruc- 
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tion  of  the  voice.  Indeed,  the  major  goal  of 
curing  the  primary  disease  seemed  to  obscure 
all  else. 

Concepts:  The  term  “conservation  surgery”  is 
applied  to  the  procedures  in  which  a laryngeal 
tumor  is  removed  with  a subtotal  laryngectomy. 
The  hemilaryngectomy  which  is  employed  for 
cancer  of  the  true  vocal  cord  and  the  supra- 
glottic  laryngectomy  done  for  cancer  of  the 
false  cord,  epiglottis,  and  aryepiglottic  folds, 
are  the  two  classic  conservation  surgical  proce- 
dures described.  Other  conservation  procedures 
used  to  remove  lesions  of  the  hypopharynx  and 
pharynx  are  only  variations  of  the  supraglottic 
laryngectomy.  Those  employing  conservation 
techniques  believe  that  the  objective  of  the  sur- 
geon should  be  not  only  adequate  removal  of 
the  lesion  for  cure,  but  also  preservation  of  the 
respiratory,  phonatory,  and  sphincteric  func- 
tions of  the  larynx.  Conservation  surgery  should 
not  be  confused  with  conservative  surgery.  In 
itself,  conservation  surgery  is  a radical  break 
with  the  past  and  is  in  no  way  a less  extensive 
form  of  surgery  technically  than  the  total  laryn- 
gectomy. Cancers  involving  various  areas  with- 
in the  larynx  (vocal  cord  lesions,  epiglottic 
lesions)  behave  differently  in  terms  of  tumor 
extension.  The  conservation  surgical  procedures 
used  to  treat  them  likewise  vary;  but  in  all,  the 
basic  design  of  the  operation  is  to  remove  the 
involved  area  in  continuity  with  the  tissue  areas 
into  which  the  tumor  extends. 

The  rationale  of  these  surgical  procedures 
is  based  on  sound  embryologic,  anatomical, 
and  pathologic  principles.  The  larynx  is  divided 
into  a series  of  relatively  isolated  anatomical 
compartments  which  represent  barriers  to  the 
direct  spread  of  tumors.  The  lymphatic  systems 
of  each  compartment  flow  in  such  a way  that 
closely  adjacent  portions  of  the  larynx  may,  in 
a sense,  be  considered  separate  organs,  far  re- 
moved from  one  another.®  For  example,  the 
two  halves  of  the  larynx  are  in  juxtaposition 
and  join  in  the  midline,  but  for  all  practical  pur- 
poses they  are  remote  from  one  another  in  so 


far  as  the  lymphatics  are  concerned.  The  em- 
bryonic larynx  arises  as  two  entirely  independ- 
ent halves,  with  the  lymphatics  originating  as 
two  independent  groups,  right  and  left.  These 
lymphatics  probably  never  blend.  The  fusion  of 
the  halves  takes  place  relatively  late  (10-12 
weeks)  in  embryonic  life,  after  the  lymphatic 
network  of  each  side  has  developed  in  a final 
pattern.  Thus,  at  least  from  the  standpoint  of 
deep  lymphatics,  one  is  able  to  think  in  terms 
of  a right  larynx  and  a left  larynx  and  should 
do  so  as  if  they  were  separate  organs.  This  is 
not  to  say  that  there  is  no  lymphatic  connec- 
tion at  all  from  one  side  of  the  neck  to  the 
other.  There  are  cross-lymphatic  chains  from 
the  extralaryngeal  lymph  nodes  in  each  side  of 
the  neck,  and  these  undoubtedly  are  responsi- 
ble for  the  contralateral  nodal  metastasis  some- 
times seen  in  more  advanced  laryngeal  cancer. 

The  different  embryonic  derivations  of  the 
supraglottic  and  infraglottic  portions  of  the 
larynx  probably  provide  another  barrier  to 
tumor  spread  within  the  larynx.  The  supraglot- 
tis develops  from  the  primitive  pharynx,  while 
the  glottis  and  subglottis  are  derived  from  the 
superior  extremity  of  the  tracheal  tube.^-®  To 
a great  extent,  conservation  or  partial  laryngeal 
surgery  is  based  on  this  concept  of  laryngeal 
compartmentalization. 

In  addition  to  this  so-called  compartmentali- 
zation favoring  the  subtotal  removal  of  the 
larynx,  another  measure  of  safety  is  added  by 
the  rather  peculiar  flow  of  lymph  inside  each 
compartment.  The  lymphatic  flow  from  the 
false  cords  and  the  epiglottis  is  upward  and 
lateral,  draining  into  the  main  lymphatic  chan- 
nels which  exit  each  side  of  the  larynx  at  the 
lateral  aspect  of  the  thyrohyoid  membrane.  The 
lymphatic  drainage  from  the  subglottis  is  down- 
ward and  lateral  into  the  chain  exiting  at  each 
side  of  the  cricothyroid  membrane.  Finally,  the 
true  vocal  cord  itself  has  little  if  any  lymphatic 
drainage,  and  in  this  respect  it  is  somewhat 
isolated  from  the  remainder  of  the  larynx.®  Be- 
cause of  the  pattern  of  lymphatic  flow,  subglot- 
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1.  The  shaded  area  represents  limits  of 
resection.  Note  that  point  A is  attached  to  point 
B for  reconstruction. 


tic  tumors  ordinarily  do  not  invade  the  supra- 
glottic  area  or  vice  versa. 

Surgical  Techniques:  With  these  facts  in  mind, 
one  can  understand  the  rationale  of  both  the 
supraglottic  and  the  hemilaryngectomy.  In  su- 
praglottic  laryngectomy,  the  resection  includes 
all  structures  from  the  true  vocal  cords  to  the 
base  of  the  tongue.  This  is,  in  a sense,  a hori- 
zontal hemilaryngectomy.8  Reconstruction  in- 
volves the  attachment  of  the  remaining  larynx 
to  the  base  of  the  tongue  (Fig  1).  The  lym- 
phatics of  the  supraglottic  larynx  flow  in  an 
upward  direction  and  are  independent  from 
those  of  the  true  vocal  cords  and  the  subglottic 
areas.  Resection  of  lesions  of  any  portion  of 
the  supraglottis,  therefore,  need  not  involve  re- 
moval of  the  lower  half  of  the  larynx. 

The  standard  hemilaryngectomy  is  performed 
for  lesions  of  the  true  vocal  cords.  This  opera- 
tion consists  of  removing  half  of  the  thyroid 
cartilage  and  all  of  the  structures  within  it  on 
the  involved  side  (Fig  2).  With  one  functioning 
vocal  cord,  the  patient  is  left  with  a hoarse  but 
adequate  voice.  Because  of  the  sparsity  of  lym- 
phatic drainage,  cancer  of  the  true  vocal  cord 
usually  tends  to  remain  localized  longer  than 
tumors  in  other  parts  of  the  larynx.^  The  hemi- 
laryngectomy, therefore,  is  not  routinely  com- 
bined with  a radical  neck  dissection.  As  previ- 
ously mentioned,  the  two  halves  of  the  larynx 
have  little  relationship  to  each  other  and  the 
removal  of  the  uninvolved  side  of  the  larynx 
for  an  isolated  true  vocal  cord  lesion  does  not 
add  to  the  overall  survival  rate. 

Morbidity:  The  act  of  swallowing  after  supra- 
glottic laryngectomy  is  often  difficult  initially 
because  of  two  factors:  (1)  Resection  of  the 
supraglottis  transects  the  sensory  nerve  supply 
from  the  pharynx  and  thereby  alters  the  reflex 
act  of  glottic  closure  during  deglutition,  and 
(2)  the  removal  of  the  epiglottis  allows  food 
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to  be  “dumped”  directly  onto  the  true  vocal 
cords.  In  the  normal  larynx,  the  main  function 
of  the  epiglottis  is  passive  diversion  of  food 
laterally  into  the  pyriform  fossae.'^  There  the 
food  is  assimilated  and  passed  to  the  esopha- 
geal inlet  and  then  swallowed.  This  pathway 
obviously  is  changed  after  supraglottic  resec- 
tion. Until  the  patient  learns  the  technique  of 
voluntarily  closing  the  glottis  while  swallowing, 
aspiration  occurs.  Most  patients  who  have  had 
a supraglottic  laryngectomy  are  able  to  do  this 
and  can  swallow  without  significant  difficulty. 
Patients  who  have  had  resection  of  large  por- 
tions of  the  larynx  have  remarkable  adaptive 
ability.  This  adaptation  following  major  resec- 
tion has  been  demonstrated  radiographically  by 
Staple  and  Ogura.'^  Because  the  vocal  produc- 
tion mechanism  is  unaltered  with  this  proce- 
dure, the  voice  is  not  affected.  Following  hemi- 
laryngectomy,  rehabilitation  is  simple  and 
prompt.  Aspiration  is  rarely  a problem. 
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2.  On  the  left  is  the  larynx  as  seen  through 
the  laryngoscope,  and  on  the  right  is  a 
frontal  representation.  In  both,  the  shaded  areas 
represent  limits  of  resection  in  hemilaryngectomy. 
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AN  APPROACH  TO 
DIAGNOSIS 


AND  TREATMENT 


Laryngeal 


In  the  treatment  of  laryngeal  cancer,  loss  of  voice 
and  permanent  tracheostomies  are  not  always  ne- 
cessary. Delay  in  diagnosis  and  exact  localization 
of  the  cancer,  however,  reduce  opportunities  for 
conservation  surgery.  With  increased  awareness  of 
the  high-risk  patients  and  the  significance  of  the 
early  warning  symptoms,  this  delay  can  be  mini- 
mized. Prompt  and  orderly  examination  can  then 
identify  the  full  anatomical  extent  of  a laryngeal 
cancer.  Since  failures  from  radiation  therapy  or 
conservation  surgery  are  primarily  due  to  inade- 
quate treatment  fields  or  surgical  margins,  an  ex- 
act plot  of  the  lesion  permits  more  intelligent  and 
successful  use  of  these  modalities.  The  initial  ther- 
apy is  based  on  the  limitations  inherent  in  each 
modality,  and  considerations  of  how  a high  sur- 
vival rate  can  he  obtained  without  sacrificing 
vocal  function. 


ROBERT  M.  KOMORN,  MD 
ROY  B.  SESSIONS,  MD 


THE  OTOLARYNGOLOGISTS  see  two  groups  of 
patients  with  laryngeal  cancer.  One  group  has 
an  early  lesion  which  is  treatable  by  either 
radiation  therapy  or  conservation  laryngeal  sur- 
gery  (Fig  1).  The  expected  five-year  cure  rate 
for  T1  or  T2  lesions  without  nodal  metastasis 
is  85%  or  better.^’-  Nearly  as  important  to 
the  patients  is  that  both  of  these  modalities  of 
treatment  spare  the  natural  voice,  avoid  per- 
manent tracheostomies,  and  allow  the  patients 
to  resume  their  former  activities.  In  contrast, 
patients  in  the  second  group  present  with  ad- 
vanced lesions  that  require  extensive  ablative 
procedures  frequently  supplemented  with  pre- 
operative or  postoperative  radiation  (Fig  2). 
The  five-year  cure  rate  drops  precipitously,!’^ 
morbidity  is  increased,  the  natural  voice  is  sac- 
rificed, and  permanent  tracheostomies  are  nec- 
essary. Even  with  esophageal  or  electrolaryn- 
geal  speech,  the  poor  voice  and  permanent 
tracheostomy  rarely  permit  the  patient  to  re- 
turn to  full  activity  or  to  his  former  occupation. 
This  article  shows  how  the  early  lesion  can  be 
found  and  evaluated  so  that  more  patients  are 
eligible  for  the  advantages  associated  with  radi- 
ation therapy  or  conservation  laryngeal  surgery. 
Predisposing  Factors:  The  first  step  in  diagnosis 
is  recognition  of  the  high-risk  patients.  Typical- 
ly, the  patient  with  laryngeal  cancer  is  a mid- 
dle-aged to  elderly  man  who  smokes.  The  male 
to  female  ratio  is  8:1,  the  median  age  is  in  the 
sixth  decade,  and  90%  of  the  patients  con- 
sume one  or  more  packages  of  cigarettes  per 
day.3  Chronic  voice  abuse,  excessive  alcoholic 
intake  and  a previous  history  of  laryngeal  leu- 
koplakia, hypertrophic  laryngitis,  or  adult  laryn- 
geal papilloma  are  factors  which  seem  to  in- 
crease the  risk  of  laryngeal  cancer. 

Symptoms:  Despite  our  knowledge  of  these 
facts,  there  still  is  an  average  delay  of  six  to 
nine  months  from  the  time  symptoms  first  de- 
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velop  until  the  larynx  is  examined.^  Delay  re- 
sults both  from  the  subtlety  of  the  early  warn- 
ing symptoms  and  from  the  patient’s  reluc- 
tance to  seek  medical  advice.  Except  for  mild 
or  intermittent  hoarseness,  glottic  carcinomas 
are  silent  lesions.  Since  hoarseness  can  accom- 
pany many  nonmalignant  laryngeal  diseases, 
this  complaint  is  ignored  or  symptomatically 
treated  by  both  patients  and  physicians.  Re- 
gardless of  the  nature  of  the  onset,  hoarse- 
ness that  persists  implies  a definite  structural 
change  in  the  vocal  cords.  Voice  abuse  and 
inflammatory  laryngitis  should  improve  within 
two  or  three  weeks  of  acute  onset. 

Patients  with  lesions  of  the  epiglottis,  arye- 
piglottic  folds,  and  false  cords  are  not  hoarse 
initially.  The  comparable  early  warning  symp- 
toms for  a supraglottic  cancer  are  either  throat 
pain  or  referred  otalgia.  This  pain  has  several 
characteristics  that  localize  it  to  the  hypo- 
pharynx.  When  it  is  referred  to  the  ear,  exami- 
nation of  the  ear  shows  no  abnormalities  and 
the  pain  can  be  relieved  by  manipulation  of  the 
pinna  or  external  canal.  Talking,  hot  or  spicy 
foods,  and  citrus  juices  aggravate  the  pain.  A 
muffled  or  “hot  potato’’  voice  results  when  the 
lesion  involves  the  vallecula  or  base  of  the 
tongue.  Movement  of  the  tongue  increases  the 
pain  and  the  patient  compensates  by  trying  to 
talk  without  moving  his  tongue.  Only  after 
hoarseness  or  pain  have  been  present  for  sev- 
eral months  do  hemoptysis,  cervical  adenop- 
athy, dysphagia,  weight  loss,  and  airway  ob- 
struction make  it  obvious  that  a laryngeal  can- 
cer is  present.  Indirect  mirror  examination  must 
therefore  be  used  much  more  frequently,  and 
within  two  to  three  weeks  of  the  onset  of  symp- 
toms, if  the  early  lesion  is  to  be  found. 
Anatomical  Identification:  Evaluation  of  a laryn- 
geal lesion  found  with  the  mirror  is  done  by  an 
initial  radiographic  survey  followed  by  direct 


Tumor  , Anatomical  Site 

Class  Supraglottis  Glottis 


T1 

Tumor  confined  tO: 

Tumor  confined  to: 

Epiglottis 

One  vocal  cord  with  normal 

One  aryepiglottic  fold 

One  ventricular  band  or 

mobility 

cavity 

One  arytenoid 

T2 

Tumor  involving: 

Tumor  involving: 

Two  or  more  of  the  above 

Both  cords 

structures  but  limited  to 

One  cord  with  decreased 

the  supraglottic  region 

mobility 

1.  Early  laryngeal  cancer  frequently  treated 
by  radiotherapy  or  conservation  surgery. 
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Tumor  involving: 
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Both  supraglottic  and 
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confined  to  the  larynx 

extending  1 cm  sub- 
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T4 

Tumors  that  extend  into: 

Tumors  that  extend  to: 

Postcricoid  region 

Thyroid  cartilage 

Vallecula 

Skin  or  muscle 

Base  of  tongue 

Pyriform  sinus 

Apex  of  pyriform  sinus 

Postcricoid  region 

2.  Laryngeal  lesions  frequently  too  extensive  for 
treatment  with  radiotherapy  alone  or 
conservation  laryngeal  surgery. 
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3.  At  left,  the  lateral  soft-tissue 
roentgenogram  shows  the  epiglottis 
(])  and  base  of  tongue  (2). 
At  right,  an  anteroposterior 
tomogram  shows  the  true 
cords  (3),  the  subglottic  space  (4) 
and  the  thyroid  cartilage  (5). 


4.  The  lateral  laryngogram  at  left 

shows  the  laryngeal  surface  of  the  epiglottis  (1), 

the  vallecula  (2)  and  the  anterior  commissure 

(4).  At  right,  the  anteroposterior  laryngogram 

made  with  the  patient  phonating  shows 

the  true  cords  (3),  false  cords  (5), 

laryngeal  ventricle  (6)  and  pyriform  sinus  (7). 


laryngoscopy  and  biopsy.  The  external  surfaces 
of  the  larynx  can  be  examined  with  air  contrast 
studies.  A lateral  soft-tissue  roentgenogram  of 
the  neck  and  anteroposterior  tomograms  show 
changes  of  the  base  of  the  tongue,  vallecula, 
epiglottis,  thyroid  cartilages  and  subglottic  area 
(Fig  3).  The  interior  of  the  larynx  is  best  seen 
by  using  radiopaque  dye  to  obtain  a laryngo- 
gram. Lateral  and  anteroposterior  views  taken 
during  respiration,  phonation,  and  Valsalva’s 
maneuver  provide  information  about  mucosal 
abnormalities  of  the  epiglottis,  anterior  commis- 
sure, ventricles,  true  cords  and  pyriform  sin- 
uses (Fig  4). 

Direct  laryngoscopy  follows  the  radiographic 
survey,  so  distortion  is  not  produced  by  the 
surgical  manipulations  and  biopsies.  Recent 
advances  in  laryngoscopy  have  improved  the 
quality  of  information  obtainable  from  this 
technique.  Vocal  cord  mobility  is  easier  to  as- 
sess if  neurolypt  drugs  are  used  with  topical 
anesthesia,  since  the  patient  is  both  more  com- 
fortable and  awake  enough  to  phonate  on  com- 
mand. In  difficult  cases  or  when  the  microscope 
is  used,  general  anesthesia  with  a small  endo- 
tracheal tube  is  preferred.  Foroblique  and  right- 
angle  bronchoscopic  telescopes  have  been 
adapted  to  provide  a magnified  view  of  the 
undersurface  of  the  cords  and  ventricle  cavities. 

The  biggest  advancement,  however,  is  the  use 
of  the  operating  microscope  as  advocated  by 
Kleinsasser.®  The  increased  magnification  and 
three-dimensional  vision  provided  by  the  micro- 
scope permits  detailed  appraisal  of  leukoplakia, 
polypoid  corditis,  and  carcinoma  in  situ.  Pre- 
cision biopsies  of  only  the  involved  mucous 
membrane  have  increased  the  recognition  of 
precancerous  and  in  situ  lesions  and  reduced 
the  incidence  of  post-laryngoscopy  voice 
change.  Furthermore,  photographs  of  the  lesion 
can  be  obtained  through  the  microscope  and 
made  part  of  the  patient’s  record. 
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Selection  of  Therapy:  The  approach  to  therapy 
is  just  as  important  as  early  diagnosis  if  more 
patients  are  going  to  be  eligible  for  voice-spar- 
ing procedures.  We  have  found  that  by  using 
the  information  obtained  from  the  radiographs, 
laryngoscopy,  microscopic  pictures,  and  biopsy 
reports,  a precise  plot  of  the  lesion  can  be 
made  on  a tumor  sheet  (Fig  5).  This  informa- 
tion is  then  available  to  both  the  radiotherapist 
and  otolaryngologist.  Cooperation  permits  a 
treatment  plan  to  be  developed  that  is  based 
on  anatomical  and  functional  considerations, 
realizing  the  limitations  involved  with  both  the 
operative  and  nonoperative  approaches.  Follow- 
up is  facilitated  because  permanent  records  of 
the  original  lesion  are  always  available  for  com- 
parison. Equally  important,  if  failures  occur, 
a salvage  procedure  can  be  more  accurately 
planned  because  of  this  graphic  record  of  the 
extent  of  the  initial  involvement. 
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5.  Tumor  sheet  used  to  plot  extent  of 
laryngeal  cancer. 
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Texas  is  a leading  endemic  area  for  leprosy  in  the 
United  States.  Most  of  the  cases  occur  in  adults 
and  are  bacilli-positive.  Clinical  recognition  of  the 
disease  is  possible,  but  the  diagnosis  can  be  con- 
firmed by  biopsy  of  affected  tissue.  Treatment 
with  sulfones  is  efficacious  if  the  disease  is  diag- 
nosed early.  In  Texas,  surveillance  clinics  have 
been  set  up  in  an  attempt  to  discover  new  cases 
earlier,  examine  contacts  and  decrease  the  inci- 
dence of  the  infection. 

LEPROSY  IS  A CHRONIC  INFECTIOUS  disease 
caused  by  Mycobacterium  leprae.  One  of  the 
major  endemic  areas  for  leprosy  in  the  United 
States  is  Texas.  From  1950  to  1968,  Texas  had 
360  cases  of  leprosy  reported,  comprising  20% 
of  all  cases  diagnosed  within  the  country.^  Tex- 
as ranks  first  among  states  having  cases  of 
leprosy  acquired  within  the  United  States.  The 
following  is  a review  of  the  epidemiology  and 
clinical  features  of  the  disease. 

History:  In  spite  of  the  frequent  mention  of 
the  “lepra”  and  the  disease  in  the  Bible,  such 
description  as  is  presented  does  not  suggest 
leprosy.2’3  The  word  “lepra”  (vaguely  applied 
to  scaly  skin  eruptions)  was  chosen  to  avoid 
confusion  with  any  well-recognized  entity.  De- 
pigmentation is  not  a feature  of  leprosy  and  no 
leprous  lesion  was  “white  as  snow”  as  was 
Naaman’s. 

The  disease  was  present  in  biblical  times 
in  Egypt,  Africa,  China  and  India.  It  spread 
through  Europe  as  a result  of  military  move- 
ments and  crusades,  and  was  endemic  in 
Europe  in  medieval  times.  One  study  indicates 
that  76%  of  skulls  from  graveyards  (12th  to 
16th  century)  show  characteristic  atrophy  of 
lepromatous  leprosy.®  In  the  16th  century,  the 
disease  declined  in  Europe  but  not  in  Scandi- 
navia. It  was  prevalent  in  Norway  into  the  late 


19th  century.  In  fact,  Norwegian  immigrants  to 
the  Upper  Mississippi  Valley  brought  leprosy 
with  them,  and  a few  second-generation  per- 
sons acquired  the  disease.  Leprosy  came  to 
Texas  with  the  Spaniards,  and  the  areas  they 
settled  are  primarily  the  ones  where  the  disease 
still  is  endemic. Today,  leprosy  is  present  not 
only  in  the  tropics,  but  also  in  Korea  and  north- 
ern Japan. 

Epidemiology:  The  total  number  of  cases  world- 
wide approaches  10  million  (3/1,000).  The 
highest  rates  are  in  tropical  African  countries, 
followed  by  India  and  Southeast  Asia. 

The  endemic  area  in  Texas  is  from  Bexar 
County  southward  to  the  border  (Fig  1).  The 
greatest  possibility  for  contact  with  leprosy  is 
in  this  endemic  area,  and  cases  discovered 
elsewhere  usually  are  traceable  to  an  endemic 
area.  In  Texas,  no  secondary  cases  have  devel- 
oped outside  the  endemic  area,  and  most  cas- 
es are  acquired  in  adulthood  rather  than  in 
childhood.®  This  is  a characteristic  of  leprosy 
when  it  is  a relatively  uncommon  infection  in 
an  endemic  area. 

Certain  features  suggest  that  leprosy  is  high- 
ly contagious  although  many  contacts  rarely 
acquire  clinical  disease.  (1)  Contagiousness  has 
a different  connotation  when  applied  to  leprosy. 
Up  to  one-half  of  all  new  cases  of  leprosy  have 
not  been  associated  in  any  way  with  anyone 
known  to  have  the  disease.  The  incubation 
period  can  be  from  5 to  15  years,  so  ancestors 
or  relatives  who  have  had  the  disease  may  not 
be  available  for  study  when  disease  is  first 
noted.  In  the  Philippines,  where  the  infection  is 
common,  the  peak  attack  rate  occurs  in  the 
10-14  age  group.®  Furthermore,  the  reactivity 
to  lepromin  increases  rapidly  from  age  2 to  10, 
so  that  less  than  10%  are  lepromin-negative 
by  age  20.  These  data  would  support  the  con- 
tention that  infection  is  common,  but  clinical 
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manifestations  are  less  frequent.  (2)  Suscepti- 
ble populations  often  have  a high  prevalence 
rate  in  a short  time.  The  best  example  of  this 
is  the  epidemic  on  Nauru  following  the  intro- 
duction of  leprosy  in  1912.^  By  1920,  three 
individuals  who  were  contacts  of  the  first  case 
had  leprosy.  By  1925,  one  quarter  of  the  popu- 
lation was  affected  (50  cases/1, 000/year). 

The  mode  of  transmission  is  not  known,  and 
the  long  incubation  period  hampers  the  gather- 
ing of  important  information.  The  only  known 
source  of  infection  is  human  contact.  No  con- 
nection exists  between  human  leprosy  and 
murine  (rat)  leprosy  or  with  other  natural 
mycobacterial  infections  of  man  or  animal.  It 
is  not  proven  whether  inhalation  of  organisms, 
direct  infection  with  inoculation  through  breaks 
in  skin  or  through  mucous  membranes  of  the 
nose  and  throat,  or  indirect  contact  with  inges- 
tion of  organisms  occurs.  The  most  appealing 
hypothesis  is  that  organisms  are  taken  up  from 
contaminated  material  through  breaks  in  skin 
or  mucous  membranes.  The  organism  then 
spreads  via  the  blood  stream  or  through  lym- 
phatic channels  to  the  skin  and  peripheral 
nerves.  The  long  incubation  period  and  the  fail- 
ure to  grow  bacilli  except  in  immunologically 
deficient  mice  suggest  that  it  is  a “slow  myco- 
bacteria” infection  comparable  to  recently  de- 
scribed slow  virus  infections.'^  Although  many 
individuals  in  endemic  areas  are  exposed,  most 
are  able  to  kill  most  of  the  bacilli.  Certain  data 
would  favor  the  hypothesis  that  the  infection 
requires  either  large  numbers  of  bacilli  or  fre- 
quent exposure  for  the  disease  to  become  es- 
tablished. Attack  rates  are  highest  in  contacts 
of  those  with  lepromatous  leprosy  (6/1,000/ 
year),  the  individuals  with  largest  numbers  of 
organisms  in  skin  and  other  external  secre- 
tions.® Attack  rates  in  contacts  of  tuberculoid 
cases,  who  shed  few  bacilli,  are  1/1,000/year. 
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Thus,  leprosy  probably  is  quite  contagious,  but 
symptomatic  infections  are  uncommon. 
Bacteriology;  M leprae  is  an  acid-fast,  pleo- 
morphic bacillus.  It  is  an  obligate  intracyto- 
plasmic  infective  agent  not  found  in  the  nucle- 
us of  the  host  cell.  The  bacilli  may  form  mem- 
brane-bound globi  which  are  characterized  by 
opaque  droplets  and  a foamy  structure  (lep- 
romatous  leprosy).  Under  other  conditions  (bor- 
derline cases),  bacilli  occur  singly  or  in  small 
groups  without  forming  a limiting  membrane. 

The  bacilli  do  not  multiply  on  or  in  ordinary 
bacteriological  media.  The  organism  has  been 
cultivated  in  typical  fashion  in  the  mouse  foot 
pad  and  systemically  in  thymectomized-irradi- 
ated  mice.®'^  A significant  feature  of  the  organ- 
ism is  its  predilection  for  certain  tissues,  each 
having  in  common  a lower  temperature  than 
internal  body  temperature.  These  would  include 
peripheral  nerves  in  subcutaneous  tissue,  nasal 
mucosa,  the  anterior  portion  of  the  eye,  the 
testes,  lymph  nodes  draining  the  skin  and  skin 
itself. 

Pathology:  Early  lesions,  such  as  those  present 
in  so-called  indeterminate  cases,  show  a mild 
degree  of  round-cell  infiltration  around  small 
vessels  of  skin  appendages  and  around  small 
nerves.  Bacilli  are  found  in  nerves  which  appear 
normal  otherwise.  In  tuberculoid  leprosy,  les- 
ions in  the  skin  resemble  other  granulomatous 
diseases.  Epithelioid  cells  are  arranged  in  a 
cluster  which  may  or  may  not  contain  giant 
cells.  A lymphocytic  infiltrate  will  extend  into 
the  epidermis,  small  nerves  will  be  absent,  but 
bacilli  are  rarely  present.  Granulomas  may  re- 
place the  intraneural  structure  in  peripheral 
nerves.  The  pathological  feature  of  lepromatous 
cases  is  the  proliferation  of  histiocytes  around 
blood  vessels,  nerves  and  dermal  glands.  The 
macrophages  are  infiltrated  with  bacilli,  and 
globi  (bacilli  in  compact  globular  masses)  re- 


place intracellular  structures  of  the  cells.  Bacilli 
are  present  in  large  numbers  in  small  nerves, 
in  macrophages  in  blood  vessel  walls,  and  even 
in  cells  of  the  buffy  coat.  The  peripheral  nerves 
show  both  round  cells  and  macrophages  with 
edema  and  infiltration  of  the  neural  cells.  The 
thickened  parts  of  nerves  show  an  early  in- 
crease in  numbers  of  bacilli  and,  later,  destruc- 
tion of  axis  cylinders  with  replacement  with 
fibrous  tissue. Since  M leprae  is  the  only  ba- 
cillus known  to  invade  nerves  primarily,  the 
demonstration  of  acid-fast  bacilli  in  nerves  is 
conclusive  evidence  of  leprosy. 

The  pathological  changes  of  the  lepra  reac- 
tion are  similar  to  those  of  erythema  nodosum, 
although  leprologists  consider  erythema  nodo- 
sum leprosum  as  being  unique  to  leprosy. 
Pathologically,  the  major  difference  is  that  acid- 
fast  bacilli  are  found.  A rare  but  distinctive 
pattern  found  particularly  in  leprosy  patients 
from  Mexico  is  the  Lucio  phenomenon  (erythe- 
ma necrotisans).  In  this  reaction,  acute  vascu- 
litis of  the  capillaries  occurs  which  leads  to 
ischemia  and  ulceration. 

Immunology;  The  skin  test,  which  demonstrates 
delayed  hypersensitivity,  utilizes  heated  tissue 
from  lepromatous  cases.  This  material  is  stan- 
dardized to  600  million  organisms  per  milliliter 
and  is  injected  intradermally.  An  early  reaction 
(positive  Fernandez)  with  induration  occurs  in 
some  individuals  at  48  to  72  hours.  The  Mit- 
suda  response,  which  is  the  important  reaction, 
is  positive  if  a nodule  appears  in  approximately 
seven  to  ten  days.  It  reaches  a peak  in  three  to 
four  weeks.  The  Mitsuda  test  is  said  to  be  neg- 
ative invariably  in  lepromatous  leprosy,  and 
positive  in  tuberculoid  leprosy.  It  is  of  most 
value  in  classifying  the  disease. 

Fluorescent  antibody  techniques  reveal  anti- 
genic relationships  between  M leprae  and  M 
calmetti-guerin.  Thus,  it  is  possible  that  some 
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lepromin-positive  patients  have  had  tuberculo- 
sis rather  than  leprosy. 

Specific  antibodies  to  M leprae  antigens 
have  been  demonstrated  by  fluorescent  anti- 
body and  precipitating  antibody  techniques. 
Hypergammaglobulinemia  has  been  known  as 
a feature  of  lepromatous  leprosy  for  some  time. 
Recent  studies  reveal  that  this  is  due  to  an  in- 
crease in  IgG  and  IgA.^^  Other  positive  anti- 
body tests  in  leprosy  include  false-positive  tests 
for  syphilis  and  positive  lupus  erythematosus 
cell  phenomenon. 

Recent  studies  have  demonstrated  impair- 
ment of  DNA  synthesis  in  stimulated  leucocytes 
from  patients  with  leprosy.^-^^  impairment  of 
lymphocyte  transformation  of  leucocytes  from 
lepromatous  patients  is  present  when  streptoly- 
sin 0 is  used  as  antigen,  although  conflicting 
data  exist  when  phytohemagglutinin  is  used.  In 
one  study,  DNA  synthesis  was  impaired  when 
the  patient’s  serum  was  used  in  the  test  but 
not  with  normal  serum.  This  finding  of  de- 
pressed DNA  synthesis  in  lepromatous  cases 
correlates  with  the  depression  of  delayed  hyper- 
sensitivity reactions  to  lepromin  as  well  as  to 
dinitrochlorobenzene.^^'i'* 

Clinical  Features:  The  first  manifestations  of 
leprosy  usually  are  slight  and  often  ignored  by 
the  patient.  In  one  prospective  study  of  chil- 
dren of  leprosy  patients,  neurological  signs 
such  as  thickening  of  nerve  trunks  and  small 
areas  of  hyperesthesia  or  anesthesia  preceded 
skin  lesions  which  were  evanescent  reddened 
areas  of  skin.^®  In  indeterminate  leprosy  (which 
may  well  be  the  early  stage  of  disease)  anes- 
thetic hypopigmented  macules  are  present. 
Few  bacilli  are  seen  in  skin  scrapings. 

In  lepromatous  leprosy,  a nasal  discharge 
often  is  the  first  symptom.  The  first  cutane- 
ous manifestations  are  macules,  less  commonly 
papules,  which  may  be  hypopigmented  or  ery- 


thematous. Later  in  the  course,  diffuse  infiltra- 
tion of  the  skin  is  present,  leading  to  exag- 
geration of  the  natural  lines.  With  infiltration 
around  hair  follicles,  discharge  becomes  thick 
and  purulent  and  nasal  obstruction  develops. 
The  nose  becomes  flattened  and  deformed,  and 
perforated  nasal  septum  is  common.  The  uvula 
and  larynx  may  be  involved.  Voice  changes  are 
common.  Eye  involvement  is  common;  the  eye- 
lid, sclera,  cornea,  iris  and  ciliary  body  become 
infiltrated  and  nodules  form.  All  stages  of  kera- 
titis may  be  seen.  If  touch  or  temperature  sen- 
sation is  tested,  areas  not  accounted  for  by 
peripheral  nerve  involvement  will  be  anesthetic. 
Such  areas  occur  in  cooler  areas  of  the  skin, 
whereas  the  palms  and  antecubital  fossae, 
which  are  warmer,  are  spared.  The  following 
nerves  may  be  involved  and  enlarged:  ulnar 
nerve  at  the  medial  condyle  and  wrist,  median 
nerve  at  carpal  tunnel  area,  radial  nerve  at  the 
wrist  and  above  the  elbow,  posterior  tibial  nerve 
at  the  flexor  reticularis  and  at  the  neck  of  the 
fibula,  facial  nerve  at  the  zygomatic  process 
and  great  auricular  nerve  at  the  sternoclavicu- 
lar mastoid  muscle. 

The  lepra  reaction  is  a poorly  understood 
but  troublesome  phenomenon  in  lepromatous 
leprosy.  The  lesions  occur  as  crops  of  erythem- 
atous nodules  over  extremities  and  face.  They 
last  from  a few  days  to  a week.  The  occurrence 
of  these  is  associated  with  fever  and  severe 
constitutional  symptoms  and  signs.  Painful 
neuritis,  peripheral  nerve  enlargement,  bony  in- 
volvement (anterior  tibia)  and  arthritis  may  be 
features.  The  attacks  may  recur  and  be  quite 
prolonged.  The  Lucio  phenomenon  is  a special 
variant  of  reactive  leprosy  in  which  red  painful 
spots  appear,  progress  to  form  ulcers  and  heal 
with  scarring.  It  is  a form  of  leprosy  seen  in 
Mexico  and  Costa  Rica,  and  has  been  seen  in 
cases  from  the  US.^® 


Volume  67,  June,  1971 


61 


LEPROSY 


Tuberculoid  leprosy  is  heralded  by  a small 
anesthetic  patch  or  macule.  The  onset  may  be 
sudden,  with  erythematous  papules  and  with 
accompanying  painful  neuritis.  However,  the 
typical  lesion  is  a well  defined,  distinct  ery- 
thematous or  hypopigmented  anesthetic  patch. 
The  lesion  is  negative  bacteriologically.  The  les- 
ions may  be  solitary  or  multiple:  temperature 
and  pain  sensation  may  be  disturbed  prior  to 
touch.  The  area  will  be  dry  (sweat  glands  are 
destroyed)  and  hair  will  be  missing.  These  les- 
ions will  be  asymmetric  in  contrast  to  the  sym- 
metrical distribution  of  the  lesions  in  leproma- 
tous  cases.  Enlargement  of  peripheral  nerves  is 
more  frequent  in  tuberculoid  than  in  leproma- 
tous  leprosy.  The  infiltrative  and  fibrotic  chang- 
es are  particularly  prominent  in  the  ulnar  and 
common  peroneal  nerves,  so  that  thenar,  hy- 
pothenar  and  hand  muscle  atrophy  may  devel- 
op. Claw  hand  and  foot  drop  are  common. 
Trophic  ulcers  are  a secondary  manifestation  of 
nerve  damage.  Since  bony  prominences  are  the 
sites  of  ulcers,  gradual  adsorption  of  fingers 
and  toes  may  ensue. 

Laboratory  abnormalities  are  more  common 
in  lepromatous  disease.  These  include  mild 
hypochromic  anemia,  elevated  sedimentation 
rate,  decreased  albumin  and  increased  globulin 
(IgG  primarily),  false-positive  reaction  to  test 
for  syphilis,  and  mild  bromsulphthalein  reten- 
tion with  otherwise  normal  liver  function  stud- 
ies. Proteinuria  is  present  during  reactions.  It 
persists  in  those  with  secondary  amyloidosis. 

The  course  in  untreated  lepromatous  leprosy 
is  slowly  progressive,  with  death  in  10  to  20 
years.  In  the  US,  the  most  common  cause  of 
death  is  renal  failure  secondary  to  amyloid- 
osis.^’^ In  other  parts  of  the  world,  tuberculo- 
sis or  secondary  bacterial  infections  are  the 
greatest  problem. 

Diagnosis  can  be  made  presumptively  on 


clinical  grounds.  Conclusive  proof  is  best  estab- 
lished with  the  demonstration  of  acid-fast  or- 
ganisms from  smears  of  skin  or  upon  histologi- 
cal examination  of  biopsy  material.  The  pre- 
ferred method  of  confirming  the  diagnosis  is  to 
take  a biopsy,  since  the  combination  of  the 
pathological  changes  and  positive  acid-fast 
stain  will  be  diagnostic.  A biopsy  can  easily  be 
performed  using  a punch  biopsy  instrument 
and  removing  an  involved  area  of  4 to  6 mm 
in  diameter.  The  acid-fast  stain  should  be  done 
with  a modified  method  (Fite).  Since  bacilli 
may  not  be  demonstrated  in  tuberculoid  or  in- 
determinate cases,  the  clinical  findings  of  an 
anesthetic  macule  and  biopsy  evidence  of  gran- 
ulomatous involvement  of  the  skin  or  terminal 
nerves  will  confirm  diagnosis.  Acid-fast  organ- 
isms in  nasal  secretions  should  not  be  relied 
upon  for  diagnosis  since  nonpathogenic  acid- 
fast  organisms  may  be  recovered.  Bacteremia 
has  been  demonstrated  in  buffy  coat  smears 
in  a majority  of  patients  with  lepromatous  lep- 
rosy.i®  Bacteremia  was  persistent  in  untreated 
cases  and  more  than  60%  of  the  bacilli  were 
intracellular.  Despite  this  finding,  these  patients 
were  afebrile  and  asymptomatic. 

Treatment:  Good  control  studies  show  that  the 
sulfones  are  effective  in  the  treatment  of  lep- 
romatous leprosy.  Recent  studies  in  experi- 
mental mouse  infection  show  that  most  strains 
are  sensitive  to  0.01  //.g/ml.^®  Such  levels  can 
be  achieved  with  a daily  dose  of  1 mg.  The 
usual  dosage  schedule  is  to  begin  with  25  mg 
once  weekly,  and  slowly  shorten  the  interval 
of  treatment  and  increase  dosage. With  such 
treatment,  the  greatest  improvement  is  ob- 
served in  those  with  ulcerated  lesions.  Nasal 
obstruction  and  hoarseness  usually  improve  in 
three  to  six  months.  Negative  reaction  to  bac- 
teria is  attained  slowly,  and  even  after  five 
years  of  treatment,  50%  of  lepromatous  pa- 


62 


TEXAS  MEDICINE 


tients  have  positive  smears.  If  such  patients 
discontinue  taking  the  sulfones,  relapse  is  com- 
mon. 

One  of  the  features  of  sulfone  therapy  that 
has  been  striking  is  the  apparent  increase  in 
reactions  which  occur  upon  institution  of  ther- 
apy. Some  recommend  reducing  the  dosage  or 
stopping  the  drug  altogether  while  administer- 
ing steroids. 20  A notable  advance  in  the  treat- 
ment of  such  reactions  has  been  made  recently 
with  the  observation  that  thalidomide  treat- 
ment is  successful  in  suppressing  such  reac- 
tions in  91  % of  the  attacks. 21 

A promising  drug  (B663)  has  been  studied 
recently  and  has  demonstrated  clinical  efficacy 
in  lepromatous  cases,  especially  in  those  with 
reactions. 22.23  improvement  in  the  reactions 
and  in  neuritis  is  seen  in  ten  weeks.  Steroids 
can  be  discontinued.  This  drug  is  particularly 
useful  in  the  uncommonly  encountered  lep- 
romatous case  in  which  M leprae  is  resistant 
to  sulfones.  Toxicity  is  minimal,  although  ruddi- 
ness and  hyperpigmentation  of  the  skin  does 
occur.  The  drug  has  not  been  evaluated  long 
enough  to  know  if  disease  is  reactivated  after 
discontinuing  therapy,  as  occurs  with  sulfones. 

Ethambutol  and  rifampin  have  been  tried  re- 
cently with  fair  results.  Ethambutol  in  particu- 
lar seems  to  have  a rapid  bactericidal  effect, 
but  rapid  resistance  appears  also.  Although 
combination  therapy  has  not  often  been  tried 
in  leprosy,  the  use  of  one  of  these  relatively 
nontoxic  agents  in  combination  with  a sulfone 
or  B663  may  be  efficacious.  The  limiting  factor 
will  be  the  cost,  since  leprosy  is  primarily  a 
disease  of  the  nonaffluent  countries. 

Prophylaxis  with  BCG  has  been  recommend- 
ed by  some  since  it  induces  lepromin  reactivity. 
This  may  mean  no  more  than  that  M leprae 
cross-reacts  with  other  mycobacterial  antigens, 
and  it  may  bear  no  relationship  to  protection 


against  infection.  Extensive  field  trials  have 
been  performed  and  results  are  controversial 
at  best.  The  most  important  prophylaxis  is  to 
recognize  the  disease  early.  If  the  patients  are 
treated  early,  treatment  is  more  effective  and 
the  likelihood  of  spread  of  disease  to  contact 
is  lessened. 

At  present,  patients  with  bacilli-positive  re- 
actions probably  can  best  be  treated  and  fol- 
lowed at  the  USPHS  facility  at  Carville,  La. 
Admission  is  voluntary,  but  the  patients  enjoy 
benefits  from  hospitalization  there.  The  treat- 
ment of  leprosy  is  a long  procedure  and  follow- 
up is  essential.  Hence,  it  is  recommended  that 
most  patients  be  treated  at  Carville. 

The  Texas  State  Department  of  Health,  un- 
der the  guidance  of  Dr.  M.  S.  Dickerson,  has  an 
active  surveillance  program.^’®  It  is  designed 
to  utilize  both  epidemiological  and  educational 
methods  to  diagnose  and  treat  all  existing 
cases  in  the  shortest  possible  time.  The  aver- 
age time  from  onset  of  disease  to  final  diag- 
nosis in  Texas  is  4.1  years.®  It  is  hoped  that 
through  the  16  surveillance  clinics  in  the  state, 
clinical  cases  will  be  recognized  earlier,  con- 
tacts examined,  and  the  incidence  of  the  dis- 
ease ultimately  reduced  in  Texas. 
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TEXAS  MEDICINE 


CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 

SOUPS’*  INTO  EXCHANGE  LISTS 

* Those  recommendations  are  based  on  a one  ruji  portion  wlien  prepared 
accorfiini3r  to  dii'cctions  on  the  label.  II  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substitution  lur 
1 Bread  and  '/a  Fat 
Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 

Exchange  Substitution  for 
Vi  Bread  and  V;  Fat  

Asparagus.  Cream  of 


Exchange  Substitution  for 
1 Meat  and  IV2  Bread 


Hot  Cog  Bean 
Spilt  Pea  with  Ham 


Exchange  Substitution  for 
Va  Meat  and  V;  Bread 
Chicken  Gumbo 
Chicken  Noodle 


Campbell's  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  N.J.  08101. 


Fhere’s 


a soup 


for  almost  every  patient  and  diet 
..for  every  meal 
and,  it’s  made  by 


Ten  thousand  battered  children- 
a grow  in”  medical  problem? 

In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
"battered  child”  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
“battered”  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
[all  reported  in  newspapers  within  a single  year) 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  than  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


Original  contributions 
to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21  - AND  28-PILL  SCHEDULES 

Ovulerf  • Demulen" 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  inOvulen-28’'and  Demulen'^  -28  is  a placebo,  containing  no  active  ingredients 

Demulen . . .for  its  low  estrogen  and  Searle’s  progestin -or  Ovulen . . .with  its  wide  physician 
and  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
low  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . . simple 
"Sunday-starting”  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
ot  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1 960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products  Both  types  provide  almost  completely  effective  con- 
traception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  In  subpri- 
mate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders, cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  ot  morbidity  and  mortality  conducted  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
bral thrombosis  and  embolism  and  the  use  of  oral  contraceptives  There  have 
been  three  principal  studies  in  Britain”  leading  to  this  conclusion,  and  one"  in 
this  country  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vesseyand  Doll’ wasaboutsevenfold,whileSartwell  and  associates”  in  the  United 
Statesfounda  relative  risk  of  4 4,  meaning  that  the  users  are  several  times  as  likely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  ot 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration 
The  American  studywas  not  designedtoevaluateadifference  between  products. 
However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
boembolic disease  in  users  of  sequential  products.  This  risk  cannot  be  quanti- 
tated, and  further  studies  to  confirm  this  finding  are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or  migraine 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, It  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive  regi- 
men If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been  identi- 
fied inthe  milkof  mothers  receivingthesedrugs  Thelong-rangeeffecttothe  nurs- 
ing infant  cannot  be  determined  at  this  time 

Precautions-The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
colaou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months.  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
somedegree of  fluid  retention,  conditions  which  might  be  influenced  bythisfactor, 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind  Inundiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy.  The  age  ot  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  ot  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions:  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
crease or  decrease),  changes  In  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  in  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function;  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X;  thyroid 
function  increase  in  PBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  T’  uptake  values,  metyrapone  test  and  pregnanediol  determination 

References:  1 . Royal  College  of  General  Practitioners  Oral  Contraception 
and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract  /3  267-279  (May)  1967  2. 

Inman,  W H W , and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med  J 2 193-199(April27)1968  3.  Vessey,  M P,  and  Doll,  R Inves- 
tigation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit  Med  J 2651-657  (June  14)  1969  4.  Sartwell, 

P E ; Masi,  A T,  Arthes,  F G , Greene,  G R , and  Smith,  H E Thromboembo- 
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Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G. Lgas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


I Stuart  I 

^ ^ PHARMACEUTICALS  Pasadena,  Calif.  91 109 

Division  of  Atlas  Chemical  Industries,  Inc.,  Wilmington,  Dei.  19899 


In  hospital  rooms  and  at  funerals. 

Because  that’s  where  the  drunk  driver's  victims  wind  up. 

Drunk  drivers  are  involved  in  at  least  25,000  deaths  and  800,000 
crashes  every  year. 

And  what  can  you  do? 

Remember,  the  drunk  driver,  the  abusive  drinker,  the  problem  drinker 
may  be  sick  and  need  your  help. 

The  hrst  thing  you  can  do  is  get  him  off  the  road.  For  his  sake  and  yours. 

Do  something.  Write  the  National  Safety  Council,  Dept.  A,  425  North 
Michi  gan  Ave.,  Chicago,  Illinois,  60611.  And  your  voice  will  be  heard. 

Scream  Bloody  Murder., 


W: 

OunC-''  ® *'14110' 

Advertising  contributed  for  the  public  good. 


Call  it  what  you  will,  it 
maybe  premalignant 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  ot  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


and  £f udeX'Cf  luorouraciD 

5%  cream  can  resolve  it. 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”’’^ 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred. c 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions,  while  intervening  skin 
remained  relatively  unaffected. ^ The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  ti’eated  with  topical  fluorouracil  — especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
“Treatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  III.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C.:  Cutis.  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97: 14,  1968. 

5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  ^5:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(fluorouracil) 

cream/solution 


Post-effort 
breath  sound: 


The  post-effort  breath  sound  is  a physical  diagno- 
sis sign  that,  when  present,  indicates  incomplete 
bronchial  or  tracheal  obstruction.  Inclusion  of  the 
test  for  this  finding  in  routine  chest  auscultation, 
particularly  over  suspected  areas  as  indicated  by 
x-ray  findings  or  symptomatology,  will  often  lead 
to  the  discovery  of  underlying  endobronchial  dis- 
orders not  otherwise  apparent.  The  test  is  easily 
done,  takes  little  time,  and  is  reliable. 


ROBERT  B.  MORRISON,  MD 


SHORTLY  BEFORE  THE  ADVENT  of  streptomy- 
cin in  the  treatment  of  tuberculosis,  I treated  a 
case  of  ulcerative  tuberculous  endobronchitis 
using  repeated  local  applications  of  10%  silver 
nitrate  through  the  bronchoscope.  The  lesion 
healed  nicely,  but  the  proximal  end  of  the  left 
main  bronchus,  which  was  the  site  of  the  orig- 
inal lesion,  became  considerably  stenosed  and 
its  lumen  narrowed  to  a diameter  of  approxi- 
mately 6 mm.  Subsequently,  on  physical  exam- 
ination of  the  patient’s  chest,  I noted  that 
not  only  was  a rather  harsh  inspiratory  breath 
sound  heard  over  the  left  upper  anterior  chest 
wall,  but  also  that  this  sound  persisted  after 
the  patient’s  inspiratory  effort  had  ceased. 
This  did  not  occur  over  the  opposite  chest.  I 
soon  discovered  that  the  prolonged  inspiratory 
sound  could  be  elicited  over  practically  the  en- 
tire left  side  of  the  chest  while  the  patient  held 
his  breath  at  the  peak  of  an  inspiration.  Various 
methods  of  eliciting  this  sound  were  tried,  and 
best  results  were  obtained  when  the  patient 
held  his  breath,  glottis  open,  at  the  peak  of  in- 
spiration, maintaining  an  attitude  of  inspiration. 

Shortly  afterward,  the  same  sound  was  noted 
in  another  patient  who  had  tuberculosis.  In  this 
case  there  was  some  atelectasis  involving  the 
anterior  segment  of  the  left  upper  lobe  of  the 
lung,  and  an  endobronchial  lesion  was  suspect- 
ed. Streptomycin  was  employed  in  this  case.  In 
due  time  the  chest  x-ray  cleared,  but  for  many 
months  afterward  the  same  physical  finding 
persisted,  being  limited  to  the  left  upper  ante- 
rior portion  of  the  chest. 

In  trying  to  determine  the  mechanism  in- 
volved in  producing  the  post-effort  breath 
sound,  it  was  reasoned  that  since  partial  ob- 
struction of  the  bronchus  had  been  visualized 
directly  in  the  first  case,  it  simply  took  longer 
for  the  affected  lung  tissue  to  fill  through  an 
abnormally  small  lumen  than  for  the  neighbor- 
ing lung  with  its  normal  lumen  to  fill. 
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A*new’ 

physical  diagnosis 
sign 


Technique:  With  the  patient  sitting  or  lying 
comfortably,  advise  him  that  a particular  phy- 
sical finding  is  being  sought  and  that  he  is  to 
breathe  in  fairly  deeply  through  the  mouth  and, 
at  a given  signal,  he  is  merely  to  stop  breath- 
ing immediately,  maintaining  an  attitude  of 
inspiration.  Ask  him  not  to  let  the  chest  fall 
and  to  avoid  straining  or  bearing  down.  Then, 
scan  the  chest  with  the  stethoscope,  signalling 
the  patient  to  stop  breathing  just  before  he 
reaches  the  peak  of  each  inspiration.  Pay  par- 
ticular attention  to  areas  where  definite  or  sus- 
pected abnormalities  have  been  found  via  con- 
ventional auscultation  or  x-ray.  Occasionally  it 
is  easier  to  elicit  this  finding  if  the  patient  ex- 
hales completely  and  then  inhales  rather  rapid- 
ly before  holding  his  breath.  Over  the  lung  sup- 
plied by  an  incompletely  obstructed  bronchus, 
the  respiratory  murmur  will  continue  for  a defi- 
nite period  after  the  patient  stops  inhaling. 
Comparison  should  be  made  by  listening  to  the 
opposite  lung,  where  the  breath  sound  will 
cease  simultaneously  with  the  act  of  inspira- 
tion. 

Discussion:  Obviously,  all  partially  obstructed 
bronchi  cannot  be  detected  by  this  diagnostic 
sign.  A certain  degree  of  obstruction  must  be 
present  before  the  physical  finding  can  be  elic- 
ited or  recognized.  Inadequate  patient  cooper- 
ation might  possibly  be  a limiting  factor  also, 
but  this  usually  is  overcome  by  careful  explan- 
ation of  what  is  required  of  him. 

For  many  years  I have  sought  this  post-effort 
breath  sound  almost  routinely  in  chest  exami- 
nations, and  always  over  areas  where  localized 
persistent  rhonchi  are  heard  and  over  areas 
where  chest  films  show  localized  density.  The 
test  is  easy  and  results  have  been  fruitful.  In 
some  cases,  the  test  has  yielded  positive  re- 
sults when  patients  give  a history  of  persistent 
cough  and  the  chest  films  have  been  consid- 
ered normal.  Both  benign  and  malignant  lesions 


have  been  found  and  confirmed  by  broncho- 
scopy or  thoracotomy  or  both.  The  most  recent 
positive  result  was  in  a 60-year-old  woman  who 
had  been  treated  for  quite  some  time  for  bron- 
chial asthma,  and  was  undergoing  a program 
of  desensitization.  At  bronchoscopy,  a squa- 
mous cell  papilloma  was  found  in  the  lower  end 
of  the  trachea  just  above  the  carina.  The  usual 
posteroanterior  and  lateral  chest  films  were  not 
remarkable  but,  because  the  post-effort  breath 
sound  was  present,  laminograms  were  made 
which  revealed  the  obstruction.  It  was  removed 
through  the  bronchoscope. 

In  no  instance  has  there  been  a false-posi- 
tive sign.  The  breath  sound  may  be  “wet”  or 
rather  sonorous  when  produced  by  an  ulcerat- 
ing lesion  within  the  bronchus,  or  it  may 
be  “dry”  and  rather  tubular  in  quality  when 
caused  by  a smooth  lesion  or  perhaps  by  extra- 
bronchial  pressure.  Obviously,  the  finding  does 
not  disappear  following  cough. 

Dr.  Morrison,  605  Medical  Park  Tower,  Austin  78705. 
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TAX-FREE  INCOME 


When  you  earn  7%  on  a municipal,  you  keep  7% — there's  no 
sharing  with  the  tax  collector.  Now  small  investors  have  discov- 
ered what  big  investors  have  known  about  municipal  bonds  for 
years. 


There  are  many  reasons  why  you  should  discover  municipals. 
Municipal  bonds  are  exempt  from  all  federal  income  taxes.  Their 
safety  ranks  second  only  to  U.  S.  Government  bonds — which  aren't 
tax  exempt.  They  provide  a steady,  sound  income,  and  if  the 
need  arises,  they  are  easy  to  sell. 

For  these  reasons,  banks  and  other  financial  institutions  invest 
in  municipal  bonds,  and  you  should  consider  investing  in  munici- 
pal bonds,  too. 


At  First  U.  S.  Corporation,  we  can  answer  all  your  questions 
about  municipal  bonds  and  help  you  personally  decide  on  the 
best  investment  for  your  individual  goals. 


For  a sofe,  tax-free  investment,  put  your  money  in  municipal 
bonds,  and  for  the  best  service  in  municipals,  put  your  trust  in 
First  U.  S.  Corporation. 


Write  or  call  collect:  Mr.  Bill  Brents 

First  U.  S.  Corporation 
147  Jefferson  Avenue 
Memphis,  Tennessee  38103 
Tel:  901-525-6692 
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Pre-Sate^  (chlorphentermine  hydrochloride) 

Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  m potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) IS  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension In  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus. and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis  Allergic:  urticaria  Genitourinary:  diuresis  and. 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations;  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management;  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets 

Full  information  is  available  on  request. 
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take  a new 
look  at 

PreSate 

(ch  lorphenterm  i ne 
HCI) 

the  increasingly  practical 
appetite  suppressant 


low  potential  f( 

□ stimulatory  ‘Jolt’ 

□ post-therapeutic ‘let-l 

□ excessive  CNS  stimuli 

□ drug  abuse 


Pre-Sate  promotes  normal  pattern^jpf 
intake  and  is  a safe,  effective  suppfem^ent  to  yq 
total  program  of  caloric  reduction 

Pre-Sate -r  a jshort-term  adjunct... 
not  a subsilute...to  youi;  total 
program  of  weight  reduction 


Warner-Chilcott 

Division,  WarnerrLambert  Company 
Morris  Plains.  NaW  Jersey  07950 


PS-6P-n-BW 


Clinicopathologic 

Conference 


A 7 3 -year-old  man  was  admitted  because  of 
stupor,  left  hemiparesis,  leukocytosis,  thrombocy- 
tosis, and  fever.  His  white  blood  cell  coimt  was 
70,000  with  71  neutrophils,  12  myelocytes,  and 
14  hands.  He  died  on  the  tenth  hospital  day. 

PROTOCOL:  Dr.  Dichoso:  This  73-year-old  white 
man  was  admitted  to  the  Veterans  Administra- 
tion Hospital  on  Aug  20,  1969,  confused  and 
stuporous.  That  morning  his  daughter  had 
found  him,  unresponsive,  in  his  home.  In  the 
few  days  prior  to  admission,  he  apparently  had 
been  “feeling  sick’’  and  had  fallen  several 
times,  consequently  developing  back  pains  and 
bruises  in  his  extremities. 

His  daughter  narrated  that  one  to  two 
months  prior  to  admission  he  had  complained 
of  vague  abdominal  discomfort  and  anorexia. 
There  was  no  history  of  vomiting,  diarrhea, 
melena,  or  hematochezia.  He  had  not  voiced 
any  other  complaints.  He  had  no  history  of 
alcohol  or  drug  ingestion. 

History:  In  May  1962,  he  underwent  excisional 
biopsy  of  a keratoacanthoma  at  the  left  fronto- 
temporal area.  At  the  same  time  he  had  mul- 
tiple areas  of  actinic  keratoses  which  were  ful- 
gurated and  curetted. 

In  June  1962,  he  underwent  excision  of  a 
squamous  cell  carcinoma  of  the  helix  of  the 
right  ear  and  of  a lipoma  at  the  posterolateral 
aspect  of  the  right  leg. 

In  July  1965,  he  was  hospitalized  because 
of  acute  urinary  retention,  and  a retropubic 
prostatectomy  was  done.  Histopathologic  exam- 
ination of  the  prostate  revealed  adenomatous 
hyperplasia  and  squamous  metaplasia. 

In  October  1965,  he  had  basal  cell  carci- 
nomas of  the  right  malar  area  and  the  right 
anterior  aspect  of  the  neck,  which  were  excised. 

The  patient  had  smoked  an  average  of  one- 


half  package  of  cigarettes  daily  for  many  years. 

The  patient’s  mother  died  at  age  55  with 
“cancer’’  of  the  oral  cavity;  his  father  suc- 
cumbed to  pneumonia  at  age  40.  One  sister 
died  at  age  30  with  “cancer’’  of  unknown  loca- 
tion. There  was  no  family  history  of  diabetes 
or  tuberculosis. 

Physical  Examination:  The  patient’s  tempera- 
ture was  101.2  F;  pulse  rate  lOO/minute;  res- 
piratory rate  24/minute;  and  blood  pressure 
150/90  mm  Hg.  On  admission,  he  was  untidy, 
stuporous,  confused,  disoriented,  and  was  hy- 
perventilating mildly. 

Examination  of  the  head  showed  left  facial 
paresis.  There  was  scleral  icterus.  The  pupils 
were  equal  and  reactive  to  light;  the  extraocu- 
lar movements  were  intact.  On  funduscopy  no 
hemorrhages,  exudates,  or  papilledema  were 
seen.  The  external  ear  canals  were  filled  with 
cerumen. 

The  neck  was  questionably  stiff.  The  jugular 
venous  pressure  was  not  elevated  and  there 
were  no  abnormal  cervical  masses. 

Cardiac  examination  did  not  reveal  any  car- 
diomegaly,  murmurs,  gallops,  or  rubs. 

Auscultation  of  the  lungs  disclosed  crepitant 
rales  at  both  bases,  more  pronounced  on  the 
left. 

The  abdomen  was  soft  and  had  mild  general- 
ized tenderness  without  rebound.  No  organ  en- 
largement was  appreciated.  The  bowel  sounds 
were  normal. 

The  genital  region  was  unremarkable.  Rectal 
examination  revealed  a moderately  enlarged, 
doughy  prostate.  No  abnormal  rectal  masses 
were  felt.  The  stools  were  guaiac-negative. 

Examination  of  the  extremities  showed  poor 
skin  turgor,  numerous  areas  of  actinic  keratosis, 
superficial  varicosities  in  the  lower  extremities, 
and  no  edema. 

Examination  of  the  lymphatic  system  did  not 
reveal  any  lymphadenopathy. 
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I.  Laboratory  data. 


AUG  20,  1969 

BLOOD: 

WBC  70,000'cu  mm;  71  neutrophils,  12  myelocytes,  14  bands, 

3 lymphocytes 
Hematocrit  43  volumes  % 

Hemoglobin  11.2  gm/100  ml 
Platelets  appeared  increased  in  number 
Serum: 

Amylase  20  mg/100  ml 
Calcium  9.0  mg/100  ml 
Carbon  dioxide  15  mEq/ liter 
Chloride  111  mEq/liter 
Glucose  103  mg/100  ml 
Phosphorus  3.3  mg/100  ml 
Potassium  4.7  mEq/liter 
Sodium  135  mEq/liter 
Urea  nitrogen  9 mg/ 100  ml 
Leukocyte  alkaline  phosphatase  > 100 
VDRL  nonreactive 
URINE: 

Specific  gravity  1.025 
Albumin  2 + 

Acetone  small  amount 
RBC  0-1/hpf 
WBC  2-3/hpf 
Bacteria  moderate 
SPINAL  FLUID; 

Clear  and  colorless 
OP  280  mm  H.,0 
CP  230  mm  H,0 
No  cells  seen 
Glucose  74  mg/ 100  ml 
Protein  41  mg/100  ml 
Gram's  stain  negative 
No  growth  on  culture 
VDRL  nonreactive 
CHEST  X-RAY: 

Some  cardiac  enlargement  and  congestion  in  midlung  fields 
ELECTROCARDIOGRAM: 

Normal  sinus  rhythm 
Tall  voltage 

V and  T waves  of  left  ventricular  hypertrophy 
AUG  21,  1969 

BLOOD: 

WBC  70,900/ cu  mm;  1 blast,  1 myelocyte,  8 metamyelocytes, 
13  bands,  68  segmented  neutrophils,  3 lymphocytes, 

4 monocytes,  2 basophils 
Platelets  1,006,000/cu  mm 
Hematocrit  39  volumes  % 

Hemoglobin  9.3  gm/100  ml 
Reticulocytes  0.8% 

Prothrombin  time  15.6  seconds  (control  12.7  seconds) 

Arterial  pH  7.41 

Carbon  dioxide  pressure  26  mm  Hg 
Oxygen  pressure  66.2  mm  Hg 
Serum: 

Bilirubin,  total  0.5  mg/ 100  ml 
Carbon  dioxide  16  mEq/liter 
Chloride  102  mEq/liter 
Creatinine  1.1  mg/ 100  ml 
Lactic  dehydrogenase  525  n/ml 
Phosphatase,  alkaline  102  .n/ml 
Potassium  5.6  mEq/liter 
Protein,  total  7.9  gm/100  ml 
Albumin  3.8  gm/100  ml 
Alpha-1  0.4  gm/100  ml 
Alpha-2  1.1  gm/100  ml 
Beta  1.1  gm/100  ml 
Gamma  1.5  gm/100  ml 
Sodium  136  mEq/liter 
SGOT  43  mlU 
SGPT  5 RF  units 


Urea  Nitrogen  16  mg/100  ml 
Uric  acid  8.7  mg/100  ml 
BONE  MARROW  ASPIRATE: 

Marked  megakaryocytic  and  moderate  myeloid  metaplasia 
Slight  increase  in  myeloblasts  and  pronormoblasts,  but  myeloid 
series  seemed  to  be  undergoing  orderly  maturation 
Bone  marrow  routine,  acid-fast  bacteria  and  fungal  cultures  nega- 
tive 

ECHOENCEPHALOGRAM: 

No  midline  shift 
ELECTROENCEPHALOGRAM; 

Poorly  organized  and  slow,  reflecting  fairly  severe  and  diffuse 
encephalopathy 


AUG  22,  1969 

BLOOD: 

Prothrombin  time  50.6  seconds  (control  42.3  seconds) 

Serum: 

Iron  18  ug/lOO  ml 
Iron-binding  capacity  478  ug/100  ml 
SPUTUM  CULTURE: 

Staphylococcus  aureus 
BLOOD  CULTURES: 

No  growth 

AUG  23,  1969 

Fungal  serology  negative 

AUG  25,  1969 

BLOOD: 

WBC  63,600/ cu  mm;  2 blasts,  3 myelocytes,  9 metamyelocytes, 
2 basophils 

Hematocrit  30  volumes  % 

Hemoglobin  9.4  gm/100  ml 
Platelets  825,000/cu  mm 
Cold  agglutinins  1:4 
Serum: 

Carbon  dioxide  17  mEq  liter 
Chloride  108  mEq/liter 
Potassium  4.7  mEq/liter 
Sodium  138  mEq/liter 
Urea  nitrogen  23  mg/ 100  ml 
URINE  CULTURE: 

Proteus  mirabllis  (no  colony  count) 

SPUTUM: 

Acid-fast  bacteria  smear  negative 

AUG  27,  1969 

BLOOD: 

WBC  55,000/ cu  mm;  1 myelocyte,  4 metamyelocytes,  4 bands, 
82  segmented  neutrophils,  5 lymphocytes,  1 basophil 
Hematocrit  40  volumes  % 

Hemoglobin  9.4  gm/100  ml 
Platelets  700,000/cu  mm 

AUG  28,  1969 

Leukocyte  alkaline  phosphatase  308  (normal  range  14-100) 

AUG  29,  1969 

BLOOD: 

WBC  41,600/cu  mm;  79  neutrophils,  2 blasts,  5 metamyelocytes, 
6 monocytes,  1 basophil 
Hematocrit  42  volumes  % 

Hemoglobin  11.7  gm/100  ml 
Reticulocytes  1.3% 

Cultures,  no  growth 
Serum: 

Carbon  dioxide  12  mEq/liter 
Chloride  112  mEq/liter 
Potassium  6.2  mEq/liter 
Sodium  147  mEq/liter 
CHEST  X-RAY; 

No  change  since  admission 
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There  was  hemiparesis  on  the  left  side,  and 
no  pathologic  reflexes  could  be  elicited. 

Laboratory  data  are  shown  in  Fig  1. 

Hospital  Course:  This  patient  was  febrile 
throughout  his  hospitalization  with  tempera- 
tures in  the  range  of  100  to  103  F,  reaching  a 
peak  of  106  F preterminally.  His  sensorium 
gradually  progressed  from  stupor  to  frank  coma 
on  the  day  before  he  died.  On  the  third  hospital 
day,  after  all  the  appropriate  cultural  speci- 
mens were  obtained  and  on  the  assumption 
that  his  fever  was  related  to  his  pulmonary  in- 
filtrates, procaine  penicillin  600,000  units  intra- 
muscularly twice  daily,  was  started.  After  five 
days  of  this  treatment  the  patient  still  had 
fever,  and  the  medication  was  changed  to 
ampicillin,  500  mg  intramuscularly  every  6 
hours.  Two  days  later,  kanamycin,  0.5  gm  intra- 
muscularly every  12  hours,  was  added.  Follow- 
ing the  onset  of  coma  and  with  the  increas- 
ing temperature,  the  patient  manifested  pro- 
nounced hyperventilation,  became  hypotensive, 
and  died. 

Discussion:  Dr.  Smith:  Several  of  the  students 
have  asked  why  a hematologist  wasn’t  discuss- 
ing this  case;  I can  heartily  concur  with  their 
question,  as  I wish  that  a hematologist  were  in 
my  place. 

Essentially,  we  have  to  explain  the  coinci- 
dence of  a central  nervous  system  problem  con- 
sisting of  stupor  terminating  in  coma,  and  left 
hemiparesis  with  leukocytosis  and  thrombocy- 
tosis, with  pulmonary  aberrations  and  fever. 
We  are  not  troubled  with  excessive  details  in 
the  history.  This  elderly  man  lived  by  himself 
and  his  daughter  checked  on  him  periodically. 
We  can  glean  from  the  history  that  the  process 
eventuating  in  death  was  rather  acute.  The 
duration  probably  was  about  two  weeks;  there 
is  a suggestion  of  some  symptoms  one  or  two 
months  before  the  patient  was  found  at  home 
in  a stuporous  condition.  The  past  history  as 


presented  is  longer  than  the  present  history, 
and  I doubt  that  it  contributes  anything  to  the 
overall  consideration  of  this  case.  The  patient 
had  benign  keratoacanthomas  removed  from 
the  face,  a couple  of  basal  cell  carcinomas  (one 
fairly  large)  removed  from  the  face  and  the 
neck,  and  he  had  a history  of  benign  prostatic 
hypertrophy.  The  family  history  discloses  an 
interesting  incidence  of  neoplastic  disease.  His 
mother  died  at  age  55  with  an  oral  cancer,  and 
one  sister  died  at  age  30  of  some  type  of  can- 
cer. This  does  not  help  us  as  far  as  the  sug- 
gestion of  familial  neoplasms,  but  it  might  if 
we  had  some  information  as  to  the  type  of 
neoplasm  she  had.  Thus,  the  family  and  past 
medical  histories  are  not  especially  informative. 

On  admission  the  patient  was  stuporous,  un- 
tidy, confused,  disoriented,  and  had  left  hemi- 
paresis. Vital  signs  were  temperature,  101  F; 
blood  pressure  150/90  mm  Hg;  and  respiratory 
rate,  24/minute.  Unfortunately,  the  resident 
didn’t  record  the  rudiments  of  a general  de- 
scription of  the  patient.  We  have  no  idea  wheth- 
er he  appeared  acutely  ill  or  chronically  ill,  or 
whether  he  was  wasted  or  had  external  evi- 
dences of  systemic  disease.  Without  such  infor- 
mation, it  is  hard  to  interpret  later  data.  Rec- 
ords from  previous  admissions  tell  us  that 
the  patient  was  about  5 ft  10  inches  tall  and 
weighed  about  165  lb  in  1965,  but  we  do  not 
know  about  any  change  in  his  general  status 
since  then.  The  remainder  of  the  findings  were 
limited  to  the  chest,  where  rales  were  heard, 
and  to  the  central  nervous  system  finding  of 
left  hemiparesis  including  facial  paralysis.  Spe- 
cifically, there  was  no  mention  of  cardiac  aber- 
rations at  the  time  of  examination;  no  abdomi- 
nal organs  were  felt;  the  bowel  sounds  were 
normal.  Thus,  there  were  pulmonary  and  neu- 
rologic abnormalities,  and  a suggestion  that 
something  might  be  wrong  in  the  abdomen. 

Dr.  Roehm:  Films  of  the  abdomen  taken  in 
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1965  were  available  for  comparison  with  those 
taken  Aug  20,  1969.  In  1965,  the  left  upper 
quadrant  contained  gas  and  the  spleen  could 
not  be  identified.  The  liver  density  was  un- 
changed in  four  years,  but  the  spleen  had  in- 
creased in  size  enough  to  depress  the  splenic 
flexure  of  the  colon  and  the  left  kidney.  On  the 
present  admission,  a roentgenogram  of  the 
chest  showed  unequivocal  evidence  of  a medi- 
astinal mass.  The  difference  between  this  film 
and  the  one  taken  nine  days  later  was  so  great 
that  I wondered  if  they  were  of  the  same  pa- 
tient. But  comparison  of  ribs  and  other  skele- 
tal structures  left  no  doubt.  On  the  Aug  20  film 
there  was  definitely  a mediastinal  mass  that 
one  cannot  explain  away  by  rotation;  it  ap- 
peared smaller  on  the  blurred  bedside  film  tak- 
en Aug  26;  it  was  no  longer  present  on  Aug  29. 
It  was  definitely  present  and  I can’t  explain  its 
disappearance.  The  other  findings  were  primari- 
ly in  the  base  of  the  right  lung.  There  were  a 
few  accentuated  markings  on  Aug  20,  a few 
more  markings  slightly  blurred  by  respiration 
on  Aug  26,  and  then  on  Aug  29  there  appeared 
to  be  a confluent  infiltrate  compatible  with  a 
bronchopneumonia.  There  was  nothing  to  sug- 
gest the  diagnosis  of  tuberculosis,  although  this 
always  is  a possibility. 

Dr.  Smith:  The  laboratory  findings  were  of 
considerable  interest  in  this  case.  Hematologi- 
cally,  there  was  what  I interpret  as  a leukemoid 
blood  picture.  The  bone  marrow  aspirate  was 
very  cellular  with  a fairly  orderly  progression  of 
maturation,  and  showed  no  evidence  of  aber- 
rations suggesting  myelogenous  leukemia  or  a 
primary  neoplasm  of  the  marrow.  I saw  no 
tumor  cells  or  Auer  bodies.  There  were,  of 
course,  numerous  platelets.  The  megakaryo- 
cytes were  numerous  and  large,  but  not  espe- 
cially bizarre.  The  peripheral  blood,  by  my  in- 
terpretation, apparently  reflected  an  overactive 
marrow  without  a definitive  disease  being  not- 


ed; again  no  tumor  cells  were  seen.  No  acid- 
fast  organisms  grew  on  cultures. 

Leukemoid  reactions  may  be  categorized  into 
three  major  groups:  those  associated  with 
sudden  massive  bleeding  or  severe  hemolysis, 
those  associated  with  toxins,  and  those  asso- 
ciated with  inflammatory  and  neoplastic  proc- 
esses. I would  rule  out  the  first  two  immedi- 
ately, and  direct  my  attention  to  those  causes 
associated  with  inflammatory  and  neoplastic 
processes.  Are  there  other  findings  in  peripheral 
blood  that  can  help  us  in  this  situation  and  in 
this  clinical  setting?  For  years,  people  have 
been  looking  for  peripheral  blood  findings  sug- 
gestive of  neoplasm.  There  is  at  least  one  new 
finding,  which  wasn’t  sought  in  this  case,  and 
that  is  the  so-called  MAC  (malignancy  associ- 
ated changes).  There  are  nuclear  changes  in 
non-neoplastic  cells  that  are  associated  with 
malignancy.  The  specificity,  in  the  hands  of 
some  observers,  is  high.  Other  things  that  we 
would  look  for  in  a case  like  this  would  be  the 
presence  or  absence  of  a Philadelphia  chromo- 
some; it  is  present  in  about  85%  of  cases  of 
myelogenous  leukemia.  No  comment  was  made 
about  that  in  this  case.  Auer  rods  also  are  pres- 
ent in  a high  proportion  of  cases  of  myeloge- 
nous malignancy  and  in  some  cases  of  plasma 
cell  myeloma.  They  can  be  seen  in  leukemoid 
reactions,  and  have  been  reported  in  associa- 
tion with  leukemoid  reactions  in  miliary  tuber- 
culosis. Auer  rods  may  be  helpful  but  they  are 
not  diagnostic.  I think  the  results  of  leukocyte 
alkaline  phosphatase  tests  constitute  strong  evi- 
dence for  a leukemoid  reaction.  The  staining 
was  heavy  (the  score  was  over  300)  and  this 
helps  us  in  separating  at  least  the  leukemias 
from  other  causes  of  leukemoid  reaction.  Dr. 
Martinez  Maldonada  has  described  experiences 
with  leukocyte  alkaline  phosphatase  tests  in 
about  822  patients  at  the  San  Juan  VA  Hospital. 
He  verified  earlier  work,  and  concluded  that  the 
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situations  in  which  results  are  important,  in 
terms  of  differential  diagnosis,  are  associated 
with  polycythemia  vera,  myelofibrosis,  and  other 
conditions  including  thrombocytosis,  physiologi- 
cal leukocytosis,  and  leukemoid  reactions.  Oth- 
er laboratory  data  in  this  case  suggests  a sys- 
temic disease  of  some  kind;  the  lactate  dehy- 
drogenase elevation,  although  at  one  time  con- 
sidered to  be  the  sine  qua  non  of  malignancy, 
is  now  known  to  occur  in  many  heterogenous 
states  and  the  test  has  been  used  as  a screen 
for  “systemic  disease.”  It  has  no  localizing 
value. 

This  patient  had  hyperuricemia,  which  I con- 
sider to  be  secondary.  The  blood  gas  values 
are  of  interest  and  point  to  the  lungs  as  one 
of  the  sites  of  disease.  We  don’t  know  under 
what  conditions  the  blood  gas  values  were  ob- 
tained— was  the  patient  breathing  room  air  or 
oxygen?  But,  we  do  know  that  the  patient  was 
hypoxemic  with  oxygen  pressure  of  66.  We 
know  that  the  patient's  carbon  dioxide  pressure 
was  26  and  his  arterial  pH  was  7.415.  To  me 
this  represents  compensated  respiratory  alka- 
losis and  reflects  ventilation-perfusion  aberra- 
tions of  some  unknown  etiology.  There  was  no 
suggestion  that  this  was  based  on  a cardiac 
defect.  It  certainly  wasn’t  a reflection  of  the 
central  nervous  system  problem,  so  I think  it 
was  primarily  pulmonary  in  origin.  The  electro- 
lyte values  were  compatible  with  this;  but  later, 
immediately  prior  to  death,  it  appeared  that  the 
patient  was  slipping  into  metabolic  acidosis  as 
a terminal  event. 

As  to  the  hospital  course,  the  patient  con- 
tinued in  stupor,  and  the  day  before  death  he 
went  into  coma.  He  ran  temperatures  to  about 
103  F daily.  What  can  we  say  about  his  anti- 
biotic treatment?  With  staphylococci  cultured 
from  the  sputum,  this  patient  was  treated  with 
1.2  million  units  of  procaine  penicillin  daily  un- 
til immediately  prior  to  death,  when  a grand 


dose  of  2 gm  of  ampicillin  daily  was  instituted 
for  two  days,  and  then  1 gm  of  kanamycin  was 
added.  In  any  event,  we  can’t  make  a judge- 
ment as  to  the  clinical  course  as  influenced  by 
antibiotic  therapy.  We  do  know  that  the  Staph- 
ylococcus was  sensitive,  however,  as  we  might 
expect  in  a patient  who  comes  in  to  the  hos- 
pital from  the  outside. 

We  can  try  to  interpret  the  findings  in  this 
case  in  terms  of  pathologic  situations  associat- 
ed with  leukemoid  responses  to  an  inflamma- 
tory or  a neoplastic  process.  First,  we  should 
try  to  eliminate  the  myeloproliferative  disorders. 
We  have  commented  on  findings  which  contra- 
dict a leukemia-like  process,  which  could  ac- 
count for  the  entire  picture  in  this  patient,  and 
I think  that  the  final  proof  of  whether  or  not 
myelogenous  leukemia  is  present  in  a patient 
like  this  must  come  at  autopsy.  Myelogenous 
leukemia  in  a patient  of  this  age  and  with  this 
set  of  findings  would  be  unusual  indeed.  If  this 
were  a blastic  phase  of  chronic  myelogenous 
leukemia,  the  physicial  findings  and  other  data 
might  be  appropriate.  The  absence  of  Auer  rods 
and  true  abnormal  forms  in  the  peripheral 
blood  or  in  the  marrow  are  all  against  leukemia. 
Agnogenic  myeloid  metaplasia  or  polycythemia 
vera  seem  to  be  unlikely  diagnoses.  Agnogenic 
myeloid  metaplasia  has  a long  course,  and 
most  patients  usually  live  three  to  five  years. 
Splenic  enlargement  is  an  early  finding,  it’s 
true,  as  was  suggested  here.  Usually  this  be- 
comes massive.  The  anemias  associated  with 
myeloproliferative  states  generally  are  normo- 
cytic  and  macrocytic,  and  this  patient  showed 
evidence  of  iron  deficiency.  I would  not  con- 
sider these  to  be  primary  considerations. 

We  are  left  with  inflammatory  and  neoplastic 
considerations.  The  patient  was  hospitalized 
because  of  the  central  nervous  system  disor- 
ders. If  we  are  going  to  postulate  reasons  for 
this,  we  must  make  some  judgment  as  to  what 
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might  be  the  active  pathophysiology.  Even 
though  the  patient  had  thrombocytosis,  I doubt 
that  the  underlying  cause  was  a thrombotic 
episode  as  a secondary  event  to  a systemic 
disease — an  isolated  cerebral  thrombosis.  The 
condition  of  stupor  progressing  to  coma  in  the 
face  of  left  hemiparesis  is  a little  too  much  to 
expect  from  a middle  cerebral  lesion  per  se. 
One  would  have  to  invoke  more  than  one  vessel 
in  all  likelihood.  Stupor  and  coma  are  unusual 
presenting  features  in  thrombotic  episodes.  I 
think  we  must  consider  that  there  is  some 
space-occupying  lesion;  whether  this  is  neoplas- 
tic or  inflammatory  remains  to  be  seen.  The 
cerebrospinal  fluid  findings  did  not  suggest 
thrombosis  as  the  major  problem.  The  pressure 
was  too  high;  rarely  is  the  opening  pressure 
over  230  or  240  mm  HoO  in  isolated  throm- 
bosis, even  as  an  effect  of  systemic  disease. 
Findings  in  the  CSF  did  not  suggest  an  inflam- 
matory process,  but  this  doesn’t  always  rule 
out  an  inflammatory  focus,  particularly  of  un- 
usual types  like  Nocardia.  CSF  cultures  for  acid- 
fast  bacilli  and  lactic  dehydrogenase  were  not 
done;  these  might  have  been  helpful.  The  CSF 
glucose  level  was  a shade  on  the  low  side,  74 
mg/100  ml  versus  103  in  the  peripheral  blood. 
The  absolute  minimum  difference,  before  you 
think  about  hypoglycorrhachia,  is  about  20 
mg/100  ml.  This  is  seen  in  both  inflammatory 
and  neoplastic  diseases.  Certainly  neoplastic 
processes  have  to  be  a prime  consideration. 

Of  those  lesions  which  can  involve  the  chest, 
spleen,  and  central  nervous  system,  we  must 
think  of  lymphomatous  disease.  Peripherally, 
other  than  the  splenomegaly,  we  don’t  have 
other  evidences  such  as  adenopathy.  Of  the 
lymphomas,  Flodgkin’s  disease  is  the  one  most 
frequently  associated  with  a vigorous  leukemoid 
response.  Flowever,  the  leukocyte  alkaline  phos- 
phatase value  is  most  frequently  the  highest  in 
lymphosarcomas  and  reticulum  cell  sarcomas. 


We  have  a problem  if  we  are  going  to  talk  about 
lymphomas  that  involve  the  chest,  spleen,  and 
central  nervous  system.  We  don’t  have  good 
evidence  that  inflammatory  processes  might  ac- 
count for  the  central  nervous  system  signs, 
although  lymphoma  might  give  this  constella- 
tion of  system  involvement.  Of  the  lymphomas 
that  involve  brain,  one  would  have  to  choose 
reticulum  cell  sarcoma  first.  For  some  unknown 
reason,  there  is  a predisposition  for  involve- 
ment of  temporal  lobe  and  cerebellum  with  this 
lymphoma.  There  are  less  usual  central  ner- 
vous system  complications  of  lymphoma.  For 
instance,  the  leukoencephalopathy  associated 
with  Hodgkin’s  disease  is  a poorly  understood 
demyelinating  process.  It  is  asymmetrical,  how- 
ever, but  it  has  been  associated  with  hemi- 
paresis. Usually  there  are  multifocal  signs  and 
no  evidences  in  the  spinal  fluid  suggesting 
Hodgkin’s  disease.  There  have  been  even  more 
unusual  central  nervous  system  complications 
of  lymphoma  in  terms  of  granulomatous  angi- 
itis causing  focal  neurological  signs  associated 
with  Hodgkin’s  disease,  but  these  cases  are 
few.  At  the  VA  Hospital,  if  a patient  has  an 
abnormal  chest  film  and  neurologic  findings, 
and  if  neoplastic  disease  is  considered,  one 
must  rule  out  carcinoma  of  the  lung.  And  what 
more  appropriate  thing  to  do  at  this  time  than 
to  review  the  data  from  that  hospital.  Halpert, 
the  former  chief  of  pathology,  reviewed  the 
presentation  of  bronchogenic  cancer  in  1954, 
and  again  in  1960,  with  particular  reference  to 
the  central  nervous  system.  In  1960,  the  over- 
all incidence  of  bronchogenic  cancer  found 
postmortem  at  the  VA  Hospital  was  12%.  Of 
these,  38%  had  central  nervous  system  in- 
volvement. One  quarter  of  the  patients  with 
bronchogenic  cancer  with  central  nervous  sys- 
tem involvement  came  to  the  hospital  because 
of  focal  neurologic  involvement.  I think  that 
this  is  certainly  something  to  keep  in  mind. 
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2.  Organizing  right  siihditral  hematoma. 


What  about  fever  and  leukemoid  reactions  in 
bronchogenic  cancer?  This  association  has  been 
kno\A/n  for  a long  time.  In  1942,  Ochsner  and 
DeBakey  discussed  metastatic  patterns  of  lung 
cancer  associated  with  fever  and  leukemoid  re- 
actions. Most  of  the  patients  had  either  a small 
or  extensive  involvement  of  bone  marrow  by 
metastatic  tumor.  Some  of  the  most  outstand- 
ing leukemoid  reactions  can  be  associated  with 
little  or  no  tumor  in  bone.  At  least,  this  phe- 
nomenon is  present  in  patients  who  have 
smoked  for  a long  time. 

The  major  inflammatory  disease  that  I think 
we  should  mention  is  the  association  of  leuke- 
moid response  with  acid-fast  bacillus  disease. 
Twomey  has  written  classic  articles  on  the  as- 
sociation of  leukemoid  reactions,  fever,  anemia, 
with  miliary  tuberculosis.  All  of  the  findings  in 
this  case  could  be  explained  by  miliary  tubercu- 
losis except  one,  and  that  is  the  major  reason 
why  the  patient  came  to  the  hospital.  Stupor, 
hemiparesis  and  coma  are  not  a feature  of 
tuberculosis  except  as  a late  phase  of  tubercu- 
lous meningitis  or  of  the  rare  mass  lesion, 
tuberculoma.  The  spinal  fluid  protein  level  in 
our  patient  was  41  mg/100  ml.  There  were  no 
cells  in  the  fluid,  thus  I find  it  difficult  to  blame 
an  inflammatory  process  for  hemiparesis,  stu- 
por and  coma.  It  is  true  that  hemiparesis  is  a 
late  complication  of  miliary  tuberculosis,  either 
by  focal  encephalitis  or  local  vasculitis,  but  as 
an  acute  symptom,  as  in  our  patient,  it  would 
be  remote.  We  can  always  postulate  a combina- 
tion of  illnesses.  Cancer  of  the  lung  and  tuber- 
culosis have  been  associated.  Also,  unusual  in- 
fections like  Nocardia  can  cause  an  aseptic 
mass  lesion  in  the  brain  while  the  spinal  fluid 
remains  normal  or  nearly  so,  but  these  are 
remote  possibilities. 

There  has  been  some  interest  during  the 
past  13  years  in  a primary  pulmonary  disease 
frequently  associated  with  various  types  of  in- 
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fection,  usual  and  unusual.  The  disease  is  pul- 
monary alveolar  proteinosis  and  is  character- 
ized by  a fairly  indolent  progression,  and  in  a 
little  less  than  half  the  cases  by  a rapidly  evolv- 
ing pulmonary  disease,  usually  with  sepsis.  The 
diseases  associated  with  alveolar  proteinosis 
are  interesting.  Again,  Nocardia  comes  up  and 
there  have  been  several  deaths  from  secondary 
nocardiosis.  The  hooker  in  tying  all  of  these 
together  seems  to  be  the  splenic  enlargement, 
although  systemic  involvement  with  infections 
associated  with  this  disease  can  be  seen.  Fre- 
quently, the  more  common  bacterial  organisms 
are  seen  in  the  sputum  of  these  patients  and 
mask  the  underlying  lesion.  One  can  suspect 
the  diagnosis  from  roentgenograms;  the  lesion 
usually  resembles  pulmonary  edema  but  may 
mimic  miliary  tuberculosis.  The  evaluation  of 
the  sputum  suggests  the  diagnosis;  and  the 
lung  biopsy  is  pathognomonic. 

I think  that  the  patient  has  a disease  involv- 
ing the  central  nervous  system.  I suspect  that 
there  is  a space-occupying  lesion  of  some  type 
and  a disease  that  involves  lungs  and  spleen. 
The  evidence  most  strongly  points  to  a neo- 
plastic process.  If  I had  to  stick  my  neck  out, 

I would  choose  primary  carcinoma  of  the  lung 
or  a lymphoma.  And,  if  lymphoma  is  present, 
a reticulum  cell  sarcoma  would  be  the  most 
compatible  with  the  situation.  As  secondary 
choices  I would  include  miliary  tuberculosis 
with  an  unusual  secondary  infection,  or  cere- 
bral thrombosis  associated  with  a leukemoid 
response. 

Dr.  Robert  Liichi:  Did  you  review  the  chest 
films  yourself?  I’m  curious  about  this  disap- 
pearing mediastinal  mass. 

Dr.  Smith:  Yes,  1 saw  the  films.  I don’t  have 
an  explanation  for  the  disappearing  mediastinal 
mass,  and  I was  somewhat  worried  by  the  pul- 
monary parenchyma  as  well.  This  patient  had 
films  dating  back  to  1965,  suggestive  of  chron- 


ic obstructive  pulmonary  disease,  and  there 
seemed  to  be  a large  number  of  diffusely  scat- 
tered fibronodular  densities  that  were  small  and 
compatible  with  a miliary  process.  My  initial 
explanation  for  the  disappearing  mass  was  that 
this  represented  a positioning  effect. 

Dr.  Robert  A.  Johnston:  How  can  you  explain 
the  loss  of  masses  except  by  a response  of 
his  infection  to  antibiotics? 

Dr.  Smith:  The  patient  didn’t  respond.  He 
had  a temperature  of  103  F every  day,  and 
terminally  it  was  106  F.  If  he  died  of  an  infec- 
tious complication,  I don’t  think  he  had  a 
“great  response’’  to  what  I consider  to  be  in- 
adequate antibiotic  therapy. 

Dr.  John  Weg:  I wonder  if  the  mediastinal 
mass  was  a vascular  shadow  such  as  superior 
vena  cava,  which  is  normally  more  prominent 
in  supine  position  and  occasionally  becomes 
quite  evident. 

Dr.  Smith:  When  I first  viewed  these  films, 

I thought  I was  looking  at  a rotational  effect 
because  the  patient  was  badly  positioned. 

Dr.  John  Roehm:  I know  well  what  the  supe- 
rior vena  cava  looks  like.  The  mass  did  not  look 
like  the  superior  vena  cava.  I’m  not  sure  that 
we  will  have  an  explanation  for  it.  I often  see 
things  on  films  for  which  I don’t  find  an  ade- 
quate explanation.  But  considering  all  these 
things,  the  rotation  on  the  film,  the  degree  of 
rotation,  the  difference  in  the  degree  of  rota- 
tion between  the  two  films,  this  still  looked  like 
a mediastinal  mass,  and  I don’t  think  we  can 
forget  about  it. 

Dr.  Dichoso:  If  there  are  no  other  questions 
or  comments  from  the  audience  we  would  like 
to  have  the  students’  diagnoses. 

Wes  Baxter  (Methodist  Hospital):  Eight  of 
the  students  thought  that  there  was  a myelo- 
proliferative disease.  Seven  thought  that  pneu- 
monia also  was  present.  Eight  thought  that 
there  was  a cerebrovascular  accident  second- 
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4.  Pliotoniicrograpli  of  the  thyroid, 
showing  the  pupillary  pattern  of 
the  mixed  papillary-follicular  adenocar- 
cinoma. Hematoxylin  & cosin,  X 110. 
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3.  Cat  .surfaces  of  the  left  lobe  of  the  thyroid. 
Note  the  gray -white  lohalated  tumor. 


ary  to  thrombocytosis.  Five  diagnosed  polycy- 
themia vera  and  two  septicemia.  One  student 
considered  carcinoma  of  the  gastrointestinal 
tract  with  thrombocytosis,  and  another  fav- 
ored carcinoma  of  the  lung  with  a leukemoid 
response. 

Rod  Richie  (Veterans  Administration  Hospi- 
tal); All  six  students  thought  that  the  patient 
had  carcinoma,  either  of  the  stomach,  colon, 
or  possibly  the  prostate.  All  thought  that  the 
patient  had  a leukemoid  reaction  and  anemia. 
Four  believed  it  was  iron  deficiency  anemia  and 
two  that  it  was  an  anemia  of  chronic  disease. 
Finally,  all  thought  that  this  patient  had  metas- 
tases.  We  all  agreed  that  he  had  metastases 
to  the  lung  and  possibly  to  the  liver  and  brain. 
Two  students  considered  it  more  likely  that 
he  had  a stroke,  and  one  student  suggested 
nocardiosis. 

Medical  Student  (St.  Luke’s  Hospital):  Four 
students  thought  that  the  patient  had  poly- 
cythemia vera  with  a leukemoid  reaction  and 
thrombosis  in  the  brain  and  liver.  Three  diag- 
nosed a metastatic  tumor  of  the  lung  with  a 
leukemoid  reaction. 

R.  M.  Weaver  (Ben  Taub  Hospital):  Six  of 
the  students  diagnosed  metastatic  carcinoma, 
but  four  were  unable  to  identify  the  primary 
site.  One  thought  that  the  primary  was  of  the 
skin;  another  student  suggested  the  prostate. 
One  believed  that  the  findings  were  compatible 
with  a transition  between  polycythemia  vera 
and  myelofibrosis.  Two  students  thought  the 
patient  had  marantic  endocarditis. 

Pathological  Findings:  Dr.  Mocega;  This  is  in- 
deed a difficult  and  interesting  case.  I am  glad 
that  Dr.  Smith  has  mentioned  throughout  his 
discussion  the  possibility  of  a leukemoid  reac- 
tion, for  that  is  my  interpretation  of  the  un- 
usual hematologic  profile  presented  by  this 
patient. 

At  necropsy,  the  body  was  that  of  a well- 
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5.  Pholoinicrograph  of  tissue 
preparation  (cell  block)  of  sternal  hone 
marrow  aspirate.  Note  the  increased 
cclliilarity  with  myeloid  and 
megakaryocytic  hyperplasia.  Hematoxylin 
& eosin.  X 110. 


developed,  \well-nourished  elderly  white  male. 
Upon  opening  the  skull,  a subdural  hematoma, 
12  cm  in  greatest  dimension,  overlying  the 
right  cerebral  hemisphere,  was  encountered 
(Fig  2).  Microscopically,  preparations  of  the 
dura  mater  showed  hyalinization,  vasculariza- 
tion and  hemosiderin  deposition,  in  keeping 
with  the  trauma  sustained  by  the  patient  when 
he  fell  two  to  three  weeks  prior  to  his  death. 
The  brain  weighed  1,250  gm  and  disclosed  flat- 
tening and  compression  of  the  right  cerebral 
hemisphere,  underlying  the  area  of  the  hema- 
toma. 

The  thyroid  gland  weighed  40  gm;  the  left 
lobe  was  completely  replaced  by  a gray-white 
tumor  nodule,  2.5  cm  in  diameter.  The  isthmus 
of  the  thyroid  also  contained  two  similar  small 
nodules.  Microscopically,  this  neoplasm  re- 
vealed two  different  patterns:  (1)  a papillary 
pattern,  and  (2)  a combination  of  a follicular 
and  papillary  pattern  (Figs  3,4). 

The  lungs  together  weighed  1,500  gm.  The 
cut  surfaces  showed  areas  of  emphysema 
and  hemorrhage,  and  there  was  an  organizing 
thromboembolus  in  the  right  main  pulmonary 
artery.  Scattered  throughout  the  lungs  were 
minute  metastatic  tumor  nodules  which  micro- 
scopically were  similar  to  the  carcinoma  of  the 
thyroid. 

The  bone  marrow  was  hypercellular,  contain- 
ing only  scant  portions  of  adipose  tissue.  High 
magnification  showed  that  the  most  prominent 
bone  marrow  cells  were  of  the  myeloid  series. 
An  increase  in  megakaryocytes,  which  was  even 
more  prominent  in  the  surgical  biopsy,  also  was 
seen  (Fig  5).  Smears  of  the  bone  marrow  aspi- 
rate revealed  mainly  mature  neutrophils,  to- 
gether with  occasional  monocytes,  and  4% 
blast  forms.  The  alkaline  phosphatase  score  of 
the  peripheral  blood  smear  was  230  (normal 
range  0-100)  and  a platelet  count  was  1 mil- 
lion/cu  mm.  The  hilar  lymph  nodes  were  not 


enlarged  and  microscopic  examination  showed 
preservation  of  the  follicular  pattern  and  widen- 
ing of  the  sinusoids  in  which  megakaryocytes, 
immature  myeloid  cells,  and  a few  immature 
red  blood  cells  were  noted.  The  spleen  was  soft 
and  enlarged,  weighing  650  gm.  Cut  surfaces  of 
the  spleen  revealed  an  infected  subcapsular  in- 
farct and  microscopically  there  was  congestion 
and  suppurative  necrosis,  together  with  bac- 
terial colonies  within  the  infarct.  The  liver,  as 
well  as  the  spleen,  showed  a few  megakaryo- 
cytes in  the  sinusoids. 

In  summary,  this  patient  was  an  elderly  man 
who  had  a mixed  papillary-follicular  carcinoma 
of  the  thyroid  with  metastasis  to  the  lung  and 
a leukemoid  reaction.  Metastases  to  the  bone 
marrow  was  not  found.  Also  present  was  a large 
organizing  subdural  hematoma  overlying  the 
right  cerebral  hemisphere  and  an  organizing 
pulmonary  thromboembolus.  The  most  interest- 
ing aspect  of  this  case  is  the  hematologic  pic- 
ture, in  which  the  differential  diagnosis  between 
a leukemoid  reaction  and  a chronic  granulocy- 
tic leukemia  is  difficult  to  resolve.  There  are 
four  major  causes  of  leukemoid  reaction:  (1) 
carcinoma,  with  and  without  bony  metastasis; 
(2)  hemorrhage;  (3)  sepsis;  and  (4)  acute  liver 
disease.  The  first  three  were  present  in  this 
patient.  The  high  alkaline  phosphatase  score  in 
the  peripheral  blood  smear  substantiates  our 
impression  of  a leukemoid  reaction.  Extreme 
thrombocytosis  has  been  reported  in  a leuke- 
moid reaction. 

Physician:  Do  we  have  any  explanation  for 
the  thrombocytosis? 

Dr.  Clarence  Aljrey:  I don’t  think  the  possi- 
bility of  chronic  granulocytic  leukemia  in  this 
patient  has  been  excluded.  In  fact,  there  is  a 
lot  to  suggest  that  the  patient  had  it.  He  had  a 
big  spleen  which  is  not  explained  by  any  other 
feature  of  his  illness.  He  did  have  thrombocy- 
tosis which  is  also  unexplained,  although  it 
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does  occur  occasionally  with  tumors.  It  is  not 
really  explained  by  the  other  features  of  the 
illness.  He  had  megakaryocytes  in  the  liver  and 
in  the  spleen,  both  of  which  are  unexpected  in 
association  with  leukemoid  reaction.  Therefore, 
I think  there  are  several  features  of  this  pa- 
tient’s illness  that  suggest  that  he  did  have 
chronic  myelogenous  leukemia  in  addition  to 
the  other  things.  The  elevation  of  the  leukocyte 
alkaline  phosphatase  in  a patient  who  has 
chronic  myelogenous  leukemia  is  quite  regular. 
In  other  words,  a chronic  myelogenous  leuke- 
mia patient  may  in  his  uninvolved  state  have  a 
low  leukocyte  alkaline  phosphatase  level,  but 
given  pneumonia  or  many  other  kinds  of  stimu- 
li will  over-react  and  the  leukocyte  alkaline 
phosphatase  level  will  become  elevated. 

Dr.  Jeremiah  Twomey:  The  problem  is  differ- 
entiating leukemoid  reaction  from  leukemia. 
They  are  an  overexaggeration  either  in  the  total 
number  of  cells  or  the  quality  or  type  of  cells 
present.  Until  we  know  what  causes  these  dis- 
eases, we  can  never  be  absolutely  certain  as 
to  what  we  have.  Even  in  the  published  cases 
of  leukemoid  reaction,  except  in  the  few  in- 
stances where  there  has  been  a complete  re- 
covery, one  cannot  be  sure  of  the  diagnosis.  I 
think  that  eventually,  leukemia  itself  will  be 
called  leukemoid  reaction  to  x. 

Dr.  Blossom  Zanger:  What  is  the  possibility 
of  polycythemia  vera  as  the  underlying  disease? 
It  would  explain  everything  except  the  initial 
anemia,  but  that  could  be  explained  by  the 
subdural  bleeding.  Then  one  wouldn’t  have  to 
seek  any  other  reason  for  the  elevated  leuko- 
cyte alkaline  phosphatase  level.  Chronic  mye- 
logenous leukemia  and  polycythemia  vera  may 
be  in  the  small  ball  park,  but  I think  polycy- 
themia vera  fits  a little  better. 

Dr.  Alfrey:  We  had  a patient  about  three 
years  ago  who  was  in  an  automobile  accident 
and  had  a ruptured  spleen.  She  came  into  the 
hospital  with  a leukocyte  alkaline  phosphatase 
level  of  300.  This  patient  had  chronic  myelog- 


enous leukemia  and  as  she  recovered  from  the 
trauma,  her  leukocyte  alkaline  phosphatase 
came  down  from  300  to  0.  We  have  seen  this 
repeatedly  in  patients  with  chronic  myeloge- 
nous leukemia  who  have  had  infection  or  any 
other  complications.  Leukocyte  alkaline  phos- 
phatase rises  during  the  complication  and  dis- 
appears when  recovery  occurs. 

Dr.  Lynch:  I tend  to  agree  with  the  philoso- 
phy that  polycythemia  vera  leads  to  hemolysis; 
this  disorder  seems  likely.  But  it  might  be  an- 
swered if  one  knew  the  clinicopathologic  data 
from  the  October  1965  admission,  which  was 
omitted.  Was  there  polycythemia?  Do  you  have 
that  data? 

Dr.  Dichoso:  His  complete  blood  count  was 
normal  in  1965. 

Final  Clinical  Diagnosis:  Leukemia  versus 
leukemoid  reaction;  cerebrovascular  accident 
versus  subdural  hematoma;  pneumonia. 

Dr.  Smith’s  Diagnoses:  Primary  carcinoma  of 
the  lung  or  reticulum  cell  sarcoma;  leukemoid 
reaction. 

Final  Pathologic  Diagnoses:  Papillary-follicu- 
lar carcinoma  of  the  thyroid  with  pulmonary 
metastases;  subdural  hematoma;  leukemoid  re- 
action. 
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survivals,  our  programs 
reflect  increasing 
concern  with  the  future 
of  the  cancer  patient— 
with  the  quality  of  his 
survival. 

High  priority  is 
being  given  to  the 
rehabilitation  of  cancer 
patients— those  having 
had  mastectomies, 
colostomies,  laryngec- 
tomies, amputations, 
and  other  drastic 
treatments  for  cancer. 


Our  “Reach  to 
Recovery’’  program  is 
a dramatic  example. 
This  program  helps  the 
physician  meet  many 
special  needs  of  the 
postmastectomy 
patient  on  the  road  to 
total  recovery.  Patients 
receive  psychological 
reassurance  and 
practical  help  from 
women  who  have  had 
the  same  surgery. 


The  laryngectomee 
also  receives  the  benefit 
of  our  rehabilitation 
program.  Supported 


by  the  Society,  the 
International  Associa- 
tion of  Laryngectomees, 
through  its  local  lAL 
clubs,  provides  such 
services  as  individual 
and  group  speech 
therapy,  psychological 
counseling,  visits  to  new 
patients,  safety  training, 
public  education  and 
social  activities. 

Our  rehabilitation 


programs  not  only  give 
heart  and  help  to 
patients  but  providethe 
physician  with  vital  aids 
necessary  to  improve 
the  quality  of  survival. 

American  Cancer  Society^  l 


When  irritable  colon  feels  like  this 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED'' 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning;  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atroirine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


IT  ALL  ADDS  UP 


The  Renewable  Term  Life  Insurance 
Policies  now  available  to  members  of  the 
Texas  Medical  Association  will  make  an  ex- 
cellent addition  to  your  life  insurance 
program. 

Here’s  Why: 

1 . It  is  exclusively  for  physicians.  Em- 
ployees are  not  eligible. 

2.  High  amount  of  coverage— $50,000. 

3.  Low  cost. 

4.  Ownership  of  the  policy  can  be  trans- 
ferred for  business  and  personal  use. 

5.  No  upper  age  limit  for  renewal.  (Age 
60  limit  for  enrollment). 


Sponsored  and  Endorsed  By 

THE  TEXAS  MEDICAL  ASSOCIATION 


Underwritten  By 

Prudential 
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Texas  medical  school  graduates  granted  degrees 


June  graduation  exercises  added  more 
than  350  new  physicians  to  the  ranks 
of  medicine,  as  the  class  of  1971  re- 
ceived their  degrees  from  the  four 
medical  schools  in  operation  in  Texas. 

Leading  the  list  in  number  of  doctor 
of  medicine  degrees  presented  was 
the  state’s  oldest  and  largest  medical 
school,  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  This  year, 
133  seniors  were  eligible  to  take  part 
in  the  81st  commencement  exercises 
of  the  Medical  Branch  held  on  June  9. 

Officially  becoming  physicians  on 
June  7 were  the  109  seniors  at  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas  and  the  30  new 
MD’s  from  The  University  of  Texas 
Medical  School  at  San  Antonio. 

The  87  graduates  of  Baylor  College 
of  Medicine  in  Houston  were  awarded 
their  degrees  on  June  11. 

Graduation  activities  varied  from 
school  to  school. 

The  Medical  Branch  began  com- 
mencement activities  in  the  afternoon 
of  June  9 with  their  Annual  Honors 
and  Awards  Convocation.  Guest  speak- 
er for  the  event  was  Dr.  Edmund  D. 
Pellegrino,  vice-president  for  health 
sciences  and  dean  of  medicine  at 
State  University  of  New  York.  Out- 
standing graduating  seniors,  faculty 
members,  and  lower  division  medical 
students  were  honored  at  the  convo- 
cation. A highlight  of  the  program  was 
the  presentation  of  the  coveted  Gold- 
Headed  Cane  Award  to  Walter  N.  Fol- 
ger  of  Houston. 

Golden  Apple  Awards,  sponsored  by 
the  Student  American  Medical  Associ- 
ation, went  to  Dr.  Donald  William 
Gibbs  (Ph.  D.),  associate  professor  of 
physiology,  as  outstanding  preclini- 
cal  instructor  and  to  Dr.  James  Collins 
Guckian,  assistant  professor  of  intern- 
al medicine,  as  outstanding  clinical  in- 
structor. The  James  W.  Powers  Memo- 
rial Faculty  Award  was  presented  to 
Dr.  Orville  J.  Stone,  Jr.,  associate  pro- 
fessor of  dermatology.  The  president 
of  the  UT  Medical  Branch,  Dr.  Tru- 
man G.  Blocker,  Jr.,  was  named  the 
recipient  of  the  Nicholas  and  Katherine 
Leone  Award  for  Administrative  Excel- 
lence at  the  convocation. 


Other  student  awards  were  as  fol- 
lows: Eugene  L.  Porter  Memorial 
Award,  Janis  C.  Burns,  1970  recipient, 
and  Michael  A.  Cohen,  1971  recipient; 
Singleton  Surgical  Award,  Frank  M. 
Ivey,  Jr.;  Jimmy  Doyle  Dickens  Me- 
morial Award,  Richard  A.  Hrachovy; 
Upjohn  Medical  Achievement  Award 
and  Borden  Undergraduate  Research 
Award,  George  J.  Murillo;  Roche  Award, 
Morey  Gardner;  Medical  Student  Re- 
search Award,  Robert  W.  Feldtman; 
Mu  Delta  Honorary  Medical  Service 
Society  Scholarships,  Ace  H.  Alsup,  III, 
third-year  student,  Sidney  A.  Worsham, 
III,  fourth-year  student.  Dr.  Paul  E. 
Winkelmann,  intern,  and  Dr.  E.  Richard 
Parker,  resident;  Isbella  H.  Bracken- 
ridge  Scholarship  for  Women,  Karen  D. 
Holland;  Johanna  Blumel  Memorial 
Scholarship  and  William  N.  and  Ida 
Zinn  Alpha  Omega  Alpha  Award  (for 
highest  academic  achievement),  Ame- 
lia O.  Hamner;  Landry  Pharmaceutical 
Award,  Richard  F.  McConnell,  fourth- 
year  student,  and  Dr.  Jerry  C.  Daniels, 
intern;  Joseph  B.  Kass  Award  for  Re- 
search, Bernard  Morrey;  and  Sigma  Xi 
Research  Awards,  Carolyn  Ann  Marti- 
nez, MA,  and  Dr.  James  Arly  Nelson 
(Ph.  D.) 

At  8;15  p.m.  on  June  9,  the  stage 
was  set  in  the  Moody  Civic  Center  in 
Galveston  for  the  81st  commencement 
ceremonies  at  UT  Medical  Branch.  The 
vice-president  of  Cornell  University 
Medical  College,  Dr.  August  H.  Groe- 
schel,  was  speaker  for  the  event.  He 
addressed  the  graduating  students  on 
“The  Physician  in  a Changing  World.” 
Following  the  address,  degrees  were 
conferred  by  UT  System  regent  A.  G. 
McNeese  of  Houston. 

Southwestern’s  exercises  departed 
from  a 25-year-old  tradition  of  having 
an  off-campus  speaker  selected  by 
school  officials.  Instead,  the  graduates 
chose  to  listen  to  two  addresses — one 
by  the  president  of  their  senior  class 
and  one  by  Dr.  Donald  M.  Seldin,  pro- 
fessor and  chairman  of  Southwestern’s 
department  of  internal  medicine. 

Kent  Eugene  Rogers,  president  of 
the  1971  class,  spoke  on  “The  New 
Physician  Boards  a Proud  But  Troubled 
Ship.”  Rogers,  a graduate  of  Rice  Uni- 


versity, is  from  Mt.  Pleasant,  Tex.  He 
plans  to  intern  at  Massachusetts  Gen- 
eral Hospital  in  Boston. 

An  internationally  recognized  au- 
thority on  kidney  disease.  Dr.  Seldin 
was  chosen  as  graduation  speaker  by 
a vote  of  the  degree  candidates.  His 
topic  was  “The  Role  of  the  University 
Medical  Center  in  Medical  Care.” 

Leaders  of  the  academic  profession 
were  also  chosen  by  the  graduating 
seniors.  Dr.  Robert  M.  Pike  (Ph.  D.), 
professor  of  microbiology,  led  the  pro- 
cession. He  was  assisted  by  South- 
western professors  Drs.  Samuel  M. 
McCann,  Eugene  P.  Frenkel,  and  M.  T. 
Jenkins. 

The  senior  medical  students  at 
Southwestern  were  administered  the 
Physician’s  Oath  by  Dr.  Elgin  W.  Ware, 
clinical  associate  professor  of  urology 
and  past  president  of  the  school’s 
alumni  association. 

Candidates  for  medical  degrees  were 
presented  by  Dr.  Bryan  Williams,  asso- 
ciate dean  for  student  affairs.  UT  Sys- 
tem regent  Dr.  Joe  T.  Nelson  of 
Weatherford  conferred  the  degrees, 
and  medical  school  dean  Dr.  Charles 
C.  Sprague  presided  over  the  activi- 
ties. 

Southwestern  administrators  com- 
mented that  the  traditional  ceremonies 
were  restructured  in  order  “to  return 
graduation  to  the  students.” 

Meanwhile  in  San  Antonio,  30  MD 
degree  candidates  and  their  friends 
listened  to  Dr.  Harry  Huntt  Ransom, 
chancellor  emeritus  of  The  University 
of  Texas  System,  who  was  guest  speak- 
er for  the  second  annual  commence- 
ment at  The  University  of  Texas  Med- 
ical School  at  San  Antonio. 

Dr.  F.  C.  Pannill,  medical  school 
dean,  presided  over  the  ceremonies 
and  administered  the  Physician’s  Oath. 
Degree  candidates  were  presented  by 
Dr.  Fred  M.  Taylor,  associate  dean  for 
academic  development.  Class  presi- 
dent Donald  R.  Blossom  spoke  for  the 
new  physicians. 

Conferring  the  medical  degrees  was 
UT  System  regent  John  Peace  of  San 
Antonio,  chairman  of  the  board  of 
regents. 

Graduation  activities  at  Baylor  Col- 
lege of  Medicine  included  a reception 
and  formal  commencement  ceremon- 
ies. The  reception,  held  before  the 
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51  MDs  in  state  to  be  called  for  military  service 


formal  commencement,  was  open  to 
members  of  the  faculty,  staff,  student 
body,  and  their  families.  The  event 
was  scheduled  from  2 p.m.  to  3:30 
p.m.  in  the  Rayzor  Lounge  on  the  Bay- 
lor campus. 

The  69th  commencement  exercises 
for  Baylor  graduates  began  at  7:30 
p.m.  in  the  Jesse  H.  Jones  Hall  in 
Houston.  Guest  speaker  was  A.  Frank 
Smith,  Jr.,  secretary  of  Baylor’s  board 
of  trustees  and  a partner  in  the  Hous- 
ton law  firm  of  Vinson,  Elkins,  Searls, 
and  Smith.  Smith  summarized  the  dif- 
ficulties in  the  present  health  care  sys- 
tem and  challenged  the  graduates  to 
make  the  70's  a “decade  of  medicine.” 

Dr.  Hebbel  E.  Hoff,  associate  dean 
for  faculty  and  clinical  affairs,  presided 
over  the  ceremonies,  while  Dr.  Joseph 
M.  Merrill,  Baylor’s  executive  vice-pres- 
ident, conferred  degrees.  Dr.  Edward 
C.  Lynch,  associate  dean  of  the  col- 
lege, presented  the  MD  degree  candi- 
dates. The  Oath  of  Hippocrates  was 
administered  to  the  graduating  seniors 
by  Dr.  J.  R.  Schofield,  professor  of 
anatomy. 

MD  degrees  were  not  the  only  ones 
given  by  the  medical  schools,  however. 
UT  Medical  Branch  reported  that  22 
graduating  students  received  MA  or 
Ph.D.  degrees  on  June  9.  Southwestern 
awarded  ten  graduate  degrees,  includ- 
ing the  first  two  Ph.D.’s  in  clinical  psy- 
chology presented  since  that  doctoral 
program  was  established  two  years 
ago.  The  Dallas  medical  school  also 
gave  two  Ph.D.’s  in  physiology,  one 
Ph.D.  in  microbiology,  two  master  of 
art  degrees,  and  three  master  of  medi- 
cal art  degrees. 

The  UT  Medical  School  at  San  An- 
tonio reported  granting  two  Ph.D.  de- 
grees, the  first  earned  doctorates  to 
be  conferred  at  the  school.  Baylor  Col- 
lege of  Medicine  listed  18  Ph.D.  candi- 
dates among  its  1971  graduates.  In 
addition,  two  Baylor  graduates  re- 
ceived MD-Ph.D.  degrees,  one  was 
awarded  the  MD-MS  degree,  and  four 
were  candidates  for  the  master  of  sci- 
ence degree. 

Outpatient  visits  up  1 1 . 1 % 

For  every  patient  admitted  to  a hos- 
pital in  1970,  there  were  5.7  out- 
patient visits,  reports  the  American 
Hospital  Association.  Ambulatory  care 
continues  to  be  the  fastest  growing 
service  in  the  nation’s  hospitals. 

In  1970,  the  7,123  hospitals  reg- 
istered by  the  AHA  reported  a total 
of  181.4  million  outpatient  visits,  an 
increase  of  11.1%  over  those  in  1969. 


Editor's  note:  At  press  time,  a confer- 
ence committee  from  the  US  Senate 
and  House  of  Representatives  is  con- 
sidering the  draft  extension  bill,  but  no 
final  action  has  been  taken.  Selective 
Service  functions  have  been  halted 
until  a decision  is  reached. 

From  July  1 through  the  end  of  this 
year,  51  doctors  of  medicine,  4 doc- 
tors of  osteopathy,  and  32  dentists 
from  Texas  will  be  called  into  military 
service,  according  to  a spokesman  in 
the  State  Selective  Service  Office. 

These  figures  represent  Texas’  share 
in  providing  manpower  to  the  US 
Army,  Navy,  and  Air  Force  through 
the  first  “doctor  draft”  necessary 
since  early  1969.  Latest  totals  indicate 
that  1,531  doctors  of  medicine,  77 
doctors  of  osteopathy,  and  536  den- 
tists will  be  called  to  bolster  the  sag- 
ging number  of  medical  personnel  in 
the  three  services.  All  draftees  will 
serve  for  two  years. 

The  draft  of  physicians  was  appar- 
ently made  necessary  by  the  declining 
number  of  young  MD’s  who  chose  to 
fulfill  their  military  obligations  by  en- 
rolling in  the  Berry  plan  or  enlisting  in 
the  armed  services  and  the  inability 
of  the  armed  services  to  retain  former 
volunteers. 

The  Selective  Service  routinely  gives 
deferments  to  medical  school  gradu- 
ates while  they  complete  their  intern- 
ships. The  Berry  plan  goes  a step  fur- 
ther by  allowing  interns  to  be  deferred 
from  active  duty  while  in  residency  or 
additional  special  training.  When  they 
complete  the  residency  or  extra  train- 
ing, however,  they  are  required  to 
serve  24  months  on  active  duty  as 
medical  officers. 

In  November,  1970,  Dr.  Louis  M. 
Rousselot,  assistant  secretary  of  de- 
fense (health  and  environment),  ex- 
pressed concern  that  such  a draft 
might  be  necessary.  In  an  article  in 
American  Medical  News,  he  was  quot- 
ed as  saying,  “We  are  still  very  con- 
cerned that  a physician  draft  will  be 
necessary  in  the  summer  of  1971.  The 
current  intern  class  still  appears  to  be 
gambling  that  somehow  they  will  not 
be  required  to  serve  on  active  military 
duty.” 

The  assistant  secretary  pointed  out 
that  residents  selected  to  begin  train- 
ing in  1971  could  be  drafted  during 
their  residency.  He  advised  training 
program  directors  to  select  only 
“those  residents  assured  of  full  delay 


under  the  Berry  plan  or  those  who 
have  completed  their  military  service.” 

He  added,  “The  greatest  need  in  all 
three  services  [Army,  Navy,  and  Air 
Force]  is  for  the  general  medical  offi- 
cer who  historically  has  come  to  active 
duty  from  his  internship.” 

Information  in  an  issue  of  the  Amer- 
ican Medical  Association  Newsletter 
indicated  that  786  MD’s  and  41  DO’s 
will  be  inducted  into  the  Army,  505 
MD’s  and  26  DO’s  will  answer  the 
Navy’s  call,  and  240  MD’s  and  10 
DO’s  will  go  into  the  Air  Force  by  the 
end  of  January,  1972. 

Commander  Dowden  H.  Koeniger  of 
the  State  Selective  Service  Office  said 
that  there  is  no  way  of  knowing  which 
physicians  called  from  Texas  will  be 
assigned  to  the  various  branches. 

The  doctor  draft  incorporates  some 
features  of  the  lottery  system.  Plans 
stipulate  that  physicians  under  the 
age  of  26  who  have  completed  their 
internship  will  be  called  first  by  their 
lottery  number.  If  the  supply  is  ex- 
hausted without  fulfilling  the  require- 
ments, physicians  over  the  age  of  26 
would  be  called,  with  the  youngest 
being  called  first.  Liability  will  extend 
through  age  34  for  those  who  have 
not  satisfied  a prior  military  commit- 
ment and  who  are  otherwise  qualified. 

Commander  Koeniger  said  that  the 
supply  of  under  26-year-old  physicians 
has  been  exhausted  in  Texas,  and  old- 
er physicians  are  now  being  called. 

Deferment  provisions  have  been  es- 
tablished for  those  draft-liable  physi- 
cians serving  in  “critical  areas  of 
need.”  A directive  reinstating  such 
provisions  was  issued  by  the  Selective 
Service  System  after  the  action  was 
recommended  by  the  National  Secur- 
ity Council  and  the  National  Health 
Resources  Advisory  Committee.  The 
American  Medical  Association,  several 
medical  specialty  societies,  and  some 
health  professions  organizations  had 
asked  that  deferments  be  allowed  in 
such  cases.  The  original  deferment 
provisions  were  deleted  by  executive 
order  on  April  23,  1970,  but  the  order 
to  remove  them  was  largely  unnoticed 
because  there  was  no  doctor  draft  in 
effect  at  the  time. 

Draft  director  Curtis  W.  Tarr  ex- 
plained that  final  determination  on  all 
deferments  will  be  made  by  local  draft 
boards.  They  will  be  assisted  in  their 
determinations  by  local  medical  advi- 
sory boards. 
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According  to  reports  in  The  New 
Physician  and  Medical  World  News, 
some  young  doctors  across  the  nation 
oppose  possible  service  in  the  armed 
forces  based  upon  opposition  to  war, 
particularly  to  the  war  in  Vietnam. 
Others  point  to  the  manpower  short- 
age and  claim  that  the  war — and  in- 
duction into  military  service — works  to 
prevent  the  poor  and  the  ghetto  resi- 
dent from  obtaining  adequate  medical 
care.  They  comment  that  many  of  the 
physicians  who  stand  a good  chance 
of  being  drafted  work  in  the  charity 
wards  of  public  hospitals. 

John  M.  Danielson,  director  of 
health  services  and  teaching  hospitals 
for  the  Association  of  American  Medi- 
cal Colleges,  agrees  that  the  new  draft 
might  seriously  damage  the  nation’s 
hospitals.  An  article  in  Medical  World 
News  comments  that  “the  AAMC  is 
strongly  in  favor  of  offering  physicians 
the  alternative  of  service  in  under- 
privileged areas.” 

"Solving  our  problems  of  health 
care  is  just  as  much  a war,  and  just 
as  critical  a war,  as  the  one  in  Viet- 
nam,” said  Danielson. 

Writers  in  The  New  Physician,  pub- 
lication of  the  Student  American  Medi- 
cal Association,  claim  that  “this  mili- 
tary dominance  over  national  priorities 
may  also  undermine  the  Emergency 
Health  Personnel  Act.”  This  legislation, 
which  was  passed  by  Congress  in 
December,  1970,  authorized  the  es- 
tablishment of  a National  Health  Ser- 
vice Corps.  This  corps  of  young  physi- 
cians would  be  under  the  direction  of 
the  Public  Health  Service  and  would 
serve  in  areas  where  critical  medical 
manpower  shortages  exist.  “As  a draft 
alternative,  the  National  Health  Ser- 
vice Corps  of  health  professionals 
would  allow  physicians  to  serve  the 
poor  and  disadvantaged  instead  of  the 
war  machine,”  said  the  authors  of 
The  New  Physician  article. 

Lawyers  for  the  Department  of  the 
Health,  Education,  and  Welfare  say 
that  the  National  Health  Service  Corps 
may  not  be  an  alternative  to  the  draft, 
however.  The  Selective  Service  Act  of 
1967  allows  draft  exemptions  for 
PHS  doctors  “while  on  active  duty  and 
assigned  to  staff  the  various  offices 
and  bureaus  of  the  Public  Health  Ser- 
vice.” Medical  World  News  reports 
that  the  law  was  designed  to  prohibit 
draft  exemptions  for  PHS  doctors  who 
were  serving  with  the  Office  of  Econo- 
mic Opportunity,  the  Food  and  Drug 
Administration,  and  the  Peace  Corps. 


“HEW  lawyers  now  say  a strict  inter- 
pretation of  that  law  would  deny  ex- 
emptions to  doctors  who  base  activi- 
ties of  their  PHS  health  care  teams 
in  local  health  facilities,  such  as  a 
small  rural  hospital  where  there  is  no 
local  doctor.  But  the  draft  exemption 
would  probably  be  allowed  to  a doc- 
tor who  set  up  his  own  store-front 
clinic  such  as  a ‘PHS  facility,’  ” write 
Medical  World  News  reporters. 

The  current  call  is  made  under  the 
authority  of  the  Selective  Service  Act 
of  1967,  comments  a spokesman  in 
the  State  Selective  Service  Office.  But 
future  calls  remain  a possibility  if  Con- 
gress approves  the  two-year  extension 
of  the  draft  requested  by  President 
Richard  M.  Nixon. 

Agency  announces  details 
on  vendor  drug  program 

In  the  closing  days  of  the  regular  ses- 
sion, the  62nd  Texas  Legislature  ap- 
propriated $11.9  million  for  a vendor 
drug  program  to  be  administered  by 
the  State  Department  of  Public  Welfare. 

Linder  Title  XIX  of  the  federal  Social 
Security  Act,  the  state  will  receive  $2 
in  federal  funds  to  match  every  $1 
state  expenditure  for  state  welfare 
recipients’  drugs,  making  a total  of 
approximately  $35  million  available  for 
the  first  year  of  the  program. 

Working  with  two  previous  Legisla- 
tures, the  department  had  attempted 
to  prove  it  was  medically  unwise  to 
diagnose  and  then  not  provide  neces- 
sary medication  for  eligible  public  as- 
sistance recipients.  Department  offi- 
cials also  pointed  out  that  it  is  finan- 
cially unsound  to  provide  physician’s 
services  and  not  medication  that  might 
prevent  more  expensive  hospitalization 
or  more  serious — and  costly — health 
complications. 

Under  the  present  system,  a state 
welfare  recipient  receives  a certain 
amount  monthly  for  prescription  med- 
icine for  any  chronic  illness.  There  is 
no  way  to  guarantee  that  this  money 
is  being  spent  for  drugs,  however.  Wel- 
fare recipients  receive  no  extra  funds 
for  a short-term  medical  emergency. 

Under  the  new  program,  a welfare 
recipient  will  be  free  to  choose  his 
pharmacist,  just  as  he  is  now  free  to 
choose  his  physician  and  other  service 
providers.  The  program  will  allow  a 
limited  monthly  amount  for  drugs. 
However,  in  extreme  cases  of  hard- 
ship, additional  funds  for  drugs  may 


be  obtained  through  a prior-approval 
mechanism.  This  mechanism,  devised 
on  an  individual  basis,  will  allow  indi- 
vidual welfare  recipients  to  apply  for 
additional  drug  funds,  which  exceed 
the  defined  limitation,  in  times  of 
severe  need. 

Legislative  approval  of  the  program 
means  the  Welfare  Department,  as  ad- 
ministrator for  the  system,  has  a tre- 
mendous job  to  perform  by  Sept.  1, 
effective  date  of  the  new  program. 

First,  pharmacies  will  be  surveyed 
for  evaluation  and  classification  by  the 
services  they  offer.  Survey  data  will  be 
used  to  determine  fees  for  reimburse- 
ment and  to  provide  valid  profiles  of 
the  state’s  pharmacies. 

During  the  survey  period.  Welfare 
Department  personnel,  working  with 
the  department’s  Medical  Advisory 
Committee,  will  be  formulating  policies, 
and  a manual,  explaining  the  details 
of  administration  and  bookkeeping  un- 
der the  new  program,  will  be  printed 
for  use  by  welfare  caseworkers  and 
pharmacists. 

After  the  survey  is  completed,  indi- 
vidual pharmacists  will  be  sent  appli- 
cation forms  for  participation  in  the 
program.  Participation  must  be  ap- 
proved by  the  Department  of  Welfare. 
The  department  has  also  reserved  the 
right  to  reject  any  request  for  partici- 
pation or  to  terminate  participation  if 
the  pharmacist  violates  any  of  the 
applicable  ethics  standards.  The  phar- 
macist, however,  has  the  right  to  a 
hearing  through  the  present  Texas 
Pharmaceutical  Association  grievance 
mechanism — the  Peer  Review  Commit- 
tee— and  through  the  Department  of 
Public  Welfare. 

Physicians  may  provide  their  own 
pharmaceutical  service  under  the  ven- 
dor drug  program  if  they  choose.  How- 
ever, they  should  first  request  an  ap- 
plication from  the  Welfare  Department. 
The  same  method  will  be  followed  in 
processing  all  applications.  Physicians, 
as  well  as  other  providers  of  prescrip- 
tion services,  must  keep  adequate 
records  available  for  the  Texas  State 
Department  of  Health,  State  Depart- 
ment of  Public  Welfare,  Department  of 
Health,  Education  and  Welfare,  and 
the  Texas  State  Board  of  Pharmacy. 
The  prescribing  practitioner  must  also 
comply  with  all  other  regulations  set 
forth  by  state  and  federal  laws  regu- 
lating drugs. 

Paramount  to  setting  up  the  opera- 
tion is  the  development  of  a program 
for  the  department’s  automatic  data 
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processing  unit  to  handle  the  increased 
work  load.  With  consultative  advice  on 
methods  of  electronic  processing  in 
the  drug  field,  the  department  has  now 
developed  such  a program.  When  the 
computer  program  is  operable,  the 
pharmacist  should  receive  reimburse- 
ment in  30  days  for  routine  service. 

An  auditing  system  and  periodic 
drug  utilization  reviews  will  be  included 
in  the  vendor  drug  program  to  see  that 
each  welfare  recipient’s  needs  are  kept 
up  to  date.  In  this  way,  the  Welfare 
Department  will  maintain  accountabil- 
ity and  necessary  controls  on  the 
money  being  spent. 

Welfare  Department  officials  will  re- 
port on  the  progress  of  program  imple- 
mentation and  explain  the  pharma- 
cists’ training  program  at  the  Texas 
Pharmaceutical  Association  annual 
meeting  on  July  27  in  Galveston. 

A series  of  pharmacists'  training 
seminars,  tentatively  set  for  mid-Au- 
gust, will  be  held  to  explain  the  tech- 
nicalities of  the  system;  for  instance, 
how  to  keep  a patient’s  health  record 
and  how  to  file  for  reimbursement. 

Other  later  meetings  are  being 
planned  to  explain  the  operation  to 
physicians. 

Research  grants  go  to  3 

Southern  Medical  Association  has  an- 
nounced the  presentation  of  three 
research  grants  to  Texas  physicians. 

Dr.  Barry  E.  Schwarz,  a research 
fellow  in  the  department  of  obstetrics- 
gynecology  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, has  been  awarded  a Research 
Project  Fund  Grant  to  financially  aid 
his  research  project,  “Characteristics 
of  Estrogen  Binding  System.’’ 

Drs.  Jerry  C.  Daniels  and  Robert  N. 
Bryan,  both  residents  at  The  Universi- 
ty of  Texas  Medical  Branch  at  Gal- 
veston, received  Residency  Training 
Grants.  These  funds  are  to  assist  resi- 
dent physicians  in  financing  their 
residency  training  or  additional  special 
education.  Recipients  must  also  be 
engaged  in  clinical  or  laboratory  re- 
search. 

A resident  in  internal  medicine.  Dr. 
Daniels  is  studying  "Nucletic  Acid 
Synthesis  by  Lymphocytes  from  Chron- 
ic Uremic  Patients  During  Hemodialy- 
sis and  After  Renal  Allotransplanta- 
tion.’’ 

Dr.  Bryan  is  a resident  in  radiology. 
The  subject  of  his  research  project  is 
the  relation  of  motoneuron  morpholo- 
gy to  various  physiological  functions. 


Southwestern  chooses 
new  library  director 

Dr.  Donald  D.  Hendricks  (Ph.D.)  has 
been  appointed  director  of  the  library 
at  The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas,  an- 
nounced the  school’s  dean  Dr.  Charles 
C.  Sprague. 

Dr.  Hendricks  will  continue  to  direct 
activities  of  the  TALON  (Texas,  Ar- 
kansas, Louisiana,  Oklahoma,  and 
New  Mexico)  regional  library  program, 
of  which  the  Texas  Medical  Associa- 
tion Memorial  Library  is  a member. 

Vaccination  legislation 
will  affect  physicians 

Several  bills  that  were  passed  and 
signed  into  law  during  the  past  session 
of  the  Texas  Legislature  may  have  a 
far-reaching  effect  on  physicians. 

S.  B.  27,  which  was  approved  by 
Gov.  Preston  Smith  on  April  26  to  go 
into  effect  immediately,  amends  a sec- 
tion of  the  Texas  Education  Code  by 
requiring  that  all  children  entering 
Texas  elementary  schools,  secondary 
schools,  or  institutions  of  higher  edu- 
cation must  be  immunized  against  six 
diseases.  These  are  diphtheria,  teta- 
nus, poliomyelitis,  measles,  rubella, 
and  smallpox.  The  law  further  states 
that  the  "State  Health  Department 
shall  provide  the  required  immuniza- 
tions to  children  in  areas  where  no 
local  provision  exists  to  provide  these 
services.” 

Another  bill  that  was  approved  by 
legislators,  S.  B.  971,  amends  S.  B. 
27.  It  enables  the  Texas  State  Board 
of  Health  to  modify  or  delete  any  of 
the  six  required  immunizations,  to  al- 
low provisional  admittance  of  students 
if  the  required  immunizations  have 
been  begun  and  are  continued  “as 
rapidly  as  medically  feasible,”  and  “to 
promulgate  rules  and  regulations  re- 
lating to  the  provisional  admission  of 
persons  to  an  elementary  or  secondary 
school  or  institution  of  higher  educa- 
tion.” 

H.  B.  106,  also  signed  by  Gov.  Smith 
on  April  26,  is  in  effect  now.  This  bill 
requires  every  child  entering  a child- 
caring institution  or  facility  to  be  inoc- 
ulated or  vaccinated  against  rubella, 
diphtheria,  whooping  cough,  tetanus, 
poliomyelitis,  rubeola,  and  smallpox. 
The  law  further  stipulates  that  the  vac- 
cination or  inoculation  must  be  effec- 
tive upon  the  date  of  entry  into  the 
facility. 

S.  B.  1007  amends  H.  B.  106  in  a 


manner  similar  to  the  effect  of  S.  B 
971  on  S.  B.  27. 

The  State  Health  Department  notes 
in  regard  to  H.  B.  106,  “All  persons 
will  be  allowed  to  enter  their  respective 
child-caring  institutions  and  facilities 
at  any  time  in  the  future,  provided 
that  immunization  for  at  least  one  of 
the  aforementioned  diseases  has  been 
started  by  Jan.  1,  1972,  and  that  all 
immunizations  are  completed  as  soon 
as  is  medically  feasible.” 

In  an  effort  to  meet  the  bills’  re- 
quirements, the  Texas  State  Depart- 
ment of  Health  has  issued  the  follow- 
ing statements  to  set  forth  policies 
and  plans  for  the  implementations  of 
S.  B.  27  and  S.  B.  971,  and  H.  B.  106 
and  S.  B.  1007. 

Students  included  in  requirements. 
Immunization  requirements  in  S.  B.  27 
apply  to  all  students  attending  public, 
private,  or  parochial  schools.  This  in- 
cludes kindergartens  associated  with 
elementary  schools,  elementary  or  sec- 
ondary schools,  academies,  colleges, 
universities,  and  schools  for  the  blind, 
deaf,  mentally  ill,  and  mentally  re- 
tarded. 

Under  H.  B.  106,  all  children  ad- 
mitted to  either  commercial  or  non- 
profit child-caring  institutions  must  re- 
ceive the  immunizations. 

Exclusions  from  compliance.  Indi- 
vidual exclusion  from  compliance  with 
the  law  will  be  granted  to  students  and 
children  on  the  basis  of  either  medical 
contraindication  or  religious  conflict. 
Those  desiring  exclusion  must  submit 
signed  affidavits  as  specified: 

Medical  contraindications — The  stu- 
dent or  person  applying  for  a child’s 
admission  to  a child-caring  institution 
must  present  an  affidavit  signed  by  a 
physician  in  which  it  is  stated  that,  in 
the  physician’s  opinion,  the  immuniza- 
tion required  would  be  injurious  to  the 
health  and  well-being  of  the  applicant 
or  any  member  of  his  family  or  house- 
hold. 

Religious  conflicts — The  student  or 
person  applying  for  a child’s  admission 
to  a child-caring  institution  must  pre- 
sent “an  affidavit  signed  by  the  appli- 
cant, or  if  a minor,  by  his  parent  or 
guardian  stating  that  the  immunization 
conflicts  with  the  tenets  and  practice 
of  a recognized  church  or  religious 
denomination  of  which  the  applicant 
is  an  adherent  or  member.”  For  stu- 
dents, this  exemption  does  not  apply 
in  time  of  emergency  or  epidemic  de- 
clared by  the  Commissioner  of  Health. 

Required  immunizations.  The  speci- 
fic immunizations  required  of  Texas 
children  are  listed  in  Table  1. 

Records.  The  Texas  State  Depart- 
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merit  of  Health  advises  that  all  schools 
and  child-caring  institutions  will  be  re- 
quired to  maintain  records  on  the 
immunization  status  of  individual  chil- 
dren. The  department  further  com- 
ments that  a standard  form  is  being 
designed  for  this  purpose. 

Acceptable  document  of  immuniza- 
tions. "Since  many  types  of  personal 
immunization  records  are  in  current 
use,  any  document  listing  each  immu- 
nization received  by  year  will  be  ac- 
ceptable during  the  1971-1972  school 


year  (or  until  June,  1972,  for  child- 
caring institutions)  for  either  initiating 
or  updating  immunization  records,” 
report  State  Health  Department  offi- 
cials. 

"Signature  or  rubber-stamp  valida- 
tion of  personal  records  by  physicians 
or  public  health  clinics  is  recommend- 
ed but  not  required  until  the  summer, 
1972,  semester  (or  until  June,  1972, 
for  child-caring  institutions),  after 
which  validation  of  new  records  is 
required. 


"A  new  standard  Certificate  of  Im- 
munization form  is  being  developed; 
however,  compatible  documents  will 
always  be  acceptable.” 

Students  enrolling  in  spring,  1972, 
and  later.  According  to  S.  B.  27  and 
S.  B.  971,  new  enrollees  in  schools 
who  have  not  completed  required  im- 
munizations at  the  time  of  enrollment 
must  complete  them  as  soon  as  pos- 
sible, beginning  at  the  start  of  the 
spring,  1972,  semester  and  continuing 
thereafter. 


1.  Immunizations  required  of  children  under  S.  B.  27  and  H.  B.  106. 


Grade  In  School 
(Age) 

Immunization 

Comments 

Child-caring  institutions 
(ages  4 and  younger) 

Polio 

Diphtheria  /tetanus/  pertussis 

At  least  three  doses  of  oral  vaccine. 

Minimum  of  three  doses. 

Measles 

One  dose  of  vaccine  or  history  of  measles  illness.  (Vaccine 
to  be  given  after  first  birthday.) 

Rubella 

One  dose  of  vaccine.  (Vaccine  to  be  given  after  first  birth- 
day.) 

Smallpox 

One  vaccination.  (Vaccine  to  be  given  after  first  birthday.) 

Kindergarten  and 
grades  1-5 

Polio 

At  least  three  doses  of  oral  vaccine,  provided  one  or  more 
doses  have  been  received  since  the  fourth  birthday. 

(ages  5-11) 

Diphtheria /tetanus 

Minimum  of  three  doses,  with  at  least  one  dose  having  been 
received  since  the  fourth  birthday.  (Usually  given  as  DTP  for 
children  less  than  6 years  and  as  Td  for  children  6 years 
and  older.) 

Measles 

One  dose  of  vaccine  or  history  of  measles  illness. 

Rubella 

One  dose  of  vaccine.  (Not  required  past  age  12.) 

Smallpox 

One  vaccination  within  the  past  10  years. 

Grades  6-12 

(ages  12  and  older,  attending 
schools  other  than  institutions 
of  higher  education) 

Polio 

Diphtheria /tetanus 

At  least  three  doses  of  oral  vaccine,  provided  one  or  more 
doses  have  been  received  since  the  fourth  birthday.  (Polio 
vaccine  is  not  required  for  persons  19  years  or  older.) 

Minimum  of  three  doses,  with  last  dose  within  past  10  years. 
Booster  dose  only  after  initial  series.  (Pertussis  should  not 
be  given  past  age  6.) 

Measles 

The  majority  of  children  in  this  group  will  have  been  previ- 
ously immunized  or  obtained  natural  immunity  through  in- 
fection. Recommended,  but  not  required  on  an  individualized 
basis  if  history  of  vaccine  or  illness  is  thought  to  be  negative. 

Rubella 

Not  required  past  age  12. 

Smallpox 

One  vaccination  within  the  past  10  years. 

Institutions  of  higher 
education 

Polio 

At  least  three  doses  of  oral  vaccine,  provided  one  or  more 
doses  have  been  received  since  the  fourth  birthday.  (Polio 
vaccine  is  not  required  for  persons  19  years  or  older.) 

Diphtheria  / tetanus 

Minimum  of  three  doses,  with  last  dose  within  past  10  years. 
Booster  dose  only  after  initial  series.  (Td  adult  type.) 

Smallpox 

One  vaccination  within  the  past  10  years. 

Note:  At  the  present  time,  booster  doses  of  diphtheria /tetanus  and  smallpox  vaccines  are  required  every  10  years  after  the 
last  dose  completing  the  series.  Boosters  are  not  required  for  polio,  measles,  and  rubella. 
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218  candidates  pass 
April  RN  examination 

A total  of  218  candidates  successfully 
completed  the  two-day  State  Board 
Test  Pool  Examination  of  the  Board 
of  Nurse  Examiners  for  the  State  of 
Texas. 

Of  this  group  who  passed  the  April 
14-15  test,  41  of  the  newly  registered 
nurses  are  graduates  of  schools  out- 
side the  United  States  who  are  also 
registered  in  their  home  country. 

Another  examination  for  registration 
was  held  July  8-9  in  Austin. 

Kansas  legislators  pass 
law  that  defines  death 

Kansas  has  enacted  the  first  legisla- 
tive definition  of  death  in  the  history 
of  the  United  States  and  the  common- 
law  world,  according  to  an  article  in 
the  New  England  Journal  of  Medicine. 

The  skillfully  drafted  statute  pro- 
vides two  separate  and  alternative  cri- 
teria for  determining  death — one  en- 
compassing older  classic  definitions  of 
death  and  the  other  including  the  rec- 
ommendations of  the  Ad  Hoc  Commit- 
tee to  Examine  the  Definition  of  Brain 
Death. 

The  first  criterion,  based  on  classi- 
cal definitions,  establishes  death  as 
occurring  when  spontaneous  respira- 
tion and  cardiac  function  cease  and 
attempts  to  resuscitate  the  patient 
are  hopeless. 

The  second,  alternative  criterion  de- 
fines death,  both  medically  and  legal- 
ly, as  “an  absence  of  spontaneous 
brain  function;  and  if,  based  upon 
ordinary  standards  of  medical  prac- 
tice, during  reasonable  attempts  to 
either  maintain  or  restore  spontaneous 
circulatory  or  respiratory  function  in 
the  absence  of  aforesaid  brain  func- 
tion, it  appears  that  further  attempts 
at  resuscitation  or  supportive  mainte- 
nance will  not  succeed,  death  will  have 
occurred  at  the  time  when  these  con- 
ditions first  coincide.” 

Included  in  the  Kansas  statute  is  the 
sentence:  “Death  is  to  be  pronounced 
before  artificial  means  of  supporting 
respiratory  and  circulatory  function 
are  terminated  and  before  any  vital  or- 
gan is  removed  for  purposes  of  trans- 
plantation.” This  sentence  is  without 
precedent  in  the  law  and  represents 
the  adoption  of  the  legal  recommenda- 
tion of  the  ad  hoc  committee,  which 
met  in  1968  at  Harvard  and  issued 
a report  recommending  a new  defini- 
tion of  death  based  upon  "irreversible 


coma.”  The  clinical  recommendations 
of  the  committee  have  been  followed 
on  an  almost  worldwide  basis,  but 
Kansas  is  the  first  to  incorporate  the 
legal  recommendation  of  the  commit- 
tee into  law. 

The  idea  behind  the  legal  recom- 
mendation adopted  by  the  committee 
was  to  provide  a means  of  "protecting 
the  attending  physician  and  his  associ- 
ates from  being  accused  of  being  the 
last  instrument  of  death  if  they  turned 
off  the  heart-lung  machine  on  a per- 
son who  is  still  'legally  alive.’  ” The 
journal  noted  that  such  actions  did 
occur  in  late  1967  and  early  1968 
during  heart  transplant  cases  in  South 
Africa  and  elsewhere. 

Not  following  the  recommendation 
of  the  World  Health  Assembly  that  two 
physicians  pronounce  the  death,  the 
Kansas  legislation  allows  the  attending 
physician  to  make  the  determination 
of  death. 

Neither  does  the  Kansas  law  spell 
out  “detailed  clinical  procedures  for 
determining  the  various  aspects  of  the 
definition.”  This  facet  of  determination 
of  death  is  left  in  the  hands  of  the 
medical  profession. 

AMA  begins  ^positive’ 
communications  plan 

In  June,  the  American  Medical  Asso- 
ciation launched  a special  communi- 
cations program  in  three  national 
magazines  and  selected  local  media. 
Part  of  the  effort  is  designed  to  focus 
on  better  personal  health  care,  while 
another  part  aims  to  provide  informa- 
tion on  organized  medicine’s  response 
to  various  national  health  care  issues. 

“The  emphasis  is  on  education  and 
information,”  said  Frank  D.  Campion, 
the  AMA’s  director  of  communications. 
“We  hope  to  make  a positive,  con- 
structive contribution  both  to  people’s 
own  personal  health  and  to  the  grow- 
ing public  dialogue  on  national  health 
care  problems.” 

Plans  call  for  six  to  eight  full-page 
insertions  in  Life,  Reader’s  Digest, 
and  Ebony  during  the  remainder  of 

1971,  possibly  ten  insertions  in  major 
newspapers,  plus  limited  exposure  on 
television  in  a few  cities.  The  budget 
provides  for  the  expenditure  of  $750, 
000  in  1971  and  a similar  amount  in 

1972. 

Of  the  three  messages  now  being 
released  for  publication,  one  is  head- 
lined “How  to  Kill  Yourself.”  It  warns 
of  the  dangers  of  being  overweight, 
while  pointing  out  that  more  than 
70%  of  the  AMA’s  annual  budget 


goes  for  health  and  scientific  informa- 
tion. 

A second  message,  dealing  with 
ecology,  indicates  that  disease  aggra- 
vated by  environmental  factors  adds 
$38  billion  to  the  nation’s  health  bill. 

Speaking  more  specifically  to  na- 
tional health  issues,  the  third  message 
talks  about  the  AMA’s  student  loan 
program.  Since  1962  the  AMA,  through 
voluntary  contributions  by  individual 
physicians,  has  guaranteed  $48  mil- 
lion worth  of  loans  and  has  helped 
20,000  medical  students,  interns,  and 
residents  to  become  practicing  physi- 
cians. The  message  also  points  out, 
in  discussing  the  doctor  shortage, 
“While  overall  population  has  expand- 
ed 12%  since  1960,  the  US  physi- 
cian population  has  grown  28%. ” 

The  media  campaign  was  developed 
under  the  direction  of  the  AMA  Board 
of  Trustees’  Committee  on  Communi- 
cations, headed  by  Dr.  John  R.  Ker- 
nodle  of  Burlington,  N.C.,  who  is  also 
vice-chairman  of  the  board. 

“One  thing  we  are  trying  to  ac- 
complish,” said  Paul  Foley,  a profes- 
sional public  relations  and  advertising 
man  who  assisted  in  designing  the 
program,  “is  to  remind  everyone  of 
a factor  that  is  frequently  overlook- 
ed— that  the  American  doctor  is  a 
man,  or  woman,  who  cares  deeply 
about  people’s  health. 

“It’s  important,  for  example,  that 
we  tell  people,  especially  young  peo- 
ple, that  doctors  share  their  concern 
over  clean  air  and  water.  Nor  do 
many  people  know  that  the  AMA  is 
very  firmly  on  record  in  favor  of  ex- 
panding medical  education.  By  em- 
phasizing the  many  things  the  AMA 
is  for,  we  hope  to  create  a more  re- 
ceptive climate,  a climate  in  which 
there  will  be  a better  understanding 
of  organized  medicine  and  its  ideas 
for  improving  our  health  care  system.” 

Medical  writers  elect 
officers  for  1971 

New  officers  of  the  Southwestern  Chap- 
ter of  the  American  Medical  Writers 
Association  were  chosen  recently. 

Heading  the  group  for  a second  year 
will  be  Dr.  E.  Clinton  Texter,  Jr.,  of 
Temple.  Assisting  him  will  be  Dr.  Louis 
W.  Breck  of  El  Paso  and  Mrs.  Judy 
Ingram  of  Temple. 

Members  of  the  executive  commit- 
tee include  Dr.  Lois  DeBakey  and 
Selma  DeBakey,  both  of  Houston,  Mrs. 
Marilyn  Baker,  managing  editor  of 
Texas  Medicine,  and  Dr.  George  J. 
Race  of  Dallas. 
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Dr.  Michael  E.  DeBakey  (left),  president  of  Baylor  College  of  Medicine,  presents 
the  1971  Outstanding  Baylor  Alumnus  Award  to  El  Paso  general  surgeon  Dr. 
Russell  L.  Deter  (right),  a 1939  Baylor  graduate.  The  award  was  made  at  the 
annual  dinner  meeting  of  the  Baylor  Medical  Alumni  Association  held  on  May  6 
in  the  Shamrock  Hilton  Hotel  in  Houston. 


Researchers  list  findings 
on  drug  use  in  Dallas 

According  to  an  article  in  The  Journal 
of  the  American  Medical  Association, 
28%  of  all  high  school  students 
in  the  nation's  tenth  largest  public 
school  system  say  they  have  experi- 
mented with  illicit  drugs. 

Authors  of  the  recent  article  are  Dr. 
John  T.  Gossett  (Ph.D.),  Dr.  Jerry  M. 
Lewis,  and  Virginia  Austin  Phillips 
from  the  Timberlawn  Foundation,  Dal- 
las. 

The  Texas  authors  revealed  the 
figure  from  results  of  a questionnaire 
survey  of  junior  and  senior  high  school 
students  in  the  Dallas  Independent 
School  District. 

Other  findings  included  the  follow- 
ing: 

1.  More  boys  than  girls  have  tried 
drugs. 

2.  Senior  students  used  alcohol  and 
tobacco  most  frequently,  followed  in 
order  by  marihuana,  non-prescription 
stimulants,  glue,  solvents,  and  am- 
phetamines. 

3.  Juniors  also  reported  the  use  of 
alcohol  and  tobacco  most  common, 
followed  by  glue,  solvents,  non-pre- 
scription stimulants,  marihuana,  and 
lighter  fluid. 

4.  All  students  reported  that  their 
most  common  source  of  illicit  drugs 
was  other  students.  Juniors  named 
adult  pushers  as  the  primary  source 
of  amphetamines.  Both  juniors  and 
seniors  said  they  obtained  heroin  from 
adult  pushers. 

5.  Student  drug  abuse  was  more 
prevalent  in  the  middle  and  upper- 
middle  class  white  areas.  Lower  socio- 
economic and  non-white  areas  report- 
ed less  drug  abuse.  Overall  reported 
drug  use  increased  steadily  from  the 
lower  to  upper  grades,  with  about  one- 
third  of  12th  graders  reporting  some 
use. 

The  questionnaire,  administered  in 
all  43  junior  and  senior  high  schools 
in  Dallas  on  Oct.  21,  1969,  listed  61 
drugs  and  classes  of  drugs  in  32  cate- 
gories. Drugs  included  alcohol,  tobac- 
co, inhalants,  amphetamines,  barbitu- 
rates, tranquilizers,  heroin,  LSD,  and 
peyote. 

Students  were  asked  if  they  had 
used  a drug  at  least  one  time;  ten 
times  or  more;  at  least  one  time  in 
the  past  week;  or  at  least  four  or  more 
times  in  the  past  week. 

Researchers  took  precautions  to 
maximize  the  validity  of  questionnaire 
results,  while  guaranteeing  anonymity 
to  respondents. 


New  Baylor  trustees 
accept  appointments 

Three  Houston  businessmen  have 
been  named  members  of  the  board  of 
trustees  of  Baylor  College  of  Medicine. 

The  new  board  members  include 
John  B.  Carter,  Jr.,  a partner  and 
managing  director  of  Lehman  Broth- 
ers, Inc.,  investment  bankers;  William 
R.  Choate,  a partner  in  the  law  firm 
of  Baker  and  Botts;  and  Aaron  J. 
Farfel,  an  investments  consultant. 

In  addition  to  his  position  with 
Lehman  Brothers,  Inc.,  Carter  is  a 
director  of  Austral  Oil  Co.,  Inc.,  and 
Hill  & Hill  Truckline,  Inc.,  both  Hous- 
ton firms,  and  American  Marine  Corp. 
of  New  Orleans.  He  is  also  chairman 
of  the  executive  committee  of  Capital 
National  Bank  in  Houston  and  a trust- 
ee of  the  city’s  Museum  of  Fine  Arts. 

Choate  serves  as  an  advisory  direc- 
tor of  Texas  Commerce  Bank  and  as  a 
director  and  treasurer  of  Depelchin 
Faith  Home  for  children,  both  located 
in  Houston. 

An  accountant,  Farfel  is  also  an 
attorney  who  is  currently  serving  as 
vice-chairman  of  the  University  of 


Houston  board  of  regents,  a director 
of  both  the  University  of  Houston 
Foundation  and  the  Houston  Chamber 
of  Commerce,  and  a trustee  of  St. 
Joseph’s  Hospital  Foundation. 

State  anatomical  board 
names  three  as  officers 

Elected  to  three-year  terms  as  officers 
of  the  Anatomical  Board  of  the  State 
of  Texas  were  Dr.  Hal  T.  Weathersby 
(Ph.  D.),  professor  of  anatomy  at  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas,  president;  Dr. 
Henry  Browning,  professor  of  anatomy 
at  The  University  of  Texas  Dental 
Branch  at  Houston,  vice-president; 
and  Dr.  Raymond  F.  Blount  (Ph.  D.), 
professor  of  anatomy  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Galves- 
ton, secretary-treasurer. 

The  board,  whose  purpose  is  to 
supervise  the  use  of  anatomical  ma- 
terial in  compliance  with  Texas  law,  is 
composed  of  representatives  from  the 
departments  of  surgery  and  anatomy 
of  each  medical  and  dental  school  in 
the  state. 
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For  the 
prevention 
of  the 
gripping 
pain  of 
angina  « » 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Peritrate*SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning;  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHILCOTT 

Morris  Plains,  New  Jersey  07950 


PE-GP-11 


Ulcer 

Re- 

lief! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street  St  Louis.  Missouri  63102 


PHONOCARDIOGRAPHY 
PULSE  TRACINGS 
VECTORCARDIOGRAPHY 
A WORKSHOP 

September  27-30,  1971 

This  is  an  intensive  four-day  program  covering  in  detail  the  field 
of  phonocardiography  and  pulse  tracings  and  vectorcardiography. 
Emphasis  will  be  placed  on  the  values  and  limitations  of  these 
techniques  and  related  areas  as  applies  to  the  patient's  diagnostic 
problems.  Two  days  will  be  dedicated  to  phonocardiography  and 
pulse  tracings  and  two  days  for  vectorcardiography.  The  morning 
sessions  will  be  devoted  exclusively  to  individual  analysis  of  trac- 
ings by  the  participants  under  the  orientation  of  the  local  and 
guest  faculties.  This  program  is  intended  for  those  who  wish  a 
close  and  detailed  exposure  to  the  values  and  the  limitations  of 
these  techniques. 

Presented  By:  The  American  College  of  Cardiology  and  Institute 
for  Cardiovascular  Diseases,  Good  Samaritan  Hospital,  Phoenix, 
Arizona 

At:  Mountain  Shadows  Resort  Hotel,  Scottsdale,  Arizona 

Program  Director:  Alberto  Benchimol,  M.D.,  Director,  Institute  for 
Cardiovascular  Diseases,  Good  Samaritan  Hospital 

Guest  Speaker:  Bernard  L.  Segal,  M.D.,  Associate  Professor  of 
Medicine,  Hahnemann  Medical  College  and  Hospital,  Philadel- 
phia, Pennsylvania 

For  Information  Concerning  the  Program,  Write:  Mr.  William 
Nelligan,  Executive  Director,  American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Maryland  20014 
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Where  to  get  help 

if  your  area 

is  hit  by  a disaster 


Along  the  Gulf  Coast,  disasters  are 
not  necessarily  going  to  happen  to 
someone  else.  Especially  during  hurri- 
cane season,  which  lasts  from  June  1 
through  midnight  Halloween,  the  pos- 
sibility of  personal  and  areawide  di- 
saster is  ever  present  and  real. 

Inland,  citizens  in  Lubbock,  Claren- 
don, Sanderson,  and  other  cities  know 
that  disaster  can  be  a “here-now-us” 
kind  of  thing. 

Wherever  they  live,  physicians  can 
be  faced  with  a medical  disaster  at 
any  time. 

A medical  disaster — as  distinguished 
from  a frantic  night  at  the  emergency 
room — exists  any  time  the  medical 
problem  overwhelms  the  available  med- 
ical services.  One  recent  example  was 
the  influx  of  Clarendon’s  more  than 
70  tornado  victims  to  one  physician 
and  a 20-bed  hospital. 

What  if  it  happens  to  you?  Your  hos- 
pital and  community  should  have  a 
well-practiced  disaster  plan.  Also,  you 
can  ask  for  and  get  practically  any 
kind  of  help  you  need.  But  first  you 
have  to  send  your  message,  and  sec- 
ond, you  have  to  know  where  to  send 
it  to  get  maximum  results  in  minimum 
time. 

Communications 

Getting  the  message  out  is  simple — 
if  the  telephones  are  still  working. 
Clarendon's  tornado,  however,  left  the 
community  without  telephone  commu- 
nications. 

The  lesson  is  clear  and  has  been 
repeated  in  every  one  of  Texas’  natural 
disasters:  Prepare  for  the  day  when 
telephones  don’t  work.  Establish  radio- 
communications between  all  hospitals 
in  the  community,  and  aim  for  links 
with  facilities  in  surrounding  commu- 
nities. Too  complicated?  Too  expen- 
sive? Investigate  thoroughly  before 
relegating  radio  to  your  hospital’s  list 
of  “things  to  get  with  extra  money 
when  we  get  some.”  Excellent  and  free 
information,  as  well  as  assistance  in 
planning  a communications  network, 
is  available  from  the  Communications 
Planning  Unit  of  the  Texas  State  De- 
partment of  Health. 


In  the  absence  of  telephone  or  med- 
ical radiocommunications,  other  re- 
sources for  “getting  out  the  message” 
include:  (1)  public  radio  and  television 
broadcasts;  (2)  commercial  radios 
used  by  power  companies,  industries, 
taxi  services,  et  cetera;  (3)  emergency 
police,  sheriff,  fire  department,  and 
highway  patrol  radios;  (4)  Radio  Ama- 
teur Communications  Emergency  Sys- 
tem (RACES,  an  organized  group  of 
ham  operators  who  stand  willing  to 
help  during  any  disaster);  (5)  individ- 
ual ham  operators;  and  (6)  government 
radiocommunications  such  as  the  mili- 
tary, Federal  Aviation  Agency,  Game 
and  Fish  Commission,  et  cetera.  On 
the  off-chance  that  a teletype  might 
still  be  working,  you  can  check  with 
local  newspaper,  radio,  and  TV  offices. 
If  all  else  fails,  try  signal  fires,  lights, 
or  flags,  and  send  runners. 

The  subject  of  communications  can- 
not be  covered  completely  here,  but 
the  most  important  ally  in  any  disaster 
is  a reliable  means  of  communication. 

Who  to  call 

You  can  save  time  and  avoid  untold 
confusion  if  you  talk  first  to  the  person 
who  knows  how  to  get  what  you  need 
and  has  the  authority  to  do  it. 

Call  your  district  director  of  di- 
saster medical  care  or  his  alternate. 
If  you  can’t  reach  him,  call  the  De- 
partment of  Public  Safety  in  Austin 
(512/452-0331);  its  switchboard  is 
manned  24  hours  a day.  Describe  the 
local  situation,  give  the  number  of 
casualties,  and  ask  for  additional  per- 
sonnel or  supplies  if  you  need  them. 

Your  district  director,  his  alternate, 
or  DPS  operators  will  know  how  to  put 
into  effect  all  or  any  part  of  the  State 
Plan  for  Survival  dealing  with  disaster 
medical  and  health  care. 

Because  the  state  plan  is  extremely 
flexible — and  therefore  extremely  usa- 
ble— it  is  also  complex.  The  average 
physician  doesn’t  have  to  master  its 
intricate  details,  but  some  general 
knowledge  of  it  will  make  him  better 
prepared  to  work  effectively  with  those 
who  are  completely  familiar  with  the 
plan. 


Organization 

State  level.  The  Texas  Civil  Protec- 
tion Act  of  1951  provided  for  the  for- 
mation of  a civil  defense  and  disaster 
relief  organization  within  the  state. 
Upon  the  authority  of  that  legislation, 
the  State  Plan  for  Survival  was  pre- 
pared; it  deals  with  all  aspects  of  di- 
saster services.  Under  the  plan,  the 
Commissioner  of  Health  is  the  desig- 
nated official  responsible  for  develop- 
ing and  maintaining  an  organization 
accountable  for  the  medical  aspects  of 
civil  defense  and  disaster  relief. 

Since  the  state  does  not  actually 
provide  medical  care,  the  Texas  Medi- 
cal Association  and  other  medical  and 
paramedical  associations  have  under- 
taken the  deliverance  of  professional 
services  during  a disaster.  To  assist 
these  organizations  and  to  coordinate 
the  use  of  state  supplies  and  services, 
the  Texas  State  Department  of  Health 
provides  a full-time  staff  which  func- 
tions in  a coordinating  and  supply  role 
at  the  state  level  and  on  the  scene 
during  disasters.  Between  disasters, 
the  staff  is  responsible  for  medical 
resources  planning  and  stockpiling  of 
essential  medical  supplies  throughout 
the  state.  Under  the  chairmanship  of 
Dr.  Charles  R.  Queen  of  Edinburg,  the 
TMA  Committee  on  Disaster  Medical 
Care  maintains  a close  and  coopera- 
tive relationship  with  these  personnel. 

District  level.  The  state  plan  divides 
Texas  into  17  districts  which  generally 
follow  the  Department  of  Public  Safety 
communications  lines.  These  disaster 
districts  are  not  related  to,  nor  do  they 
always  coincide  with,  TMA’s  organiza- 
tional districts. 

Look  at  the  map  on  page  104  to  see 
which  disaster  district  your  county  is 
in.  Now  look  at  the  list  on  page  105 
for  the  names  of  the  district  director 
and  his  alternate.  Add  their  names  and 
telephone  numbers  to  the  list  you 
always  carry,  and  give  them  to  local 
hospitals,  the  mayor,  police,  fire,  civil 
defense,  ambulance,  sheriffs,  and 
other  authorities. 

The  district  director  and  his  alter- 
nate are  appointed  by  the  Commis- 
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Practicing  the  disaster  plan 
provides  an  excellent  opportunity 
to  discover  flaws  in  the 
system.  A nurse  at  Holy  Cross 
Hospital  demonstrates  a 
procedure  that  could  save  lives 
during  disaster  medical  care. 


Supplies  are  critical  during 
disasters.  Every  hospital  should 
have  a periodic  check  to 
make  sure  all  necessary  drugs, 
linens,  et  cetera  are  ready. 


(All  photographs  by  Joann  Seaman,  Holy  Cross  Hospital.) 


Left:  Nurses  at  Holy  Cross  Hospital 
in  Austin  look  over  display  cards 
that  would  be  put  to  use 
in  the  event  of  a disaster 
in  the  Capital  City. 

Right:  Communications  plays 
a vital  role  in  disaster 
medical  care.  Equipment  can  be 
used  in  the  daily  course  of 
business  in  hospitals  to  insure 
its  capabilities  and  good 
maintenance,  so  that  it  will  be 
readily  usable  if  needed  in 
disasters. 
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physicians  who  volunteer  their  time  to 
develop  and  coordinate  district  organ- 
izations of  medical  and  paramedical 
services  to  provide  disaster  medical 
care. 

Zone  level.  Each  district  is  divided 
into  disaster  zones,  each  headed  by  a 
zone  disaster  director.  Your  zone  direc- 
tor’s name  is  available  from  your  dis- 
trict director  who  appoints  them;  he 
may  still  need  some. 

Procedures 

When  a disaster  is  imminent  or 
exists,  the  State  Civil  Defense  Council, 
consisting  of  the  heads  of  various  state 
agencies,  assembles  at  the  Emergency 
Operating  Center  (EOC)  at  the  DPS 
headquarters  in  Austin.  They  coordi- 
nate whatever  activities  are  indicated. 
From  this  EOC,  the  Commissioner  of 


Health  maintains  constant  communi- 
cation (not  always  easy)  with  all  dis- 
trict directors  involved  in  the  disaster 
in  order  to  provide  them  with  addi- 
tional supplies  or  equipment  if  needed. 

Each  district  director  establishes 
and  maintains  contact  with  his  zone 
directors,  coordinates  and  directs  med- 
ical relief  operations  in  his  district,  and 
keeps  the  Austin  EOC  informed  of  the 
situation.  Requests  for  medical  sup- 
plies or  assistance  must  come  from 
the  district  director  since  he  is  most 
aware  of  the  overall  situation  and 
knows  what  is  and  isn’t  readily  availa- 
ble in  nearby  stockpiles.  Thus,  the 
physician  on  the  scene  need  not  worry 
too  much  about  where  to  get  what; 
he  can  let  the  district  director  work 
out  the  details. 


What  is  available 

The  State  Health  Department’s  local- 
district-state  disaster  organization  has 
in  the  past  provided  or  arranged  for 
all  kinds  of  help  in  disaster  situations 
— medical  teams,  hand  bells  for  pa- 
tients to  call  nurses,  and  even  help  in 
finding  escaped  elephants.  It  is  re- 
sourceful! 

The  organization  also  offers  an 
experienced,  well-informed,  competent 
group  through  which  physicians  can 
obtain  information  and  advice.  It  can 
arrange  for  medical  teams  to  come  in 
and  help  until  the  situation  is  under 
control,  and  it  can  provide  extra  sup- 
plies. 

Already  placed  throughout  the  state 
are  some  94  complete  packaged  disas- 
ter hospitals,  each  consisting  of  200 
beds.  All  or  part  of  the  PDH’s  (bed- 
ding, generator,  etc.)  can  be  used. 
Also,  there  are  five  newer  and  less 
cumbersome  natural  disaster  hospitals 
which  are  essentially  battalion  aid  sta- 
tions without  tents.  In  addition,  more 
than  60  hospital  reserve  disaster  in- 
ventory units  are  placed  in  Texas  hos- 
pitals. These  units  contain  drugs, 
surgical  and  laboratory  supplies,  and 
parenteral  fluids  in  amounts  to  serve 
hospitals  of  50,  100,  and  200  beds. 

Through  the  cooperation  of  the  Fly- 
ing Physicians  Association,  air  ambu- 
lance service  and  assistance  via  air 
communications  is  also  available. 

Summary 

In  short,  whatever  type  or  amount 
of  help  is  needed  can  be  delivered 
sooner  or  later,  one  way  or  another. 

Before  disaster  strikes,  make  good 
radiocommunications  a top-priority 
project.  See  that  your  hospital  has  a 
disaster  plan  and  practices  it.  Know 
your  district  director  and  his  alternate, 
and  cooperate  with  them  in  their 
efforts  to  plan  ahead. 

If  you  have  a disaster,  get  in  touch 
with  (1)  your  district  director  or  alter- 
nate, or  (2)  state  DPS  headquarters  in 
Austin. 

Then  do  the  best  you  can  with  what 
you  have  until  help  arrives. 
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Directors  and  Alternate  Directors  of  Disaster  Medical  Care 


DIRECTORS 


ALTERNATE  DIRECTORS 


DIRECTORS 


ALTERNATE  DIRECTORS 


DALLAS  1-A 

J.  P.  Sanford,  M.D. 

5323  Harry  Hines  Blvd. 

Dallas  75235 
AC  214;  ME  1-3220 

FORT  WORTH  SUB  1-A 
Robert  J.  Turner,  111,  M.D. 

901  Leuda 
Fort  Worth  76104 
AC  817/335-4333 

TYLER  1-B 

George  A.  Hardie,  M.D. 

Eastman  Blvd.,  Box  7444  (Off.) 
Longview  75601 
AC  214/758-2721  ext.  253 
1504  Aubrun  Drive  (Home) 

AC  214 '758-6089 
Paging-Mobile  Phone  759-9431 


HOUSTON  2-A 

Fred  J.  Wolma,  Jr.,  M.D. 

John  Sealy  Hospital 
Galveston  77550 
AC  713/765-1283 

BEAUMONT  2-B 

James  R.  Old,  M.D. 

3155  Stagg  Drive 
Beaumont  77701 
AC  713/835-1462 

CORPUS  CHRISTI  3-A 

Lawrence  H.  Wilk,  M.D. 

1001  Louisiana  (Off.) 

Corpus  Christi  78404 
AC  512/UL  3-0237 
AC  512/991-1118  (Home) 

VALLEY  SUB  3-A 

Roy  B.  Stewart,  M.D. 

509  S.  Closner 
Edinburg  78539 
AC  512 /DU  3-6231 

SAN  ANTONIO  3-B 
William  S.  Moore,  M.D. 

Chapman  Graduate  Center  (Off.) 
Box  253 

Trinity  University 
San  Antonio  78212 
AC  512 /PE  6-4141 
335  Geneseo  Rd.  (Home) 

AC  512/TA  4-6634 


Charles  Crenshaw,  M.D. 
1500  S.  Main 
Fort  Worth  76104 
AC  817 '738-5566 


James  W.  Harrison,  M.D. 
401  E.  Fifth  St. 
Texarkana,  Ark.  75501 
AC  501/773-2121 

Floyd  G.  Betts,  Jr.,  M.D 
1020  Clinic  Drive 
Tyler  75706 
AC  214  LY  3-2539 


Edward  B.  Rowe,  M.D. 
UT  Medical  Branch 
Galveston  77550 
AC  713/765-1283 


William  A.  Mitchell,  M.D. 
1107  Ellis  Ave. 

Lufkin  75901 
AC  713,  NE  4-3435 


Jerome  Silverman,  M.D. 
1415  Third  St.  (Off.) 
Corpus  Christi  78404 
AC  512/884-3584 
AC  512/991-4490  (Home) 


Heinrich  Lamm,  M.D. 
2014  Pease 
Harlingen  78550 
AC  512/423-9257 


"Ray  P.  Harle,  M.D. 

7082  San  Pedro 
San  Antonio  78216 
AC  512/824-1451 
AC  512/227-6331  (Exchange) 


MIDLAND-ODESSA  4-A 

Brian  E.  Gordon,  M.D. 

808  N.W.  Ave.  M 
P.  0.  Box  1987 
Andrews  79704 
AC  915/523-2003 

EL  PASO  SUB  4-B 

Mario  Palafox,  M.D. 

2101  N.  Oregon 
El  Paso  79905 
AC  915'542-1664 

ABILENE  4-B 

Curzon  Ferris,  Jr.,  M.D. 

1101  N.  19th  St.— Prof.  Bldg. 
Abilene  79601 
AC  915/677-2731  (Off.) 

AC  915/692-2101  (Home) 

SAN  ANGELO  SUB  4-B 

Robert  Franken,  M.D. 

30  N.  Magdalen 
San  Angelo  76901 
AC  915/653-3573 

LUBBOCK  5-A 

R.  C.  Douglas,  M.D. 

1318  Broadway 
Lubbock  79401 
AC  806/ PO  2-0881 

WICHITA  FALLS  SUB  5-A 

James  T.  Lee,  M.D. 

1300  Eighth  St. 

Wichita  Falls  76301 
AC  817/322-1181 

AMARILLO  5-B 

George  H.  Kollmar,  M.D. 

2209  W.  Seventh  Ave. 

Amarillo  79106 
AC  806/374-4701 

WACO  6-A 

Phil  A.  Webb,  M.D. 

2220  Austin  Ave. 

Waco  76701 
AC  817/754-1404 

AUSTIN  6-B 

Robert  A.  Dennison,  Jr.,  M.D. 
Medical  Park  Tower 
Austin  78705 
AC  512/454-4561 


C.  A.  Robinson,  M.D 
111  N.  Pine 
Kermit  79745 
AC  915 '586-7541 


James  P.  Richardson,  M.D. 
1220  N.  Stanton 
El  Paso  79902 
AC  915/542-1644 


Richard  B.  Johns,  M.D. 
650  Glendale  Dr. 
Abilene  79603 
AC  915;677-5841 


"Thomas  Hunter,  Jr.,  M.D. 
234  Beauregard 
San  Angelo  76901 
AC  915/655-5761 


Walter  B.  Mantooth,  Jr.,  M.D 
3801  19th  St. 

Lubbock  79401 
AC  806/795-0617 


Leroy  Schaffner,  M.D. 
303  S.  Archer 
Henrietta  76365 
AC  817/538-4358 


Ira  Livingston,  M.D. 
5211  W.  9th 
Amarillo  79106 
AC  806/355-4459 


William  E.  Wagnon,  Jr.,  M.D. 
2220  Austin  Ave. 

Waco  76701 
AC  817/754-1404 


Robert  C.  Hermann,  M.D. 
720  W.  Sixth  St. 

Taylor  76574 
AC  512/352-5251 


"Pending. 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
/5-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
, antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


I Sterile  Solution  (3(10  mg.  per  ml.  I ( 


(lincomycin  hydrochloride, 

Upjohn) 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

•Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS;  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS;  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  ,8-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic-Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/ver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  TV.  administration.  Rare  Instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  TV.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions— "Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA7M203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 
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San  Antonio  physicians 
dedicate  P.  I.  Nixon  Room 

Formal  dedication  ceremonies  on  June 
6 opened  the  Pat  Ireland  Nixon  His- 
tory of  Medicine  Room  at  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio. 

Principal  speaker  for  the  dedication 
\was  Dr.  Frank  B.  Rogers,  a former  di- 
rector of  the  National  Library  of  Medi- 
cine in  Washington,  D.C.,  and  now 
librarian  at  the  University  of  Colorado 
Medical  Center. 

The  Nixon  Room — named  in  honor 
of  the  late  Dr.  Pat  Ireland  Nixon,  a 
prominent  San  Antonio  physician  and 
historian  of  San  Antonio  and  Texas 
medicine — is  located  on  the  second 
floor  of  the  medical  school’s  library. 
The  room  will  house  rare  medical 
books,  including  the  Bexar  County 
Medical  Library  History  of  Medicine 
Collection,  which  was  recently  present- 
ed by  members  of  Bexar  County  Med- 
ical Library  Association  to  the  medical 
school. 

Presiding  over  the  ceremonies  was 
medical  school  dean.  Dr.  F.  C.  Pannill. 
Other  participants  included  Rev.  Dar- 
rell D.  Gray,  pastor  of  the  Laurel 
Heights  United  Methodist  Church;  Dr. 
David  A.  Kronick,  librarian  at  The  Uni- 
versity of  Texas  Medical  School  at 
San  Antonio;  and  Drs.  John  L.  Mat- 
thews, Pat  Ireland  Nixon,  Jr.,  and 
Alfred  H.  Hill. 

Tests  to  determine  drug 
users  may  be  offered 

The  Texas  State  Department  of  Health 
is  now  studying  methods  of  financing 
through  federal  funds  a laboratory 
program  that  will  provide  physicians 
with  a method  of  identifying  patients 
who  use  drugs. 

The  laboratory  technique  that  will 
be  used  in  offering  the  service  is  thin 
layer  chromatography  (TLC).  Used  as 
a screening  aid,  TLC  tests  can  provide 
information  revealing  all  the  compo- 
nents, including  evidence  of  drugs, 
present  in  a sample  of  blood  or  urine. 

TLC  tests  are  currently  in  use  for 
rapid  analysis  of  poisons  in  blood  or 
urine  samples.  However,  scientists 
have  now  been  able  to  adapt  the  test 
to  detect  more  than  1,000  different 
drugs,  including  abused  ones  such  as 
amphetamines,  barbiturates,  and  opi- 
ates. 

The  State  Health  Department’s  pro- 
posal for  establishing  the  service  is 
unique;  nowhere  in  the  country  is  a 


service  of  this  type  now  offered  by  a 
public  health  agency  to  all  physicians 
treating  drug  users. 

Officials  at  the  State  Health  Depart- 
ment explain  the  procedure  as  follows: 
“Drugs  are  absorbed  from  the  urine  on 
a piece  of  sensitized  paper.  The  paper 
would  then  be  mailed  to  the  state  lab- 
oratory. After  treatment  with  a series 
of  solvents,  discolorations  on  the  pa- 
per would  tell  an  experienced  lab  tech- 
nician whether  drugs  have  been  used 
and,  if  so,  which  drug.’’ 

The  State  Health  Department  hopes 
that  the  availability  of  TLC  tests  would 
be  a stimulus  for  more  physicians  to 
participate  in  the  care  of  drug  abusers. 
“And,  greater  numbers  of  drug  users 
could  be  reached  before  their  misuse 
or  abuse  of  drugs  became  a health 
problem  or  a concern  to  law  enforce- 
ment agencies,’’  note  officials. 


Society  gives  scholarship 

Members  of  the  Lubbock-Crosby-Garza 
Counties  Medical  Society  presented  a 
scholarship  to  graduating  Texas  Tech 
University  senior  Hubert  David  Cook. 

Cook  was  named  winner  of  the 
scholarship  at  a banquet  sponsored  by 
the  county  medical  society  to  honor 
those  students  graduating  from  Texas 
Tech  who  have  been  accepted  into 
medical  school  this  year.  The  scholar- 
ship is  awarded  to  the  student  with 
the  highest  grade  point  average. 

The  soon-to-be  medical  student 
graduated  in  May  from  Texas  Tech 
and  plans  to  enter  The  University  of 
Texas  Southwestern  Medical  School 
at  Dallas  this  summer. 

New  building  planned 
for  ecumenical  center 

More  building  activities  around  The 
University  of  Texas  Medical  School  at 
San  Antonio  were  announced  June  14 
by  officials  of  the  Ecumenical  Center 
for  Religion  and  Health. 

A new  building,  valued  at  $350,000, 
will  be  erected  on  a 3Y2-acre  site  near 
the  intersection  of  Floyd  Curl  Drive 
and  Medical  Drive  in  the  South  Texas 
Medical  Center  to  house  the  Ecumeni- 
cal Center  for  Religion  and  Health. 

Bishop  Everett  H.  Jones,  chairman 
of  the  board  of  the  center,  explained 
its  purpose.  “It  is  significant  that  al- 
most all  of  the  major  problems  that 
beset  individuals  and  families  today 
have  both  a medical  and  spiritual 
dimension,”  he  said.  “This  is  true  of 


alcoholism,  drug  abuse,  the  new  mo- 
rality and  venereal  disease,  care  of  the 
sick,  the  aged,  the  dying,  and  even 
the  problems  related  to  adolescence 
and  the  generation  gap.  We  want  our 
building  to  be  a place  where  people 
find  answers  for  needs.” 

For  the  past  three  years,  members 
of  the  center’s  staff  have  offered 
courses  in  human  development  to 
medical  students,  professional  training 
in  pastoral  counseling  for  a wide  vari- 
ety of  clergymen,  and  courses  in  inter- 
personal relationships  to  the  general 
public. 


Statistics  give  picture 
of  medical  group  practice 

According  to  a survey  of  group  prac- 
tice conducted  by  the  American  Medi- 
cal Association  in  1969  and  reported 
in  the  April  5 issue  of  The  Journal  of 
the  American  Medical  Association,  the 
West  South  Central  states,  which  in- 
clude Texas,  Louisiana,  Oklahoma,  and 
Arkansas,  host  703  medical  groups 
with  a total  group  physician  popula- 
tion of  4,502. 

Additional  data  indicate  that  23.6% 
of  the  active  nonfederal  physicians  in 
the  West  South  Central  states  were 
involved  in  group  practice  in  1969. 

Four  other  census  areas  topped  the 
region  including  Texas  in  the  number 
of  medical  groups:  East  North  Central 
area,  1,190  groups  with  6,925  physi- 
cians; Pacific  area,  1,007  groups  with 
8,552  physicians:  South  Atlantic  area, 
892  groups  with  5,219  physicians: 
and  West  North  Central  area,  792 
groups  with  4,895  physicians. 

Those  census  areas  with  fewer  medi- 
cal groups  included:  Middle  Atlantic 
states,  690  groups  with  4,971  physi- 
cians: East  South  Central  states,  406 
groups  with  1,987  physicians;  Moun- 
tain states,  358  groups  with  1,913 
physicians;  and  New  England  states, 
249  groups  with  1,514  physicians. 

In  overall  percentage  of  active  non- 
federal physicians  practicing  in  group 
situations,  the  West  South  Central 
(23.6%)  was  second  only  to  West 
North  Central  states,  which  had  a 
total  of  32.3%  in  group  practice. 

Other  census  areas  reported  the 
following  percentages:  New  England, 
9.3%;  Middle  Atlantic,  9.5%;  South 
Atlantic,  17.3%;  East  South  Central, 
19.4%;  East  North  Central,  17.9%; 
Mountain,  22.3%;  and  Pacific,  23.1%. 

Inactive  physicians,  interns,  and 
residents  were  not  included  in  the 
percentage  calculations,  the  JAMA  ar- 
ticle noted. 
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TMA  Insurance  Office: 

A 'personal'  group  insurance  service 


Adding  a "personal  touch”  to  the  im- 
personal world  of  group  insurance  is  a 
major  goal  of  the  Texas  Medical  Asso- 
ciation’s Insurance  Service  Office. 

To  accomplish  this  goal,  the  office 
carries  out  its  five  primary  responsi- 
bilities with  an  untiring  effort: 

1.  Servicing  physicians  participating 
in  the  group  insurance  programs  of 
the  Association,  including  receiving 
applications,  following  up  on  claims, 
and  handling  all  day-to-day  correspon- 
dence with  policyholders  and  those 
who  express  an  interest  in  the  insur- 
ance plans. 

2.  Developing  and  publicizing  the 
program. 

3.  Serving  as  liaison  with  Prudential 
Insurance  Company,  underwriters  of 
the  plans  offered  to  TMA  members. 

4.  Providing  staff  services  and  in- 
formation to  the  Committee  on  Asso- 
ciation Insurance  Programs  and  the 
Council  on  Medical  Service  and  Insur- 
ance. 

5.  Maintaining  basic  records  and 
data  that  will  enable  the  office  to  ful- 
fill its  important  informational  role. 

Translating  these  duties  into  action 
are  program  manager  Dan  Lehman, 
administrative  assistant  Doris  Nowlin, 
and  a part-time  staff  member. 

"Dear  Doctor” 

Corresponding  with  the  6,454  phy- 
sicians enrolled  in  the  insurance  pro- 
grams of  the  Association  is  a challeng- 
ing and  demanding  task,  says  Lehman. 
“Our  correspondence  includes  letters 
requesting  information  on  the  TMA  in- 
surance plans,  interpretations  of  the 
policies  with  regard  to  benefits,  and 
questions  on  claims  and  billings.” 

"Sometimes,  letters  of  explanation 
run  two  to  three  pages  because  we 
want  the  doctor  to  understand  the  sit- 
uation fully,”  he  says.  "Our  job  is  to 
provide  service  to  the  physician  on  a 
personal  basis.” 

Lehman  stresses  that  the  office  can- 
not act  as  an  agent,  though.  “We  can’t 
individualize  plans.  We  just  try  to  show 
the  physician  how  he  can  fit  TMA’s 
group  plans  into  his  entire  personal 
insurance  plan.” 


Many  group  insurance  plans  have 
had  problems,  explained  Lehman,  be- 
cause the  insured  finds  it  difficult  to 
get  information  or  help  when  he  needs 
it.  “We  put  ourselves  between  the  doc- 
tor and  the  company  and  assist  him  if 
necessary,”  notes  Lehman. 

Fortunately,  few  problems  have  aris- 
en, and  the  Insurance  Office  manager 
compliments  Prudential  very  highly  on 
its  excellent  service  on  claims. 

Program  offerings 

Lehman  has  been  working  with  the 
Association’s  insurance  program  in 
some  form  or  fashion  since  TMA  ven- 
tured into  the  field  of  group  insurance 
in  1955.  That  year,  TMA  members 
were  offered  the  opportunity  of  pur- 
chasing insurance  that  would  provide 
a monthly  income  in  the  event  they 
became  disabled. 

Today,  physicians  can  still  choose 
that  plan,  but  they  also  have  other 
options  to  pick.  In  addition  to  the 
Long-Term  Disability  Insurance  Plan, 
there  are  four  other  plans  currently 
available  to  members,  with  more  on  the 
way. 

At  present,  physicians  can  enroll  in 
one  of  two  Group  Life  Insurance  Plans, 
the  Office  Overhead  Expense  Insurance 
Plan  for  MD’s  who  become  ill  or  dis- 
abled and  cannot  work,  the  Personal 
Accident  Insurance  Plan,  and  the  Ma- 
jor Medical  Insurance  Plan. 

The  Association  plans  to  add  two 
new  offerings,  too.  One  that  has  only 
recently  become  available  is  a new 
Life  Insurance  Plan  that  provides 
$50,000  of  “individual”  life  insurance. 
A health  insurance  plan  for  employees 
of  physicians  is  now  being  formulated 
and  should  be  available  this  fall. 

Committee  gives  guidance 

The  Insurance  Office  works  closely 
with  the  TMA  Committee  on  Associa- 
tion Insurance,  and  Lehman  has  noth- 
ing but  praise  for  members  of  the  com- 
mittee. 

“They  meet  three  times  each  year 
and  examine  all  phases  of  the  Associa- 
tion’s insurance  programs — everything 
from  premiums,  promotion  campaigns, 
enrollment  figures,  claims,  and  loss 


ratios.  Everyone  involved  seems  to  be 
seeking  improvements  to  the  program 
constantly.  They  have  a keen  interest 
and  are  really  dedicated  to  serving  par- 
ticipating physicians  and  the  Associa- 
tion,” he  comments. 

Lehman  finds  one  aspect  of  work 
with  the  committee — arbitration — in- 
teresting in  that  it  points  out  dramati- 
cally the  cooperation  of  all  persons 
involved  in  the  insurance  program — 
the  underwriting  company,  the  Com- 
mittee on  Association  Insurance,  and 
enrollees. 

If  an  insured  is  not  satisfied  with 
the  handling  of  a claim  or  with  the 
underwriting  of  the  policy,  he  can  pre- 
sent his  case  to  the  committee  for  re- 
view in  an  effort  to  resolve  the  con- 
troversy. The  decision  made  by  the 
committee  is  not  binding  on  either 
party,  but  a real  cooperative  effort  is 
made  to  settle  all  questions.  Since 
1955,  only  five  cases  have  been  pre- 
sented to  the  committee  for  arbitra- 
tion. 

The  manager  of  the  insurance  pro- 
gram emphasizes  that  because  the 
committee  is  composed  of  physicians, 
each  plan  in  the  insurance  program  is 
tailored  specifically  to  the  needs  of  phy- 
sicians. The  policies  in  the  insurance 
program  are  the  result  of  concentrated 
study  and  were  written  to  be  a pro- 
gram “by  doctors  and  for  doctors,” 
notes  Lehman. 

Signing  up  for  protection 

Every  Texas  physician  under  age  60 
who  is  a member  of  the  Association 
may  apply  for  coverage  under  any  one 
or  all  of  the  plans.  Application  forms 
may  be  requested  from  the  Insurance 
Office,  and  usually  forms  are  on  hand 
at  the  Association’s  fall  and  winter 
meetings,  plus  the  Annual  Session. 
Prudential  agents  sometimes  call  on 
physicians  personally  to  explain  the 
program  and  to  offer  assistance  in 
enrolling. 

After  a physician  signs  up  for  a 
plan,  he  is  billed  quarterly  by  Pruden- 
tial. Payments  are  due  on  Feb.  1,  May 
1,  Aug.  1,  and  Nov.  1.  Any  follow-up 
correspondence  on  billing  is  handled  by 
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the  Association’s  Insurance  Office. 

TMA  members  may  enroll  at  any 
time  in  any  of  the  programs,  but  any 
changes  in  an  existing  insurance  pro- 
gram must  be  made  by  the  enrollee 
at  the  quarterly  billing. 

Each  MD  who  joins  the  program  re- 
ceives a certificate  of  insurance,  which 
outlines  the  basic  benefits  he  is  en- 
titled to  receive. 

Claims  under  any  of  the  plans  must 
be  submitted  directly  to  Prudential, 
but  the  Association  Insurance  Office 
is  the  initial  contact  when  a doctor  or 
dependent  has  a claim. 

Records  of  coverage  held  by  each 
physician  are  kept  in  the  office,  along 
with  a general  correspondence  file. 

"A  great  deal  of  credit  for  the  effi- 
cient operation  of  the  office  goes  to 
Doris  Nowlin,  our  administrative  as- 
sistant. She  handles  much  of  the  cor- 
respondence, the  claims  work,  and 
record  keeping,”  said  Lehman. 

‘‘We  go  to  a lot  of  trouble  to  keep 
the  doctor  insured  for  his  own  sake,” 
says  the  program  manager.  He  ex- 
plained if  a quarterly  payment  is  not 
received,  a lapse  notice  is  mailed  to 
the  physician.  Then,  before  a policy  is 
canceled,  the  doctor  is  notified  by 
certified  mail  that  the  policy  is  about 
to  be  canceled.  The  certified  letter  in- 
vites the  physician  to  telephone  the 
Association  insurance  Office  collect  to 
discuss  any  problems.  ‘‘If  we  still  have 
no  response  from  the  certified  letter, 
we  write  the  physician  to  let  him  know 
that  the  policy  has  been  canceled,” 
says  Lehman. 

Promoting  the  program 

Since  constant  growth  adds  to  the 
overall  security  of  any  group  insurance 
program,  one  vital  aspect  of  the  Asso- 
ciation Insurance  Office  is  promot- 
ing and  publicizing  the  various  plans 
offered. 

Eight  promotional  direct-mail  pieces 
are  designed  by  the  Association  Insur- 
ance Office  each  year.  Each  piece 
concentrates  upon  a specific  plan  or 
aspect  of  the  program.  A brochure  de- 
scribing all  of  the  plans  is  also  avail- 
able. 


To  distribute  the  mailings,  the  office 
maintains  a complete  Addressograph 
file  on  the  TMA  membership. 

‘‘Of  course,  we  don't  contact  those 
who  are  already  insured  under  a spe- 
cific plan,”  said  Lehman,  ‘‘but  we  do 
try  to  contact  as  many  physicians  as 
possible,  and  we  make  special  solicita- 
tion efforts  with  new  members  of  the 
Association. 

‘‘We  are  also  available  to  appear 
before  county  medical  societies  to  ex- 
plain the  program,”  commented  Leh- 
man. Special  efforts  are  also  made  to 
maintain  liaison  with  the  executive 
secretary  or  elected  secretary  of  coun- 
ty medical  societies. 

Prudential  promotes  the  program, 
too — through  advertising  in  the  vari- 
ous publications  of  the  Association. 

This  promotional  program  is  appar- 
ently successful,  as  annual  collections 
now  total  more  than  25,000  and  pre- 
miums are  now  approaching  the  $2.5 
million  mark. 

Outlook  is  bright 

Not  only  is  the  promotion  a suc- 
cess, but  the  program  itself  is  doing 
well,  according  to  Lehman.  "All  of  the 
plans  are  doing  extremely  well  with 
the  exception  of  the  life  insurance 
plan.  However,  we  hope  that  our  new 
‘individual’  plan  will  enable  more  mem- 
bers to  participate.” 

Two  of  the  plans  did  so  well  last 
year  that  discounts  on  premiums  were 
given  to  participants  this  year.  The 
Long-Term  Disability  Insurance  Plan 
premiums  were  reduced  by  10%  due 
to  the  excellent  loss  ratio,  and  premi- 
ums for  participants  in  the  Office  Over- 
head Plan  dropped  25%. 

An  increase  was  necessary,  how- 
ever, in  the  Major  Medical  Plan.  "Only 
two  changes  in  premium  rates  had  been 
made  since  1961,”  explained  Lehman, 
“and  with  the  increasing  cost  of  hos- 
pitalization, the  rates  simply  had  to 
be  adjusted  to  a more  realistic  rate.” 

These  premium  rate  changes  are 
the  result  of  “experience  rating,”  ex- 
plained Lehman.  Administrative  costs 
and  the  amount  of  claims  are  figured; 
then,  the  company  sets  aside  the 


Left:  Insurance  program  manager 
Dan  Lehman  checks  briefcase 
for  brochures  on  the  plans  offered 
under  the  Association's  program. 

Right:  Doris  Nowlin,  administrative 
assistant,  works  with  the  many 
files  on  the  more  than 
6,000  physicians  participating 
in  one  of  the  Insurance 
program  tailor-made  plans. 

necessary  reserves  to  keep  the  group 
solvent;  the  remaining  funds  are  “giv- 
en back”  to  group  insurance  partici- 
pants in  the  form  of  discounts  in  pre- 
miums during  the  next  year.  If,  how- 
ever, the  company  discovers  through 
experience  that  rates  need  to  be  raised, 
an  appropriate  increase  is  put  into 
effect. 

The  most  for  the  money 

Every  effort  is  made  to  give  the  phy- 
sicians enrolled  in  the  program  the 
most  for  their  money.  Lehman  ex- 
plained that  Prudential  won  the  bid 
to  underwrite  the  program  in  1969  on 
the  basis  of  improved  benefits  and  a 
more  favorable  financial  arrangement. 

“Prudential  works  on  the  lowest  pos- 
sible retention  rate  and  the  TMA  In- 
surance Service  Office  works  on  an  ac- 
tual cost  basis  to  keep  administrative 
costs  down,  thus  helping  physician 
enrollees,”  noted  Lehman. 

Competitiveness  is  also  a factor  in 
the  success  of  the  program,  he  says. 
“On  a dollar-for-dollar,  benefit-for-ben- 
efit  basis,  I think  these  programs  ex- 
cel. I believe  we  are  the  competition 
in  the  industry.” 

The  program  manager  attributes  the 
constant  growth  to  the  fact  that  the 
plans  offer  better  coverage  at  the  low- 
est possible  group  rates. 

Then,  too,  the  stability  of  the  pro- 
gram is  attractive.  “These  plans  are 
exceptionally  stable,”  said  Lehman. 
“They  attained  the  permanence  and 
stability  necessary  for  a successful 
group  insurance  plan  many  years  ago.” 

Overall,  the  Insurance  Service  Office 
has  a good,  useful  product  to  promote, 
and  office  staff  members  use  many 
methods  to  add  a little  warmth  to  the 
cold  hard  facts  of  insurance  figures. 
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Senior  Consultant 

Perry  C.  Talkington,  M.D. 

Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 
Medical  Director 

James  K.  Peden,  M.D. 
Director  of  Professional 
Education 

Jerry  M.  Lewis,  M.D. 
Associate  Psychiatrists 
Claude  L.  Jackson,  M.D. 
Dode  Mae  Hanke,  M.D. 


Doyle  I.  Carson,  M.D. 
Maurice  S.  Green,  M.D. 
Stanley  L.  Seaton,  M.D. 
Thomas  H.  Allison,  M.D. 
Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols.  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 
Social  Work 

Sally  Stansfield,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 
Donald  H.  Cawley,  M.S.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  B.B.A. 


381-7181 


LAWN 

PSYCHIATRIC  HOSPITAL 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


KELSEY-SEYBOLD  CLINIC 


AC  (713)  526-2671 


6624  FANNIN  STREET 

INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Dieeaees 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D., 
F.A.C.P. 

Joy  Mackay  M.D. 

Phillips  Kay  Campion,  M.D. 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentlif  M.D., 
F.A.C.P. 

Ralph  D.  Eichhom,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard.  M.D., 
F.A.C.P. 

Efrain  Garcia  M.D., 
F.A.C.P. 

Carlos  del  Rio,  M.D. 


Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 


Hwsrtension  and  Peripheral 
Vascular  Diseases 
Gene  E.  Burke,  M.D. 

♦Military  Service 


General  Medicine  and  Oncology 
Carlos  F.  Taboada,  M.D. 
Elihu  N.  Root,  M.D. 
Nephrology 

Francis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 
Jerome  B.  Bart,  M.D. 
Infectious  Diseases 
Stuart  Riggs  M.D., 

F.A.C.P. 

Allergy 

Thomas  R.  Woehler,  M.D. 

Occupational  Health  Services 
Paul  E.  Wright  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
F.A.C.Pr.M. 

Richard  M.  Fenno  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  I.  Karstens,  M.D. 

F.A.C.Pr.M. 

Frank  A.  Goss,  M.D. 
GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 
William  A.  Johnson,  III, 
M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
♦Ricardo  Daichman,  M.D. 
William  H.  Boylstra,  M.D. 
Manuel  C.  Ramirez,  M.D. 


PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 

Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Cranberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  Ph.D., 
M.D.,  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 


HOUSTON,  TEXAS  77025 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 
Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 
Donna  R.  Fox,  Ph.D. 

Jane  Porter,  M.A. 

CONSULTANTS 
Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Psychiatry 

Albert  Owers,  M.D. 
Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 
M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 
Cardiology 

David  K.  Brooks,  M.D., 
F.A.C.C. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
Vectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Elxaminations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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Korean  hospital  seeks 
surgeon,  pathologists 

The  Aesculapian  International  program 
which  strives  to  place  US  physicians  in 
long-  or  short-term  overseas  civilian 
assignments  has  issued  a call  for  a 
surgeon  and  pathologists  to  work  in 
a 140-bed  hospital  in  Korea. 

Physicians  will  treat  such  diseases 
as  tuberculosis,  hepatitis,  amoebiasis, 
peptic  ulcer,  cancer  (especially  of  the 
stomach,  cervix,  and  uterus),  and 
some  leprosy. 

The  average  number  of  outpatients 
who  visit  the  hospital  each  day  is 
250;  the  average  number  of  inpatients 
is  80. 

The  hospital  will  provide  physicians 
who  volunteer  for  service  with  travel 
expenses,  compensation,  board,  and  a 
fully  furnished,  modern  western  style 
house.  There  are  no  educational  facili- 
ties for  children,  however,  and  the 
assignments  will  last  at  least  one 
year. 

Dennis  G.  Karzag,  executive  secre- 
tary of  the  Direct  Relief  Foundation 
which  sponsors  the  Al  program,  com- 
ments that  the  mission  hospital  was 
opened  in  1955  by  the  Columban 
Sisters  “in  a renovated  house  in  an 
effort  to  relieve  some  of  the  sickness 
of  a war-ravaged  society.” 

In  1958,  an  obstetrics  department 
was  added  to  the  hospital,  and  in 
1967,  a nursing  school  was  started 
"to  provide  nurses  for  our  own  hos- 
pital and  for  the  surrounding  area.  The 
first  class  graduated  in  1970,  with 
two  of  the  students  placing  second 
and  third  in  the  National  Korean 
Examination.” 

The  current  140-bed  facility  was 
opened  in  March,  1968. 

For  further  details,  contact  Aescula- 
pian International,  Division  of  Direct 
Relief  Foundation,  P.O.  Box  1319, 
Santa  Barbara,  Calif.  93102. 

Cardiology  specialists 
named  college  fellows 

Physicians  elected  to  fellowship  in  the 
American  College  of  Cardiology  during 
1970  included  12  MD’s  from  all  areas 
of  the  state. 

Named  as  new  fellows  were  Drs.  H. 
Liston  Beazley  and  J.  Alan  Reid,  Hous- 
ton; Donald  L.  Bricker,  Lubbock;  Leo- 
vigildo  Cuello,  Byron  N.  Dooley,  Jose 
R.  Rebolledo,  and  Eliot  Schechter,  San 
Antonio;  Tom  W.  Duke,  Amarillo;  John 
C.  Grammar,  Dallas;  Julian  C.  Sleeper, 
Wichita  Falls;  Richard  J.  McCarty,  El 
Paso;  and  Kenneth  R.  T.  Tyson,  Gal- 
veston. 


Dr.  J.  Wayne  Streilein 


3 to  join  Southwestern’s 
faculty  this  August 

A world  authority  on  transplant  im- 
munology and  two  of  his  fellow  scien- 
tists will  join  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
in  August. 

Dr.  Rupert  E.  Billingham,  who  has 
been  chairman  of  the  department  of 
medical  genetics  and  director  of  the 
Phipps  Institute  at  the  University  of 
Pennsylvania,  will  direct  a revision  of 
Southwestern’s  anatomy  department 
as  chairman  of  a new  department  of 
cell  biology. 

Also  joining  Southwestern’s  faculty 
will  be  Dr.  J.  Wayne  Streilein  and  Dr. 
Alan  E.  Beer,  both  associates  of  Dr. 
Billingham  at  Pennsylvania. 

Dr.  Billingham  is  an  elected  fellow 
of  the  Royal  Society,  a fellow  of  the 
New  York  Academy  of  Sciences,  holder 
of  the  Alvarenga  Prize  of  the  College 
of  Physicians  of  Philadelphia,  and  an 
elected  fellow  of  the  American  Acade- 
my of  Arts  and  Sciences. 

The  scientist  is  also  a member  of  a 
number  of  key  advisory  committees 
for  the  National  Institutes  of  Health, 
National  Research  Council,  Oak  Ridge 
Associated  Universities,  and  others. 
He  holds  editorial  and  consulting  posts 
with  a number  of  journals  dealing 
with  immunology,  experimental  medi- 
cine, zoology,  and  dermatology,  and 
he  holds  membership  in  a number  of 
societies  in  these  fields.  He  is  the 
author  of  more  than  160  scientific 
publications  dealing  with  transplanta- 
tion immunology  and  related  subjects. 

Dr.  Streilein,  now  associate  profes- 
sor in  the  department  of  medical 
genetics  at  Pennsylvania,  will  be  a 
professor  and  associate  director  of  the 
department  of  cell  biology  at  South- 


Dr.  Rupert  Billingham 


Dr.  Alan  Beer 


western.  He  also  will  hold  an  appoint- 
ment in  the  school’s  department  of 
internal  medicine. 

Dr.  Streilein  is  a member  of  the 
American  Association  of  Immunolo- 
gists, John  Morgan  Society,  Trans- 
plantation Society,  and  Experimental 
Hematology  Society. 

Dr.  Beer,  now  assistant  professor  in 
the  departments  of  medical  genetics 
and  obstetrics  and  gynecology  at 
Pennsylvania,  will  be  assistant  profes- 
sor in  the  department  of  cell  biology 
at  Southwestern. 

He  was  recipient  of  a Smith  Kline 
and  French  foreign  fellowship  to  Ni- 
geria in  1962  and  a surgeon  for  the 
US  Public  Health  Service  Division  of 
Indian  Health.  A postdoctoral  fellow 
of  the  US  Public  Health  Service  and 
Ford  Foundation,  Dr.  Beer  was  a re- 
cipient of  the  Lalor  Foundation  Award 
of  1969  and  the  1970  Carl  H.  Hartman 
Award  of  the  American  Fertility  Soci- 
ety. 
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Thinking  about  a new  practice  opportunity? 

Let  Us  Help  You! 

The  TMA 

Physicians’  Placement  Service 

will  circulate  your  biographical  sketch 
and  job  preferences  to  communities 
and  to  medical  groups 
looking  for  associates. 


No  service  fee  is  involved.  Just  write  or  call: 

Physicians’  Placement  Service 
Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 
(Phone:  AC  512  - 477-6704) 


Brief  Summary  of  Prescribing  Information— 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonate 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sjrapathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salntensiif 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg.  protoveratrine  A,  0.2  mg. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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The  antihypertensive  thera^ 
that  is  ea^to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for: 
Easy-fo-live-with  controlJGradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

iasy-fo-live  withf  ost  of  therapy  .The  one  to  two 
tablets  a day  maintenance  dose  makes  Salutensin 
economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 

Solutensiif 

[fliunethiazide,  50  mg./ reserpine, 
mg.  protoveratrine  A,  0.2  mg. 


PERSONALS 


Dr.  Charley  Earl  Wysong  was  con- 
firmed by  the  Texas  Senate  Nomina- 
tions Committee  as  a member  of  the 
Texas  State  Board  of  Medical  Exami- 
ners. The  McKinney  obstetrician-gyne- 
cologist was  nominated  for  the  posi- 
tion by  Texas  Gov.  Preston  Smith. 

Elected  as  a member  of  the  board  of 
directors  of  the  American  Geriatrics 
Society  was  Houston  internist  Dr.  Fred- 
erick G.  Dorsey. 

TMA  President  Dr.  James  H.  Sammons 
of  Baytown  has  been  appointed  by 
Gov.  Preston  Smith  to  serve  as  a mem- 
ber of  the  board  of  the  Texas  Com- 
mission for  Rehabilitation. 

Dr.  Sammons,  the  only  physician  on 
the  six-member  board,  will  fill  the  un- 
expired term  of  Dr.  John  J.  Hinchey 
of  San  Antonio  who  resigned  the  post. 

Dr.  J.  P.  Graves  of  Marshall  was 
elected  state  advisor  to  the  Texas 
Medical  Assistants  Society  at  the 
group’s  recent  meeting  in  Dallas. 

Dr.  Graves,  the  current  president  of 
the  Harrison  County  Medical  Society, 
is  a past  advisor  to  the  Harrison  Coun- 
ty Medical  Assistants  Society. 

MD  completes  2 months 
of  duty  on  hospital  ship 

Austin  surgeon  Dr.  Thomas  D.  Kirksey 
has  completed  a two-month  tour  of 
duty  with  the  hospital  ship  USS  Hope, 
which  is  currently  docked  in  Kingston, 
Jamaica,  harbor. 

Dr.  Kirksey  treated  sick  natives  of 
the  West  Indies,  while  also  teaching 
local  medical  counterparts.  He  is  a 
clinical  professor  of  thoracic  and  car- 
diovascular surgery  at  his  alma  ma- 
ter, The  University  of  Texas  Medical 
Branch  at  Galveston. 

The  Austin  surgeon  commented, 
“The  ship  is  exactly  what  I thought  it 
would  be.  I was  an  Army  brat  and 
wasn’t  surprised  at  all.’’  He  noted  a 
large  number  of  adult  lung  abscesses 
secondary  to  pneumonia  in  the  pa- 
tients he  treated.  “Also,  there  is  a lot 
of  congenital  heart  disease,”  he  said. 

Dr.  Kirksey  is  one  of  20  medical 
specialists  who  served  on  the  ship  for 
a two-month  rotation,  one  of  five  such 
rotations  during  the  ship’s  planned 
10-month  mission. 

The  hospital  ship  arrived  in  mid- 
January  in  Jamaica. 


Dr.  George  A.  Constant  of  Victoria  is 
new  president  of  the  Medical  Research 
Foundation  of  Texas.  Serving  with  him 
is  the  foundation’s  new  secretary.  Dr. 
John  L.  Matthews  of  San  Antonio. 

Houston  physician  Dr.  Lowell  S.  Miller 
is  spending  his  vacation  aboard  the 
hospital  ship  USS  Hope  docked  in 
Jamaica.  The  chief  radiologist  at  Hous- 
ton’s Hermann  Hospital,  Dr.  Miller  will 
treat  cancer  patients  in  the  West 
Indies  while  serving  on  the  ship. 

Several  Texas  MD’s  will  help  lead  the 
American  College  of  Cardiology  during 
1971.  Dr.  Arthur  C.  Beall,  Jr.,  of  Hous- 
ton was  elected  vice-president  at  the 
organization’s  20th  annual  scientific 
session  in  Washington,  D.C. 

Other  Texas  officers  include  Dr.  Dan 
G.  McNamara  of  Houston,  assistant 
secretary;  Dr.  Henry  D.  McIntosh  of 
Houston,  elected  to  a five-year  term  as 
trustee  of  the  college;  Dr.  Robert  J. 
Hall  of  Houston,  who  will  serve  as  gov- 
ernor of  the  Texas  area;  and  Dr.  Eliot 
Schechter,  a lieutenant  colonel  from 
Lackland  Air  Force  Base,  who  was  re- 
elected to  represent  the  Air  Force. 

Assuming  the  presidency  of  the  North- 
ern Texas  Chapter,  American  College 
of  Surgeons,  is  Dr.  Kenneth  C.  Bebb 
of  Wichita  Falls. 


At  the  Golden  Jubilee  Meeting  of  the 
Texas  Society  of  Pathologists,  Dr. 

Frank  M.  Townsend  of 
San  Antonio  was  pre- 
sented the  Caldwell 
Award  for  distinguished 
service. 

The  award  is  given 
annually  to  a medi- 
cal scientist  in  Texas 
whose  long  and  distin- 
guished service  to  path- 
ology in  the  state  warrants  commen- 
dation. 

The  US  Department  of  Health,  Educa- 
tion, and  Welfare  has  awarded  Dr.  Wil- 
liam T.  Kniker  $66,500  to  undertake  a 
three-year  study  of  pathogenic  mecha- 
nisms in  chronic  nephritis. 

Dr.  Kniker  is  associate  professor  of 
pediatrics  at  The  University  of  Texas 
Medical  School  at  San  Antonio  and 
head  of  the  immunology-allergy  sec- 
tion of  the  department  of  pediatrics. 

Dr.  Truman  G.  Blocker,  Jr.,  president 
of  The  University  of  Texas  Medical 
Branch  at  Galveston,  and  his  physi- 
cian-wife Dr.  Virginia  I.  Blocker  were 
awarded  the  Harvey  Stuart  Allen  Dis- 
tinguished Service  Award  of  the  Ameri- 
can Burn  Association  at  the  associa- 
tion’s recent  annual  meeting. 


Dr.  Thomas  D.  Kirksey  (center)  points  out  an  interesting  feature  on  a surgical 
patient  to  other  doctors  aboard  the  USS  Hope. 
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Devereux  serves  . . . 

CHILDREN  AND  THEIR  FAMILIES  . . . 

Through  Rehabilitation  Centers  in  Penn- 
sylvania, California,  Texas,  Maine,  Mas- 
sachusetts, Connecticut  and  Arizona. 

THE  GENERAL  COMMUNITY  . . . 

Through  Educational  and  Consultative 
Programs,  Out-Patient  Facilities,  Sum- 
mer Day  Camps,  Day  Schools,  Sheltered 
Workshops 

THE  PROFESSIONAL  COMMUNITY  . . . 

Through  Research,  Training  and  the 
Interchange  of  Information  and  Ideas 

For  nearly  sixty 
years  a pioneer  in  the 
rehabilitation  of  emotionally 
disturbed  and  mentally  retarded 
children  and  young  adults 


The  Devereux  Foundation 

A NON-PROFIT  ORGANIZATION 

Helena  T.  Devereux,  Founder  and  Consultant  • Marshall  H.  Jarvis,  President 


FOR  INFORMATION  AND  LITERATURE: 

PENNSYLVANIA,  MASSACHUSETTS,  AND  CONNECTICUT 

Charles  J.  Fowler,  Director  of  Admissions,  Devereux  Schools,  Devon,  Pa.,  19333 
CALIFORNIA  fl/crtarc/  Simpson,  Director  of  Admissions  ....  Box  1079,  Santa  Barbara,  93102 

TEXAS  Mrs,  Jo  Lange,  Director  of  Admissions  Box  2666,  Victoria,  77903 

ARIZONA  Franklin  W.  Dale,  Director  6404  E.  Sweetwater,  Scottsdale,  85251 
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Editor’s  note:  The  Texas  Medical  Advi- 
sory Board  for  Driver  Licensing  was 
established  a little  more  than  a year 
ago  to  aid  the  Texas  Department  of 
Public  Safety  in  determining  the  medi- 
cal fitness  of  drivers  in  the  state.  An 
article  in  the  November,  1970,  issue 
of  Texas  Medicine  explained  the  gen- 
eral functions  of  the  board,  goals  of 
the  program,  and  an  assessment  of  its 
operation  up  to  that  point. 

In  this  article.  Dr.  Otto  Lippmann  of 
Austin  reviews  in  detail  the  functions 
and  operations  of  the  Texas  Medical 
Advisory  Board  and  other  such  boards 
across  the  nation.  He  comments  that 
“although  publicity  about  such  boards 
is  kept  to  a minimum,  it  is  desirable 
to  disseminate  information  on  the 
functions  of  the  boards  to  professional 
groups  who  deal  with  these  problems.” 


Texas  Medical 
Advisory  Board 

By  Dr.  Otto  Lippmann 


Automobile  driving  safety  depends  on 
three  factors:  condition  of  the  road, 
condition  of  the  vehicle,  and  condition 
of  the  driver. 

The  latter  of  these  three  factors  is 
also  a major  concern  of  the  medical 
profession,  and  physicians  can  con- 
tribute greatly  to  safe  driving  through 
proper  medical  treatment  and  advice 
to  their  patients  who  drive. 

Warnings  to  patients  taking  medica- 
tion on  side  effects  that  could  possi- 
bly be  hazardous  during  driving  are 
important.  If  a patient  cannot  be  re- 
habilitated following  an  illness  or  in- 
jury, his  physician  should  advise  him 
fully  on  any  driving  limitations. 

Studies  have  disclosed  that  medical 
impairment  played  a role  in  one  out 
of  every  five  automobile  accidents. i 
Statistics  also  indicate  that  15%  to 
20%  of  all  drivers  have  a chronic 
medical  condition  (other  than  alcohol- 
ism) that  may  prove  dangerous  during 
driving.2 

Finding  potentially  unsafe  drivers 
has  been  a challenge  for  driver  licens- 
ing authorities.  In  Texas,  it  is  the  re- 
sponsibility of  the  Department  of  Pub- 
lic Safety  (DPS)  not  only  to  keep  un- 
safe drivers  off  the  streets  but  also  to 
detect  those  drivers  who  can  operate 
a motor  vehicle  safely  in  spite  of  their 
handicaps.  The  department  has  long 
recognized  that  such  medical  judg- 
ments by  laymen  are  not  desirable. 

Boards  across  the  US 

In  the  last  two  decades,  state  motor 
vehicle  administrators  in  many  states 
have  turned  to  the  medical  profession 
to  obtain  expert  advice  to  assist  them 
in  their  decisions  on  licensing.  Since 
1960,  official  medical  advisory  boards 
have  been  formed  in  eight  states  other 
than  Texas. 3 

Organization,  legal  setup,  and  func- 
tions of  these  medical  advisory  boards 
vary  considerably.  In  Oregon  and  Penn- 
sylvania, a state  health  officer  reviews 
reports  of  individual  medical  examina- 
tions. The  medical  advisory  boards, 
composed  of  physicians,  add  guide- 


lines, policies,  or  reasons  for  rejections 
of  applications.  In  Florida,  each  case 
before  the  advisory  board  is  reviewed 
by  mail  by  each  member  of  the  board. 
In  New  Jersey,  certain  more  common 
driver  limitations  are  reviewed  by  a 
medical  advisory  board  of  three  spe- 
cialists in  that  particular  field;  other 
cases  are  reviewed  by  individually 
selected  medical  consultants. 

The  frequency  and  format  of  medi- 
cal advisory  board  meetings  also  vary 
considerably — from  informal  mail  polls 
to  formal  meetings  held  quarterly  or 
twice  a week.  The  majority  of  states 
keep  the  names  of  the  medical  advi- 
sory board  members  confidential  in 
order  to  prevent  outside  pressure  on 
the  members.  However,  in  Maryland, 
applicants  appear  personally  before 
the  medical  advisory  board. 

According  to  available  information, 
the  highest  number  of  reviewed  cases 
in  any  of  the  eight  states  other  than 
Texas  has  been  approximately  2,500 
annually.  License  denial  and  restric- 
tion rate  has  varied  from  8%  to  66% 
of  the  reviewed  cases  in  the  various 
states. 

Texas  becomes  ninth 

In  April,  1970,  Texas  became  the 
ninth  state  to  create  a medical  advi- 
sory board.4  Up  to  that  time,  the  only 
definite  guidelines  for  Texas  driver 
licensing  authorities  were  statutes  that 
prohibited  operation  of  a motor  vehicle 
by  persons  afflicted  with  certain  severe 
driver  limitations  (e.g.,  blindness,  drug 
addiction,  insanity,  etc.). 

State  driver  licensing  officials  have 
been  eager  to  obtain  regular  and  more 
definite  guidelines  for  medical  impair- 
ments outside  these  statutes.  The 
adoption  of  the  National  Highway 
Safety  standards  by  the  US  Depart- 
ment of  Transportation  in  1966  opened 
the  door,  and  passage  of  several  Texas 
traffic  safety  laws  followed  a year  later. 
The  Texas  Medical  Advisory  Board 
for  Driver  Licensing  was  legally  estab- 
lished with  the  passage  of  a bill  au- 
thorizing the  Texas  State  Department 
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of  Health  to  advise  the  Texas  DPS  in 
all  medical  matters  pertaining  to  driv- 
ing. The  need  was  clear:  there  are  ap- 
proximately 1 million  traffic  accidents 
per  year  in  Texas,  one  out  of  six  of 
these  being  illness-related. 

In  its  first  year  of  existence,  the 
Texas  Medical  Advisory  Board  has  pro- 
cessed approximately  5,000  cases, 
more  than  any  other  state.  The  Texas 
board  has  also  surpassed  other  state 
medical  advisory  boards  in  various, 
common  board  functions.  It  has  be- 
come a recognized  leader  among  all 
states. 

A large  proportion  of  the  cases  that 
come  to  the  attention  of  the  board  are 
screened  out  by  statements  made  by 
applicants  requesting  a new  driver 
license,  a minor’s  hardship  license,  or 
a license  renewal.  Other  causes  for 
referral  are  accidents,  driving  while 
intoxicated,  some  felony  convictions, 
drug  abuse,  and  bad  driving  records. 
Referrals  may  be  made  by  licensing 
examiners  or  by  interested  citizens. 
Physicians  also  can  refer  cases  direct- 
ly to  the  Medical  Advisory  Board  staff. 

All  cases  are  investigated  by  DPS 
personnel  and  referred  to  the  DPS 
Driver  Improvement  and  Control  Sec- 
tion which,  in  turn,  refers  them  to  the 
State  Health  Department. 

The  Civil  Defense  and  Traffic  Safety 
Division  of  the  State  Health  Depart- 
ment then  codes  all  information  before 
submitting  the  case,  anonymously,  to 
the  physicians  of  the  Medical  Advisory 
Board. 

The  membership  of  the  board  is 
selected  partially  on  the  basis  of  con- 
venient geographic  location.  The  18 
board  members,  representing  various 
fields  of  medical  practice,  serve  anony- 
mously. Pooling  their  knowledge  to 
make  controversial  board  decisions  are 
three  psychiatrists,  one  obstetrician- 
gynecologist,  two  specialists  in  cardio- 
vascular disorders,  three  general  prac- 
titioners, one  internist,  two  orthopedic 
specialists,  two  general  surgeons,  and 
four  ophthalmologists. 
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1.  Flow  chart  of  cases  coming  before  the  Texas  Medical  Advisory  Board. 


Volume  67,  July,  197 1 


119 


1.  Alterations  of  consciousness  and  acceptable  levels  of  function  for  driver  license. 


Group 

Passsenger 

Transport 

Cargo 

Transport 

Private 

Auto 

Periodic 

Reevaluation 

Limited 

License 

A 

Yes 

Yes 

Yes 

Yes 

No 

B 

No 

No 

Yes 

Yes 

No 

C 

No 

No 

No 

Yes 

Yes 

Group  A:  No  altered  consciousness  for  the  preceding  three  years. 

Group  B:  Altered  consciousness  in  the  preceding  three  years  but  not  within  the  last  year. 
Group  C:  Altered  consciousness  in  the  preceding  year. 


Review  procedure 

Successful  administration  of  such  a 
board  is  an  intricate  matter;  it  requires 
skillful  planning  and  careful  prepara- 
tion and  follow-up  of  ali  cases.  Fig.  1 
is  a flow  chart  showing  the  routes  of 
any  case  coming  to  the  attention  of 
the  Medical  Advisory  Board. 

There  are  approximately  7 million 
drivers  in  Texas.  Whenever  any  medi- 
cal aspect  on  an  application  for  a driv- 
er license  is  questioned,  the  case  is 
referred  for  investigation  to  the  DPS 
Driver  Improvement  and  Control  Sec- 
tion. Full  information  on  the  appli- 
cant’s driving  record  and  possible 
medical  limitation  is  then  sent  to  the 
Medical  Advisory  Board  staff  of  the 
State  Health  Department.  The  State 
Health  Department  contacts  the  appli- 
cant by  mail,  obtains  a release  form 
for  his  medical  information,  then  ob- 
tains an  examination  report  from  the 
applicant’s  own  physician.  Standard 
form  letters  have  been  devised  for  ob- 
taining all  necessary  information.  The 
Medical  Advisory  Board  staff  then 
screens  and  tabulates  all  information 
on  the  case  to  be  reviewed.  Before 
presentation  to  the  board,  all  infor- 
mation is  coded  so  that  the  board  phy- 
sicians will  not  know  the  identity  of 
the  individual,  his  examining  physi- 
cian, or  his  hospital. 

After  a decision  is  made  by  the  Med- 
ical Advisory  Board,  the  case  is  re- 
turned to  the  State  Health  Department 
staff  for  decoding,  recording,  and 
transmittal  to  the  Driver  Improvement 
and  Control  Section  of  DPS.  The  DPS 
then  maintains  liaison  with  the  board 
as  to  future  development  in  the  case 
(e.g.,  when  the  case  should  be  re- 
examined). Based  on  this  information, 
DPS  license  authorities  retain  the  legal 
responsibility  of  denying,  restricting, 
or  revoking  any  license. 

The  following  data  are  made  avail- 
able to  the  reviewing  physicians:  case 
code  number,  number  of  times  before 
the  board,  sex,  age,  type  of  license 
(commercial,  chauffeur,  or  operator’s 
license),  expiration  date  of  license. 


DPS  status  (new  application,  renewal, 
etc.),  county  of  residency  by  number 
only,  driving  area  (rural  or  metropoli- 
tan), and  a summary  of  reasons  for 
referral  to  the  board.  The  latter  may 
include  a DPS  file  (accident  reports, 
previous  traffic  violations,  etc.),  or  a 
physician’s  report  on  the  case  (coded), 
or  both. 

In  a typical  session  of  the  Texas 
Medical  Advisory  Board,  three  mem- 
bers meet  personally  to  process  cases 
and  to  consult  with  each  other  about 
controversial  cases. 

Disposition  of  the  case  is  made  by 
entering  one  of  the  following  decisions: 

1.  Yes  (may  drive  without  restric- 
tion). 

2.  Yes,  with  certain  restrictions.  Ex- 
amples of  restrictions  are  (a)  only  if 
remaining  under  medical  supervision 
with  specifications,  if  any,  for  a date 
of  review  by  the  Medical  Advisory 
Board,  (b)  only  if  medication  is  con- 
tinued, (c)  only  if  eyeglasses  are  worn, 
(d)  only  if  orthopedic  appliances  are 
worn,  (e)  only  with  special  equipment 
on  the  vehicle,  and  (f)  drive  only  non- 
commercial vehicles. 

3.  No  driving.  (This  decision  may 
be  specified  for  a certain  period,  such 
as  until  a new  review  is  to  take  place.) 

4.  Decision  deferred  because  of  in- 
complete information.  The  board  may 
ask  for  more  information  and  may 
specify  whether  consultation  by  an- 
other specialist  is  needed. 

Guidelines  and  recommendations 

The  American  Medical  Association’s 
publication  Physician’s  Guide  for  De- 
termining Driver  Limitations  is  the 
basis  for  decision  of  the  Texas  Medi- 
cal Advisory  Board.s  Every  physician 
should  be  familiar  with  this  publication 
so  that  he  can  fully  and  correctly  ad- 
vise his  own  patients  about  their  driv 
ing  impairments.  Familiarity  with  the 
guide  will  also  assist  physicians  in 
supplying  the  best  physician’s  report 
on  any  of  their  patients  whose  case  is 
referred  to  the  board. 

Recommendations  by  the  Medical 
Advisory  Board  are  called  for  only 


after  a driver’s  capability  has  become 
a matter  of  concern  for  the  DPS.  Ap- 
proach to  the  case,  therefore,  differs 
from  that  of  an  individual  physician 
to  his  patient.  Recommendations  of 
the  Texas  board  have  tended  to  follow 
Driver  Licensing  Guidelines  for  Medi- 
cal Advisory  Boards  by  the  US  Public 
Health  Service. 6 

The  board  deals  with  the  following 
impairments:  alteration  of  conscious- 
ness (50.2%),  inappropriate  judgment 
(35.7%),  inadequate  vision  (7.2%), 
inadequate  muscular  function  (5.1%), 
and  interference  of  pain  (1.8%). 

Alterations  of  consciousness  repre- 
sent the  largest  portion  of  driver  im- 
pairment. These  are  usually  broken 
down  into  more  specific  medical  cate- 
gories by  the  board — loss  of  con- 
sciousness by  diabetic  coma,  neuro- 
logic disorders,  and  so  forth.  The  sec- 
ond largest  category,  inappropriate 
judgment,  comprises  mental  deficien- 
cy, personality  disorders,  et  cetera. 

Table  1 illustrates  how  the  Medical 
Advisory  Board  arrives  at  a decision. 
Alteration  of  consciousness  was  chos- 
en as  the  example.  Cases  are  divided 
into  groups  according  to  severity  or 
time  of  occurrence.  A decision  on  driv- 
ing limitation  is  then  made  for  each 
group. 

Table  2.  based  on  the  decisions 
made  in  the  5,000  cases  processed 
by  the  board  in  its  first  year  of  opera- 
tion, shows  the  breakdown  of  decisions 
by  percentage  for  each  driver  limita- 
tion category. 

It  is  Interesting  to  see  what  hap- 
pens to  cases  at  their  review  by  the 
Medical  Advisory  Board.  DPS  statistics, 
compiled  after  about  10  months' 
operation,  show  about  30%  approval 
of  driving  without  restrictions,  about 
15%  approval  with  certain  restrictions, 
about  20%  of  the  cases  resulting  in 
denial  or  license  revocations,  and 
about  10%  of  the  cases  still  pending. 
Less  than  4%  of  the  reviewed  cases 
brought  about  an  appeal  of  the  DPS 
decision  in  court. 

Two  cases  will  illustrate  the  opera- 
tions of  the  board.  One  case  involved 
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2.  Decisions  by  board  in  first  year  of  operation. 
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28.2 

41.6 
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5.0 
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34.5 

44.2 

21.3 

100.0 

a man  in  his  late  60’s  who  had  a pro- 
gressive eye  disease  that  had  reduced 
his  vision  to  the  level  of  legal  blind- 
ness. After  consultation  with  an  oph- 
thalmologist, the  Medical  Advisory 
Board  recommended  no  driving.  The 
applicant  was  very  active  and  dis- 
agreed with  the  board’s  finding  that 
he  should  not  drive.  The  DPS  did  not 
issue  a renewal  of  his  license,  and  the 
man  took  his  case  to  court.  However, 
he  dropped  his  case  before  it  went  to 
trial.  Another  case  involved  a 96- 
year-old  man  who,  the  DPS  examiner 
thought,  was  too  old  to  drive.  The 
man’s  own  doctor  stated  that  he  was 
in  good  condition  for  a man  of  his  age. 
He  drove  a pickup  truck  in  an  isolated 
rural  community,  taking  vegetables  to 
market.  He  never  drove  at  night,  and 
he  never  drove  long  distances.  The 
Medical  Advisory  Board  recommended 
a restricted  license  for  his  immediate 
location,  daylight  driving  only  on  rural 
roads,  45  mph  or  less,  with  his  file 
to  be  reviewed  annually  by  the  board. 
The  DPS  concurred  and  issued  the 
restricted  license. 

Features  of  the  system 

Advantages  of  a medical  advisory 
board  assisting  licensing  officials  in- 
clude the  following: 

1.  An  anonymous  physician  can 
freely  request  from  an  anonymous 
attending  physician  more  information 
about  the  anonymous  applicant. 

2.  The  medical  advisory  board,  bet- 
ter than  a driver  licensing  officer,  can 
question  certain  ambiguous  medical 
information  without  disturbing  the  pri- 
vate doctor-patient  relationship. 

3.  The  board  can  even  assist  in 
initiating  a treatment  plan  for  a case 
leading  to  rehabilitation  of  the  patient 
and  to  restoration  of  the  driver  license. 

4.  Cases  are  better  documented  for 
adjudication  in  appeals  to  the  courts. 

The  Texas  Medical  Advisory  Board 
has  additional  special  features: 

1.  Special  training  programs  for 
DPS  driver  license  personnel  assure  an 
increased  and  better  input  of  cases 
to  the  board  in  the  future.  Training 
schools  have  already  begun  on  a re- 


gional basis.  Within  one  year,  these 
schools  will  result  in  more  than  700 
driver  licensing  personnel  obtaining 
special  experience  in  screening  out 
medically  limited  drivers  for  referral 
to  the  board. 

2.  The  administrative  setup  of  the 
board  is  such  that  expert  advice  can 
be  requested  on  any  medical  aspect 
of  the  driving  task.  For  example,  the 
advice  of  the  board  was  sought  during 
DPS  consideration  of  various  vision- 
screening  instruments,  with  the  licens- 
ing agency  accepting  the  instrument 
recommended  by  the  board.  Too, 
whenever  controversial  questions  arise, 
the  board  will  be  prepared  to  render 
guidelines.  At  this  time,  board  psy- 
chiatrists are  preparing  a statement  on 
the  driving  fitness  of  persons  involved 
in  methadone  rehabilitation  programs 
for  heroin  addiction. 

3.  Preparations  are  being  made  to 
use  an  electronic  data  processing  sys- 
tem to  aid  the  board  in  its  functions. 
The  system  will  allow  easier  feedback 
of  information  from  DPS  to  the  board 
on  the  future  driving  performance  of 
reviewed  persons.  It  will  also  allow 
better  research  on  the  relationship  of 
medical  limitations  to  driving  perform- 
ance. 
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The  midsummer  issue  of  the  Texas 
State  Journal  of  Medicine  50  years 
ago  was  devoted  primarily  to  the  op- 
tometric  situation  in  the  state,  but  it 
also  included  other  news  items,  scien- 
tific articles,  death  notices,  and  book 
reviews. 

^H«On  the  optometric  situation,  the 
journal  editor  devoted  several  pages 
to  a general  overview  of  the  relation- 
ship of  optometry  to  the  practice  of 
medicine.  Comments  were  made  on  a 
recent  decision  of  the  state  Court  of 
Criminal  Appeals  in  the  Fred  R.  Barker 
case,  in  which  an  optometrist  who  ex- 
amined a man’s  eyes,  then  prescribed 
and  fitted  glasses  was  held  to  be  prac- 
ticing medicine  and  therefore  came 
under  the  jurisdiction  of  the  Medical 
Practice  Act.  The  journal  also  carried 
the  full  decision  handed  down  by  the 
court  in  the  case. 

The  journal  editor  noted  that  the 
decision  caused  "more  activity  in  the 
ranks  of  the  optometrists  than  we 
have  ever  known  before.”  He  explained 
that  a rehearing  in  the  case  had  been 
granted  and  would  be  held  at  another 
time.  Said  he,  "In  the  meantime,  we 
may  quote  a bit  of  pleasantry  from 
The  Optical  Journal  and  Review,  which 
may  perhaps  illustrate  the  situation 
here  in  Texas: 

"Stranger:  ‘Excuse  me,  but  are  there 
many  optometrists  in  this  section?’ 

“Native:  ‘I  ain’t  seen  none.  I killed 
two  coons  last  week.  Is  the  law  off 
optometrists?’  ” 

“Is  it?” 

;|cH<The  July  issue  of  the  Texas 
State  Journal  of  Medicine  was  mailed 
using  the  new  mailing  list,  reported 
the  editor.  He  encouraged  all  members 
to  report  delays  and  changes  of  ad- 
dress to  the  Association:  "Do  it  now  or 
forever  afterwards  be  peaceful  about 
it.” 

>|:H<A  report  on  the  Boston  session 
of  the  American  Medical  Association 
told  of  the  huge  success  of  the  meet- 
ing in  the  city  where  “the  people  are 
just  naturally  easy-going  and  agree- 
able to  most  anything  and  anybody.” 

Journal  writers  commented  that  the 
registration  for  the  meeting — 5,506 — 
was  the  third  largest  in  the  history  of 
the  AMA. 

H<5kAnother  news  item  concerned 
the  objections  of  the  medical  students 
at  The  University  of  Texas  Medical 
Branch  in  Galveston  to  advertisements 
for  chiropractors  in  the  newspaper  at 
The  University  of  Texas  at  Austin, 
The  Daily  Texan.  Reported  the  journal. 


"The  embryonic  medicos  of  the  regu- 
lar school  of  medicine  think  it  unethi- 
cal and  a reflection  on  their  institution 
for  the  daily  paper  of  the  main  Uni- 
versity to  print  ads  of  another  school 
of  medicine  and  one  not  recognized 
by  the  allopaths.” 

5k>k  Ladies  of  the  1920’s  graced  the 
pages  of  the  journal  to  illustrate  "The 
Debutante  Slouch,”  the  name  of  a sci- 
entific article  by  Dr.  0.  L.  Norsworthy 
of  Houston. 

The  physician-author  decried  the 
fashion  fad  and  related  it  to  ptotic 
habitus,  a distortion  of  the  human 
form.  Dr.  Norsworthy  quoted  another 
author,  Edith  Hildebrande,  to  describe 
the  condition:  "The  person  who  apes 
the  ‘debutante  slouch’  assumes  most 
of  the  antero  posterior  faults  of  pos- 
ture— protruding  head,  drooping  shoul- 
ders, hollow  chest,  sway-back,  hips 
thrown  forward,  and  bent  knees.  In 
addition,  there  often  exists  rotation 
of  the  spine,  displaced  organs,  a de- 
formed pelvis,  and  flat  feet.” 

And  the  treatment  for  the  "debu- 
tante slouch”  who  has  developed 
ptotic  habitus?  "Treatment  of  all  cas- 
es, whether  of  acquired  origin  or  not, 
should  be  prophylactic.  These  patients 
should  be  urged  to  lead  a type  of  life 
that  will  keep  them  in  the  best  of 
health.  They  should  seek  occupations, 
mental  and  physical,  compatable  [sic] 
with  their  limitations.  Gymnastics, 
deep  breathing,  and  knee  chest  pos- 
tures should  be  practiced  daily.  Front- 
laced  corsets  should  be  worn  con- 
stantly when  not  in  bed.  The  corsets 
should  be  made  to  fit  each  individual 
. . . All  cases  should  have  from  two 
to  three  months  in  bed,  with  the  foot 
of  the  bed  elevated  eighteen  inches. 
While  in  bed,  a well-regulated,  fatten- 
ing diet,  general  daily  massage  and 
attention  to  the  bowels,  followed  by 
twelve  months’  use  of  a correctly  fit- 
ting, front-lace  corset,  and  continua- 
tion of  constitutional  treatment  in 
every  respect  before  operation  should 
be  required.” 


PAMPHLETS 


A new  Spanish-language  first  aid  chart, 
which  emphasizes  first  aid  for  children, 
is  now  available  from  the  Texas  Pedi- 
atrics Society. 

Published  originally  in  English  by 
the  American  Academy  of  Pediatrics, 
the  chart  has  been  translated  in- 
to Spanish  for  physicians,  medical 


groups,  and  hospitals  that  include 
Mexican-Americans  among  their  pa- 
tients. 

The  chart  outlines  first  aid  proce- 
dures for  insect  and  animal  bites, 
burns,  falls,  cuts,  nose  bleeds,  con- 
vulsions, poisoning,  artificial  respira- 
tion. and  other  emergency  situations. 

Copies  of  the  chart  are  available 
upon  request  from  the  Texas  Pediat- 
rics Society  Administrative  Office,  1801 
N.  Lamar  Blvd.,  Austin  78701. 

Listing  indicators  of  a child’s  need  for 
protection  from  abuse  and  neglect,  a 
pamphlet  produced  by  the  Children’s 
Division  of  the  American  Humane 
Association  urges  teachers  in  local 
schools  to  be  alert  and  to  report  pos- 
sible cases  of  abuse  and  neglect  to 
their  local  child  protection  agency. 

The  leaflet  points  out  that  teachers 
frequently  come  into  contact  with 
abused  or  neglected  children  and  that 
the  sooner  help  is  provided  to  families 
with  such  children  the  better  chance 
that  problems  will  be  resolved. 

Teachers  are  told  to  look  for  various 
signs  of  abuse  or  neglect  in  the  child’s 
behavior  (such  as  aggressiveness  or 
truancy),  the  child’s  appearance  (such 
as  inadequate  clothing,  injury,  in  need 
of  medical  attention),  and  parental  at- 
titudes (such  as  unconcern,  aggres- 
siveness, unresponsive).  These  signs 
may  indicate  that  the  services  of  a lo- 
cal child  protection  agency  are  needed. 

The  leaflet.  Guidelines  for  Schools, 
is  available  in  quantity  for  distribution 
to  schools  in  the  community.  Price  is 
$2.50  per  hundred,  $2.25  per  hundred 
in  lots  of  one  thousand,  and  $2.00 
per  hundred  in  lots  of  ten  thousand 
or  more. 

2 MDs  at  Southwestern 
named  Picker  Scholars 

Named  as  Picker  Scholars  by  the  Na- 
tional Research  Council  were  two  med- 
ical scientists  from  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas,  Dr.  George  C.  Curry  and  Dr. 
Robert  W.  Parkey. 

Dr.  Curry  and  Dr.  Parkey  were 
among  35  recipients  of  the  fellow- 
ships and  grants  announced  this  year. 
Funds  are  used  for  support  of  re- 
search and  training  in  radiology  and 
nuclear  medicine. 

As  a Picker  Scholar,  Dr.  Curry  will 
investigate  the  splanchnic  circulation 
after  interruption  of  the  superior  mes- 
enteric artery,  while  Dr.  Parkey  will 
study  small-computer  processing  of 
scintigram  data. 
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TEXAS  MEDICINE 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 

Uro-Phosphate, 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methen amine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usuaiJy  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC..  RICHMOND,  VIRGINIA  23217 
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Emotional  stress  can  be  just  as  destructive  to  the 
individual  as  turbulent,  ravaging  flood  waters  are 
to  land  and  property.  Solfoton  will  contribute  to 
the  maintenance  of  a mental  climate  for  purpose- 
ful living. 


Solfoton 

SEDATION  WITHOUT  DEPRESSION 

EACH  TABLET  OR  CAPSULE  CONTAINS: 

Phenobarbital 16  mg. 

(Warning : may  be  habit-forming) 

Bensulfoid  (See  PDR) 65  mg. 

Precaution:  same  as  16  mg.  phenobarbital 

DOSAGE:  One  tablet  or  capsule  every  6 hours  will 
sustain  mild  sedation. 

Available  in  three  forms  to  satisfy 
prescribing  circumstances; 

TABLETS  100s  500s  5000s 

CAPSULES  100s  500s  1000s 

TABLETS  S/C  100s  500s  4000s 

Federal  law  prohibits  dispensing  without  prescription 

WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 
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MEDICINE  IN  LITERATURE 


Urological  surgery  and  hospital  manpower  discussed  in 


Urological  Surgery,  ed.  4.,  Austin  In- 
gram Dodson,  Jr.,  617  pp.,  694 

illus.,  St.  Louis,  The  C.  V.  Mosby  Co., 

1970,  $32.50. 

PRACTICING  UROLOGISTS  have  been 
eagerly  awaiting  this  new  edition  of 
Dr.  Dodson’s  book.  The  first  edition, 
published  in  1944,  was  a classic  text- 
book of  urological  surgery.  The  present 
edition  does  not  serve  the  same  pur- 
pose as  the  original,  as  multiple-vol- 
ume textbooks  on  urology  are  now 
available  and  provide  greater  detail 
and  information  on  a large  variety  of 
surgical  procedures,  along  with  more 
depth  and  discussion  of  disease  etiol- 
ogy and  pathophysiology.  This  new 
book  has  beautiful  descriptions  of 
“bread-and-butter”  urological  surgical 
procedures,  such  as  approaches  to  the 
kidney,  ureter,  bladder,  and  prostate. 
These  descriptions  make  interesting 
and  valuable  reading  for  the  urology 
resident,  the  practicing  urologist,  or 
the  general  surgeon  doing  urological 
surgery. 

Unfortunately,  many  original  de- 
scriptions from  the  first  edition  are  in- 
cluded in  this  new  edition  and,  thus, 
the  book  fails  to  achieve  status  as  a 
modern  textbook.  Specific  examples  of 
this  practice  are  the  chapters  on  sur- 
gery for  nephroptosis  and  renal  infec- 
tions, which  should  have  been  deleted 
or  limited  to  brief  paragraphs.  Also, 
ureteral  strictures  and  ureteroceles  are 
no  longer  treated  by  endoscopic  dila- 
tion. 

New  chapters  such  as  the  one  on 
“Ureterovesical  Anastomosis”  by  the 
late  Dr.  Albert  J.  Paquin,  Jr.,  and  the 
chapter  by  Dr.  Eugene  F.  Poutasse  on 
“Surgery  of  Renal  Hypertension”  are 
excellent:  however,  they  are  too  brief 
to  be  of  value  to  practitioners  other 
than  the  non-urologist  who  wants  only 
to  scan  these  subjects.  Their  brevity  is 
not  consistent  with  the  detail  given  to 
other  urological  procedures  such  as 
retroperitoneal  node  dissection  and 
surgery  of  the  urinary  calculus.  A 
chapter  on  renal  transplantation  should 
have  been  included  in  this  new  edition. 

Cyst  puncture  in  congenital  polycys- 
tic kidney  disease  for  improvement  of 
renal  function  is  ineffective  and  should 
no  longer  be  recommended.  In  the  sec- 
tion on  Wilms’  tumors,  actinomycin  D 
is  advocated  when  the  disease  is  wide- 
spread. Recent  reports  have  proved 
that  chemotherapy,  along  with  surgery 


and  x-ray  therapy  as  initial  treatment, 
greatly  enhances  the  prognosis  of 
Wilms’  tumor. 

The  trans-sacral  approach  to  the 
prostate  is  not  included,  and  although 
it  is  rarely  indicated,  the  approach 
should  be  mentioned. 

The  final  chapter  in  the  book  de- 
scribes operative  techniques  for  uri- 
nary incontinence.  Hinman’s  modifica- 
tion of  the  Berry  operation  by  using  a 
rib  autograft  and  Kaufman’s  operation 
supporting  the  bulbous  urethra  with 
the  ischiocavernous  muscles  should 
have  been  included. 

Since  other  textbooks  give  more  de- 
tailed and  accurate  information  on  pre- 
operative and  post-operative  manage- 
ment, as  well  as  detailed  physiology 
of  urological  surgical  conditions,  this 
book  is  not  recommended  to  the  medi- 
cal student,  intern,  or  non-urological 
practitioner.  However,  as  stated  previ- 
ously, it  is  an  excellent  book  for  prac- 
ticing urologists  because  of  its  concise, 
excellent  descriptions  and  clear  illus- 
trations of  common  urological  surgical 
procedures. 

DOLPHUS  E.  COMPERE,  M.D. 

Fort  Worth. 

Personal  Administration  and  Labor  Re- 
lations in  Health  Care  Facilities, 
James  O.  Hepner,  John  M.  Boyer, 
and  Carl  L.  Westerhaus,  391  pp., 
tables,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1969,  $15. 

INCREASED  DEMAND  by  the  public 
for  the  highest  quality  of  health-care 
services  is  just  one  of  the  many  prob- 
lems faced  by  organized  medicine 
today.  With  this  demand  comes  the 
need  for  highly  educated,  skilled  per- 
sonnel to  fill  the  many  roles  required 
to  deliver  the  finest  health  care  possi- 
ble to  patients. 

Recognizing  this  need  and  the  cur- 
rent trend  toward  centralization  of  fa- 
cilities in  the  modern-day  hospital,  the 
authors  of  this  timely  book  have  ad- 
dressed themselves  to  the  serious 
problem  of  the  management  of  man- 
power resources  in  hospitals  and  simi- 
lar health-care  institutions. 

Many  guides  to  improvement  of 
personnel  policies  and  practices  are 
offered,  and  suggestions  for  organiza- 
tional innovation  are  meant  to  stimu- 
late readers  to  action.  The  authors 
note  that  hospitals  “have  been  notori- 
ously backward  in  their  personnel  pro- 


recent  review  books 

grams,”  and  they  suggest  that  this 
failing  may  account  for  the  current 
lack  of  personnel. 

Legislation  affecting  workers  in  all 
health-care  facilities  is  also  discussed, 
and  collective  bargaining  of  various 
employee  groups  is  noted  as  an  ad- 
ministrative problem.  Hospital  admin- 
istrators and  personnel  directors  are 
reminded  that  policies  designed  for 
the  welfare  of  all  employees  must  be 
adopted  and  maintained.  The  authors 
state  that  the  advantages  and  the  dis- 
advantages of  collective  bargaining 
should  be  a challenge  to  management. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Adrian!,  J.:  The  Pharmacology  of  Anes- 
thetic Drugs,  A Syllabus  for  Stu- 
dents and  Clinicians,  ed.  5,  Spring- 
field,  ML,  Charles  C Thomas,  1970. 
Baylor,  C.  H.:  Common  Sense  Medi- 
cine, New  York.  Beniamin  Co..  1969. 
Benson,  R.  C.:  Handbook  of  Obstetrics 
& Gynecology,  ed.  4,  Los  Altos, 
Calif.,  Lange  Medical  Publications, 
1971. 

Bjorn,  J.  C.,  and  Cross,  H.  D.:  The 
Problem-Oriented  Private  Practice  of 
Medicine,  A System  for  Compre- 
hensive Health  Care,  Chicago,  III., 
Modern  Hospital  Press  (McGraw-Hill 
Publications  Co.),  1970. 

Bond,  C.  Y.,  Dobbin,  E.  V.,  Gofman, 
H.  F.,  et  al.:  The  Low  Fat,  Low  Cho- 
lesterol Diet,  rev.  ed..  New  York, 
Doubleday  & Co.,  Inc.,  1971. 

Crile,  G.,  Jr.:  A Biological  Considera- 
tion of  Treatment  of  Breast  Cancer, 
Springfield,  ML,  Charles  C Thomas, 
1967. 

Dorsey,  J.M.:  Psychology  of  Emotion, 
Self  Discipline  by  Conscious  Emo- 
tional Continence,  Detroit,  Mich., 
Center  for  Health  Education,  1971. 
Dubin,  D.:  Rapid  Interpretation  of 
EKG's,  A Programmed  Course,  Tam- 
pa, Fla.,  Cover  Publishing  Co.,  1970. 
Enelow,  A.  J.,  ed.:  Depression  in  Medi- 
cal Practice,  West  Point,  Pa.,  Merck 
Sharp  & Dohme,  1970. 

Fivars,  G.,  and  Gosnell,  D.:  Nursing 
Evaluation:  The  Problem  and  the 
Process,  The  Critical  Incident  Tech- 
nique, New  York,  The  Macmillan 
Co.,  1966. 

Kales,  A.,  ed.:  Sleep,  Physiology  & 
Pathology,  A Symposium,  Philadel- 
phia, J.  B.  Lippincott  Co.,  1969. 
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Kessler,  H.  H.:  Disability — Determina- 
tion and  Evaluation,  Philadelphia, 
Lea  & Febiger,  1970. 

Luongo,  E.  P.;  American  Medicine  in 
Crisis,  New  York,  Philosophical  Li- 
brary, 1971. 

Magalini,  S.  I.:  Dictionary  of  Medical 
Syndromes,  Philadelphia,  J.  B.  Lip- 
pincott  Co.,  1971. 

Masserman,  J.  H.:  A Psychiatric  Odys- 
sey, New  York,  Science  House,  Inc., 
1971. 

Parker  Publishing  Co.  (editorial  staff): 
Business  Etiquette  Handbook,  West 
Nvack,  N.  Y.,  Parker  Publishing  Co., 
1965. 

Richards,  D.  W.:  Medical  Priesthoods 
and  Other  Essays,  Connecticut,  Con- 
necticut Printers,  Inc.,  1970. 

Riches,  Sir  E.,  ed.:  Tumours  of  the 
Kidney  and  Ureter,  vol.  V of  Neo- 
plastic Disease  at  Various  Sites, 
D.  W.  Smithers,  gen.  ed.,  Baltimore, 
Williams  & Wilkins  Co.,  1964. 

Roberts,  D.  W.  T.:  Obstetrics  and  Gynae- 
cology, vol.  13  of  Operative  Surgery. 
ed.  2,  C.  Rob  and  R.  Smith,  eds., 
Philadelphia,  J.  B.  Lippincott  Co., 
1971. 

Rossman,  I.  ed.:  Clinical  Geriatrics, 
Philadelphia,  J.  B.  Lippincott  Co., 
1971. 

Rotstein,  J.  ed.:  The  Immunochemistry 
and  Biochemistry  of  Connective  Tis- 
sue and  Its  Disease  States,  vol.  3 of 
Rheumatology,  An  Annual  Review, 
Basel,  Switzerland,  S.  Karger,  1970. 

Russek,  H.  I.,  and  Zehman,  B.  L.:  Cor- 
onary Heart  Disease,  Philadelphia, 
J.  B.  Lippincott  Co.,  1971. 

Shindell,  S.:  The  Law  in  Medical  Prac- 
tice, Pittsburgh,  Pa.,  Univ.  of  Pitts- 
burgh Press,  1966. 

Speer,  F.,  ed.:  Allergy  of  the  Nervous 
System,  Springfield,  III.,  Charles  C 
Thomas,  1970. 

Spielberger,  C.  D.,  ed.:  Anxiety  and  Be- 
havior, New  York,  Academic  Press, 
Inc.,  1966. 

Steiner,  M.  M.:  Clinical  Approach  to 
Endocrine  Problems  in  Children,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970. 

Stevenson,  A.  C.,  and  Davison,  B.  C. 
C.:  Genetic  Counselling,  Philadel- 
phia, J.  B.  Lippincott  Co.,  1970. 

Stoll,  B.  A.:  Hormonal  Management  in 
Breast  Cancer,  Philadelphia,  J.  B. 
Lippincott  Co.,  1970. 

Thorpe,  W.  V.,  Bray,  H.  G.,  and  James, 
S.  P.:  Biochemistry  for  Medical  Stu- 
dents, ed.  9,  Baltimore,  Williams  & 
Wilkins  Co.,  1970. 

Trounce,  J.  R.,  ed.:  A Guide  to  Drugs 
in  Current  Use,  New  York,  G.  P.  Put- 
nam’s Sons,  1971. 


Willey,  R.  L.:  Microtechniques:  A Lab- 
oratory Guide,  New  York,  The  Mac- 
millan Co.,  1971. 

Wolstenholme,  G.  E.  W.,  and  Knight,  J., 
eds.:  Sensorineural  Hearing  Loss,  A 
Ciba  Foundation  Symposium,  Lon- 
don, J.  & A.  Churchill,  1970. 
Wolstenholme,  G.  E.  W.,  and  Knight,  J., 
eds.:  Taste  and  Smell  in  Vertebrates. 
A Ciba  Foundation  Symposium,  Lon- 
don, J.  & A.  Churchill,  1970. 
Wolstenholme,  G.  E.  W.,  and  O'Connor, 
M.,  eds.:  Alzheimer’s  Disease  and 
Related  Conditions,  London,  J.  & A. 
Churchill,  1970. 

Young,  C.  G.,  and  Barger,  J.  D.:  In- 
troduction to  Medical  Science,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1969. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Memorial 
Library,  1801  N.  Lamar  Blvd.,  Austin  78701. 
Guidelines  for  book  reviewers  are  available 
from  the  Library. 


Dr.  E.  L.  Goar 

A nationally  known  leader  in  ophthal- 
mology, Dr.  Everett  Logan  Goar  of 
Houston,  died  April  25,  1971.  He  was 
84. 

Dr.  Goar,  who  retired  in  January 
after  60  years  as  a practicing  physi- 
cian in  Houston,  was  a native  of  Clin- 
ton County,  Ind.  He  was  graduated 
from  Rush  .Medical  College,  Chicago, 
III.,  in  1909  and  spent  the  following 
year  as  an  intern  at  Cook  County  Hos- 
pital In  Chicago.  In  1911,  he  moved 
to  Houston  and  opened  a general  prac- 
tice; some  50  years  ago,  however,  he 
switched  his  practice  to  ophthalmol- 
ogy. His  decision  to  specialize  came 
after  he  served  in  the  Army  Medical 
Corps  during  World  War  I.  Dr.  Goar 
pursued  postgraduate  work  in  ophthal- 
mology at  New  York  Eye  and  Ear  In- 
firmary in  New  York  City,  the  Univer- 
sity of  Colorado  in  Boulder,  and  the 
University  of  Colorado  School  of  Medi- 
cine in  Denver. 

In  1923,  Dr.  Goar  was  certified  by 
the  American  Board  of  Ophthalmology: 
he  later  served  as  a member  of  the 


DR.  GOAR 

board  for  nine  years,  two  of  which  he 
acted  as  chairman.  The  ophthalmolo- 
gist was  past  president  of  the  Harris 
County  Medical  Society,  Houston  Acad- 
emy of  Medicine,  Houston  Society  of 
Ophthalmology  and  Otolaryngology, 
Texas  Society  of  Ophthalmology  and 
Otolaryngology,  and  American  Oph- 
thalmological  Society. 

From  1952  to  1960,  Dr.  Goar  served 
as  a director  of  the  National  Society 
for  Prevention  of  Blindness,  and  in 
1962,  he  was  awarded  the  Leslie  Dana 
Gold  Medal  Award  for  his  work  in  or- 
ganizing the  Texas  Society  for  the  Pre- 
vention of  Blindness.  He  was  the  first 
Texan  to  receive  the  award,  which 
honors  outstanding  achievement  in  the 
prevention  of  blindness  and  the  con- 
servation of  vision. 

Also  a member  of  Phi  Rho  Sigma 
medical  fraternity.  Dr.  Goar  was  vice- 
president  of  the  American  Academy 
of  Ophthalmology  and  Otolaryngology 
and  chairman  of  American  Medical 
Association’s  and  Texas  Medical  Asso- 
ciation’s Sections  on  Ophthalmology. 
He  was  the  first  professor  of  ophthal- 
mology at  Baylor  College  of  Medicine 
when  it  moved  from  Dallas  to  Hous- 
ton and  was  chairman  of  the  depart- 
ment until  he  retired  in  1957  and  was 
named  professor  emeritus. 

Dr.  Goar  was  recently  honored  by 
the  Houston  Academy  of  Medicine  and 
the  Paul  Carrington  Chapter,  Texas 
Society,  The  Sons  of  the  American 
Revolution.  The  two  groups  sponsored 
a testimonial  dinner  for  the  ophthal- 
mologist on  the  60th  anniversary  of 
his  distinguished  medical  career.  At 
the  dinner.  Dr.  Goar  was  presented  the 
Sons  of  American  Revolution  Good 
Citizenship  Gold  Medal.  At  the  1971 
Annual  Session,  the  Texas  Medical  As- 
sociation House  of  Delegates  voted  to 
make  Dr.  Goar  an  honorary  member. 

Survivors  of  the  ophthalmologist  in- 
clude his  wife,  Eleise  Hailey  Goar;  a 
daughter,  Mrs.  Ann  Catherine  Babb  of 
Dallas;  two  sons,  Everett  Logan  Goar, 
Jr.,  of  Houston  and  Robert  J.  Goar  of 
Amherst,  Mass.;  a sister,  Mrs.  Edith 
Johnson  of  Houston;  and  six  grand- 
children. 
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Dr.  M.  C.  Bettis 

Houston  psychiatrist  Dr.  Moody  C.  Bet- 
tis died  April  14,  1971.  He  was  51. 

The  Brownwood  native  had  been  in 
practice  in  Houston  since  June,  1949. 
He  first  served  as  staff  psychiatrist  at 
the  Veterans  Administration  Hospital 
in  Houston.  In  June,  1950,  he  entered 
private  practice.  He  became  a clinical 
professor  of  psychiatry  at  Baylor  Col- 
lege of  Medicine  in  March,  1963. 

A graduate  of  The  University  of  Tex- 
as at  Austin,  Dr.  Bettis  received  his 
MD  degree  from  The  University  of 
Texas  Medical  Branch  at  Galveston  in 
1943.  He  then  served  a one-year  in- 
ternship at  Philadelphia  General  Hos- 
pital, Pa.  A residency  in  neuropsychia- 
try at  John  Sealy  Hospital  in  Galveston 
followed  his  internship.  From  1947  to 
1949,  as  a fellow  of  the  Menninger 
Foundation,  he  served  at  the  Veterans 
Administration  Hospital  in  Topeka, 
Kan. 

Dr.  Bettis  served  in  the  US  Army 
Medical  Corps  from  1945  to  1947, 
attaining  the  rank  of  captain. 

Dr.  Bettis  took  charge  of  the  com- 
munity mental  health  research  pro- 
gram of  the  Houston  State  Psychiat- 
ric Institute  in  1963.  In  1967-1970, 
he  served  as  associate  director  of  the 
Texas  Research  Institute  of  Mental 
Sciences.  In  1970,  he  was  appointed 
an  associate  professor  in  the  depart- 
ment of  community  medicine  at  Bay- 
lor. He  had  previously  served  as  chief 
of  psychiatry  at  Methodist  Hospital  in 
Houston  from  1951  to  1963. 

A past  president  of  the  Texas  Asso- 
ciation for  Mental  Health,  Dr.  Bettis 
had  served  on  the  American  Psychiatric 
Association  Committee  on  Certification 
in  Administrative  Psychiatry  and  was 
a consultant  to  the  Hogg  Foundation. 
Locally,  he  served  on  committees  of 
the  Houston-Galveston  Area  Council, 
Houston  Council  on  Alcoholism,  Men- 
tal Health  Association  of  Houston  and 
Harris  County,  Harris  County  Commit- 
tee on  Drug  Abuse,  and  the  Child  Guid- 
ance Center. 

He  was  also  a member  of  Houston 
Psychiatric  Society,  American  Medical 
Association,  Harris  County  Medical 
Society,  Texas  Medical  Association, 
Harris  County  Mental  Health-Mental 
Retardation  Board,  and  Texas  Neuro 
psychiatric  Association.  Certified  by 
the  American  Board  of  Psychiatry  and 
Neurology  in  1949,  he  served  as  psy- 
chiatric coordinator  with  the  Office  of 
Mental  Health  Planning  during  the  ad- 
ministration of  former  Gov.  John  B. 
Connally,  helping  to  formulate  a new 


DR.  BETTIS 

state  mental  health  program  in  1964- 
1965. 

Survivors  include  his  wife,  Martha 
Kerns  Bettis;  a son,  Barry  Kerns  Bettis; 
and  a daughter,  Jo  Ann  Bettis,  all  of 
Houston.  His  mother,  Mrs.  Hallie  Bet- 
tis of  Brownwood,  and  a sister,  Mrs. 
Joan  Allen  of  California,  also  survive. 


Dr.  R.  W.  Evans 

Dr.  Robert  Wendel  Evans,  63,  died  of 
an  apparent  heart  attack  in  his  home 
in  Clyde  on  May  5,  1971. 

The  retired  general  practitioner  was 
a native  of  Farmington,  Ky.  He  ob- 
tained his  premedical  education  at 
Edinburg  Junior  College  (now  Pan- 
American  College)  and  The  University 
of  Texas  at  Austin.  In  1942,  he  was 
graduated  with  an  MD  degree  from 
Baylor  College  of  Medicine,  then  locat- 
ed in  Dallas.  Following  his  graduation, 
Dr.  Evans  held  a one-year  internship 
at  City  and  County  Hospital  in  Fort 
Worth. 

Upon  completion  of  his  internship, 
the  physician  joined  the  US  Army.  He 
served  in  the  South  Pacific  during 
World  War  II,  and  when  he  was  dis- 
charged in  1946,  he  held  the  rank  of 
major. 

Dr.  Evans  began  practice  in  Clyde 
in  1946  and  retired  from  active  prac- 
tice in  July,  1969.  He  was  a member 
of  the  American  Medical  Association, 
Texas  Medical  Association,  and  Taylor- 
Jones  Counties  Medical  Society.  From 
1950  to  1951,  he  served  as  president 
of  Eastland-Callahan-Stephens-Shackle- 
ford-Throckmorton  Counties  Medical 
Society,  v/hen  Clyde  was  located  in 
that  society’s  geographical  region.  He 
also  served  as  Clyde  and  Callahan 
County  health  officer. 

Survivors  include  his  wife,  Alethea 
Turner  Evans;  a son,  Robert  H.  Evans 
of  Clyde;  three  daughters,  Janice 
Evans  of  Abilene,  Mrs.  Linda  Seelig  of 
Baird,  and  Lisa  Evans  of  Clyde;  two 
sisters,  Mrs.  Louise  Elliott  of  Weslaco 
and  Mrs.  Clara  Buckingham  of  Browns- 
ville; two  brothers,  Jack  Evans  of 
Manila,  Philippine  Islands,  and  Her- 
schel  Evans  of  Mayfield,  Ky.;  and  one 
granddaughter. 


Dr.  L.  A.  Boyer 

Dr.  Lorenzo  Alonzo  Boyer,  Dallas  gen- 
eral practitioner,  died  May  20,  1971. 
He  was  67. 

Dr.  Boyer  was  a native  of  Shive,  Tex. 
He  attended  Baylor  University  in  Waco 
and  was  graduated  with  a BA  degree. 
In  1930,  he  was  awarded  his  MD  de- 
gree from  Baylor  College  of  Medicine, 
then  located  in  Dallas.  The  year  fol- 
lowing his  graduation.  Dr.  Boyer  served 
an  internship  at  St.  Anthony  Hospital 
in  Oklahoma  City,  Okla. 

From  1931  to  1935,  Dr.  Boyer  had 
offices  in  Terrell,  Tex.  In  1935,  he 
moved  to  Dallas  and  served  with  the 
Dallas  City  Health  Department  for  12 
years.  He  entered  private  general  prac- 
tice in  Dallas  in  1948. 

Dr.  Boyer  was  elected  to  inactive 
membership  in  Texas  Medical  Associa- 
tion in  1971.  He  also  held  membership 
in  the  American  Medical  Association 
and  Dallas  County  Medical  Society. 

The  physician  is  survived  by  his 
wife,  Clarice  Kerley  Boyer;  a son,  Den- 
nis Wayne  Boyer  of  Dallas;  a sister, 
Mercedese  Boyer  of  Hamilton;  and  his 
mother,  Mrs.  Bertie  Boyer,  also  of 
Hamilton. 

Dr.  D.  A.  Gaddis 

Dr.  Don  Abbot  Gaddis,  Alpine  general 
practitioner,  was  found  dead  April  6, 
1971,  in  southern  Brewster  County 
near  Lajitas. 

A native  of  Valdosta,  Ga.,  Dr.  Gaddis 
attended  the  University  of  Virginia  at 
Charlottesville  and  was  a 1945  gradu- 
ate of  the  University  of  Virginia  Medi- 
cal School.  From  1945  to  1946,  he 
served  an  internship  in  medicine  at 
the  University  of  Virginia  Hospital,  and 
he  was  a surgical  intern  at  the  hospital 
from  1948  to  1949.  From  1946  to 
1948,  Dr.  Gaddis  was  a captain  in  the 
US  Air  Force  Medical  Corps. 

Dr.  Gaddis  began  practice  in  Stan- 
ton, Tex.,  in  1949.  He  moved  to  Fort 
Davis  in  1952  and  had  practiced  in 
Alpine  for  the  past  nine  years. 

The  49-year-old  physician  was  a 
member  of  American  Medical  Associa- 
tion, Texas  Medical  Association,  and 
Big  Bend  (Pecos-Jeff  Davis-Presidio- 
Brewster)  Counties  Medical  Society. 

Survivors  include  his  wife,  Betty 
Gibson  Gaddis;  a daughter,  Pamela 
Ann  Gaddis  of  Alpine;  two  sons,  Paul 
Alan  and  Carl  David  Gaddis,  both  of 
Alpine;  his  mother,  Mrs.  Effie  Gaddis 
of  Atlanta,  Ga.;  and  a sister,  Mrs. 
Joyce  Kardos  of  Atlanta,  Ga. 
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DR.  ZEDLER 

Dr.  G.  G.  Zedler 

Austin  radiologist  Dr.  Garland  Gus 
Zedler,  62,  died  May  24,  1971,  as  the 
result  of  injuries  suffered  in  an  auto- 
mobile-pedestrian accident. 

A native  of  Yorktown,  Dr.  Zedler  re- 
ceived a BA  degree  from  The  Univer- 
sity of  Texas  at  Austin  in  1934;  four 
years  later,  he  was  presented  his  MD 
degree  from  The  University  of  Texas 
Medical  Branch  at  Galveston.  While  in 
medical  school,  he  held  a student  in- 
ternship at  the  US  Marine  Hospital  in 
Galveston.  Upon  graduation,  he  ac- 
cepted a rotating  internship  at  St. 
Joseph  Hospital  in  Kansas  City,  Mo. 
He  later  held  a position  as  a junior 
resident  in  medicine  at  Brackenridge 
Hospital  in  Austin. 

From  1946  to  1949,  he  held  a resi- 
dency in  radiology  at  the  Edward  Mal- 
linckrodt  Institute  of  Radiology,  Wash- 
ington University  School  of  Medicine, 
St.  Louis,  Mo. 

Dr.  Zedler  served  for  51/2  years  in 
the  US  Army,  attaining  the  rank  of 
major.  He  was  stationed  in  the  South 
Pacific  for  three  years. 

Certified  by  the  American  Board  of 
Radiology,  the  physician  was  president 
of  the  Travis  County  Radiological  So- 
ciety at  the  time  of  his  death.  He  was 
also  a member  of  Travis  County  Medi- 
cal Society,  Texas  Medical  Association, 
American  Medical  Association,  Ameri- 
can College  of  Radiology,  Radiological 
Society  of  North  America,  and  Ameri- 
can Roentgen  Ray  Society. 

Dr.  Zedler  had  been  on  the  staffs 
of  Seton,  St.  David’s,  and  Holy  Cross 
hospitals  in  Austin.  At  his  death,  he 
was  consultant  to  Georgetown  Medical 
and  Surgical  Clinic,  Hill  Country  Memo- 
rial Hospital  in  Fredericksburg,  John- 
son City  Hospital,  Fleming  Memorial 
Hospital  in  Elgin,  St.  Edward-Rischar 
Memorial  Hospital  in  Cameron,  Halbert 
Clinic  and  Hospital  in  Rosebud,  Texas 
Rehabilitation  Hospital  of  Gonzales- 
Warm  Springs  Foundation,  Mason  Me- 
morial Hospital,  and  Smithville  Hospi- 
tal, Inc. 

Survivors  include  his  wife,  Adele 
Weymouth  Zedler;  two  daughters,  Lynn 
Marie  Zedler  and  Mrs.  Gale  Houston, 
both  of  Austin:  a sister,  Mrs.  Ann 
Pauline  Lindsey  of  Yorktown;  and  one 
grandson. 


Dr.  L.  J.  Manhoff 

Retired  San  Antonio  physician  Dr.  Louis 
J.  Manhoff,  Sr.,  died  April  11,  1971, 
in  San  Antonio. 

Dr.  Manhoff  was  born  June  23, 
1884,  in  Kiev,  Russia.  He  came  to  the 
United  States  and  attended  Milwaukee 
Medical  College  (now  Marquette  Uni- 
versity School  of  Medicine)  in  Wiscon- 
sin, graduating  with  an  MD  degree  in 
1905.  For  seven  years,  the  general 
practitioner  served  on  the  faculty  of 
the  Marquette  University  School  of 
Medicine  as  associate  professor  of 
anatomy. 

In  1919,  Dr.  Manhoff  began  private 
practice  in  San  Antonio.  Before  that 
time,  he  had  had  offices  in  Aransas 
Pass.  Dr.  Manhoff  retired  from  active 
practice  in  1965. 

The  San  Antonio  physician  was  a 
member  of  Bexar  County  Medical  So- 
ciety, American  Medical  Association, 
American  Academy  of  General  Prac- 
tice, American  Medical  Editors  and 
Authors  Association,  and  Association 
of  Military  Surgeons  of  the  US.  He 
was  also  an  honorary  member  of  Texas 
Medical  Association.  An  active  civic 
leader.  Dr.  Manhoff  served  as  vice- 
president  of  the  Southern  Medical  As- 
sociation in  1918-1919. 

Two  sons  survive  Dr.  Manhoff;  Louis 
J.  Manhoff,  Jr.,  MD,  and  Charles  M. 
Manhoff,  Jr.,  MD,  both  of  San  An- 
tonio. 


DR.  RANDALL 

Dr.  E.  Randall,  Jr. 

Emeritus  professor  of  medicine  at  The 
University  of  Texas  Medical  Branch  at 
Galveston,  Dr.  Edward  Randall,  Jr., 
died  March  11,  1971,  in  John  Sealy 
Hospital. 

A long-time  instructor  at  the  medi- 
cal school.  Dr.  Randall  was  a 1917 
graduate  of  the  University  of  Pennsyl- 
vania School  of  Medicine  in  Philadel- 
phia. He  received  his  BA  degree  from 
Yale  University,  New  Haven,  Conn.,  in 
1913.  From  May,  1917,  to  September, 
1918,  he  was  resident  physician  and 
surgeon  at  Pennsylvania  Hospital  in 
Philadelphia. 

In  1918,  he  became  the  first  Texas 
physician  to  be  certified  by  the  Nation- 
al Board  of  Medical  Examiners.  From 


1918  to  1921,  he  was  in  the  US  Army 
Medical  Corps,  serving  at  one  time  as 
chief  of  medical  service  at  Walter  Reed 
Hospital,  Washington,  D.C. 

Dr.  Randall  was  in  private  practice 
in  Dallas  for  a year  before  joining  his 
father.  Dr.  Edward  Randall,  in  practice 
in  Galveston.  In  1929,  he  succeeded 
his  father  as  professor  of  materia  med- 
ica  and  therapeutics  at  the  Medical 
Branch.  During  his  affiliation  with  the 
medical  school.  Dr.  Randall  established 
the  fever  therapy  unit  at  John  Sealy 
Hospital  and  worked  on  several  other 
important  research  projects. 

An  active  civic  worker  in  his  native 
Galveston,  Dr.  Randall  was  a member 
of  the  American  Medical  Association, 
Texas  Medical  Association,  Southern 
Medical  Association,  and  Galveston 
County  Medical  Society.  A fellow  of 
the  American  College  of  Physicians,  he 
was  named  a Distinguished  Senior 
Alumnus  of  the  University  of  Penn- 
sylvania School  of  Medicine  in  1967. 
Dr.  Randall  was  also  a member  of  the 
Texas  Society  of  Internal  Medicine, 
American  Society  of  Internal  Medicine, 
and  Phi  Rho  Sigma  medical  fraternity. 

The  79-year-old  physician  is  sur- 
vived by  his  wife,  Katharine  Risher 
Randall;  two  sons,  Edward  Randall, 
III,  and  Risher  Randall,  both  of  Hous- 
ton: a daughter,  Mrs.  Laura  Schweppe 
of  Houston;  and  11  grandchildren. 

Dr.  T.  Freundlich 

Dr.  Thomas  Freundlich,  79,  died  in 
Houston  on  April  16,  1971. 

Dr.  Freundlich,  a general  practition- 
er, had  been  in  practice  in  Houston 
for  50  years.  He  retired  in  1961.  He 
had  previously  practiced  in  Palestine, 
Tex.,  and  Hicksville,  N.Y. 

A native  of  Marshall,  Dr.  Freund- 
lich was  a 1912  graduate  of  The 
University  of  Texas  Medical  Branch  at 
Galveston.  He  served  internships  at 
Bellevue  Hospital  Center  and  Manhat- 
tan Maternity  and  Dispensary  Unit  of 
New  York  Hospital  in  New  York  City. 

In  1962,  he  was  elected  to  inactive 
membership  in  Texas  Medical  Associa- 
tion. He  was  also  a member  of  Ameri- 
can Medical  Association  and  Harris 
County  Medical  Society.  A World  War  I 
veteran.  Dr.  Freundlich  was  active  in 
the  establishment  of  the  Postgraduate 
Medical  Assembly  of  South  Texas. 

He  is  survived  by  his  wife,  Esther 
Bonart  Freundlich;  a daughter,  Mrs. 
Adele  Bloom  of  Houston;  a son,  Thom- 
as Freundlich,  Jr.,  of  Houston;  a broth- 
er, Saul  Freundlich  of  Fort  Worth;  five 
grandchildren;  and  four  great-grand- 
children. 
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DR.  COCKRELL 

Dr.  C.  R.  Cockrell 

Dr.  Charles  Ray  Cockrell,  retired  gener- 
al practitioner  and  surgeon,  died  April 
22,  1971,  in  D.  M.  Cogdell  Memorial 
Hospital  in  Snyder.  He  was  63. 

The  native  of  Knox  City,  Tex.,  was 
a graduate  of  McMurry  College  in 
Abilene  and  The  University  of  Texas 
Medical  Branch  at  Galveston.  Follow- 
ing his  graduation  from  UT  Medical 
Branch  in  1933,  Dr.  Cockrell  held  a 
one-year  internship  at  Hermann  Hos- 
pital in  Houston. 

Dr.  Cockrell  began  practice  in  Sny- 
der in  1943.  Prior  to  that  time,  he  had 
been  in  private  practice  in  Sugar  Land 
and  Baird,  Tex.  Ill  health  forced  his 
retirement  in  1964. 

The  physician  was  a member  of 
American  Medical  Association  and  the 
Colorado  Basin  (Nolan-Fisher-Mitchell- 
Scurry-Borden-Kent-Stonewall)  Coun- 
ties Medical  Society.  He  was  elected 
to  inactive  membership  in  Texas  Med- 
ical Association  in  1965.  Dr.  Cockrell 
served  as  president  of  the  former 
Eastland-Callahan  Counties  Medical 
Society  in  1942,  and  in  1950,  he  was 
elected  president  of  the  former  Scurry- 
Dickens- Kent-Garza-Borden-King-Stone- 
wall  Counties  Medical  Society. 

Dr.  Cockrell  is  survived  by  his  wife, 
Edna  Massingill  Cockrell;  three  daugh- 
ters, Mrs.  Barbara  Lynn  Boren  of  Lub- 
bock, and  Mrs.  Joann  Webb  and  Mrs. 
Susan  Floyd,  both  of  Atlanta,  Ga.;  a 
son,  Scott  Cockrell  of  Snyder;  a sister, 
Mrs.  Eva  Jones  of  Anson;  two  brothers, 
C.  A.  Cockrell,  Jr.,  of  Abilene  and 
Blake  Cockrell  of  Gainesville,  Fla.;  and 
five  grandchildren. 

Dr.  N.  W.  Karbach,  Jr. 

Dr.  Nelson  William  Karbach,  Jr.,  Hous- 
ton general  practitioner,  died  May  10, 
1971,  at  his  home.  He  was  48. 

The  second  generation  physician  was 
a native  of  Rosenberg.  He  had  prac- 
ticed in  Houston  since  1946  when  he 
received  his  license  to  practice  medi- 
cine. A graduate  of  Texas  A&M  Univer- 
sity in  College  Station,  Dr.  Karbach  was 
awarded  his  MD  degree  from  Tulane 
University  School  of  Medicine  in  New 
Orleans,  La.,  in  1946.  From  1946  to 


1947,  he  held  an  internship  at  Jeffer- 
son Davis  Hospital  in  Houston. 

Dr.  Karbach  served  in  the  US  Navy 
during  World  War  II.  After  becoming  a 
physician,  he  was  a captain  in  the  US 
Air  Force  from  1950  to  1953. 

Dr.  Karbach  was  a member  of  Amer- 
ican Medical  Association,  American 
Academy  of  General  Practice,  Texas 
Medical  Association,  and  Harris  County 
Medical  Society. 

He  is  survived  by  his  wife.  Princess 
O’Connell  Karbach;  a daughter,  Patricia 
Karbach;  a son,  Russell  Karbach;  two 
sisters,  Mrs.  LaNelle  Werner  and  Mrs. 
Joyce  Watson;  and  his  mother,  Mrs. 
Vida  Karbach,  all  of  Houston. 

Dr.  R.  M.  Johnson 

Dr.  Robert  Marion  Johnson,  67,  died 
April  19,  1971,  in  Diagnostic  Center 
Hospital  in  Houston  following  a coro- 
nary thrombosis. 

The  Houston  ophthalmologist  was  a 
native  of  Paris,  Tex.  He  attended  The 
University  of  Texas  at  Austin,  and  in 
1931,  he  received  his  MD  degree  from 
The  University  of  Texas  Medical 
Branch  at  Galveston.  Dr.  Johnson 
served  an  internship  at  Hermann  Hos- 
pital in  Houston  for  a year;  he  stayed 
with  the  hospital  for  two  more  years, 
serving  one  year  as  house  physician 
and  one  year  as  house  surgeon.  He 
then  went  into  general  practice  in 
Alvin.  Dr.  Johnson  also  served  a resi- 
dency in  ophthalmology  at  New  York 
Eye  and  Ear  Infirmary  in  New  York 
City.  After  his  residency  and  service 
in  the  US  Air  Force,  Dr.  Johnson 
worked  in  the  outpatient  clinic  at 
Hermann  Hospital  for  26  years. 

Dr.  Johnson  was  a member  of  the 
Harris  County  Medical  Society,  Texas 
Medical  Association,  and  American 
Medical  Association.  Certified  by  the 
American  Board  of  Ophthalmology,  he 
also  belonged  to  the  Houston  Oph- 
thalmological  Society  and  American 
Academy  of  Ophthalmology  and  Oto- 
laryngology. He  was  a member  of  Tex- 
as Society  of  Ophthalmology  and  Oto- 
laryngology, Texas  Ophthalmological 
Association,  and  Pan-American  Oph- 
thalmological Society. 

The  ophthalmologist  was  a past 
president  of  the  Postgraduate  Medical 


Assembly  of  South  Texas.  He  was  also 
a clinical  associate  professor  at  Baylor 
College  of  Medicine. 

A major  in  the  US  Air  Force  during 
World  War  II,  Dr.  Johnson  was  in 
charge  of  the  eye  clinic  at  the  Air 
Force  hospital  at  Miami  Beach,  Fla., 
and  later  served  as  hospital  adminis- 
trator. He  had  practiced  in  Houston  for 
35  years. 

He  is  survived  by  his  wife,  Clara 
Becker  Johnson;  a daughter,  Mrs.  Betsy 
Anderson  of  Houston;  a son,  Robert  M. 
Johnson,  Jr.,  MD,  of  Seattle,  Wash.; 
and  three  grandchildren. 


DR.  SMITH 

Dr.  R.  N.  Smith,  Jr. 

Harlingen  radiologist  Dr.  Robert  Nelson 
Smith,  Jr.,  died  May  5,  1971,  in  Valley 
Baptist  Hospital.  Cause  of  death  was 
congestive  heart  failure. 

A native  of  Memphis,  Tex.,  Dr. 
Smith  was  raised  in  Mission.  He  at- 
tended The  University  of  Texas  at  Aus- 
tin and  was  graduated  with  an  MD 
degree  from  Tulane  University  School 
of  Medicine  in  New  Orleans,  La.,  in 
1942.  From  1942  to  1943,  he  held  an 
internship  at  the  US  Naval  Hospital  in 
San  Diego,  Calif.  Dr.  Smith  remained  in 
the  Navy  until  1945,  when  he  was  dis- 
charged as  a lieutenant  (junior  grade). 
In  1945,  the  physician  accepted  a res- 
idency in  radiology  at  Scott  and  White 
Memorial  Hospital  in  Temple.  During 
his  three-year  residency.  Dr.  Smith 
took  special  training  in  radiology  at 
Mayo  Clinic,  Rochester,  Minn. 

The  53-year-old  radiologist  began 
private  practice  in  Harlingen  in  1948. 
He  was  an  active  member  of  Cameron- 
Willacy  Counties  Medical  Society,  Tex- 
as Medical  Association,  and  American 
Medical  Association.  Certified  by  the 
American  Board  of  Radiology,  he  was 
a member  of  the  Radiological  Society 
of  North  America,  American  College  of 
Radiology,  and  Texas  Radiological  So- 
ciety. He  was  also  an  alumni  of  Theta 
Kappa  Psi  medical  fraternity. 

Dr.  Smith  is  survived  by  his  wife, 
Helen  Elizabeth  Buxton  Smith;  a son, 
Robert  Nelson  Smith,  III,  of  Houston; 
two  daughters,  Mrs.  Barbara  Ann  Mills 
of  Sumner,  Miss.,  and  Mrs.  Carolyn 
Buxton  Lorimer  of  Galveston;  and 
three  grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 


INPATIENT  - OUTPATIENT 


Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmorekind  Avenue  Dallas,  Texas  75211  214  331-8331 
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P.S.  AAMA  bylaws  provide  that  the 
association,  “is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  organization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  of  Columbia  and  Puerto  Rico.  ” 

Since  our  first  organizational  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education, 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  on  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a schotarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to: 

Name  

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society:  Yes No 

County 

Name  of  Assistants:  Address: 


Clip  and  mail  to: 

American  Association  of  Medical  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 
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Choose 

the  smooth  road 

to  thyroid 

replacement  therapy 


^ - .r  v ' 


*n 


The  automatic 


transition* 


I 

I 

I 

'Your  patients  start  thyroid  therapy 
j smoothly,  easily.  They  feel  better  all 
along  the  way  with  no  metabolic 
^ “bumps.” 

The  gradual  physiologic  action  of  T4 
SYNTH RO ID  provides  virtually 
an  “automatic”  transition  through 
the  range  of  complete  thyroid  re- 
placement therapy.' 

Predictably  responsive! 

This  kind  of  comfortable  patient  re- 
sponse has  made  SYNTHROID 
the  most  widely  prescribed  brand  of 
thyroid  drug  in  the  United  States. 
It’s  a Cadillac  of  thyroid  medications 
. . . with  Volkswagen  economy.^ 

The  road  to  normalized  thyroid  sta- 
tus is  a continuous  one.  You  make 
it  smooth  and  economical  with 
SYNTHROID. 


1.  The  deiodination  of  T^to  Taat  the  cellular  level  has  been 
discussed  in  the  literature.  Reprints  on  the  subject  are 
available  from  the  Flint  Laboratories  Medical  Department. 
Use  of  T4  alone  therefore  provides  your  patients  with  a 
natural  hormone  combination  of  T3 — T4. 

2.  Patient  cost  of  SYNTHROID  is  less  than  a penny  a day 
more  than  desiccated  thyroid.  SYNTHROID  costs  patients 
nearly  50%  less  than  the  synthetic  combination  products: 
American  Druggist  BLUEBOOK,  March  1970-71 


synthroid 

(sodium  levothyroxine) 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS: 

0.05  mg.  (white);  0.1  mg.  (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


seven  color-coded  strengths  plus  injectable 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific 
replacement  therapy  for  diminished  or  absent  thyroid  function 
resulting  from  primary  or  secondary  atrophy  of  the  gland, 
congenital  defect,  surgery,  excessive  radiation,  or  antithyroid 
drugs.  Indications  for  SYNTHROID  (sodium  levothyroxine) 
Tablets  include  myxedema,  hypothyroidism  without  myx- 
edema. hypothyroidism  in  pregnancy,  pediatric  and  geriatric 
hypothyroidism,  hypopituitary  hypothyroidism,  simple  (non- 
toxic) goiter,  and  reproductive  disorders  associated  with 
hypothyroidism.  SYNTHROID  (sodium  levothyroxine)  Injec- 
tion is  indicated  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is 
required.  When  a patient  does  not  respond  to  oral  therapy, 
SYNTHROID  (sodium  levothyroxine)  injection  may  be 
administered  intravenously  to  avoid  any  question  of  poor 
absorption  by  either  the  oral  or  the  intramuscular  route. 
Precautions:  As  with  other  thyroid  preparations,  an  over- 
dosage may  cause  diarrhea  or  cramps,  nervousness,  tremors, 
tachycardia,  vomiting  and  continued  weight  loss.  These  effects 
may  begin  after  four  or  five  days  or  may  not  become  apparent 
for  one  to  three  weeks.  Patients  receiving  the  drug  should  be 
observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6  days,  then 
resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in 
insulin  or  other  antidiabetic  drug  dosage  requirements.  If 
hypothyroidism  is  accompanied  by  adrenal  Insufficiency,  as 
Addison’s  Disease  (chronic  subcortical  insufficiency),  Sim- 
mond’s  Disease  (panhypopituitarism)  or  Cushing’s  syndrome 
(hyperadrenalism),  these  dysfunctions  must  be  corrected  prior 
to  and  during  SYNTHROID  (sodium  levothyroxine)  adminis- 
tration. The  drug  should  be  administered  with  caution  to 
patients  with  cardiovascular  disease;  development  of  chest 
pains  or  other  aggravations  of  cardiovascular  disease  requires 
a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction. 
Side  effects:  The  effects  of  SYNTHROID  (sodium  levothy- 
roxine) therapy  are  slow  in  being  manifested.  Side  effects, 
when  they  do  occur,  are  secondary  to  increased  rates  of  body 
metabolism;  sweating,  heart  palpitations  with  or  without  pain, 
leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervous- 
ness have  also  been  observed.  Myxedematous  patients  with 
heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the 
beginning  of  any  thyroid  therapy  will  alert  the  physician  to 
any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  fol- 
lowed by  a more  gradual  adjustment  upward  will  result  in  a 
more  accurate  indication  of  the  patient’s  dosage  requirements 
without  the  appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine) TABLET  is  equivalent 
to  approximately  one  grain  thyroid,  U.S.P.  Administer 
SYNTHROID  tablets  as  a single  daily  dose,  preferably  after 
breakfast.  In  hypothyroidism  without  myxedema,  the  usual 
initial  adult  dose  is  0. 1 mg.  daily,  and  may  be  increased  by  0. 1 
mg.  every  30  days  until  proper  metabolic  balance  is  attained. 
Clinical  evaluation  should  be  made  monthly  and  FBI  measure- 
ments about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be 
increased  to  0.05  mg.  after  two  weeks  and  to  0.1  mg.  at  the 
end  of  a second  two  weeks.  The  daily  dose  may  be  further 
increased  at  two-month  intervals  by  0. 1 mg.  until  the  optimum 
maintenance  dose  is  reached  (O.l-I.O  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2 
mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded,  in  bottles  of 
100  and  500.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with 
5 ml.  vial  of  Sodium  Chloride  Injection,  U.S.P. , as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  INJECTION  may  be 
administered  intravenously  utilizing  200-400  meg.  of  a solu- 
tion containing  100  meg.  per  ml.  If  significant  improvement  is 
not  shown  the  following  day,  a repeat  injection  of  100-200 
meg.  may  be  given. 


FLINT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES  INC 

Morton  Grove.  Illinois  60053 


As  your  hypothyroid 
patients  travel 
along  the  smooth 
roadt  let  us  be 
of  service  in  these 
4 specific  ways: 


1 NEW  THYROID 
FUNCTION  TEST 
BOOK : Newly 
published  Guideposts 
to  Thyroid  Therapy 
discusses  the  tests 
most  appropriate  for 
use  with  each  type  of 
thyroid  medication. 
Fully  describes 
thyroid  function  tests 
and  places  their 
relative  values  in 
perspective  for 
physicians.  It  will 
give  you  valuable  new 
insights  into  the  role 
of  these  tests  in 
diagnosis  and 
treatment.  FREE — 
ask  your  Flint  man. 


3 TO  START 
THERAPY,  FREE 
TAB-MINDER 
dispensing  units,  color- 
coded  to  match  colors 
of  SYNTHROID 
tablets  in  starting 
dosage  strengths. 
TAB-MINDER  helps 
patients  to  regularly 
take  the  thyroid 
dosage  you  prescribe, 
avoid  medication 
errors.  Ask  your 
Flint  man. 


FREE 

MEDICATION  DISPENSERS 

TO  START  ALL  YOUR  PATIENTS  ON 
SYNTHROID,  IN  THESE  STRENGTHS.' 

0.05 mg. (white) ;0. 1 mg. (yellow); 
0.15  mg.  (violet);  0.2  mg.  (pink). 


4 SYNTHROID® 
INJECTION  FOR 
THYROID 
EMERGENCIES: 
Whenever  (as  in 
myxedema  coma) 
rapid  replacement  of 
thyroid  hormone  is 
needed  to  sustain  life, 
prompt  clinical 
response  is  essential. 
SYNTHROID 
INJECTION  makes 
this  therapy  instantly 
available.  Useful  also 
in  postoperative 
thyroid  medication 
situations  until  oral 
therapy  can  be 
reinstated.  Ask  your 
Flint  man  for  further  . 
information. 


I FREE  FILM  AND 
BOOK  ON  HYPO- 
THYROIDISM: In 
a 30-minute,  16-mm. 
sound/color  film,  5 
prominent  endocri- 
nologists discuss 
“Thyroid  Deficiency — 
Current  Concepts  of 
Diagnosis  and 
Treatment”.  Film 
available  on  FREE 
loan  to  physician 
groups  or  hospitals. 


A new  book,  soon  to 
be  published,  is 
devoted  to  the 
clinical  aspects  of 
hypothyroidism.  The 
author,  a leading 
endocrinologist, 
describes  the  many 
faces  of  the  condition 
and  emphasizes  the 
importance  of  clinical 
assessment  of  the 
patient.  Write,  or  ask 
your  Flint  man,  to  be 
placed  on  our  list  to 
receive  a free  copy. 


FLINT  LABORATORIES; 


DIVISION  OF  TRAVENOL  LABORATORIES,  INC. 

Morton  Grove,  Illinois  60053 


The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content  . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt,  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR) . The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


TROCINATF 

Brand  THIPHENAMIL  HCl 

400  mg./lOO  mg.  S/C  tablets 

Trocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS-MUCOUS  COLITIS 

. . . the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7.  Urol. 
73:487-93) 


PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 
RICHMOND,  VIRGINIA  23217 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes;  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


ONCOLOGY  ASSOCIATES 


Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Radiation  Therapy 
Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Chemotherapy 

Tom  B.  Bond, 
Consultant 

1550  West  Rosedaie,  Suite  620 


Marcus  J.  Sedimeir,  M.D.,  D.A.B.R. 
Radiation  Therapy 
Radium  Therapy 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 
Consultant-Physicist 

M.D.,  F.A.C.R. 

Fort  Worth  336-2028 


Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seole,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY  OBSTETRICS  & GYNECOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.*  KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 


EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 


OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.’^ 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 

Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 

DIPLOMATES  OF  THE 


Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 
AMERICAN  BOARD  OF  RADIOLOGY 


Offices: 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 


General  Surgery; 
li.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

Orthopedic  Surgery: 

E.  L,  Mahon,  Jr.,  M.D. 

Urology: 

H.  F.  Rives,  M.D. 

PatJioIogy: 

Harbert  Davenport,  Jr.,  M.D. 


STAFF 

Internal  Medicine: 

J.  T.  Boyd.  M.D. 

F.  H.  Verheyden,  M.D. 
J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecology: 
J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics: 

M.  Li.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Ralston.  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 
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directory  rates  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10.00  per  column  inch  and  listings  must  run  for  a 
minimum  of  six  months.  New  listings  are  limited  to  those 
specialties  recognized  by  the  American  Medical  Association. 
A discount  of  5%  is  allowed  for  six  months’  advance  payment. 
Mail  copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  20th  of 
the  month  preceding  publication  month. 


lexas 

Physicians’  Directory 


Allergy 

Aerospace  Medicine 

DRS.  FEIN  AND  KAMIN 

Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 

Peter  B.  Kamln,  M.D.,  FJULP.,  DIplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 

D.  OWEN  COONS,  M.D.,  M.P.H.,  F.A.M. 

DIplomate  American  Board  of  Preventive  Medicine 

Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 

Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certificatlon 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 

HOUSTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A,,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 

D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 

6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 

Clinics 

CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmolo^ 

W.  H.  Brauns,  M.D.,  Internal  Medicine 

r.  ..  r.  Obstetrics  and  Gynecology 

Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology  Richard  C.  Stoebner,  M.D., 

_.  _ _ Internal  Medicine 

Chas.  F.  Engelking,  M.D.,  _ 

Ear,  Nose  and  Throat  Fi®"  lu  O 

R.  A.  Morse,  M.D.,  Internal  Medicine  ‘ , , „ j? , ' ’ 

n 1 r.  D .1!  . t Consultant  in  Radiology — 

Ralph  R.  Chase,  M.D.,  Pediatrics  E.  Ballard,  M.D. 

Tom  R.  Hunter,  M.D.,  Surgery  John  G.  Bolen,  M.D. 

Robert  P.  Gordon,  C.P.A.,  Administrator  William  T.  Gordon,  M.D. 

V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomats  American  Boards  of  Internal  Medicine  and  Allergy 

2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 

McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Oueng,  M.D. 

Charles  D.  Haunschlld,  M.D.  James  A.  Murray,  M.D. 

Hermann  Gregory,  M.D.  (Military  Leave  of  Absence) 

Certified  American  Boards  of  Pediatrics  and  Allergy 

6655  Travis  Street,  Houston,  Texas  77025,  528-5591 

THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE  GENERAL  SURGERY 

John  M.  Church,  M.D.  John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D.  Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D.  RADIOLOGY— CONSULTANTS 

CLINIC  MANAGER  William  H.  Neil,  M.D. 

William  L.  Asper  Victor  E.  McCall,  M.D. 

HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 

Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 

ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 

W.  A.  Crozler,  M.D.,  FJV.C.A.,  Allergy-Immunology 

2530  Morgan,  Corpus  ChristI,  Texas,  882-3487 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 

MEDICINE  GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D.  Donald  S.  Gibbs,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D.  RADIOLOGY 

Otto  H.  Grunow,  M.D. 

STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 

Phone:  336-1574  If  no  answer:  924-4231 

PHYLLIS  HUFFMAN,  M.D. 

Fellow  American  Academy  of  Pediatrics 

Certified  by  Sub-Board  of  Pediatric  Allergy 

Pediatric  Allergy  and  Immunology 

606  North  Kent  Street,  Midland,  Texas  79701 

Telephone  915  682-9479 

SEAT  BELTS  SAVE  LIVES— 

BUT  ONLY  IF  YOU  USE  THEM 

Volume  67,  July,  1971 
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THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  884*3861 

GYNECOLOGY 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 


J.  H.  Thomas,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.O. 

Pruett  Moore,  Jr.,  M.D. 

Salvador  Ortiz,  M.D. 

Marilyn  Upmanyu,  M.D. 
(Consultant) 

SURGERY 

S.  T.  Coleman,  M.D.,  F.A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 
(Consultant) 

RADIOLOGY 
Crysup  Sory,  M.D. 


OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S. 
FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.  R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

UROLOGY 

J.  D.  Stephenson,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


SURGERY 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S. 
R.  J.  Turner,  III,  M.D.,  F.A.C.S. 


Mrs.  Evelyn  Farr,  Business  Manager 


INTERNAL  MEDICINE 
W.  W.  Moorman,  M.D.,  FJt.C.P. 
O,  W.  Johnston,  M.D.,  F.A.C.P. 
Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 


THE  JOHN  BUIST  CHESTER  HOSPITAL  & 

THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 

Telephone  376-5411 

John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.D.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S.,  Surgery 
Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 
Doyle  L.  Sharp,  M.D.,  General  Surgery 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.O.,  D.A.B.P.,  Pediatric  Cardiology 

D.  Owen  Coons,  M.D.,  Aero^ace  Medicine  & General  Practice 
Emmett  R.  Hamlw,  O.D.S.,  (General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  In  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

S25  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 

ADMINISTRATION 


C.  H.  "Ham"  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.O. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.O. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  O.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D, 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Baytree  Drive,  Dallas,  Texas;  Telephone  224-1181 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas:  Telephone  223-7701 
Herbert  M.  Hinckley,  M.D.,  General  Practice 
David  L.  Webb,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


DUNCANVILLE  OFFICE 

621  Hustead  St.,  Duncanville,  Texas;  Telephone  298-3378 
Terry  S.  Vincent,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Marurl,  M.D. 

General  Surgery 

B.  W.  HInk,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.O. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan,  M.O. 

Thomas  G.  Vandivler,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.O. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 


MALONE  AND  HOGAN  CLINIC 

901  Main  Street,  Big  Spring,  Texas  79720 


Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D.,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.  B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 

J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

M.  W.  Talbot,  Jr.,  M.D.,  F.A.A.P. 
RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

CONSULTANTS  IN  PATHOLOGY 


Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Doan  C.  Solcher.  M.D. 

Michael  GagliardI,  M.D. 

HEMATOLOGY 

Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 

Jeffrey  ZaJor*5ki.  M D. 

Oscar  A.  Fonseca,  M.D. 

Consultation  By  Appointment 


NEUROLOGY 

Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

PATHOLOGY 

Paul  B.  Radelat.  M.D. 

Ashok  M.  Balsaver,  M.D. 
Jack  P.  Abbott,  M.O. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.O. 
Charles  A.  Spain,  M.O. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 
ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonara  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 
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CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 

Telephone  77A-767\ 

INTERNAL  MEDICINE  GENERAL  SURGERY 

William  C.  Franklin,  M.O.  Harvey  B.  Koch,  M.D. 

Arthur  B.  Conde,  M.D.  UROLOGY 

OBSTETRICS  & GYNECOLOGY  Glen  E.  Lewis,  M.D. 

ilnn  B 'coM^liPb  DENTISTRY 

Loren  B.  Goss,  M.D.  Burley  G.  Ingram,  D.D.S. 

PEDIATRICS  RADIOLOGY 

John  R.  Dunn,  Jr.,  M.D.  Neil  B.  Longley,  M.D. 

Blanca  S.  Azios,  M.D.  Richard  E.  Schuette,  M.D. 

PHYSICAL  THERAPY  BUSINESS  MANAGER 

Richard  D.  Tinsley,  R.P.T.  C.  C.  Walker 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 

Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN.  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGHC.  WELSH.  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

J.  WADE  HARRIS.  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatolo^,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

C.  D.  L CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

l||l  MEMORIAL  LIBRARY 

1 1 1 1 TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE,  JR.,  M.D. 

DAVIDS.  SHELMIRE.  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.,  Dallas,  Texas 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  In  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 
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Eye,  Ear,  Nose,  Throat 

General  Surgery 

DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  EMsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

1321  Hickory  St.,  Abilene,  Texas,  Phone  673-3751 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Family  & General  Practice 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Dlplomate  American  Board  of  Family  Practice 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

IRWIN  KURTZ,  M.D. 

Diplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Gastroenterology 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Buildings,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D.,  F.A.C.P. 

Consultations  In  hospitals  only 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 

TEXAS  MEDICINE  is  the  only  major  source  of  medical  meeting 
information  in  the  state.  Keep  informed  by  being  a regular 
reader  of  the  “Highlights  of  Coming  Meetings”  section. 
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ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

Neurology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532'^257 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss  „ 

Dallas,  Texas  75204,  827-3610 

Neurological  Surgery 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

DIplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CURK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

PAUL  S.  MICHAELSON,  M.D. 

Adult  and  Pediatric  Neurology 

EEG  Laboratory 

8226  Douglas  Avenue  ___ 

Douglas  Plaza  Medical  Building  Suite  729 

Dallas,  Texas  75225,  214-691-6881 

Casey  E.  Patterson,  M.D,  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

r\nc  MACU  DATTCDCrtM  P CIKADCrtM  ACQKI 

Nuclear  Medicine 

L^|\o»  rNrANjI  If  1 1 1 LliowIN  w %^IIVII  OwINf 

Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

RONALD  SMITH,  M.D. 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 

Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell.  Jr.,  M.D. 

Dii^otnates  of^th^  Amerlcan  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

DAVID  R.  STAGER.  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  vrrite:  TMA  Members' 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  ProfMtlonal  Bldg.,  8535  Femdale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

DIplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

Donald  A.  Shearer,  Administrator 

'Special  Attention  to  Surgery  of  the  Hand 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 

Telephone  533-7465 

Orthopedic  Surgery 

H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 

RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 

Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 

FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louts  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 

THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glldewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 

Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 

1133  N.  19th  St.,  Abilene,  Texas  79601 

L LEE  LANKFORD.  M.D. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 

Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 

HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 

THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 

LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D, 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  79S8261 

THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

Qeorgo  M.  Boswell,  Jr-  M.D.,  F>.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 

B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 

Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 

Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• Annual  Fall  Conference,  Oct.  2,  1971,  Austin 

• Annual  Winter  Conference,  Jan.  22,  1972,  Austin 

• 105th  Annual  Session,  May  11-14,  1972,  San  Antonio 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serolo^, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olln,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

DIplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pa^ology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336*7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P,  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  WIttstruck,  M.D.,  F.C.A.P.,  Walter  Krohn,  M.D.,  F.C.A.P. 

Harold  M.  Block,  Jr.,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Patholo^ 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco.  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  M.D. 

DIplomates  American  Board  of  Pathologar 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

Pharmaceutical  advertising  in  TEXAS  MEDICINE 
keeps  you  informed  and  pays  for 
publishing  costs.  When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad  in  your  journal. 

Volume  67,  July,  1971 


147 


Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

'Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.O.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

JAMES  H.  PENOFF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523.8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637.4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782*1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904V&  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512) 

Office  696-2390 

Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Present  your  ideas 
in  Texas  Medicine 

flitting  manuscripts, 

"Information  for  Authors." 

CARL  R.  COERS,  III,  MD.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

General  Psychiatry 

140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341.4459 


Perry  C.  Talkington,  M.D. 

Howard  M.  Burkett,  M.D. 

Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 

Claude  L.  Jackson,  M.D. 

Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 

Thomas  H.  Allison,  M.D. 

Stanley  L.  Seaton,  M.D. 

Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 

Charles  G.  Markward,  M.D. 

Aretta  J.  Rathmell,  M.D. 

Donald  N.  Offutt.  M.D. 

James  W.  Black,  Jr.,  M.D. 

Marilyn  L.  Spillcrs,  M.D. 

practice  limited  to 

PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

^Bernard  J.  Dolenz,  M.D. 

♦Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
♦DIplomates  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACKG.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
*Abe  Hauser,  M.D. 

♦Robert  I.  Hauser,  M.D. 

•Barry  M.  Brown,  M.D. 

•Francisco  J.  Rodriguez,  M.D. 

Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building  -,,cno  tkaa 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman.  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 

Dallas,  Texas 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon.  M.D.,  D.A.B.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 

Business  Office 

Texas  Medical  Association 

1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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Thoracic  Surgery 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

1 FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

1 GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD.  M.D.. 

Donald  L Paulson,  M.O. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas  Texas,  824>2503 

■1  DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

1 Urology 

1 3707  Gaston  Avenue,  Dallas,  Texas  75246 

1 THE  UROLOGY  CLINIC 

1 1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

1 Doiphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

1 DIplomate  of  American  Board  of  Urology 

1 Grant  F.  Begley,  A.B.,  M.D. 

1 DIplomate  of  American  Board  of  Urology 

1 Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

1 DIplomate  of  American  Board  of  Urology 

CHARLES  T.  MEADOWS,  M.D. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas  673-8184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

1 Certified  by  American  Board  of  Urology 

1 Practice  Limited  to  Urology 

1 512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 

1 Telephones  532-8130  & 533-4765 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Sursery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

1 MARVIN  GREER  RAPE,  M.D. 

1 DIplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  M.D. 

1 DIplomate  of  American  Board  of  Urology 

1 Practice  Limited  to  Urology 

1 1703  St  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

rSfephlnS  63^4833®  ’ ““  ’ 

ERWINC.  WINKEL.  M.D. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

ALLAN  L.  GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and  | 

Bodrd  of  Thoracic  Surgery  I 

Cardiovascular  and  Peripheral  Vascular  Surgery  1 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879  I 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

DIplomates  American  Board  of  Urology 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Thoracic  Surgery  1 

Thoracic  and  Cardiovascular  Surgery  I 

Endoscopy  1 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791  I 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

JAMES  BERNARD  SEAMAN,  M.D. 

Thoracic  Surgery  1 

Tyler,  Texas  1 

214  593-4363,  877-3451  1 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology  1 

1519  Hermann  Professional  Bldg.,  Houston,  Texas  | 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.25  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn 
Chicago,  III.  60610. 
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Physicians  Wanted 

ORTHOPEIDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group, 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
^ncaster  Road,  Dallas,  Texas  75216.  

GBINERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670, ^rea  code  214,  493-2511. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  AD-236,  Texas  Medi- 
ae, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701^ 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  'Texas  78701. 

ORTHOPEDIC  SURGEON,  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-^oup.  Salary 
open.  FMll  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association.  3330  South 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester.  M.D. 

OPPORTUNraES  IN  YOAKUM  COUNTY,  TEXAS.  DENVER  CITY, 
TEXAS.  Acmal  need  for  four  general  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  16,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modern  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  60  beds,  well  equipped 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off.  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Yoakum 
County,  16  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipp^  modern  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  has  excellent  schools,  good  churches,  Yoakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital,  Denver  City,  Texas,  area  code  806, 
692-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806, 
466-8606. 

WANTED:  PHYSICIANS  WITH  INTEREST  IN  SURGERY  AND/OR 
OBSTETTRICS  to  locate  in  progressive  East  Texas  area  with  complete 
support  of  local  medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur, 
Gladewater,  Texas,  or  phone  AC  214,  846-2281. 

EMERGENCY  ElbOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants  need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-service  basis.  Excellent  eco- 
nomic opportunity.  Hospital  privileges  available.  Call  AC  612  782-3641 
collect  or  write  Texas  Hospital  Consultants,  114  West  Glenview,  San 
Antonio.  Texas  78228. 

FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
working  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8166,  379-8166,  Newton, 
Texas. 

WEST  TEXAS  OB-GYN,  FOUR  MAN  GROUP  desires  associate.  Sal- 
ary $24,000  per  year,  leading  to  partnership.  Military  service  completed 
and  age  under  38  years.  Midland  Women’s  Clinic,  2009  West  Wall, 
Midland,  Texas  79701. 

GENERAL  PRACTITIONER  WANTEID  to  join  three  man  clinic  with 
adjoining  44  bed  hospital.  Salary  to  start  with  option  for  partnership. 
Centrally  located  near  Dallas,  Fort  Worth  and  Waco.  Good  schools, 
churches,  five  miles  from  Lake  Whitney.  Contact  James  G.  Barton.  M.D., 
or  Morris  R.  Hill.  M.D..  Whitney.  Texas.  Phone  AC  817,  694-2222. 

WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  36.  military  com- 
pleted to  join  another  OB-GYN.  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-46.  60  miles  from  Dallas.  Beginning 
salary,  $26,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

GENERAL  PRACTITIONER  to  associate  with  two  GP's  doing  surgery, 
obstetrics,  orthopedics.  Salary  open  with  full  partnership  in  one  year.  No 
investment  needed.  Town  with  4.000  population.  Golf  course,  lake,  hunt- 
ing and  fishing.  21  bed  hospital  fully  staffed,  licensed  and  approved  for 
Medicare.  Joins  three  doctor  clinic.  On  call  every  third  weekend.  A.  D. 
Major.  M.D.,  or  K.  J.  Wharram.  M.D.,  Box  239,  Nocona,  Texas  76266. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10.000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTICE — ^The  city  of  George  West  and  environs  need  a 
physician  for  general  practice  due  to  the  retirement  of  the  only  doctor. 
Excellent  opportunit^r  for  highly  successful  practice  because  of  potential. 
Farming,  ranching  and  oil  main  industries.  Superior  schools,  modern  hos- 
pital within  26  minutes.  Contact  Tom  Martin,  AC612,  566-2244  collect 
or  write  Route  1,  Box  260,  George  West,  Texas  78022. 


PHYSICIAN  WANTED:  Mart,  Texas  is  located  in  Central  Texas  with 
a population  of  2,200  and  a trade  area  of  10,000  or  more.  There  is  avail- 
able a fully  equipped  clinic.  Nursing  home  with  63  beds  stays  full  at  all 
times.  Physician  potential  net  income  $40,000  to  $60,000  per  year.  For 
additional  information  contact  Georgia  Goodenough,  Chairman,  Medical 
Committee,  Mart  Chamber  of  Commerce,  1201  Texas  Avenue,  Mart,  Texas 
76664. 


WANTED:  GENERAL  PRACTITIONER.  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Base  annual  salary  $20,000,  extra 
$1,000  to  $3,600  if  board  certified.  40  hour  work  week  with  ample  vaca- 
tion time,  other  fringe  benefits.  Excellent  community  to  live.  Near  Dallas, 
Fort  Worth.  Contact  Medical  Director,  Denton  State  School,  Box  368, 
Denton,  Texas. 


RADIOLOGIST,  board  certified  or  eligible,  needed  by  board  man  for 
Msociation  ; diagnosis,  therapy.  160-bed  community  hospital,  office.  Start- 
ing guarantee  up  to  $40,000 ; solo,  group-practice  advantages.  Southern 
Texas,  international  and  coastal  access  ; continuous  resort  climate.  Maxi- 
mum leisure,  modem  facilities,  no  investment.  Curriculum  vitae,  refer- 
ences, with  first  letter  to  AD-312,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


$30,000-$40,000  GUARANTEED  FIRST  YEAR.  Little  or  no  practice 
expense.  Maximum  leisure  time  with  family.  General  and  internal  medi- 
cine private  practices  available  in  solo  and  group  situations.  Not  an 
employment  agency.  No  cost  to  physician.  Sanford  Smith,  Director,  Phy- 
sician and  Personnel  Planning,  P.O.  Box  9836,  Houston.  Texas  77016. 


PHYSICIANS  WITH  TEXAS  LICENSE.  Opportunity  to  work  in  state 
Institute  for  retarded.  40-hour  week,  retirement  program,  vacation,  other 
fringe  benefits.  Excellent  schools,  fishing,  hunting.  Salary  from  $22,000 
depending  upon  qualifications.  An  equal  opportunity  employer.  Contact 
Superintendent,  Mexia  State  School,  P.  O.  Box  1132,  Mexia,  Texas  76667, 
or  call  AC  817,  662-2821. 


WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
nMds  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond.  Ad- 
ministrator, P.  O.  Box  28,  Dallas,  Texas. 


OPPORTUNITY  FOR  YOUNG  MD  IN  FAMILY  PRACTICE  in  Spring 
Branch  area  of  Houston.  For  information  contact  Dr.  J.  Siegel,  7410 
Long  Point.  Houston,  Texas  77065;  telephone  682-2563. 


LOCUM  TENENS  NEEDED  JULY  AND  AUGUST  for  general  practice 
with  surgery.  South  Texas  city  of  41,000  population.  Close  to  Texas  coast. 
For  additional  information  contact  Ad-321,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  76501. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


PSYCHIATRIST:  Board  certified  or  eligible  with  Texas  license  or  eli- 
gible for  reciprocity,  for  2,700  bed  modern  State  Hospital.  Salary  $22,600, 
plus  additional  for  board  certification.  Appointment  available  with  South- 
western Medical  School,  Dallas.  Apply:  Luis  M.  Cowley,  M.D.,  Terrell 
State  Hospital,  Terrell,  Texas  75160.  An  equal  opportunity  employer. 


PHYSICIANS : Texas  license  or  eligible  for  reciprocity,  for  2,700  bed 
modern  State  Hospital.  Salary  $20,000.  Residency  program  affiliated  with 
Southwestern  Medical  School,  Dallas.  Apply:  Luis  M.  Cowley,  M.D.. 
Terrell  State  Hospital,  Terrell,  Texas  75160.  An  equal  opportunity  em- 
ployer. 


GENERAL  PRACTITIONER  OR  INTERNIST  NEEDED  to  assume  well 
established  second  generation,  36  year  old  practice  in  Houston,  Texas. 
Well  equipped  office,  near  two  fully  accredited  hospitals,  lab  and  x-ray 
available  in  same  complex.  Numerous  specialists  available  in  the  immedi- 
ate area,  excellent  location,  available  immediately.  Contact  Mrs.  Nelson 
W.  Karbach,  Jr.,  411  West  21st,  Houston,  Texas  77008.  Telephone  1-713- 
464-7133. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  salary 
and  incentive.  Excellent  fringe  benefits  including  retirement  plan.  New 
modern  building  with  fully  equipped  x-ray  and  laboratoi-y  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas  75501. 

Telephone  AC  214,  ^ 

STAFF  ra^ICIANS  WANTED.  Full  time  positions  in  general  medi- 
cine at  Veterans  Administration  Hospital,  Waco,  Texas.  Excellent  schools 
and  housing.  Licensure  may  be  in  any  state.  Excellent  fringe  benefits. 
Equal  opportunity  employer.  Contact  Chief  of  Staff,  Veterans  Adminis- 
tration^  

GENERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join 
eighteen  man  multi-specialty  group  in  the  Southwest.  Attractive  starting 
salary  and  incentive.  Excellent  fringe  benefits  including  retirement  plati. 
New  modern  building  with  fully  equipped  x-ray  and  laboratory  facilities. 
Two  accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & 
Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas 

75501.  Telephone  AC  214,  792-7151. ^ 

GENERAL  PRACTITIONER.  Elderly  practitioner  on  Gulf  Coast  has 
good  proposition  for  young  GP  who  wants  to  really  work  and  socialize. 
Write  P.O.  Box  1036,  Dickinson,  Texas  77539. 


INSTANT  SUCCESS — no  investment  required.  Present  physician  is 

returning  to  residency  as  soon  as  replacement  is  found.  Large  family 
practice  is  immediately  available.  Located  fifteen  miles  from  Austin  on 
I H 35  Very  modern  3000  sq.  ft.  office  fully  equipped,  located  in  a 
rapidly  developing  area.  The  practice  could  support  tiro  physicians.  Please 
reply  to  Ad-324,  Texas  Medicine,  1801  Noi'th  Lamar  Blvd.,  Austin,  lexas 
7870L 

GENERAL  PRACTITIONER,  INTERNIST,  OPHTHALMOLOGIST 

PEDIATRICIAN,  ORTHOPEDIST  to  join  six  general  practitioners  and 
three  specialists  in  well  equipped  offices.  Liberal  salaiT  with  usual  fringe 
benefits  including  hospital/major  medical,  life,  disability,  and  malprartice 
insurance,  and  interest  in  vested,  tax  sheltered  retirement  progiam.  Two 
year  employee  status  leading  to  full  partnership.  Open  staff  hospital 
appointments  at  fully  accredited,  125  bed  general  hospital  adjacent  to 
office  building.  Texas  Gulf  Coast  area  encompasses  rapid  y growing  in- 
dustrial complex  and  extensive  recreational  facilities  including  fishing, 
boating  and  hunting.  Located  25  miles  from  Houston  and  40  imlre  from 
Galveston.  School  system  includes  junior  college.  Contact  H.  H.  Duk^  Jr., 
M.D.,  Medical  & Surgical  Group,  1105  Decker  Drive,  Baytown,  Texas 
77520.  Telephone  AC  713,  427-1761.  

GENERAL  PRACTITIONER  WANTED:  Excellent  clinic  for  one  or 
two  physicians,  in  Texas  mid-gulf  coast  town  over  5000  population; 
county  seat  of  area  serving  12,000.  Centrally  air  conditioned  brick  build- 
ing near  where  town  is  starting  construction  on  first  hospital.  Other 
hospitals  9 and  20  miles.  Owner,  an  MD,  retiring,  will  rent  or  lease 
reasonably.  Contact  Ad-326,  Texas  Medicine,  1801  North  Lamar  Blvd., 


Austin,  Texas  78701. 


ASSISTANT  SURGEON— physician  with  thoracic  surgery  experience  or 
training  for  progressive  chest  hospital  affiliated  with  medical  school. 
Entering  salary  negotiable  depending  on  qualifications.  Eligibility  for 
Texas  license  required.  Contact  Personnel  Officer,  East  Texas  Chest 
Hospital,  Box  2003,  Tyler,  Texas  75701.  Equal  opportunity  employer. 

STAFF  POSITION — physician,  preferably  with  internal  medicine  ex- 
perience or  training,  to  become  full  time  staff  member.  Entering  salary 
negotiable  with  e.xcellent  future  potential.  Eligibility  for  Texas  license 
required.  Contact  Personnel  Officer,  East  Texas  Chest  Hospital,  Box 

2003,  Tyler,  Texas  75701.  Equal  opportunity  employer^ 

EXCELLENT  OPPORTUNITY— $30,000  starting ; full  partnership  after 
one  year.  Internist  (board  eligible  or  certified)  and  general  practitioner. 
Opportunity  to  join  a progressive  group  of  associates  in  a city  of  over 
400,000.  Excellent  working  conditions  : many  benefits — 360  days  of  sun- 
shine — all  types  of  recreation.  Box  12322,  El  Paso.  Texas  79912. 

general  practice — East  Texas  town  of  Alto  offers  an  opportunity 

of  a general  practice.  Community  clinic  recently  remodeled  with  very 
favorable  terms  to  responsible  physician.  Access  to  45  bed  hospital.  Area 
offers  abundant  hunting,  fishing,  golf,  etc.  Present  physician  leaving  in 
very  near  future.  Contact  Bill  Warner,  Box  57,  Alto,  Texas  75925  or 

phone  AC  713,  858-4311.  

GENERAL  PRACTITIONER  (ONE  OR  TWO)  NEEDED  to  assume 
practice  of  retiring  doctor  in  Italy,  Texas.  Italy  is  located  30  minutes 
south  of  Dallas  with  a population  of  6,000  within  a 4 mile  radius.  May 
use  present  office  space  or  will  build  to  doctor’s  specifications.  Italy  has 
a modern  75-bed  nursing  home  and  hospital  facilities  14  miles  away  in 
Waxahachie.  Good  school  (Class  A)  and  churches  with  new  homes  under 
construction.  If  you  will  take  a look,  we  will  pay  expenses.  For  informa- 
tion write  Willis  L.  Bugg,  P.O.  Box  160,  Italy,  Texas  76651,  or  call 
AC  214,  483-6271  or  483-6836. 


Situations  Wanted 


INTERNIST-GASTROENTEROLOGIST,  35  years  old,  trained  in  G.L, 
x-ray,  endoscopy.  Will  do  internal  medicine  plus  gastroenterology.  Desires 
to  relocate  in  Dallas  or  Houston  area.  Please  reply  to  Ad-319,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

TEXAS  RADIOLOGIST,  board  certified,  seeks  director  of  department 
of  small  hospital,  or  several  smaller  hospitals — clinics,  in  East  or  South 
Texas.  Experienced.  For  additional  information  contact  Ad-322,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  certified,  available  three  days  week  in  Houston,  or  out 
of  city  within  driving  distance.  Or  will  consider  full  time.  Reply  to  Ad- 
323,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OBSTETRICIAN/GYNECOLOGIST— a 35  year  old  OB/GYN,  trained  in 
a university  program,  immigrant,  seeks  opportunity  beginning  December 
1971.  Academic  positions  highly  welcome.  For  additional  information 
contact  Ad-327,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


For  Sale  or  For  Rent 


OFFICE  SPACE  AVAILABLE  in  the  Medical  School-Medical  Center 
area.  760-1000  square  feet.  Contact  C.  W.  Johnson,  M.D.,  7702  Louis 
Pasteur  Drive,  San  Antonio,  Texas  78229.  Telephone  612-696-1841. 


DOCTORS  CLINIC  IN  ATHENS,  TEXAS  IMMEDIATELY  AVAIL- 
ABLE— 13  rooms  and  large  reception  area  in  excellent  condition.  Choice 
location  bordering  85-bed  hospital  and  94-bed  nursing  home.  Athens  bor- 
dered by  lakes  and  cattle  country.  Excellent  for  schools,  excellent  for 
opportunities  and  excellent  for  living.  Contact  Joe  A.  White,  Box  1237, 
Athens,  Texas  76751.  Telephone  214-675-5124.  Roberson  Realty. 

NEW  PROFESSIONAL  BUILDING,  across  from  Baptist  Hospital. 
Total  of  16,000  sq.  ft.  Completion  date  August  1972.  Facilities  to  include 
lab  and  x-ray,  pharmacy,  parking  for  114  cars.  Leases  available.  Write 
or  call  Walter  P.  Sykes,  M.D.,  3430  Fannin,  Beaumont,  Texas,  1-713- 
832-1321  ; or  James  Mann,  M.D.,  723  Washington  Blvd.,  Beaumont, 

Texas.  1-713-832-3423. 

SUITES  AVAILABLE  in  new  medical  building  being  constructed  in 
the  heart  of  Wedgewood  near  Loop  820,  Fort  Worth,  Texas.  Lease  or 
own  your  suite.  For  infonnation  call  AC  817,  923-1237  or  923-2335,  or 
write  Dr.  Glenn  C.  McGouirk,  1105  W.  Berry  St.,  Ft.  Worth,  Texas  76110. 


Miscellaneous 


CLINICAL  CHEMIST,  post-doctoral  experience  in  a major  hospital 
desires  to  join  a group  of  clinicians  (to  perform  30-100  tests  a day)  or 
to  work  in  a medium  size  hospital.  Please  reply  to  Ad-325,  Texas  Medi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


All  I can  do  is  ask. 

Remember,  only  you  can  prevent  forest  fires,  'jg 


Announcing  The  Opening 


SEA  VIEW  HOSPITAL,  INC. 

1316  Third  Street,  Corpus  Christi,  Texas  78404 
Telephone:  512-883-0931 


Admissions  limited  to  short  term  Psychiatric  patients 
requiring  treatment  and  care  in  an  open  environment. 

Chas.  E.  Bludworth,  M.D.  Willis  G.  Goodenow,  M.D. 

Cecil  A.  Childers,  M.D.  James  J.  Meaney,  M.D. 

Shannon  Gwin,  M.D.  James  C.  Walker,  M.D. 

Harry  H.  Miller,  Administrator 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dal  mane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.'  “ 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  201 0 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 
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Cecil  A.  McRee,  M.D. 


INTERNAL  MEDICINE 


ALLERGY  DENTISTRY 

S.  W.  Hughes,  M.D.  B.  E.  Latimer,  D.D.S. 


OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese.  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 


W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S. 


RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  foiTns  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


•Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
•Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
•Ozro  T Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
•Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U..  F.A.C.S.,  Urology 
Wells  M.  Wade.  D.D.S.,  Dental  Surgery 
Haicuit  Moore,  M.D.,  F.A.A.P,,  Pediatrics 
Diplomate  American  Board  Pediatrics 

John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B. R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S..  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 
•Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B. R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B. S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatology 

Landon  W.  Stewart,  M.D.,  Internal  Medicine 

William  S.  Wolff,  M.D.,  Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 

Richard  B.  Dulany,  M.D.,  Urology 

William  F.  Walton,  D.D.S.,  General  Dentistry 

E.  Nelson  Forsyth,  Jr.,  M.D.,  Gastroenterology  & Internal 
Medicine 

Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


•Inactive  status 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

Ahliuiri  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibihty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and  / or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodie  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose’'  “'  packages  of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 
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EHC 

the  compatible  vasodilator 


• may  be  used  in  your  patients  with 
coronary  insufficiency. 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  diabetes, 
hypertension,  peptic  ulcer,  glaucoma  or 
liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators''*  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement' * and  observation  of  clinical  improvement.''^ 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCl  10  mg. 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  diiiziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References : ( 1)  Clarkson, 
I.  S.,  and  LePere,  D.  M. : Angiology  77:190-192  (June)  1960.  (2)  Horton,  G.  E.,  and 
Johnson,  P.  C.,  Jr. : Angiology  75 :70-74  (Feb.)  1964.  (3)  Dhry- 
miotis,  A.  D.,  and  Whittier,  J.  R.:  Curr.  Ther.  Res;  ■7:124-128 
(April)  1962.  (4)  Whitt ier,  J.  R.:  Angiology 75 :82-87  (Feb.)  1964. 
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professor  of  surgery 
and  chief  of  neurosurgery. 
Division  of  Neuro- 
logical Surgery,  The 
University  of  Texas  Medi- 
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Dr.  Glenn  A.  Meyer, 
is  an  assistant  professor 
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a diplomate  of  the  Ameri- 


can Board  of  Otolaryn- 
gology, a fellow  of 
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Despite  the  advances  in 
modern  obstetrical  care, 
women  still  die  from  com- 
plications of  pregnancy 
and  childbirth.  In  Texas, 
the  toll  is  roughly  three 
mothers  for  every  10,000 
babies  born  alive.  For  a 
report  on  maternal  deaths 
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editorial  beginning  on 
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Because  bacterial  proliferation  in  the 
urine  is  a function  of  time  and  retention 
, dawn  can  be... 


the  darkest  hour 


Voiding  frequency  and  bacterial  build-up^ 

Graph  shows  the  theoretical  effect  of  various 
voiding  frequencies  on  bacterial  proliferation  in 
the  urine. 

maximum  growth  rate  during  the  overnight  period 
voiding  every  3V2  hours 
voiding  every  2V2  hours 

j j voiding  every  hour : the  "washout"  effect 


, Log,, 
Number 
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Time  in  hours 


For  through-the-night  coverage 

Force  fluids.  Frequent  micturition.  It's  hard  to  fault 
this  regimen  for  dealing  effectively  with  an  acute 
bladder  infection.  Another  fundamental  adjunct  to 
treatment  is  drug  therapy  for  round-the-clock 
antibacterial  coverage.  Coverage  that  may  be  especially 
desirable  during  the  night  hours  of  sleep  when  urinary 
retention  favors  bacterial  build-up  in  the  bladder. 

This  is  the  coverage  that  Gantanol  (sulfamethoxazole) 
b.i.d.  can  provide. 

Controls  susceptible  gram-negative 
and  gram-positive  bacteria 

Within  2 to  3 hours  of  the  initial  2-Gm  adult  dose, 
effective  antibacterial  levels  in  blood  and  urine  begin 
working  to  control  the  most  common  urinary  tract 
invaders.  Subsequent  1-Gm  b.i.d.  doses  maintain 
coverage  your  patient  needs  to  fight  E.  coli  and  other 
susceptible  gram-negative  and  gram-positive 
pathogens. 

Your  options:  tablets  or  suspension 

Prescribe  Gantanol  Tablets  or  the  pleasant-tasting 
Suspension.  Either  dosage  form  provides  your  patient 
'With  the  all-day,  all-night  coverage  she  needs  to  fight 
off  nonobstructed  cystitis. 

'References:  1.  O'Grady,  F.,  and  Cattell,  W.  R. : Brit.  J.  Urol., 

38  :156, 1966. 2.  Hinman,  F.,  Jr.,  and  Cox,  C.  E.:  J.  Urol.,  96:491, 
1966.  3.  Lapides,  J.,  et  al:  J.  Urol,  100:552, 1968. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  £.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris)  and  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response.  Add  aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  Resistant  organisms  present  a current 
problem  to  the  usefulness  of  antibacterial  agents.  Blood  levels 
should  be  measured  in  patients  receiving  sulfonamides  for  seri- 
ous infections,  since  there  may  be  wide  variations  with  identical 
doses;  20  mg/ 100  ml  should  be  the  maximum  total  sulfonamide 
level,  as  adverse  reactions  occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hyp)ersensitivity;  infants 
less  than  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis) ; pregnancy  at  term  and  dur- 
ing nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly  in- 
vestigated. Sulfonamides  will  not  eradicate  or  prevent  sequelae 
to  group  A streptococcal  infections,  i.e.,  rheumatic  fever,  glo- 
merulonephritis. Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported;  early  clinical  signs  such  as  sore  throat, 
fever,  pallor,  purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  are  recommended  frequently  during 
sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma  and 
in  glucose-6-phosphate  dehydrogenase-deficient  individuals.  In 
the  latter,  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens-Johnson 
syndrome),  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reac- 
tions, periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis;  gastro- 
intestinal reactions:  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon. 

Due  to  certain  chemical  similarities  with  some  goitrogens,  diu- 
retics (acetazolamide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/ 20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspension 
contains  0.5  Gm  sulfamethoxazole. 


In  nonobstructed  urinary  tract  infections 

GantanorB.i.D. 


(sulfamethoxazole 
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Association  & 

TMA  fall  conference,  scheduled  for  Oct.  2 at  Thompson  Conference  Center, 
to  feature  four  guest  speakers,  panel  discussion,  and  lively  entertainment 


The  1971  Conference  on  Medical  Prac- 
tice and  Orientation  Program  of  the 
Texas  Medical  Association  promises  to 
be  an  outstanding  session. 

Four  prominent  out-of-state  speakers 
have  accepted  invitations  to  partici- 
pate in  the  Oct.  2 conference,  and  sev- 
eral Texas  physicians  will  also  be  on 
the  program. 

Conference  program 

Guests  and  participants  will  be 
greeted  by  TMA  President,  Dr.  James 
H.  Sammons  of  Baytown,  after  an 
early  morning  registration  period  at 
which  coffee  will  be  served. 

Leading  off  the  conference  program. 
Dr.  Sammons  will  speak  on  "Goals  and 
Challenges  for  Texas  Medicine.” 

Following  Dr.  Sammons  will  be  Dr. 
Russell  B.  Roth  of  Erie,  Pa.,  speaker  of 
the  House  of  Delegates  of  the  Ameri- 
can Medical  Association;  Dr.  F.  C.  Cole- 
man of  Tampa,  Fla.,  vice-chairman  of 
the  AMA  Council  on  Health  Manpower; 
Dr.  Warren  L.  Bostick  of  Irvine,  Calif., 
dean  of  the  University  of  California 
(Irvine)  College  of  Medicine;  and  Dr. 
William  B.  Hildebrand  of  Menasha, 
Wis.,  AMA  commissioner  on  the  Joint 
Commission  on  Accreditation  of  Hos- 
pitals. 

The  guest  speakers  have  selected 
tentative  topics  for  their  presentations: 
Dr.  Roth  will  speak  on  "Putting  It  All 
Together  Versus  Taking  It  All  Apart.” 
Dr.  Coleman’s  topic  is  to  be  "Physi- 
cian Manpower.”  Dr.  Bostick  has  chos- 
en to  address  participants  on  "Medical 
Education  Innovation  Versus  Progress,” 
and  Dr.  Hildebrand's  speech  is  entitled 
"The  Revised  Standards  of  Hospital 
Accreditation;  Their  Impact  upon  Phy- 
sicians and  the  Medical  Staff.” 

Panel  session 

A coffee  break  will  follow  the  pres- 
entations of  the  four  guest  speakers 
after  which  the  second  session  of  the 
conference,  a panel  discussion  entitled 
"What’s  Going  On  in  Texas  Medicine? 
Issues  and  Concepts  in  Medical  Ser- 
vice,” will  begin. 

Moderator  of  the  panel  will  be  Dr. 
Ed  W.  Schmidt  of  Pecos,  Association 
Vice-President.  Also  on  the  panel  will 
be  Dr.  Walter  Walthall,  Immediate  Past 
President  of  the  Association,  who  will 
speak  on  "TMA  Policy  Positions  on 
Osteopathy;”  Dr.  Charles  Max  Cole  of 
Dallas,  another  TMA  Past  President, 


who  will  talk  on  "Peer  Review — On- 
going Programs  in  Texas;  Policy  Posi- 
tions of  TMA  and  AMA;  Proposals  in 
Congressional  Legislation;”  Dr.  Joseph 
T.  Painter  of  Houston,  chairman  of 
the  TMA  Council  on  Tax-Financed 
Health  Care  Programs,  who  will  review 
"Foundations  for  Medical  Care;”  and 
TMA  executive  secretary  C.  Lincoln 
Williston,  who  will  discuss  "Direct  Bill- 
ing and  the  Acceptance  of  Assign- 
ments; Options  and  Limitations  for  the 
Physician.”  The  panel  presentations 
will  be  followed  by  a discussion  session 
and  a question-and-answer  period. 

Orienting  new  members 

Dr.  Jack  B.  Lee,  speaker  of  the  TMA 
House  of  Delegates,  will  preside  over 
the  Orientation  Program,  which  will 
supplant  the  panel  session  for  new 
and  transfer  members  of  the  Associa- 
tion. Participants  on  that  program  in- 
clude Dr.  James  A.  Hallmark  of  Fort 
Worth,  vice-chairman  of  the  TMA  Board 
of  Trustees,  "An  Accounting  of  Stew- 
ardship; What  Happens  to  Your  Dues;” 
Dr.  Charles  B.  Dryden,  Jr.,  chairman  of 
the  Association’s  Board  of  Councilors, 
"Medical  Ethics — Obligations  of  the 
Physician  to  his  Colleagues  and  to  the 
Medical  Profession;”  Donald  M.  Ander- 
son, TMA  assistant  executive  secre- 
tary, "Serving  the  Doctors  of  Texas;” 
Dr.  Robert  Mayo  Tenery,  Past  Presi- 
dent of  the  Association  and  chair- 
man of  the  TMA  Council  on  Constitu- 
tion and  By-Laws,  "Doctor-Patient  Re- 
lations;” and  Sam  V.  Stone,  Jr.,  TMA 
general  counsel,  "Legal  Aspects  of 
Medical  Practice;  Malpractice — How  to 
Avoid  It.” 

All  sessions  of  the  conference  will 
be  held  in  the  Joe  C.  Thompson  Con- 
ference Center  on  The  University  of 
Texas  at  Austin  campus.  The  morning 
session  and  the  panel  program  will  be 
held  in  the  center’s  auditorium,  while 
the  Orientation  Program  will  be  held  in 
Room  2-102. 

In  addition  to  the  conference  and  ori- 
entation programs.  Association  boards, 
councils,  and  committees  will  be  meet- 
ing during  the  weekend  to  transact 
business. 

Entertainment 

Physicians  who  attend  the  confer- 
ence will  also  have  an  opportunity  to 
attend  the  afternoon  football  game 
between  The  University  of  Texas  at 


Austin  and  the  University  of  Oregon. 
Tickets,  costing  $6  each,  may  be  or- 
dered from  the  TMA  Business  Office. 
Kick-off  time  for  the  grid  contest  is 
4 p.m. 

At  7 p.m.,  the  TMA  Group  Insur- 
ance Program  will  sponsor  a hospital- 
ity hour  for  conference  participants  at 
Fiesta  Gardens  on  Austin’s  Town  Lake. 
Physicians  are  also  invited  to  stay 
after  the  hospitality  hour  for  an  "Even- 
ing at  Fiesta  Gardens.”  Those  who  re- 
main at  the  gardens  will  be  treated 
to  a Mexican  dinner  and  the  sounds 
of  a lively  mariachi  band.  A combo  will 
also  play  for  dancing  until  midnight, 
and  boat  rides  on  the  lake  will  be 
available.  Cost  to  physicians  will  be 
$5.50  for  each  person  attending  the 
party. 

TMA  adds  new  annuity 
to  retirement  program 

A new  investment  program  is  now 
available  to  physicians  participating  in 
the  Texas  Medical  Association  Mem- 
bers Retirement  Plan  and  Trust  (Keogh 
Program). 

This  new  investment,  an  annuity 
program,  is  provided  by  Group  Life 
and  Health  Insurance  Company,  an 
affiliate  of  Blue  Cross-Blue  Shield  of 
Texas.  The  new  program  offers  par- 
ticipants a guaranteed  life  income 
which  can  be  taken  in  one  of  several 
forms  at  any  age  between  59V^  and 
701/2-  Contributions  to  the  annuity  pro- 
gram may  be  made  during  the  accu- 
mulation period,  not  only  at  retirement 
date. 

Participants  may  elect  to  receive 
their  monthly  annuity  under  any  of 
four  forms: 

1.  A monthly  life  income,  guaran- 
teed from  retirement  for  as  long  as 
the  participant  lives. 

2.  An  option  which  provides  that  if 
the  participant  dies  before  a preselect- 
ed total  of  monthly  payments  (either 
120,  180,  or  240)  are  made,  the  plan 
will  continue  to  pay  the  participant’s 
beneficiary  until  the  selected  number 
of  monthly  payments  have  been  made. 

3.  A joint  and  survivor  spouse  life 
annuity  program  option  under  which 
all  (or  a specified  portion)  of  the 
monthly  income  will  be  continued  to 
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UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 
on  mutual  funds.) 

Original  Net  asset 

price  value  per  share ^ 

Investment  media  9-30-68  6-30-71  6-30-71* 


the  participant’s  spouse  in  the  event 
of  the  participant’s  death. 

4.  Enrolled  physicians  may  also 
elect  any  other  optional  form  of  annui- 
ty agreed  to  in  writing  by  Group  Life 
and  Health  Insurance  Company  and 
the  trustee  of  the  Association’s  Keogh 
plan,  Mercantile  National  Bank  of  Dal- 
las. 

Under  the  new  annuity  program, 
participants  need  not  actually  retire  to 
begin  receiving  payments.  Monthly 
payments  may  be  made  starting  as 
early  as  age  59i^. 

In  addition  to  the  new  annuity  pro- 
gram, Keogh  participants  may  invest 
funds  in  eight  other  programs:  Mercan- 
tile Bank  Stock  Fund,  Loomis-Sayles 
Capital  Development  Fund,  T.  Rowe 
Price  Growth  Stock  Fund,  Loomis- 
Sayles  Mutual  Fund,  Stein  Roe  & Farn- 
ham  Balanced  Fund,  Mercantile  Bank 
Fixed  Income  Fund,  Mercantile  Bank 
Savings  Account,  and  US  Retirement 
Plan  Bonds. 

Deadline  extended  for  use 
of  BNDD  registration  no. 

The  Bureau  of  Narcotics  and  Danger- 
ous Drugs  has  extended  its  July  29 
deadline  for  the  use  of  physician  regis- 
tration numbers  under  the  Controlled 
Substances  Act  to  Oct.  1. 

The  bureau  extended  the  deadline 
because  personnel  shortages  have 
made  it  impossible  to  process  all  ap- 
plications by  the  July  29  date. 

Bureau  personnel  advise  that  all 
physicians  who  have  applied,  but  have 
not  yet  received,  their  BNDD  registra- 
tion number  may  continue  to  practice. 
In  an  issue  of  American  Medical  News, 
the  bureau  explained,  “They  may  pre- 
scribe, dispense,  distribute,  and  con- 
duct any  such  activity  permitted  by 
state  law  by  indicating,  instead  of  their 
BNDD,  that  ‘Federal  registration  ap- 
plied for  on  (date).’  ’’ 

The  article  noted  that  residents  and 
interns  who  are  allowed  to  prescribe 
under  state  law  must  include  the  hos- 
pital registration  number  on  their  pre- 
scriptions, in  addition  to  the  foregoing 
statement. 

Physicians  must  have  a BNDD  regis- 
tration number  by  Oct.  1,  however,  as 
no  activity  with  controlled  substances 
will  be  allowed  after  that  date  unless 
accompanied  by  a BNDD  registration 
number. 

The  bureau  had  previously  extended 
the  deadline  from  May  1 to  July  29. 


Mercantile  National  Bank  Stock  Fund 
Loomis-Sayles  Capital  Development  Fund 
T.  Rowe  Price  Growth  Stock  Fund 
Loomis-Sayles  Mutual  Fund 
Stein  Roe  & Farnham  Balanced  Fund 
Mercantile  Bank  Fixed  Income  Fund 


UT  System  establishes 
allied  health  council 

Two  new  advisory  councils,  one  on 
allied  health  programs  and  the  other 
on  marine-related  affairs,  have  been 
created  to  assist  Chancellor  Charles  A. 
LeMaistre  of  The  University  of  Texas 
System. 

Approval  for  establishment  of  the 
councils  came  on  June  4 at  a meeting 
of  the  UT  System  Board  of  Regents. 

Dr.  LeMaistre  explained  that  the 
councils  are  necessary  “in  view  of  the 
growing  need  for  close  cooperation  in 
the  development  of  marine-related  pro- 
grams and  allied  health  programs  and 
the  need  for  a formal  mechanism  for 
System-wide  planning  in  these  areas.” 

The  two  new  councils  will  report  to 
Dr.  LeMaistre  through  the  Academic 
Affairs  Council. 

The  Advisory  Council  on  Allied 
Health  Programs  will  be  headed  by  the 
vice-chancellor  for  health  affairs.  Other 
members  will  include  the  vice-chancel- 
lor for  academic  affairs  and  one  repre- 
sentative from  each  of  the  following 
UT  System  institutions — UT  Arlington, 
UT  Austin,  UT  Dallas,  UT  El  Paso,  UT 
Permian  Basin,  UT  San  Antonio,  South- 
western Medical  School  at  Dallas,  Gal- 
veston Medical  Branch,  Houston  Den- 
tal School,  M.D.  Anderson  Hospital 
and  Tumor  Institute  at  Houston,  Pub- 
lic Health  School  at  Houston,  San  An- 
tonio Dental  School,  San  Antonio  Med- 
ical School,  and  the  System  Nursing 
School. 

The  council  is  charged  with  offering 
advice  on  the  development  of  coordi- 
nated allied  health  programs  “to  maxi- 
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mize  the  efficient  utilization  of  facili- 
ties, staff,  and  faculties  and  to  provide 
for  the  health  manpower  needs  of  the 
state.” 

Members  of  the  Advisory  Council  on 
Marine-Related  Affairs  will  include  the 
vice-chancellor  for  academic  affairs, 
who  will  be  chairman;  the  vice-chan- 
cellor for  health  affairs;  and  two  rep- 
resentatives from  each  of  the  following 
UT  System  institutions — UT  Austin, 
Medical  Branch  at  Galveston,  UT  Dal- 
las, and  San  Antonio  Medical  School. 

The  marine-related  affairs  group  will 
advise  the  chancellor  in  “the  develop- 
ment of  coordinated  marine  programs 
within  the  UT  System  institutions  to 
maximize  the  efficient  utilization  of 
facilities,  staff,  and  faculties  and  to 
serve  most  effectively  the  needs  of 
students  and  the  public.” 

Charge  profiles  revised 
under  Medicare  program 

In  a recent  Medicare  Newsletter  to  all 
Texas  physicians.  Blue  Shield  of  Texas 
announced  the  revision  of  reasonable 
charge  profiles. 

The  Newsletter  told  doctors  that  the 
new  table  of  reasonable  charge  deter- 
minations went  into  effect  on  July  1, 
1971.  The  new  rates  for  Medicare 
Part  B claims  are  based  upon  charge 
data  received  during  the  entire  calen- 
dar year  of  1970. 

“The  computation  of  each  physi- 
cian’s customary  charges  for  a proce- 
dure and  the  prevailing  charge  for  the 
geographic  locales  are  to  be  based  on 
paid  claims  history  for  services  per- 


*Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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formed  during  calendar  year  1970,” 
reported  the  Newsletter. 

The  communication  also  noted  that 
the  procedure  for  calculating  custo- 
niary  charges  has  been  changed.  In- 
stead of  using  the  median  charge  as 
the  customary  rate,  the  new  procedure 
will  use  the  lowest  actual  charge  which 
is  high  enough  to  include  the  median 
as  the  customary  charge. 

“The  prevailing  charge  limits  used 
for  claims  received  on  or  after  July  1, 
1971,  will  still  be  calculated  by  using 
the  75th  percentile  of  the  1970  base 
customary  charges,”  added  the  News- 
letter. 

AMA  committee  reviews 
microwave  oven  dangers 

In  light  of  recent  articles  concerning 
"radiation  hazards”  for  users  of  micro- 
wave  ovens,  the  American  Medical  As- 
sociation’s Committee  on  Occupation- 
al Toxicology  commented  editorially 
on  the  matter  in  a recent  issue  of 
The  Journal  of  the  American  Medical 
Association. 

The  committee’s  editorial  pointed 
out  that  microwave  radiation  should 
not  be  confused  with  ionizing  radia- 
tion. The  writers  noted  that  micro- 
waves  are  used  in  “radar,  communica- 
tion relay  systems,  and  various  com- 
mercial and  industrial  applications.” 
According  to  the  editorial,  the  micro- 
wave,  which  is  a form  of  radiant 
energy,  has  two  major  characteristics: 
(1)  the  ability  to  bounce  or  deflect 
off  of  metal  and  (2)  the  heating  effect 
of  the  waves. 

Committee  members  discussed  the 
possible  hazards  in  use  of  the  ovens 
(skin  burns;  ill  effects  on  the  eyes  and 
other  organs),  but  stressed  that  the 
ovens  have  been  manufactured  under 
stringent  safety  regulations. 

The  editorial  notes  further  that  with 
the  passage  of  the  Radiation  Control 
for  Health  and  Safety  Act  of  1968,  a 
set  of  safety  standards  applicable  to 
all  microwave  ovens  has  been  estab- 
lished. These  standards  require  that 
every  oven  built  after  Oct.  6,  1971, 
shall  not  have  a leakage  of  radiation 
above  a limit  of  1 milliwatt  per  square 
centimeter  “prior  to  transfer  to  a pur- 
chaser. A limit  of  5 mw/sq  cm  is  ap- 
plicable after  acquisition  by  a pur- 
chaser.” 


“Since  1950,”  writes  the  commit- 
tee, “microwave  ovens  have  been  op- 
erated for  perhaps  100  million  hours 
without  producing  any  reported  injury 
to  housewives,  cooks,  or  other  users. 
In  spite  of  this  record  of  safety,  micro- 
wave  radiation  injury  could  occur  if 
the  manufacturers’  instructions  for  op- 
eration, care,  and  servicing  are  not 
followed.”  They  cite  damaged  doors 
and  door  seals  as  possible  areas  for 
accidents. 

The  Committee  on  Occupational 
Toxicology  also  noted  in  the  JAMA  ar- 
ticle that  since  “high-frequency  stimuli 
may  interfere  with  implanted  pace- 
maker activity,  patients  with  cardiac 
pacemakers  should  be  warned  that 
proximity  to  microwave  radiation  may 
alter  pacemaker  function.  Reported 
studies  have  indicated  changes  in 
activity  of  some  pacemakers  when 
patients  were  within  five  feet  of  a 
microwave  oven.” 


Ruling  requires  NAS-NRC 
rating  on  drug  labels,  ads 

Expect  a new  look  in  pharmaceutical 
advertisements  and  drug  labels  begin- 
ning in  October. 

Starting  that  month,  all  drug  labels 
and  advertisements  must  include  the 
efficacy  ratings  given  the  drugs  they 
describe  by  the  National  Academy  of 
Sciences-National  Research  Council, 
according  to  a ruling  by  the  Food  and 
Drug  Administration. 

An  article  in  a recent  issue  of  Medi- 
cal World  News  reports  that  the  FDA 
says  “the  disclosures  will  benefit  the 
practicing  doctor,  who  should  know  if 
a ‘substantial  body  of  medical  opinion’ 
holds  a given  drug  to  be  less  than 
completely  effective  for  certain  claimed 
uses.” 

The  president  of  the  Pharmaceutical 
Manufacturers  Association  contends 
that  the  FDA’s  ruling  will  create  a “bog 
of  semantics  more  apt  to  mislead  and 
confuse  than  to  inform.”  The  MWN 
article  comments  that  C.  Joseph  Stet- 
ler,  PMA  president,  “stressed  that  the 
[NAS-NRC]  review  was  advisory  and 
that  not  all  opinions  were  unanimous 
since  panel  members  often  differed  in 
interpreting  what  ‘substantial  evidence’ 
of  effectiveness  means.  He  also  argued 
that  the  physician  may  risk  liability 
suits  by  prescribing  any  drug  rated 
less  than  ‘effective.’  ” 

NAS-NRC  classifies  drugs  as  “in- 


effective,” “possibly  effective,”  “prob- 
ably effective,”  and  “effective.” 

Five  in  Texas  named 
AMA  affiliate  members 

Several  members  of  the  Texas  Medical 
Association  staff  and  other  Texans 
were  nominated  and  accepted  as  affili- 
ate members  of  the  American  Medical 
Association  at  the  recent  AMA  annual 
meeting  in  Atlantic  City,  N.J. 

The  Association’s  assistant  execu- 
tive secretary,  Donald  M.  Anderson, 
and  public  relations  and  advertising 
director,  Jon  R.  Hornaday,  were  noti- 
fied of  their  election  on  July  22.  Mr. 
Philip  R.  Overton,  general  counsel  for 
TMA,  Dr.  William  H.  Knisely  (Ph.  D.), 
vice-chancellor  for  health  affairs  of 
The  University  of  Texas  System,  and 
Houston  pharmacist  Dewey  D.  Garner 
were  also  named  affiliate  members.  All 
were  nominated  by  the  AMA  Judicial 
Council  and  approved  by  the  national 
organization’s  House  of  Delegates. 

Affiliate  membership  in  the  AMA 
may  be  granted  to  persons  in  a vari- 
ety of  classes — i.e.,  foreign  physicians, 
American  physicians  serving  in  foreign 
countries,  dentists,  pharmacists,  medi- 
cal or  allied  health  sciences  teachers, 
scientists,  and  other  “individuals  who 
have  attained  distinction  in  their  field 
of  endeavor.” 


Accreditation  manual  now 
available  to  hospitals 

The  new  Accreditation  Manual  for  Hos- 
pitals, 1970  is  now  available  from  the 
Joint  Commission  on  Accreditation  of 
Hospitals. 

The  manual  contains  summaries  of 
the  requirements  in  the  various  servic- 
es of  the  hospital  that  are  necessary 
for  accreditation.  The  accreditation 
procedure  is  explained,  and  the  appeal 
procedure  is  outlined. 

Copies  of  the  manual  are  available 
either  in  soft-cover  or  looseleaf  edi- 
tions. Soft-cover  copies  cost  $2  each, 
while  the  looseleaf  edition  in  a hard- 
back notebook  with  dividers  runs  $8  a 
copy.  The  Hospital  Survey  Question- 
naire may  also  be  obtained  from  the 
Joint  Commission  for  $4.25  a copy. 

Orders  should  be  sent  to  the  Joint 
Commission  on  Accreditation  of  Hospi- 
tals, 645  N.  Michigan  Ave.,  Chicago, 
III.  60611. 
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TEXAS  MEDICINE 


Suddenly, 
she  stopped 
...confused. 


A monnent  of  confusion  now  and 
then... gaps  in  her  memory... a spell  of 
dizziness:  Early  warnings  of  cerebrovas- 
cular disease  are  often  easy  for  the  pa- 
tientto  dismiss.  Buttheyare  by  no  means 
uncommon.  (Did  she  mention  it  the  last  time  you  checked 

You  are  most  likely  to  detect  her  blood  pressure?) 
them,  of  course,  in  hypertensive,  diabetic  or  cardiac  patients,  though  not  without 
careful  questioning  of  the  family  as  well  as  the  patient,  in  many  cases. 

Early  diagnosis  of  transient  ischemia  means  more  viable  vascular  mus- 
cle more  capable  of  responding  to  the  direct  spasmolytic  and  dilating  action  of 
Cyclospasmol ...  a better  chance  to  protect  and  maintain  adequate  cerebral  circu- 
lation. Cyclospasmol,  notably  free  of  adrenergic  or  cardiostimulant  effects,  has  a 
smooth,  gradual  onset  of  action.  Chances  for  the  desired  result  increase  with 
continued  use. 


Before  transient  cerebral  ischemia  gives  way  to  lasting  damage 


Cyclospasmol 


(cyclandelate)  200  mg.  Capsules 

For  long-term  enhancement  of  cerebral  blood  flow 


ACTIONS:  Cyclospasmol  (cyclandelate)  is  an 
orally  effective  peripheral  spasmolytic  and 
vasodilator  that  acts  directly  on  the  vascular 
smooth  musculature  to  produce  a gradual  and 
progressive  relaxation  that  enhances  the 
peripheral  and  cerebral  blood  flow.  INDICA- 
TIONS: For  adjunctive  therapy  in  occlusive 
and  vasospastic  diseases  of  the  vascular  sys- 
tem associated  with  an  impaired  circulation, 
such  as:  intermittent  claudication;  arterioscle- 
rosis obliterans:  thrombophlebitis  (to  control 
associated  vasospasm  and  muscular  ische- 
mia); nocturnal  leg  cramps;  local  frostbite; 
Raynaud's  phenomenon;  as  an  aid  to  encour- 
age healing  of  diabetic  and  trophic  ulcers  of 
the  legs;  and  for  selected  cases  of  ischemic 
cerebral  vascular  disease.  A faster  response 
may  be  expected  in  conditions  in  which  vaso- 
spasm IS  predominant  in  the  pathological  proc- 
ess. The  drug  is  not  intended  to  substitute  for 
an  adequate  medical  or  surgical  program  in 
the  treatment  of  peripheral  or  cerebral  vascu- 
lar disease.  It  is  imperative  that  the  patient 
continue  to  follow  established  therapy,  e.g., 
foot  care,  discontinuance  of  smoking,  etc., 
while  taking  Cyclospasmol.  Since  cerebrovas- 
cular disease  is  diagnosed  most  frequently 
only  after  destruction  of  nerve  tissue,  it  cannot 
be  expected  that  signs  and  symptoms  arising 
from  an  interruption  of  neuronal  function  can 


be  completely  reversed  by  correcting  the  ex- 
citing cause.  Nevertheless,  restoration  of 
blood  flow  towards  more  normal  levels  with 
cyclandelate  may  often  produce  marked  relief 
from  such  signs  and  symptoms  as  head  noises, 
ringing  in  the  ears,  a feeling  of  weakness,  un- 
steady gait,  mental  confusion,  temporary  fluc- 
tuations in  hearing  acuity,  poor  memory  and 
slurred  speech.  More  important,  the  drug  may 
provide  prophylaxis  against  further  circulatory 
embarrassment,  particularly  if  the  diminished 
circulation  is  associated  with  spasm  of  the 
vascular  wall  CONTRAINDICATIONS:  Cyclo- 
spasmol is  contraindicated  in  cases  of  known 
hypersensitivity  to  the  drug.  WARNINGS:  1. 
Cyclandelate  should  be  used  with  extreme 
caution  in  patients  with  severe  obliterative 
coronary  artery  or  cerebral  vascular  disease, 
since  there  is  a possibility  that  these  diseased 
areas  may  be  compromised  by  vasodilatory 
effects  of  the  drug  elsewhere.  2.  USE  IN  PREG- 
NANCY: The  safety  of  cyclandelate  for  use 
during  pregnancy  or  lactation  has  not  been 
established;  therefore,  it  should  not  be  used 
in  pregnant  women  or  in  women  of  childbear- 
ing age  unless,  in  the  judgment  of  the  physi- 
cian, its  use  is  deemed  absolutely  essential 
to  the  welfare  of  the  patient.  3.  Although  no 


prolongation  of  bleeding  time  has  been  dem- 
onstrated in  humans  in  therapeutic  dosages. 
It  has  been  demonstrated  in  animals  at  very 
large  doses.  Therefore,  the  hazard  of  a pro- 
longed bleeding  time  should  be  carefully  con- 
sidered when  administering  cyclandelate  to  a 
patient  with  active  bleeding  or  a bleeding  tend- 
ency. PRECAUTIONS:  Since  Cyclospasmol  is 
a vasodilator,  it  should  be  used  with  caution 
in  patients  having  glaucoma.  Consult  direction 
circular  before  prescribing.  ADVERSE  REAC- 
TIONS: Gastrointestinal  distress  (pyrosis,  pain 
and  eructation)  may  occur  with  Cyclospasmol, 
These  symptoms  occur  infrequently  and  are 
usually  mild.  Relief  can  often  be  obtained  by 
taking  the  medication  with  meals  or  by  the 
concomitant  use  of  antacids.  Mild  flush,  head- 
ache, feeling  of  weakness  or  tachycardia  may 
occur,  especially  during  the  first  weeks  of  ad- 
ministration. SUPPLIED:  200  mg.  blue  cap- 
sules in  bottles  of  100  and  500;  100  mg. 
orange  tablets  m bottles  of  100  and  500. 

May  we  send  you  reprints,  detailed  literature 
or  professional  samples? 

IVES  LABORATORIES  INC. 

685  Third  Avenue, 

New  York,  N Y.  10017 


Dedicated  to  improving  the  quality  of  life,  through  Medicine 
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For  the 


prevention 
of  the 
gripping 
pain  of 
angina 


Peritrat^SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Peritrate*SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


W A R N E R- C H I LCOTT 

Morris  Plains,  New  Jersey  07950 

PE-GP-1 1 


Announcing  The  Opening 

SEAVmW HOSPITAL,  INC 

1316  Third  Streef,  Corpus  Christi,  Texas  78404 
Telephone:  512-883-0931 

Admissions  limited  to  short  term  Psychiatric  patients 
requiring  treatment  and  care  in  an  open  environment. 

Chas.  E.  Bludworth,  M.D.  Willis  G.  Goodenow,  M.D. 

Cecil  A.  Childers,  M.D.  James  J.  Meaney,  M.D. 

Shannon  Gwin,  M.D.  James  C.  Walker,  M.D. 

Harry  H.  Miller,  Administrator 


DISCOVER  AMERICA 


ITS  SOME  BACKYARD 


WICHITA  FALLS  CLINIC-HOSPITAL 


GENERAL  SXTRGERY 
W.  E.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

Charles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxfield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 

Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed.  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon.  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  III,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D, 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D..  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagmosis  & Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D,,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worthen,  Jr.,  M.D. 

James  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 
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Taste! 


Dicarbosil 

ANTACID 

Your  ulcer  patients  and 
others  will  love  it.  Specify 
DICARBOSIL  144's-144tab- 
lets  in  1 2 rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis.  Missouri  63102 


PHONOCARDIOGRAPHY 
PULSE  TRACINGS 
VECTORCARDIOGRAPHY 
A WORKSHOP 

September  27-30,  1971 

This  is  an  intensive  four-day  program  covering  in  detail  the  field 
of  phonocardiography  and  pulse  tracings  and  vectorcardiography. 
Emphasis  will  be  placed  on  the  values  and  limitations  of  these 
techniques  and  related  areas  as  applies  to  the  patient's  diagnostic 
problems.  Two  days  will  be  dedicated  to  phonocardiography  and 
pulse  tracings  and  two  days  for  vectorcardiography.  The  morning 
sessions  will  be  devoted  exclusively  to  individual  analysis  of  trac- 
ings by  the  participants  under  the  orientation  of  the  local  and 
guest  faculties.  This  program  is  intended  for  those  who  wish  a 
close  and  detailed  exposure  to  the  values  and  the  limitations  of 
these  techniques. 

Presented  By:  The  American  College  of  Cardiology  and  Institute 
for  Cardiovascular  Diseases,  Good  Samaritan  Hospital,  Phoenix, 
Arizona 

At:  Mountain  Shadows  Resort  Hotel,  Scottsdale,  Arizona 

Program  Director:  Alberto  Benchimol,  M.D.,  Director,  Institute  for 
Cardiovascular  Diseases,  Good  Samaritan  Hospital 

Guest  Speaker:  Bernard  L.  Segal,  M.D.,  Associate  Professor  of 
Medicine,  Hahnemann  Medical  College  and  Hospital,  Philadel- 
phia, Pennsylvania 

For  Information  Concerning  the  Program,  Write:  Mr.  William 
Nelligan,  Executive  Director,  American  College  of  Cardiology, 
9650  Rockville  Pike,  Bethesda,  Maryland  20014 


Brief  Summary  of  Prescribing  Information— 

9-9/22/69.  For  complete  information  consult 
Official  Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active 
peptic  ulceration,  ulcerative  colitis,  severe  de- 
pression or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  SmaU-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have 
occurred  during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formula- 
tions should  be  used  with  Salutensin  only 
when  indicated  and  should  be  discontinued 
immediately  if  abdominal  pain,  distension, 
nausea,  vomiting  or  gastrointestinal  bleeding 
occurs.  Use  cautiously,  and  only  when  deemed 
essential,  in  fertile,  pregnant  or  lactating  pa- 
tients. Use  in  Pregnancy:  Thiazides  cross  the 
placenta  and  can  cause  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia, 
altered  carbohydrate  metabolism  and  possibly 
electrolyte  disturbances.  Fatal  reactions  may 
occur  with  reserpine  during  electroshock 
therapy;  discontinue  Salutensin  2 weeks  be- 
fore such  therapy.  Increased  respiratory 
secretions,  nasal  congestion,  cyanosis  and 
anorexia  may  occur  in  infants  born  to  reser- 
pine-treated  mothers. 

Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis 
and  corticosteroid  therapy)  may  occur,  par- 
ticularly with  pre-existing  vomiting  and  diar- 
rhea. Potassium  loss  or  protoveratrine  A may 
cause  digitalis  intoxication.  Potassium  loss 
responds  to  potassium-rich  foods,  potassium 
chloride  or,  if  necessary,  discontinuation  of 
therapy.  Stop  therapy  if  protoveratrine  A 
induces  digitalis  intoxication.  Serum  am- 
monia elevation  may  precipitate  coma  in 
precomatose  hepatic  cirrhotics.  Discontinue 
therapy  2 weeks  before  surgery  or  if  myo- 
cardial irritability,  progressive  azotemia  or 
severe  depression  occur.  Exercise  caution  in 
patients  with  chronic  uremia,  angina  pec- 
toris, coronary  thrombosis  or  extensive  cere- 
bral vascular  disease  or  bronchial  asthma  and 
in  those  with  a history  of  peptic  ulceration  or 
bronchial  asthma;  in  post-sjropathectomy  pa- 
tients; in  patients  on  quinidine;  and  in  pa- 
tients with  gallstones,  in  whom  biliary  colic 
may  occur.  Patients  who  have  diabetes 
mellitus  or  who  are  suspected  of  being  pre- 
diabetic should  be  kept  under  close  observa- 
tion if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic 
anemia,  orthostatic  hypotension  (potentiated 
with  alcohol,  barbiturates  or  narcotics),  aller- 
gic glomerulonephritis,  acute  pancreatitis, 
liver  involvement  (intrahepatic  cholestatic 
jaundice),  purpura  plus  or  minus  throm- 
bocytopenia, hyperuricemia,  hyperglycemia, 
glycosuria,  malaise,  weakness,  dizziness,  fa- 
tigue, paresthesias,  muscle  cramps,  skin  rash, 
epigastric  distress,  vomiting,  diarrhea  and 
constipation.  Reserpine:  Depression,  peptic 
ulceration,  diarrhea.  Parkinsonism,  nasal  stuf- 
finess, dryness  of  the  mouth,  weight  gain, 
impotence  or  decreased  libido,  conjunctival 
injection,  dull  sensorium,  deafness,  glaucoma, 
uveitis,  optic  atrophy,  and,  with  overdosage, 
agitation,  insomnia  and  nightmares.  Proto- 
veratrine A:  Nausea,  vomiting,  cardiac  ar- 
rhythmia, prostration,  blurring  vision,  mental 
confusion,  excessive  hypotension  and  brady- 
cardia. (Treat  bradycardia  with  atropine  and 
hypotension  with  vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Salntenaif 

hydroflumethiazide,  50  mg./reserpine, 
0.125  mg.  protoveratrine  A,  0.2  mg. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


BRISTOL 
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The  antihypertensive  thera^ 
that  is  ea^to  live  with; 


When  successive  blood  pressure  readings  confirm 
essential  hypertension,  consider  Salutensin  for; 

Easy-to-live-with  control.  Gradual  reduction  of 
blood  pressure  leading  to  decisive,  comfortable 
control  is  the  common  clinical  response. 

*Salutensin  is  usually  well-tolerated  (however, 
serious  side  effects  can  occur;  see  adjacent  column 
for  brief  summary  of  prescribing  information). 


Easy-to-Iive  with  dosage.  Two  tablets  a day 
usually  achieves  control.  One  to  two  tablets  a day 
often  maintains  control  without  need  for  additional 
antihypertensive  agents. 

Easy-to-Iive  with  c^t  of  therapy.  The  one  to  two 

^ tablets  a day  maintenance  dose  makes  Salutensin 
k economical  to  stay  with.  Important,  because  long- 
term control  calls  for  long-term  therapy. 


Salntensiif 

imethiazide.SO  mg./reserpine, 
g.  protoveratrine  A,  0.2  mg. 


7*^ 


OU-7019 


Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 


GEIGY  PHARMACEUTICALS.  DIVISION  OF  GEIGV  CHEMICAL  CORPORATION.  ARDSLCV,  NEW  YORK  10S02  UNDER  LICENSE  FROM  BOEHRINGER  INGELHElM  G.M.B.H. 


TEXAS  PEDIATRIC  SOCIETY 

Scheduled  for  Sept.  23-25  at  the  Marriott  Motor  Hotel  in  Hous- 
ton, the  annual  meeting  of  the  Texas  Pediatric  Society  will 
feature  guest  speakers  Drs.  Michael  E.  Miller,  associate  profes- 
sor of  pediatrics.  University  of  Pennsylvania  School  of  Medi- 
cine, Philadelphia:  Henry  L.  Nadler,  chief  of  staff.  Children’s 
Memorial  Hospital,  Chicago;  Jens  G.  Rosenkrantz,  surgeon-in- 
chief, Children’s  Hospital  of  Los  Angeles;  James  F.  Marks, 
associate  professor  of  pediatrics,  ’The  University  of  Texas 
Southwestern  Medical  School  at  Dallas;  Beverly  Sutton,  chief. 
Children’s  Psychiatric  Hospital,  Austin  State  Hospital,  Austin; 
and  H.  Eldon  Sutton  (PhD),  professor  of  zoology.  The  Univer- 
sity of  Texas  at  Austin.  Presentations  will  be  “Gene  Action 
and  Human  Disease,”  “Genetic  Counseling,”  “Inborn  Errors  of 
the  Immune  System,”  “Intra-Uterine  Surgery,”  “General  Aj)- 
proaches  to  Inborn  Errors  of  Metabolism,”  “Familial  Hyper- 
uricemia,” “Prenatal  Detection  of  Genetic  Disorders,”  “Inborn 
Errors  of  the  Inflammatory  System — Humoral  Aspects,”  “Rec- 
ognizable Patterns  or  the  FLK,”  and  “Inborn  Errors  of  the 
Inflammatory  System — Cellular  Aspects.”  Those  who  are  not 
members  of  Texas  Pediatric  Society  must  pay  a $20  registra- 
tion fee;  there  is  no  registration  fee  for  members. 

Contact:  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin  78701, 
secretary. 


AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  INC. 

“Prevention  and  Management  of  Heart  Disease,  1971”  will  be 
presented  by  American  Heart  Association,  Texas  Affiliate,  Inc., 
in  cooperation  with  The  University  of  Texas  Medical  School 
at  San  Antonio,  Sept.  23-25,  in  San  Antonio.  'The  annual  scien- 
tific sessions  will  be  staged  at  the  medical  school  and  at  the 
Convention  Center.  Participating  in  the  sessions  will  be  Drs. 
Barry  Beller,  Byron  Dooley,  David  Fuller,  Arthur  Grant,  Joseph 
Linhart,  Henry  McGill,  and  Robert  Talley,  all  members  of  the 
faculty  at  UT  Medical  School  at  San  Antonio.  Other  speakers 
will  be  Drs.  Sidney  Blumenthal,  University  of  Miami  School  of 
Medicine;  Roderick  W.  Childers,  University  of  Chicago;  Edward 
Freis,  Veterans  Administration  Hospital,  Washington,  DC;  J. 
Willis  Hurst,  Emory  University  School  of  Medicine,  Atlanta, 
Ga.;  John  Laragh,  New  York  City;  Robert  Levy,  National  Heart 
and  Lung  Institute,  Bethesda,  Md.;  John  Moyer,  Hahnemann 
Medical  College  of  Philadelphia;  and  C.  H.  Rammelkamp,  Case 
Western  Reserve  University  School  of  Medicine,  Cleveland. 
Speakers  will  discuss  stress  testing  in  the  evaluation  of  the 
cardiac  patient,  the  role  of  physical  medicine  in  cardiac  reha- 
bilitation, the  role  of  surgery  in  rehabilitation  from  severe 
cardiac  disease,  prevention  of  coronary  heart  disease,  prevention 
of  rheumatic  heart  disease,  the  electrophysiology  of  the  pre- 
infarction state,  recognition  of  left  ventricular  dysfunction,  pre- 
vention of  cardiac  arrhythmias,  and  hyi)ertensive  complications 
and  their  prevention. 

Contact:  Dudley  H.  Hafner,  PO  Box  9928,  Austin  78757,  execu- 
tive director. 


HIGHIIGHfS 

OF 

GOMIMG 

MEEIIMGS 


CURRENT  MEETINGS  IN  TEXAS 

PANHANDLE  DISTKICT  MEDICAL  SO- 
CIETY’S annual  meeting,  held  jointly 
with  Methodist  Lectureship,  Lubbock  Sur- 
gical Society,  and  Lubbock  Ob-Gyn  Socie- 
ty, will  t^e  place  Sept.  18  at  KoEo 
Palace  in  Lubbock.  Guest  speakers  will 
be  Drs.  Oliver  H.  Beahrs,  head  of  the 
section  of  surgery,  Mayo  Graduate  School, 
Rochester;  Ben  V.  Branscomb,  professor 
of  medicine,  division  of  pulmonary  dis- 
eases, University  of  Alabama  Medical 
Center,  Birmingham;  F.  Henry  Ellis,  Jr., 
chairman,  department  of  cardiovascular 
surgery,  Lahey  Clinic,  Harvard  Medical 
School,  Boston;  Giles  F.  Filley,  professor 
of  medicine.  The  Webb-Waring  Institute 
for  Medical  Research,  Denver;  and  Rob- 
ert W.  Kistner,  assistant  professor  of 
obstetrics-gynecology.  Harvard  Medical 
School,  Boston.  Pulmonary  disease  will 
be  emphasized  at  the  medical  section  and 
topics  to  be  discussed  are  acid-base  and 
blood  gas  concepts,  chronic  lung  disease — 
clinical  relevance,  function  tests,  chronic 
adaptation  to  COj,  clinical  approach  to 
obscure  diffuse  pulmonary  infiltrations, 
diffusion  tests  and  arterial  blood  find- 
ings, acute  respiratory  failure — effects  on 
brain  and  heart,  and  non-physiological 
diagnostic  problems.  A panel  session  is 
planned,  in  which  the  audience  will  be 
invited  to  participate.  Contact:  Mrs. 
Carlie  Umphres,  Box  3276,  Amarillo 
79106,  executive  secretary. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ASSOCIA'nON  OF  MEDI- 
CAL CLINICS  will  feature  discussions 
on  prepaid  medical  care,  health  mainte- 
nance organizations,  financing  of  health 
services,  and  training  and  use  of  allied 
health  personnel  at  its  22nd  annual  meet- 
ing, Sept.  14-18,  at  the  Sheraton-Cleve- 
land  Hotel  in  Cleveland.  Quality  control 
and  peer  review  within  the  clinic,  prob- 
lems in  clinic  management,  income  dis- 
tribution, physician  recruitment,  computer 
use  in  clinics,  education  programs,  and 
satellite  clinics  are  subjects  to  be  covered 
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in  workshops.  Contact:  Dr.  Edward  M. 
Wurzel,  Box  949,  719  Prince  St.,  Alexan- 
dria, Va.  22313,  executive  director. 


AMERICAN  ELECTROENCEPHALO- 
GRAPHIC  SOCIETY  and  AMERICAN  SO- 
CIETY OF  EEC  TECHNOLOGISTS  have 
scheduled  their  annual  meetings  Sept.  IS- 
IS at  the  Hotel  Radisson  South  in  Bloom- 
ington, Minn.  A course  in  current  prac- 
tice of  clinical  electroencephalography 
will  bo  offered  Sept.  13-15.  Scientific 
sessions  will  be  held  Sept.  16-18.  The 
program  will  include  a Symposium  on 
Psychological  Correlates  of  the  EEG,  a 
Symposium  on  Generalized  vs.  Focal  Elec- 
troencephalographic  Seizure  Activity,  and 
a joint  session  with  ASET  on  “The 
Future  of  EEG  Technology.’’  ASET  will 
present  a course  on  fundamentals  of  EEG 
technology  on  Sept.  16,  with  general  ses- 
sions on  Sept.  17-18.  Contact:  Mrs.  Mar- 
garet H.  Henry,  36391  Maple  Grove  Rd., 
Willoughby  Hills,  Ohio  44094,  executive 
secretary. 


AMERICAN  HOSPITAL  ASSOCIA- 
TION’S 73rd  Annual  Convention  is  sched- 
uled for  Aug.  23-26  at  Chicago’s  new 
McCormick  Place.  Many  of  the  conven- 
tion programs  will  be  aimed  at  resolving 
the  problem  of  how  to  shape  national 
health  policy.  AHA’s  Ameriplan  will  be 
the  theme  of  the  opening  day’s  educa- 
tional activities  in  the  general  assembly 
and  five  sub-assembly  programs.  Presen- 
tations will  compare  health  care  delivery 
systems,  their  organizational  structures, 
their  financing  mechanisms,  their  man- 
power utilization  proposals,  their  ap- 
proach to  improving  quality  of  care,  and 
the  legislative  impact  on  the  various 
forces  for  change.  The  background,  the 
philosophies  and  purposes  of  Ameriplan 
and  the  other  major  pro];>osal3  aimed  at 
improving  the  delivery  and  financing  of 
health  care  will  receive  careful  analysis. 
Educational  sessions  will  be  held  through- 
out each  day  in  specially  constructed  the- 
atres, and  exhibits  will  be  organized 
around  central  themes,  rather  than  prod- 
ucts or  services.  Six  main  areas  of  inter- 
est (maintenance  and  engineering,  medi- 
cal, management  and  systems,  food,  archi- 
tecture, and  AHA)  will  provide  a basic 
structure  for  exhibitors  and  participants. 
Speakers  will  be  the  Honorable  Elliot  L. 
Richardson,  secretary  of  Health,  Educa- 
tion, and  Welfare:  Earl  Perloff,  chair- 
man, Board  of  Trustees,  Albert  Einstein 
Medical  Center  and  Philadelphia  General 
Hospital;  Donald  E.  Johnson,  administra- 
tor, Veterans  Administration,  Washing- 
ton, DC;  the  Honorable  Paul  G,  Rogers, 
US  Representative,  Florida:  Dr.  Edwin 
L.  Crosby,  executive  president,  American 
Hospital  Association;  and  Walter  J.  Mc- 


Nerney,  president.  Blue  Cross  Association. 
Contact:  James  E.  Hague,  840  N.  Lake 
Shore  Dr.,  Chicago  60611,  secretary. 


AMERICAN  MEDICAL  ASSOCIA'nON’s 
Slst  Annual  Congress  on  Occupational 
Health  will  take  place  Aug.  29-30  at 
Jackson  Lake  Lodge  in  Grand  Teton 
National  Park,  Wyo.  Location,  survival, 
and  evacuation  of  aircraft  accident  vic- 
tims, and  management  of  intoxication 
from  organo-phosphorous  pesticides  in 
aerial  applications  will  be  discussed  in 
an  areospace  symposium  scheduled  for 
Sunday  morning,  Aug.  29.  Occupational 
medical  services  for  small  employee  units, 
and  small  plant  safety  will  be  topics  of 
a small  plant  symposium,  also  scheduled 
on  Sunday  morning.  On  Sunday  after- 
noon, a symposium  on  mental  health  will 
offer  discussions  on  drugs — accidents, 
prevention,  and  rehabilitation,  and  drug 
abuse  in  industry.  Other  presentations  on 
Sunday  afternoon  will  be  "Atomic  Power 
Safety — A Common  Sense  Approach,’’  and 
“Carbon  Monoxide — Behavioral  Effects.’’ 
Rheumatoid  factor  in  silicosis,  coal  miners’ 
pneumoconioses,  and  uranium  mining  and 
lung  cancer  are  topics  of  Monday  morn- 
ing’s symposium  on  mining.  Also  on  Mon- 
day morning  will  be  a symposium  on  phy- 
sical fitness,  with  discussions  of  exercise 
conditioning  in  prevention  of  cardiac  dis- 
ease, physical  fitness  and  cardiac  reha- 
bilitation, and  guidelines  to  physical  fit- 
ness programs  for  industry.  A rural 
health  symposium  will  be  held  Monday 
afternoon.  Topics  are  rural  traffic  safety 
and  emergency  care,  farm  accidents  and 
farm  machinery,  non-chemical  methods 
for  pest  control,  and  projects  of  the  AM  A 
Council  on  Rural  Health.  In  addition, 
“Evolution  of  an  Occupational  Health  and 
Safety  Law’’  and  “Workmen’s  Compensa- 
tion in  Wyoming’’  will  be  presented  on 
Monday  afternoon.  There  is  no  registra- 
tion fee  for  the  Congress,  and  the  pro- 
gram is  acceptable  for  12%  elective  hours 
by  the  AAGP.  Contact:  AMA,  Depart- 
ment of  Environmental,  Public,  and  Occu- 
pational Health,  536  N.  Dearborn  St., 
Chicago  60610. 


FLYING  PHYSICIANS  ASSOCIATION 
will  meet  Sept.  26-Oct.  1 at  the  Grand 
Hotel,  Mackinac  Island,  Mich.  Scientific 
and  medical  lectures  will  be  presented  by 
Joe  A.  Diblin,  AVCO  Corporation:  Dr. 
Harry  Gibbons,  research  chief  for  the 
FAA:  John  J.  Kennelly,  legal  specialist 
in  litigation  and  trial  of  air  crash  cases; 
Donald  Long,  president  of  Interceptor 
Aircraft,  Inc,;  Dr.  Stan  R.  Mohler,  office 
of  aviation  medicine  of  the  FAA;  David 
Thomas,  president  of  the  Flight  Safety 
Foundation;  and  Drs,  Don  Huelke  and 
Gerry  Snyder  of  the  American  Associa- 
tion for  Automotive  Medicine.  Contact: 
Harriett  C.  Carriere,  801  Green  Bay  Rd., 
Liake  Bluff,  111.  60044,  secretary. 
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The  actions  of  the  official 
Tincture  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Antrocol  provides  the  prompt^  predictable  antisecretory  action  of  the  bella- 
donna alkaloid,  atropine,  fortified  with  sedation  and  blended  with  Bensul- 
foid,  contributing  to  even  absorption. 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100,  500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 

Clinical  supply  available  to  physicians. 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


Clinical  Extension 
of  a pure 
Smooth  Muscle 
Relaxant 


C'"  .■'SS 


TROCINATE 

Brand  THIPHENAMIL  HCl 

400  mg. /1 00  mg.  S/C  tablets 

Tiocinate  relaxes  all  smooth  muscles.  Its  direct  action  (muscu- 
lotropic)  does  not  involve  the  autonomic  nervous  system  and  it  is 
not  mydriatic.  It  is  metabolized  by  the  body  and  eliminated  in  the 
urine  as  harmless  degradation  products.  Trocinate  has  a remark- 
able history  of  freedom  from  side-effects. 

When  a pure  direct-acting  smooth  muscle  relaxant  is  indicated, 
Trocinate  is  the  drug  of  choice. 

DIARRHEA  (functional)  . . . the  first  400  mg. 
tablet  usually  relieves  the  discomfort  of  diarrhea  so 
promptly  that  it  ceases  to  be  a bother. 
DIVERTICULITIS— MUCOUS  COLITIS 
...  the  accompanying  discomforts  can  be  relieved  by 
this  direct  smooth  muscle  relaxant. 

BLADDER  SPASM  . . . relaxation  is  immediate. 
One  or  two  tablets  condition  the  bladder  for  cystoscopy 
in  one  hour. 

SPASTIC  URETER  . . . the  specific  relaxing  effect 
of  Trocinate  on  the  spastic  ureter  has  been  proven  by 
animal  studies  and  affirmed  clinically.  ( 7.  Urol. 
73:487-93) 

PRESCRIBING  INFORMATION 

WARNING:  Do  not  give  in  advanced  kidney  or  liver  disease. 
PRECAUTIONS:  Trocinate  relaxes  all  smooth  muscles.  Large 
dosage  or  prolonged  usage  may  cause  feeling  of  weakness  or  can 
theoretically  precipitate  gall-bladder  colic,  due  to  relaxing  the 
vascular  and  duct  systems.  Caution  should  be  observed  in  patients 
with  urinary  bladder  obstruction.  DOSAGE:  400  mg.  May  be 
repeated  in  4 hours.  After  relief,  lengthen  the  dose  frequency, 
(see  side  note) 

WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


.\Av\V' 


MORE 

HIGHLIGHTS 

OF 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  SEPTEMBER 


AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY.  Las  Vegas,  Sept.  20-24,  1971.  Dr. 
C.  M.  Kos,  15  Second  St.,  SW,  Rochester  55901,  Exec. 
Sec.-Treas. 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Chi- 
cago, Sept.  12-16,  1971.  Lois  J.  James,  30  N.  Michigan 
Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

AMERICAN  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  annual,  Hot  Springs,  Va.,  Sept.  9-11, 
1971.  Dr.  Charles  A.  Hunter,  1100  W.  Michigan,  Indian- 
apolis 46202,  Sec. 

AMERICAN  ASSOCIATION  OF  OPHTHALMOLOGY, 
Las  Vegas,  Sept.  19-20,  1971.  Lawrence  A.  Zupan,  1100 
17th  St.,  NW,  Washington,  DC  20036,  Exec.  Sec. 

AMERICAN  MEDICAL  ASSOCIATION,  13th  National 
Conference  on  Physicians  and  Schools,  Chicago.  Sept.  30- 
Oct.  2,  1971.  AMA,  Department  of  Health  Education, 
535  N.  Dearborn  St.,  Chicago  60610. 

AMERICAN  MEDICAL  WRITERS  ASSOCIATION,  Chi- 
cago, Sept.  15-19,  1971.  W.  Wayne  Curtis,  420  Lexington, 
New  York  10017,  Exec.  Sec. 

AMERICAN  ROENTGEN  RAY  SOCIETY,  Boston,  Sept. 
28-Oct.  1,  1971.  Dr.  Ted  F.  Leigh,  Emory  University 
Clinic,  Atlanta  30322,  Exec.  Sec. 


OCTOBER 


AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Philadelphia,  Oct.  21-23,  1971.  Dr.  Eric  G.  Comstock, 
PO  Box  2565,  Houston  77001,  Exec.  Dir. 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
Miami  Beach,  Oct.  4-7,  1971.  Mac  F.  Cahal,  Voiker  Blvd. 
at  Brookside,  Kansas  City,  Mo.  64112,  Exec.  Dir. 


AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  New  York  City,  Oct.  11-15,  1971.  Joseph 
J.  Garvey,  PO  Box  10,  Joliet,  111.  60434,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  an- 
nual, Philadelphia,  Oct.  24-28,  1971.  Dr.  Alfred  Soffer, 
112  E.  Chestnut  St.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  At- 
lanta, Oct.  24-30,  1971.  Daniel  Weiss,  299  Broadway, 
New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE 
and  ASSOCIATION  OF  TEACHERS  OF  PREVENTIVE 
MEDICINE,  Minneapolis,  Oct.  10,  1971.  Ward  Bentley, 
801  Old  Lancaster  Rd.,  Bryn  Mawr,  Pa.  19010,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  SURGEONS,  annual.  Atlan- 
tic City,  Oct.  18-22,  1971.  Dr.  C.  Rollins  Hanlon,  55  E. 
Erie  St.,  Chicago  60611,  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  Atlantic  City, 
Oct.  10-14,  1971.  Dr.  C.  Gordon  Watson  (DDS),  211  E. 
Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  DIETETIC  ASSOCIATION,  Philadelphia. 
Oct.  4-8,  1971.  Ruth  M.  Yakel,  620  N.  Michigan  Ave., 
Chicago  60611,  Exec.  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  Guadalajara, 
Mexico,  Oct.  9-16,  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington,  111.  61701,  Sec. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION. Regional  Postgraduate  Day,  San  Antonio,  Oct.  23, 
1971.  Mrs.  Frances  T.  Chalmers,  Box  190,  McLean,  Va. 
22101. 

AMERICAN  HUMANE  ASSOCIATION,  annual.  Roches- 
ter, NY,  Oct.  17-21,  1971.  Rutherford  T.  Phillips,  PO 
Box  1266,  Denver  80201,  Exec.  Dir. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  Chi- 
cago, Oct.  24-29,  1971.  Mary-j  Waterstraat,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual, 
Minneapolis,  Oct.  11-15,  1971.  Dr.  James  R,  Kimmey, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  At- 
lanta, Oct.  16-20,  1971.  John  W.  Andes,  615  Busse  High- 
way, Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  HYPNOSIS,  Chi- 
cago, Oct.  12-15,  1971.  F.  D.  Nowlin,  800  Washington 
Ave.,  SE.  Minneapolis  56414,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
annual.  Boston,  Oct.  22-30,  1971.  Albert  G.  Boeck,  Jr., 
710  S.  Wolcott  Ave.,  Chicago  60612,  Exec.  Officer. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS.  INC.,  annual,  Montreal,  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison  St., 
Suite  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington.  DC,  Oct.  28-31,  1971.  Dr.  John  A.  D.  Cooper, 
1 Dupont  Circle,  Washington.  DC  20036,  Pres. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  St.  Louis,  Oct.  7-9,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 


AMERICAN  ACADEMY  OF  PEDIATRICS,  Chicago,  Oct.  ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 

16-21,  1971.  Dr.  Robert  G.  Frazier,  1801  Hinman  Ave.,  RECTORS  OF  AMERICA.  Chicago,  Oct.  6-8,  1971.  Dr. 

Evanston,  111.  60204,  Exec.  Dir.  Arthur  E.  Brown.  601  Boylston  St.,  Boston  02117,  Sec. 
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■ BAYLOR  COLLEGE  OF  MEDICINE.  "ManaReinent  of 
Renal  Disease— 1971.’*  Houston,  Oct.  21-23,  1971.  Dr.  C. 
E.  Carlton.  Jr.,  Baylor  College  of  Medicine,  1200  Mour- 
sund  Ave.,  Houston  77025. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Houston.  Oct.  14-15, 
1971.  William  E.  Russell,  4429  N.  Central  Expressway. 
Dallas  75205,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO. 
Scottsdale,  Ariz.,  Oct.  13-16,  1971.  Mrs.  Virginia  E. 

Bryant,  333  W.  Thomas  Rd.,  No.  207,  Phoenix  85013, 
Exec.  Sec. 

OKLAHOMA  CITY  CLINICAL  SOCIETY.  Oklahoma 
City,  Oct.  11-13,  1971.  Mrs.  Alma  O’Donnell,  601  NW 
Expressway,  Oklahoma  City  73118,  Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Charleston, 
SC,  Oct.  3-5,  1971.  Mrs.  Annette  S.  Boutwell,  PO  Box 
10387,  Raleigh,  NC  27605,  Exec,  Sec. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE.  Dal- 
las, Oct.  17-20,  1971.  Donald  C.  Jackson,  1905  N.  Lamar 
Blvd.,  Austin  78705,  Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY.  Mexico  City. 
Oct.  14-16,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  75246,  Sec.-Treas. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin.  Oct.  1-3, 
1971.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

B TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  October,  1971.  Dr,  Ariel  Bar-Sela,  1717 
Medical  Towers,  Houston  77025,  Sec.-Treas. 


NOVEMBER 


AMERICAN  ACADEMY  OP  PHYSICAL  MEDICINE 
AND  REHABILITATION,  annual,  San  Juan,  Puerto 
Rico,  Nov.  7-12,  1971.  Creston  C.  Herold.  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec,  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Philadelphia,  Nov.  14-17,  1971.  Mark  T.  Bowers, 
3554  9th  St.,  Riverside,  Calif.  92501,  Exec,  Officer. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Atlanta,  Nov.  9-13,  1971.  Mrs.  Dene  R.  Murray, 
200  E.  Ohio  St.,  Chicago  60611,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City. 
Nov.  4-6,  1971.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  10017,  Exec.  V-Pres, 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE. annual,  San  Juan,  Puerto  Rico,  Nov.  7-12,  1971. 
Creston  C.  Hei’old,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Officer. 

AMERICAN  HEART  ASSOCIATION,  Anaheim,  Calif., 
Nov.  9-18,  1971.  Dr.  James  M,  Hundley,  44  E.  23rd  St., 
New  York  10010,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  CYTOLOGY,  Washington. 
DC,  Nov.  3-6,  1971.  Dr.  Warren  R.  Lang,  7112  Lincoln 
Dr.,  Philadelphia  19119,  Sec.-Treas. 

B BAYLOR  COLLEGE  OF  MEDICINE,  annual  pediatric 
postgraduate  symposium,  Houston.  Nov.  11-13,  1971.  Dr. 


Katharine  H.  K.  Hsu,  Baylor  College  of  Medicine,  Texas 
Medical  Center.  Houston  77025,  Prog.  Chairman. 

B FIRST  DISTRICT  MEDICAL  SOCIETY,  annual.  El 
Paso,  Nov.  12-13,  1971.  Dr,  John  Emmett,  1900  N.  Ore- 
gon, El  Paso,  Sec. 

INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIA- 
TION OF  NORTH  AMERICA.  New  Orleans,  Nov.  15-19, 
1971.  Roy  T.  Ragatz,  PO  Box  5445,  Madison,  Wis. 
53701,  Exec.  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS.  INC.,  New  York  City,  Nov.  17-19,  1971. 
Margaret  S.  Banks,  79  Madison  Ave.,  New  York  10016, 
Admin.  Asst. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
INC.,  Chicago,  Nov.  28-Dec.  3,  1971.  Mrs.  Marguerite  H. 
Henry,  713  E.  Genesee  St.,  Syracuse,  NY  13210,  Exec. 
Dir. 

SOUTHERN  MEDICAL  ASSOCIATION.  Miami  Beach, 
Nov.  1-4,  1971.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35205.  Exec.  Dir. 

B SOUTHWESTERN  MEDICAL  ASSOCIATION.  El 
Paso.  Nov.  11-13,  1971.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79901,  Exec.  Sec. 

B TEXAS  ASSOCIATION  FOR  CHILDREN  WITH 
LEARNING  DISABILITIES,  Dallas,  Nov.  11-13,  1971. 
Mrs.  Marjorie  Morehead,  4326  Bobbitt,  Dallas  75229. 


DECEMBER 


AMERICAN  ACADEMY  OF  DERMATOLOGY,  Chicago, 
Dec.  4-9,  1971.  Mrs.  Dorothy  P.  Compton,  2250  NW 
Flanders  St.,  Portland,  Ore.,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT 
OF  SCIENCE,  Philadelphia,  Dec.  26-31,  1971.  Dr.  William 
Bevan,  1515  Massachusetts  Ave.,  NW,  Washington,  DC, 
Exec.  Officer. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
INC.,  New  Orleans,  Dec.  1-4,  1971.  Gertrude  Conroy, 
1740  Broadway.  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  Washington.  DC,  Dec.  5-8,  1971. 

RADM  Walter  Welham,  MC  USN  Ret.,  8502  Connecticut 
Ave.,  Chevy  Chase,  Md.,  20015,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION.  Hot  Springs. 
Va..  Dec.  6-8,  1971.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC,  Sec. 

B TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

B TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4.  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

B TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  San  Antonio,  December,  1971.  Dr. 
Bland  H.  Schwarting,  304  Medical  Prof.  Bldg.,  San  An- 
tonio 78205,  Sec. 

a TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Austin,  Dec.  6-8.  1971.  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 
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TEXAS  MEDICINE 


Devereux 

serves 


through  residential  treatment 
centers  for  mentally  retarded 
and  emotionally  disturbed  chil- 
dren and  young  adults. 


THE  DEVEREUX  FOUNDATION 


A NONPROFIT  ORGANIZATION 


Helena  T.  Devereux 
Founder  & Consultant 


Marshall  H.  Jarvis 
President 


FOR  INFORMATION  AND  LITERATURE: 

PENNSYLVANIA,  MASSACHUSETTS,  AND  CONNECTICUT 

Charles  J.  Fowler,  Director  ol  Admissions,  Devereux  Schools,  Devon,  Pa.  19333 

CALIFORNIA  Keith  A.  Seaton,  Director  of  Admissions Box  1079,  Santa  Barbara,  93102 

TEXAS  Mrs.  Jo  Lange,  Director  of  Admissions Box  2666,  Victoria, 77903 

ARIZONA  Franklin  W.  Dale,  Director 6404  E.  Sweetwater,  Scottsdale,  85251 
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For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physic3l  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bi 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  o (714)  646-4405 
960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Eetabliahed  Over  JIO  Years 


Factory  Direct  Sales 


Please  visit  our  Booths  #210  & 211  at  AAOO  Meeting,  Las  Vegas,  Sept.  19-23,  1971 


Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 
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Dermal  Pathology:  The  University  of 
Texas  Graduate  School  of  Biomedical 
Sciences  and  UT  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute  at  Houston 
will  present  a five-day  course  in  ‘‘Der- 
mal Pathology”  Aug.  23-27.  Emphasis 
will  be  on  reviewing  the  basic  concepts 
of  dermal  pathology,  including  embry- 
ology, histology,  electron  microscopy, 
histochemistry,  inflammatory  derma- 
toses, granulomatous  dermatoses,  re- 
ticuloendothelial dermatoses  and  nevi 
and  neoplasms. 

The  course  is  designed  primarily  for 
pathologists  and  dermatologists.  Tui- 
tion fee  is  $125.  For  further  informa- 
tion, write  to  the  Division  of  Continuing 
Education,  UT  Graduate  School  of  Bio- 
medical Sciences  at  Houston,  PO  Box 
20367,  Houston  77025. 

Nursing  Home  Management  System; 
Vendor  Drug  Program:  Texas  Nursing 
Home  Association,  Texas  Pharmaceuti- 
cal Association,  and  Texas  State  De- 
partment of  Public  Welfare  have  ar- 
ranged orientation  sessions  in  prepa- 
ration for  the  implementation  of  the 
nursing  home  management  system 
and  the  vendor  drug  program.  There 
is  no  registration  fee  for  the  workshops 
which  are  scheduled  for  Aug.  24  at 
the  Sheraton-San  Antonio  Motor  Inn  in 
San  Antonio,  and  Aug.  26  at  the  Sham- 
rock Hilton  Hotel  in  Houston.  More 
information  may  be  obtained  from 
Sidney  D.  Rich,  Executive  Director, 
Texas  Nursing  Home  Association,  6225 
US  Highway  290  E.,  Austin  78723. 

Surgery:  In  honor  of  the  late  Dr. 
George  Valter  Brindley  of  Temple,  the 
annual  "George  Valter  Brindley  Surgi- 
cal Lecture”  will  be  delivered  by  Dr. 
Harwell  Wilson,  professor  and  chair- 
man, department  of  surgery.  University 
of  Tennessee  College  of  Medicine, 
Memphis,  at  8 p.m..  Sept.  7,  at  Scott 
and  White  Memorial  Hospital  in  Tem- 
ple. Dr.  Wilson  will  lecture  on  "Surgery 
of  Carotid  Body  Tumors.”  Contact: 
Education  Office,  Scott  and  White 
Clinic,  Temple  76501. 

Burns:  "Treatment  of  Burns”  is  the 
title  of  a course  to  be  held  Sept.  IB- 
IS at  the  Flagship  Hotel  in  Galveston. 
Sponsored  by  the  Educational  Founda- 
tion of  the  American  Society  of  Plastic 


and  Reconstructive  Surgeons,  with  the 
cooperation  of  the  American  Burn 
Association,  the  program  will  cover 
every  aspect  of  treatment  from  the 
time  of  the  burn  injury  through  post- 
hospitalization rehabilitation  and  re- 
construction. 

Topics  to  be  covered  include  the  his- 
tory of  the  treatment  of  burns,  magni- 
tude of  the  burn  problem,  serum  pro- 
tein abnormalities  in  thermal  burns, 
renal  considerations  of  the  burned 
patient,  bone  and  joint  changes  in 
burns,  complications  with  burns,  psy- 
chiatric considerations  of  the  burned 
patient,  diagnosis  and  treatment  of 
septicemia,  the  use  of  silver  nitrate  in 
burned  patients,  patient  isolation  sys- 
tems in  burn  care,  current  status  of 
vaccine  therapy  in  burn  care,  general 
principles  of  burn  wound  coverage, 
management  of  the  burned  hand,  the 
use  of  skeletal  traction  in  burn  grafts, 
and  management  of  facial  scarring. 
Dr.  John  B.  Lynch,  associate  professor 
of  plastic  surgery,  UT  Medical  Branch 
at  Galveston,  is  chairman  of  the  sym- 
posium and  may  be  contacted  for 
more  information. 

Obstetrics  and  Gynecology:  The  Mike 
Hogg  Intensive  Review  in  Obstetrics 
and  Gynecology,  presented  by  the 
division  of  continuing  education,  UT 
Graduate  School  of  Biomedical  Scien- 
ces at  Houston,  will  be  held  at  St. 
Joseph  Hospital  in  Houston,  Sept.  17- 
18.  Guest  speaker  will  be  Dr.  James  L. 
Breen,  director  of  obstetrics-gynecolo- 
gy at  St.  Barnabas  Medical  Center, 
Livingston,  NJ,  and  associate  profes- 
sor at  New  Jersey  College  of  Medicine 
and  Dentistry.  Dr.  Breen  will  be  joined 
by  members  of  the  faculty  of  The  Uni- 
versity of  Texas  System. 

For  further  information  write  to  the 
Office  of  the  Dean,  The  University  of 
Texas  Graduate  School  of  Biomedical 
Sciences  at  Houston,  Division  of  Con- 
tinuing Education,  PO  Box  20367, 
Houston  77025. 

Orthopedics:  American  Academy  of 
Orthopaedic  Surgeons  will  sponsor  a 
postgraduate  course  on  the  “Foot,” 
Sept.  29-Oct.  1,  in  San  Antonio.  Dr. 
Charles  A.  Rockwood,  Jr.,  professor 
and  chairman  of  orthopaedic  surgery, 
UT  Medical  School  at  San  Antonio,  will 
direct  the  three-day  course  of  lectures 


and  panel  discussions.  Designed  for 
orthopaedic  surgeons  and  residents, 
the  course  will  be  held  at  the  San 
Antonio  Convention  Center  and  at  the 
Hilton  Palacio  Del  Rio  Hotel,  in  coop- 
eration with  the  American  Orthopaedic 
Foot  Society,  Inc.,  and  the  UT  Medical 
School  at  San  Antonio. 

Subjects  will  include  surgical  anato- 
my, examination  technique,  and  trau- 
ma to  the  foot,  including  fractures, 
dislocations,  amputations,  infections, 
and  tendon  injuries.  Two  morning  ses- 
sions will  be  devoted  to  foot  problems 
in  the  adult,  and  symposia  on  bunions 
and  on  the  forepart  of  the  foot  are 
scheduled.  A special  evening  session 
will  be  devoted  to  a consultation  con- 
ference with  the  faculty,  to  which  reg- 
istrants are  invited  to  bring  their  prob- 
lem cases  and  roentgenograms. 

For  application  forms  and  further  in- 
formation, contact  Dr.  Charles  A.  Rock- 
wood,  Jr.,  UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229. 

Pediatric  Cardiorespiratory  Care:  This 
three-day  program,  developed  jointly 
by  the  American  College  of  Chest  Phy- 
sicians; the  Cystic  Fibrosis  Foundation, 
Texas  Gulf  Coast  Chapter  in  Houston; 
and  the  Texas  Institute  for  Rehabilita- 
tion and  Research,  will  be  presented 
in  Houston,  Sept.  30-0ct.  2.  The  course 
will  deal  with  the  practical  aspects  of 
pediatric  cardiorespiratory  disease,  and 
a multidisciplinary  faculty  will  present 
lectures  and  panel  discussions  in  the 
areas  of  operative  lesions,  inoperative 
cardiopulmonary  diseases,  infectious 
and  noninfectious  pneumonitis,  asth- 
ma, upper  airway  obstruction,  and 
cystic  fibrosis.  Afternoon  sessions  will 
be  utilized  for  small  group  practical 
demonstrations  which  will  include 
methods  of  blood  gas  determination 
and  interpretation,  radiological  and 
nuclear  medicine  techniques,  spirome- 
try, vectorcardiography,  cardiac  cath- 
eterization, 24-hour  cardioscan,  aero- 
sol therapy,  bronchopulmonary  drain- 
age, oxygen  therapy,  and  inhalation 
therapy. 

Registration  fee  is  $60  for  members 
of  ACCP  and  $75  for  non-members. 
For  details  write  to  the  Department  of 
Continuing  Education,  American  Col- 
lege of  Chest  Physicians,  112  East 
Chestnut  St.,  Chicago  60611. 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
.Lincocin  does  not  share 
fe£»ntigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


I Sterile  Solution  (3(MI  mg.  per  ml.)  ( 


(lincomycin  hydrochloride, 

Upjohn) 


SC5-5&V2  f**-®***  I 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 

preparation chloride  monohydrate 
contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

♦Contains  also:  Benzyl  Alcohol  9 mg.;  and, 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  ^-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— ’Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/ver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
react/o/M— Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 


PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 
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TEXAS  MEDICINE 


(diethylpropion  hydrochloride^  N.F.) 


When  girth  gets  out  ot  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  potients  hypersensitive  to 
this  drug;  in  emotionolly  unstable  patients  susceptible  to  drug  obuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  coution  in 
patients  with  severe  hypertension  or  severe  cardiovascuior  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potentiol  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  choracteristic  of  sympathomimetic  agents,  it  may 
occasionolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety. 


and  iitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  o few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordfo- 
vosculor  effects  reported  include  ones  such  os  tachycardio,  precordial  pain, 
arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticoria,  ecchymosis,  ond  erythema.  Gosfroinfesfinol  effects  such  os  diarrheo, 
constipotion,  nousea.  Vomiting,  and  obdomlnal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  ogranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreosed 
libido,  dysurio,  and  polyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets;  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m,);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meols.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  T-107/4/71/u  s patent  no.  3,001,910 


THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains;  Quinine  sulfate,  260  mg.,  Amlnophylline,  195 
mg.  Indications;  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications;  QUINAMM  is  contraindi- 
cated In  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions;  Aminophylline  may  produce  Intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meol 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


G^namni 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


JUDGE  ANTIBIOTICfOINTMENTS  HERE 


Results  on  skin  are  final  proof  of  any  topical  antibiotic’s  effectiveness 


No  in  vitro  test  can  duplicate  a clinical  situation  on  living  skin.  'Neosporin'  (polymyxin  B 
— bacitracin  - neomycin)  Ointment  has  consistently  proven  its  effectiveness  in  thousands  of 
cases  of  bacterial  skin  infection.  The  spectra  of  the  three  antibiotics  overlap  in  such  a way 
as  to  provide  bactericidal  action  against  most  pathogenic  bacteria  likely  to  be  found  topically. 
Diffusion  of  the  antibiotics  from  the  special  petrolatum  base  is  rapid  since  they  are  insoluble 
in  the  petrolatum,  but  readily  soluble  in  tissue  fluids.  The  Ointment  is  bland  and  nonirritating. 

Caution:  As  with  other  antibiotic  preparations,  prolonged  use  may  result  in  overgrowth  of  nonsuscep- 
tible  organisms  and/or  fungi.  Appropriate  measures  should  be  taken  if  this  occurs.  Articles  in  the 
current  medical  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  neomycin. 
The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  This  product  is  contraindicated  in  those  individuals  who  have  shown  hyper- 
sensitivity to  any  of  its  components. 

Supplied:  Tubes  of  1 oz.,  V2  oz.  with  applicator  tip,  and  Va  oz.  with  ophthalmic  tip. 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 


‘NEOSPORIir 


brand 


POLYMYXIN  B-BACITRACIN-NEOMYCIN 

OINTMENT 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 


1 ^1  ^ 

' 

mriien 

G-l  symptoms 
demand 
a potent 
sj^thetic 
anticholinergic 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul2mg. 
Forte 

■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeu  ic  mo  a i le 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrro  ate  is  recom 
mended  in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  py  orospasm, 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis,  (4)  cho  ecys  i is,  c ronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea,  and  (6)  sp  enic 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulahon  wi  p eno  ar  i a 
may  be  indicated,  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten^ 
tion,  prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robmul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  1 1 discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PFI  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16.2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AFIR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va, 


The  get-up-and-go 
summer  cold 
and  allergy  pill. 


Novahistine  LP  can  help  your  patients  get  out  and  enjoy  themselves  in  spite  of  allergic 
rhinitis,  hay  fever  or  summer  colds.  And  even  when  nasal  congestion  is  caused  by  repeated 
allergic  episodes,  Novahistine  LP  can  usually  give  prompt  and  long-lasting  relief.  These  con- 
tinuous-release tablets  contain  a vasoconstrictor-antihistamine  formulation  that  goes  to  work 
rapidly  and  lasts  for  hours.  And  convenient,  twice-a-day  dosage  lets  most  patients  enjoy 
relief  all  day  and  all  night.  Use  with  caution  in  patients  with  1^*  ® 

severe  hypertension,  diabetes  mellitus,  hyperthyroidism  or 
urinary  retention.  Caution  ambulatory  patients  that  drowsi- 
ness  may  result.  I . 


decongestant 


THE  DOW  CHEMICAL  COMPANY,  Rx  Pharmaceuticals.  Indlahapolis 


(Each  tablet  contains  25  mg.  of  phenylephrine  hydro* 
chloride  and  4 mg.  of  chlorpheniramine  maleate.) 
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Cordran^  Tape 

FlurandrenolideTape  (4  meg.  per  sq.  cm.) 


Additional  information  available  upon  request  • Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Now 

available  for  your 

prescribing 

needs 
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Editorials 

COMMITTEE  REPORTS  ON  TEXAS’  MATERNAL  DEATHS 


Among  the  duties  of  the  Com- 
mittee on  Maternal  Health  is  the 
preparation  of  an  annual 
statistical  report  (Fig  1).  Each 
maternal  death  reported  has  been 
studied  by  either  a local  county 
medical  society  committee  or 
the  TMA  committee  as  a whole. 
The  Committee  has  met  for  some 
12  hours  during  the  past  year; 
in  addition,  the  long  hours 
consumed  by  county  committees 
and  the  individual  physicians 
in  their  case  evaluations  speak 
for  the  concern  and  dedication  of 
the  membership  at  both  the 
state  and  county  levels. 

Review  of  maternal  deaths  has 
long  been  a peer  review  mechan- 
ism in  American  medicine. 
Maternal  mortality  committees 
date  back  to  the  mid  1920s. 

In  Texas,  a committee  was  first 
formed  in  1935.  The  purpose  of 
such  a committee  is  essentially 
education  of  the  profession  in 
order  to  reduce  the  number 
of  these  tragic  deaths.  To  do  so, 
the  cause  of  death  as  well  as 
the  surrounding  circumstances 
are  clarified,  tabulated, 
and  published. 

In  the  past  two  years  the 
TMA  committee  has  conducted  a 
symposium  at  one  annual  meet- 
ing and  has  prepared  several 
articles  and  editorials  for  Texas 
Medicine.  The  report  that  follows 


is  a statistical  look  at  82  maternal 
deaths  that  occurred  during 
1969;  the  cause  of  death  was 
established  in  all  but  six  patients. 

Texas’  maternal  mortality 
rate  due  to  direct  obstetric  causes 
in  1969  was  3.1/10,000.  If  all 
maternal  deaths  are  included, 
the  rate  is  3.7/10,000.  Deaths 
are  first  classified  by  the  area  in 
the  state  in  which  they  occurred, 
with  five  major  metropolitan 
areas  and  the  15  TMA  councilor 
districts  being  used  as  bases 
for  the  classification.  Rates  in  the 
metropolitan  areas  vary  con- 
siderably from  one  to  another. 

The  report  identifies  death 
by  age  and  ethnic  background; 
25%  of  the  patients  who  died 
were  over  age  34. 

There  are  three  primary  groups 
of  causes.  The  first  is  direct 
obstetric,  in  which  death  results 
from  an  obstetrical  complication. 
The  second,  indirect  obstetric, 
is  used  when  the  pregnancy 
played  a significant  role  but  the 
primary  cause  of  death  was  not 
an  obstetrical  illness.  The  third 
is  nonrelated  causes  such  as 
accident,  homicide,  etc.  Hemor- 
rhage was  responsible  for  30% 
of  all  maternal  deaths  in  1969, 
and  ruptured  uterus  was  the 
leading  contributing  cause.  It  was 
responsible  for  one-sixth  of  all 
direct  obstetric  deaths  during  the 
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year.  Oxytocin  played  an  almost  insignificant 
role  in  this  group.  Delay  in  diagnosis  with 
consequent  delay  in  treatment  was  noted 
frequently  in  the  analyses  of  the  case  histories. 
Toxemia  and  infection  together  were  the 
cause  of  another  25  deaths.  The  role  of 
increasing  age  and  long-standing  hypertension 
with  superimposed  preeclampsia  was  the 
syndrome  most  frequently  seen  in  those 
patients  dying  of  congestive  heart  failure 
related  to  toxemia.  It  was  pleasing  to  note  that 
infection  caused  by  illegal  abortion  was 
somewhat  reduced  in  1969  as  compared  with 
previous  years.  Texas  continued  to  show 


few  deaths  related  to  obstetrical  anesthesia. 

Where  deaths  are  classified  by  causes, 
avoidability  is  also  identified.  The  definition 
used  by  the  AMA  Committee  on  Maternal 
Health  assumes  that  ideal  circumstances  in 
patient  behavior,  application  of  current 
information,  technical  skills  and  facilities 
probably  would  have  prevented  the  death.  In 
an  attempt  to  analyze  this  factor,  it  was 
obvious  that  in  many  circumstances  there 
was  more  than  one  avoidable  factor.  Forty  of 
the  51  direct  obstetric  deaths,  in  which 
the  cause  of  death  was  determined,  were 
considered  avoidable.  The  large  number  of 


i.  Maternal  deaths  in  Texas,  1969.  TMA  Committee  on  Maternal  Health. 


I.  LOCATION 


Major  Metropolitan 
Areas 

Live  Births 

Deaths 

Rate 

Bexar  County 

18,470 

14 

7.6/10,000 

Dallas  County 

28,029 

6 

2.1/10,000 

El  Paso  County 

8,952 

6 

6.6/10,000 

Harris  County 

25,193 

15 

4.3/10,000 

Tarrant  County 

14,008 

6 

3.5/10,000 

Districts  (Excluding 
District  1 0 

Above) 

District 

9 

1 

District  2 1 

District 

10 

5 

District  3 5 

District 

11 

2 

District  4 1 

District 

12 

1 

District  5 5 

District 

13 

2 

District  6 6 

District 

14 

2 

District  7 2 

District 

15 

1 

District  8 1 

Range:  14-44  years 

II.  AGE,  ETHNIC  ORIGIN 
< 20  years:  8 

> 34  years:  20 

Nonwhite:  26 

Spanish  surname:  36 

Other:  20 

III.  CAUSES 


A.  Direct  Obstetric  (60-73%) 

1.  Hemorrhage  25  (30%) 

Ruptured  uterus  9 

Postpartum  hemorrhage  6 

Ectopic  4 

Abruptio  3 

Praevia  2 

Other  1 

Nonavoidable  6 

Avoidable  19 

Physician  9 

Patient  6 

Facility  1 

Two  or  more  factors  3 

2.  Toxemia  12  (15%) 

Congestive  heart  failure  6 

CVA  1 

Renal  failure  2 

Other  3 

Nonavoidable  2 

Avoidable  10 

Physician  1 

Patient  5 

Two  or  more  factors  4 


3.  Infection  13  (16%) 

Abortal 

Puerperal 

Antepartum 

Pyelonephritis 

Other 

Nonavoidable 

Avoidable 

Physician  2 

Patient  7 

4.  Amniotic  fluid  embolus  1 

Nonavoidable 

5.  Anesthesia  3 

Nonavoidable 

Avoidable 

Physician  1 

6.  Undetermined  6 

B.  Indirect  Obstetrical  20  (25%) 

1.  Heart  disease  5 

Nonavoidable 

Avoidable 

Physician  1 

Two  or  more  factors  1 

2.  Vascular  disease  7 

Embolus 

CVA 

Nonavoidable 

Avoidable 

Patient  1 

3.  Sickle  cell  disease  2 

Nonavoidable 

4.  Other  6 

Nonavoidable 

Avoidable 

Two  or  more  factors  1 

C.  Nonrelated  2 

Accident 
Nonavoidable 
Other  1 

Nonavoidable 

Total  deaths;  82 

Total  live  births:  220,647 

Maternal  mortality  rate:  3.1/10,000  live  births 

Autopsies:  36 


5 

4 

1 

1 

2 

4 

9 


1 

2 

1 


3 

2 


4 

3 

6 

1 


2 


5 

1 


1 

1 

1 
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deaths  thought  to  be  avoidable  by  the 
patients  speaks  eloquently  for  an  increased 
effort  in  education  concerning  the  value 
of  modern  obstetrical  care. 

The  committee  plans  to  continue  to 
present  an  annual  report  to  Texas  physicians. 
Members  of  the  committee  will  be  happy 
to  discuss  maternal  mortality  with  county 
medical  societies,  hospital  staffs,  or  other 
professional  groups.  Inquiries  concerning 
the  report  can  be  directed  to  the  Texas 
Medical  Association,  1801  N Lamar  Blvd, 
Austin  78701, 

C.  E.  Gibbs,  MD,  San  Antonio, 

Chairman,  TMA  Committee  on  Maternal  Health. 


WHY  PHYSICIANS  NEED  ASSISTANTS 

The  wrong  reasons  are  sometimes  offered  in 
support  of  a good  project.  To  assume  that 
physician’s  assistants  will  reduce  the  cost 
of  health  care  is  like  saying  that  various 
methods  of  furnishing  groceries  to  the 
impoverished  will  reduce  food  costs.  Common 
to  all  such  methods  is  the  necessity  of 
providing  for  each  recipient  an  unvarying 
amount  and  quality  of  each  commodity 
from  a standard  formulary. 

We  tend  to  forget  the  hidden  costs  of 
administration  of  food  distribution  programs, 
and  it  is  also  easy  to  make  the  false  assump- 
tion that  the  use  of  personnel  who  cannot 
make  diagnostic  and  therapeutic  decisions 
will  reduce  health  care  delivery  costs. 

Even  when  such  people  work  under  the  direct 
supervision  and  control  of  a highly  skilled 
physician  and  enable  him  to  serve  more 
patients,  the  costs  per  patient  inevitably  rise 
or  the  quality  of  health  care  delivered 
must  go  down.  Whenever  an  additional  person 
is  paid,  the  cost  of  care  for  each  patient 
is  increased. 


We  use  ancillary  health  care  personnel 
who  have  various  degrees  of  skill  and  training: 
janitors,  file  clerks,  receptionists,  secre- 
taries, business  managers,  laboratory  and 
x-ray  aides,  technicians  and  technologists, 
nurses’  aides,  registered  and  vocational 
nurses,  bookkeepers,  hospital  administrators, 
mechanics,  electricians,  architects,  build- 
ing and  maintenance  people,  suppliers, 
and  more.  A seemingly  endless  array  of 
people  receive  a portion  of  the  fee  paid 
to  the  physician  for  service.  As  a result,  the 
physician  can  spread  his  talents  farther. 

It  is  difficult  to  refute  the  paradoxical 
premise  that  the  greater  the  physician’s  skill, 
training,  and  ability,  the  greater  the  number — 
and  therefore  cost — of  diagnostic  and 
therapeutic  measures  that  he  will  use  in 
medical  practice.  We  must  accept  the  fact  that 
if  we  improve  the  quality  and  quantity  of 
health  care  delivery  we  must  expect  costs 
to  rise.  Also,  we  must  expect  people  to  be 
eager  to  purchase  the  best  medical  care 
offered  and  available. 

There  is  hope  of  reducing  health  care  costs 
in  the  long  run,  however.  Continuous 
comprehensive  health  care  requires  more 
initial  expense  when  the  patient  enters  the 
family  practice  system.  The  system  should 
render  episodic  care,  and  also  should 
store  in  one  place  a complete  record  of  each 
patient’s  history  and  clinical  findings.  It  should 
result  in  less  misuse  of  the  more  expensive 
types  of  medical  care  such  as  hospitali- 
zation, unwarranted  limited  specialty  treat- 
ment, etc.  There  is  hope  of  achieving  instant 
retrieval  of  all  recorded  findings  on  each 
patient  in  such  a system.  We  surely  can 
develop  a method  by  which  any  physician, 
on  his  patient’s  authorization,  can  obtain 
any  medical  record  without  sacrificing  any 
of  the  patient’s  rights.  Steps  already  are 
being  taken  in  that  direction.  Such  an  instant 
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retrieval  system  would  eliminate  the  present 
costly  and  frequently  unnecessary  dupli- 
cation of  diagnostic  procedures.  There  is 
hope  of  a voluntary  return  of  limited  specialists 
to  refusing  to  accept  self-referred  patients. 
Whenever  family  physicians  are  able  to 
supply  the  consultant  with  reliable  information 
about  the  referred  patient,  it  frees  the 
consultant  from  performing  the  more  general 
medical  services  which  should  be  offered 
by  family  physicians. 

I believe  that  the  hope  of  the  future,  both 
in  reducing  overall  health  care  costs  and 
in  improving  health  care  quality  and  quantity, 
lies  in  the  development  of  a system  based 
on  highly  skilled,  broadly  trained  family  prac- 
titioners, each  of  whom  will  be  assisted  by 
whatever  ancillary  personnel  he  can  use, 
supervise  and  direct  wisely  and  effectively. 

Harry  A.  Tubbs,  MD,  Post,  Texas. 


COMMUNITY,  ORGANIZED  MEDICINE 
SHARE  HEALTH  CARE  DUTIES 

Until  now,  the  systems  of  health  care  for 
communities  have  developed  in  a hit  or  miss 
fashion.  I like  to  think  that  the  law  of 
supply  and  demand  under  a free  enterprise 
system  was  responsible  for  their  successes; 
however,  I believe  that  if  there  were  some 
thought  and  input  by  planning  from  all 
concerned  components,  more  communities 
would  have  had  more  successful  health 
care  systems.  Generally,  we  would  now  be  pro- 
viding first-class  medical  care  for  more  of 
our  people  and  there  would  be  no  necessity 
for  the  present  degree  of  government 
involvement. 

Who  should  be  actively  planning  for  the 
provision  of  health  care?  Principally, 
the  community  itself  and  organized  medicine. 


In  most  cases  this  means  the  smallest 
unit  of  organized  medicine — the  county  medi- 
cal society.  Every  county  society  should 
have  an  ongoing  study  of  the  total  health  care 
picture  of  its  community.  There  should 
be  studies  of  population,  health  care  needs, 
medical  manpower,  medical  facilities, 
industry,  economics,  and  even  ecology  and 
pollution.  Armed  with  such  documentation, 
concern,  authority  and  individual  com- 
munity action,  community  and  legislative 
response  would  be  assured. 

For  example,  documentation  of  needed 
physician  manpower  in  any  area  could 
be  presented  to  the  nearest  medical  schools; 
the  schools  could  then  work  toward  ful- 
filling the  actual  needs  of  the  community. 

Such  information  would  also  be  useful  to 
the  medical  student,  who  undoubtedly  would 
be  influenced  by  documented  need. 

County  medical  societies  also  should  be 
involved  in  any  proposed  community 
building,  housing  development,  or  industrial 
expansion  to  assure  that  adequate  medical 
coverage  can  be  provided. 

To  some  physicians,  this  new  participatory 
approach  will  be  revolutionary;  to  others 
it  will  mean  discovery  of  the  purpose  that  they 
have  sought.  We  don’t  have  much  time. 

Every  physician  is  going  to  have  to  carry 
his  own  responsibility,  and  every  component 
of  organized  medicine  is  going  to  have  to 
find  the  means  to  assure  that  he  does,  for 
this  might  be  our  last  opportunity  for 
independent  professional  participation 
and  influence. 

Medical  educators  must  become  a more 
integral  part  of  community  participation, 
and  they  must  learn  to  adapt  them- 
selves better  to  community  needs.  We  support 
academic  freedom  of  our  medical  schools, 
but  at  the  same  time  we  have  to  recognize  that 


40 


TEXAS  MEDICINE 


they  are  public  institutions  that  exist 
to  fulfill  the  needs  of  the  public  they  are  to 
serve.  Now,  the  public  needs  more  physicians 
— more  high-quality  graduates.  By  failing 
to  provide  adequate  numbers  of  fully 
qualified  physicians  we  have,  by  default, 
encouraged  the  proliferation  of  various  medical 
cults  and  inferior  practitioners,  because 
people  who  cannot  get  fully  qualified  physicians 
must  look  for  help  someplace. 

This  situation  should  not  exist.  Many 
qualified  candidates  who  are  denied  entrance 
into  our  American  medical  schools  are  getting 
an  inferior  foreign  medical  school  education. 
What  will  this  do,  in  several  decades, 
to  our  overall  quality  standards  of  medical 
professionalism  in  this  country?  I am  upset 
about  this;  you  should  be  upset  about  it;  so 
should  our  medical  educators.  I concede 
that  this  is  medical  school  business  and  that 
medical  educators  are  best  qualified  to 
handle  it.  But  I urge  the  educator  to  share 
his  problems  with  practicing  physicians,  to  be 
more  responsive  to  their  needs,  and  to 
consider  using  the  practicing  community 
as  qualified  spokesmen  to  seek  adequate 
funding  for  medical  schools.  No  more  town 
and  gown  concerns,  please;  let’s  just 
have  joint  community  medical  concerns. 

The  medical  student  is  demonstrating 
increased  interest  in  and  concern  for  participa- 
tion in  community  affairs.  Look  at  their 
involvement  in  health  care  programs, 
efforts  in  behalf  of  needy  and  minority 
group  medical  students,  and  their  increasing 
success  in  influencing  medical  schools 
to  provide  meaningful,  useful  and  practical 
curricula.  The  student  is  committing 
himself  to  long-term  involvement  in  response 
to  community  needs — by  service  instead 
of  talk — and  the  rest  of  us  in  organized 
medicine,  along  with  the  community,  must 


assist  him  by  including  him  on  the  ground  floor 
of  community  health  planning. 

What  of  the  responsibilities  of  the  com- 
munity in  the  provision  of  health  care?  For  the 
most  part,  the  community  has  depended 
on  organized  medicine  to  provide  and  to  be 
concerned  for  their  medical  care.  Community 
involvement  usually  occurred  when  the 
community  lost,  or  was  about  to  lose, 
its  last  doctor.  Then  a citizens’  committee  was 
formed  who  wrote  to  the  state  medical 
society  and  the  AMA  advising  of  their  needs 
and  asking  for  an  advertisement  in  the 
medical  publications;  some  placed  a sign  near 
their  town  stating  the  need  for  a physician. 
More  enterprising  or  more  desperate 
communities  built  offices  or  even  hospitals  to 
fulfill  what  they  thought  was  their  primary 
need.  These  efforts  were  commendable, 
but  this  is  where  they  usually  stopped. 
Sometimes  organized  medicine  didn’t  even 
participate,  taking  the  aloof  attitude  that 
this  was  something  the  community  owed  them. 

We,  as  practicing  physicians,  must 
apprise  the  community  leaders  of  the  value  of 
planning  for  health  care  just  like  they  plan 
for  streets,  water  and  sewage.  Every 
community  must  look  at  its  current  medical 
manpower  situation,  and  project  what  it 
will  be  like  in  five  to  ten  years.  They  must  plan 
now  to  provide  their  own  incentives, 
professional  and  social.  To  wait  until  a com- 
munity has  a medical  manpower  crisis 
is  to  wage  an  impossible  battle;  it  is  critical  that 
responsible  community  leaders  prepare  now! 

An  extremely  important  factor  deter- 
mines whether  or  not  a community  will  have  a 
sufficiency  of  physicians.  No  longer  is  it 
a singular  responsibility  of  organized  medicine 
to  provide  the  needed  medical  manpower; 
it  is  a total  community  responsibility. 

The  most  important  factors  considered  by 
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young  physicians  before  they  settle  in  a 
community  are  as  follows: 

First  Priority  (and  by  far  the  most 
important):  A community  that  fulfills  their 
requirements  to  raise  a family.  They  want  good 
schools  for  their  children,  safety  in  the 
streets,  cultural  opportunities,  social  responsi- 
bility of  the  community,  and  a place 
where  their  religious  affiliations  can  be 
ideally  fulfilled. 

Second  Priority:  Assurance  of  academic 
professional  fulfillment  via  good  hospitals 
and  opportunities  for  continuing  medical 
education. 

Third  Priority:  A community  that  has 
demonstrated  need,  and  makes  the  physician 
feel  welcome. 

Other  requirements  really  are  secondary, 
for  they  can  be  fulfilled  almost  anywhere 
in  this  country.  The  prospect  of  enough 
patients  is  not  the  first,  but  the  last  considera- 
tion; and  most  young  physicians  do  give 
some  thought  to  financial  success 
and  prospective. 

Recent  studies  also  show  that  if  a medical 
school  program  really  fulfills  the  medical 
needs  of  that  community,  and  if  the  community 
provides  residency  programs  that  prepare 
the  resident  for  the  kind  of  medical 
service  needed  by  that  community,  then  67% 
of  the  medical  alumni  will  stay  in  or 
near  the  area. 

It  is  the  right  of  the  people  to  expect,  and 
the  duty  of  our  medical  education  system 
to  provide,  meaningful  training  for 
more  physicians  who  can  take  care  of  most  of 
the  basic  medical  needs  of  the  people. 

Another  area  in  which  we  need  the  under- 
standing and  guidance  of  the  community 
is  professional  malpractice  liability  insurance. 

It  has  gotten  out  of  hand  to  the  point  that 
health  care  is  feeling  serious  effects  and 


limitations.  Recent  studies  in  Hawaii 
have  shown  there  were  no  good  reasons  why 
liability  premiums  were  substantially 
increased  or  policies  cancelled.  The  AMA,  with 
the  cooperation  of  insurance  carriers, 
is  instituting  a central  collecting  area  for  all 
liability  insurance  judgments  and  facts, 
and  some  state  medical  societies,  some 
insurance  carriers,  and  even  the  federal  govern- 
ment have  taken  steps  to  correct  this 
untenable  situation.  We  need  more  under- 
standing by  the  community  to  put  real 
sense  and  fairness  into  the  whole  medical 
liability  issue,  so  that  the  health  services  in 
the  community  will  not  be  further  reduced. 

Because  of  the  inadequate  supply  of  medical 
manpower,  and  to  extend  the  arm  of  the 
practicing  physician,  a new  category  of  health 
manpower  is  being  proposed — the 
physician’s  assistant.  Organized  medicine  and 
the  community  are  going  to  have  to  take  a 
long,  careful  look  to  understand,  define, 
and  put  some  common  sense  and  controls  into 
this  unknown,  stampeding  phenomenon. 

The  physician’s  assistant  is  to  provide, 
under  the  direction  of  a licensed  physician  (his 
employer),  those  evaluative,  diagnostic 
and  therapeutic  tasks  traditionally  performed 
only  by  the  physician.  This  will  allow  the 
physician  to  extend  his  services  under 
any  economic  or  organizational  delivery  system 
to  a greater  population  base.  The  addition 
of  this  new  health  professional  is  an 
attempt  to  bring  high-level  personal  medical 
care  to  all  citizens  by  extending  the  services 
of  the  primary  physician,  not  by  giving 
second-rate  care  to  some  citizens  by 
providing  physician  substitutes. 

In  regard  to  the  need  for  physician’s 
assistants,  and  more  specifically  for  family 
physicians’  assistants,  we  approached 
this  problem  from  the  point  of  view  of  the  pri- 
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mary  physician  need.  Virtually  all  family 
practitioners  and  pediatricians,  most 
internists,  and  some  obstetricians  serve  as 
primary  physicians  to  some  degree.  There  is  no 
doubt  that  the  major  need  is  for  an 
increase  in  availability  and  accessibility  of 
primary  health  care  services.  This  need 
must  be  met  by  creating  training  opportunities, 
increasing  productivity  of  primary  physi- 
cians by  training  assistants  for  them, 
and  by  delegating  many  tasks  to  assistants, 
so  that  we  can  effect  more  efficient 
patterns  of  health  care  delivery. 

The  profession  of  the  physician’s 
assistant  should  be  a career;  his  skills,  role 
satisfactions,  and  financial  recompense 
should  be  sufficient  to  attract  and  retain  men 
as  well  as  women  who  are  the  heads  of 
households.  His  education  should  be  structured 
to  permit  entry  at  advanced  standing  into 
education  for  another  health  profession 
should  his  ability  and  motivation  dictate.  His 
certificate  of  competence  should  permit 
him  to  work  in  any  part  of  the  United  States. 

If  time  proves  that  the  physician’s  assistant  is 
a necessary,  new  component  of  health 
care,  then  organized  medicine  and  medical 
educators  must  urge  society  to  bring  about 
the  necessary  legal  arrangements  for 
this  new  category  of  health  care. 

I think  the  answer  to  better  health  care 
for  all  in  this  country  is  still  more  practicing 
physicians.  Some  people  do  not  agree. 

There  are  even  some  people  who  would  like 
to  eliminate,  by  substitution,  the 
family  physician. 

Nevertheless,  if  we  ever  have  enough 
practicing  physicians  (and  I don’t  believe  we 
ever  will),  we  must  learn  to  use  assistants 
to  a greater  degree  than  we  have  to  date. 

If  we  physicians  are  going  to  use  our  time  in 
the  area  of  professional  skills  more  fully. 


I would  say  that  there  will  be  a category 
of  physician’s  assistant.  It  behooves 
the  medical  profession  to  provide  the  leader- 
ship and  guidance,  and  to  provide  the 
best  possible  physicians’  assistants. 

The  participation  of  the  citizen,  and 
the  patient,  in  matters  of  health  care  for  the 
community,  is  essential.  The  kind  of 
participation,  and  by  whom,  is  of  extreme 
importance.  It  is  sometimes  difficult  to  identify 
the  real  purpose  of  participation,  namely 
that  of  health  care  and  health  matters.  Many 
of  us  have  participated  in  such  encounters 
with  a great  deal  of  frustration.  Let  us 
encourage  the  community  to  select  informed 
participants  vtho  understand  the  mission, 
who  have  knowledge  in  health  affairs, 
and  who  will  contribute  (constructively)  by 
bringing  to  the  deliberative  body  the 
needs,  opinions,  and  direction  of  the  citizenry. 
Let  us  discourage  the  community  from 
appointing  uninformed  political  figures,  known 
obstructionists,  and  “nice  guys’’  who 
contribute  nothing  and  give  a false  sense 
of  community  representation. 

There  is  sufficient  historical  documentation 
in  this  country  to  discourage  a one-system 
approach  to  community  health  care.  Our 
geography,  our  needs,  our  traditions, 
our  people,  are  not  a one-system  people. 

Let’s  go  about  tailoring  systems  that  are 
responsive  to  our  own  local  needs.  Let’s 
guarantee  our  people  that  we,  as  representa- 
tives of  organized  medicine,  will  be  in 
there  pitching  and  planning  with  them.  We 
must  have  an  unquivering  dedication, 
for  we  are  the  most  qualified  to  assist  them 
and  their  communities  in  the  provision 
of  the  best  possible  health  care  for 
now  and  for  the  future. 

Edward  J.  Kowalewski,  MD,  Akron,  Pa. 
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TEXAS  MEDICAL  ASSOCIATION 


MEDITERRANEAN  ADVENTURE 

AIR/SEA  CRUISE 

DEPARTING  DALLAS  AND  HOUSTON  ON  OCTOBER  13,  1971 


DISCOVER  THE  GREAT  CLASSICAL  SITES 
OF  THE  MEDITERRANEAN  AND  GREEK  ISLES. 


Send  to;  TEXAS  MEDICAL  ASSOCIATION 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701 


Enclosed  is  my  check  for  $ _ 
($100  per  personas  deposit.) 


Name 


Home  Address 


City  State  Zip  Code 

□ Please  send  full  color  brochure. 


Phone 


Exclusive  Mediterranean  Adventure  Features: 

• Direct  flights  via  chartered  private  jets. 

• First  class  luxury  on  the  chartered  Cunard 
cruise  liner  CARMAN  I A. 

• Total  passengers  limited  to  much  loss  than 
ship  capacity. 

• All  meals  of  the  finest  international  cuisine. 

• Generous  70  pound  baggage  allowance. 

• Expedited  Customs  formalities. 

• Daily  optional  shore  excursions. 

• Duty  free  shopping  on  board  and  ashore. 

• Never  any  regimentation— do  as  you  please. 


Our  Mediterranean  Adventure  will  be  an  un- 
forgettable holiday.  Cruise  to  the  French 
Riviera,  Naples,  Sicily,  Malta,  Turkey,  the  Greek 
Isles  and  Athens.  Prices  start  from  $895.  Space 
is  strictly  limited.  We  urge  you  to  complete 
the  reservation  form  below  and  mail  it  to  us 
today! 
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>1  worthwhile  business  expense 


At  the  recent  AMA  Annual  Meeting 
in  Atlantic  City,  a significant 
step  was  taken  to  assure  quality 
education  for  medical  assistants. 

The  House  of  Delegates 
revised  accreditation  standards 
to  include  the  development  of  a basic 
one-year  curriculum  and  to  allow 
for  medical  specialty  courses 
within  the  existing  two-year 
program.  In  addition,  the  new  cur- 
riculum may  be  established  in 
vocational-technical  schools, 
proprietary  educational  institutions 
and  military-based  schools  as 
well  as  j unior,  community  and 
senior  colleges.  These  revised 
standards  or  “essentials” 
were  developed  by  the  AMA  and  the 
American  Association  of  Medical 
Assistants. 

It  is  doubtful  that  the  AMA  would 
have  taken  this  step  if  it  had  not 
been  for  the  AAMA. 

Now  14,000  strong,  the  AAMA 
is  beginning  to  approach  the 
objectives  it  established  when 
organized  in  1956. 

Many  doctors,  especially  during 
the  AAMA’s  formative  years, 
were  concenied  that  it  would  become 
a collective  bargaining  unit. 

However,  its  original  Bylaws 
state,  “This  Association  is  not  nor 
shall  it  ever  become  a trade 
union  or  collective  bargaining 
agency.” 

The  AAMA’s  Bylaws  also 
provide  for  either  the  appointment 
or  election  of  a physician  advisory 
board  to  provide  a direct  liaison 
between  the  assistants,  the 
practicing  physician,  and  his 
medical  society. 

The  AAMA  also  promotes  an 
in-service  training  program  leading 
to  individual  certification  some- 
what similar  to  the  American 
Boards  in  medicine.  Candidates 
undergo  a two-day  written 
test  on  subjects  including  medical 
terminology,  anatomy  and 
physiology ; personal  adj  ustment 
and  human  relations,  oral  com- 
munications, medical  ethics 
and  office  etiquette ; medical  law 
and  economics ; office  skills, 
secretarial  and  administrative 
procedures  and  written  communica- 
tions ; accounting,  credits  and 
collections  and  records,  medical 
and  nonmedical ; examining 


room  techniques ; and  laboratory 
orientation.  The  individual  may 
become  a Certified  Medical 
Assistant  (Administrative)  or 
Certified  Medical  Assistant 
(Clinical). 

The  AMA  has  repeatedly 
commended  the  AAMA  for  its 
constructive  programs  and  its 
dedication  to  American  medicine. 

It  is  one  of  medicine’s  most 
loyal  and  dedicated  allies  and  merits 
our  individual  and  collective 
support. 

The  medical  assistant  is  one  of 
the  most  important  members 
of  the  medical  team.  Conscientious, 
efficient  and  loyal  assistants 
are  more  valuable  to  the  physician 
and  to  his  practice  than  any 
other  one  single  ingredient. 

The  physician’s  office  personnel 
deserve  expressions  of  apprecia- 
tion. Pay  them  what  they  are 
worth  based  on  experience, 
education,  efficiency,  personality 
and  dedication.  Encourage  them 
to  join  and  participate  in  their 
medical  assistants  organization. 
Offer  to  pay  their  dues  and 
provide  time  off  for  attending  state 
and  national  meetings  as  one 
way  of  saying  “thanks”  for  the  job 
they  are  doing.  It’s  a business 
expense  you  can’t  afford  not 
to  incur. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 


■IjTlltMltoritifi 


Hiitroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  offi.ce  time 

The  Rocom 

Medical  Management 
System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  a simplej 
but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  yo 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  wi 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card  ! 
keeps  track  of  all  patients  with  the  same  disease! 
Well-kept  records  can  be  one  of  the  greatest  | 
deterrents  to  malpractice  suits.  The  Rocom  Medici 
Record  System  helps  protect  your  good  name.  | 


I 


,'he  new  Rocom  Medical  Management  System*  can 
‘elp  you  provide  better  care  for  your  patients 
nd,  at  the  same  time,  make  better  use  of  your 
ffice  time.  In  designing  these  products 
undreds  of  doctors,  nurses  and  receptionists 
ere  consulted  about  their  particular  office 
roblems;  and  more  than  two  years  of  development 
,nder  actual  office  conditions  proved  that  they 
ctually  do  help  solve  these  difficulties 
lithout  upsetting  existing  routines, 
ach  component  deals  with  a specific  problem 
rea  --  health  histories,  medical  records,  the 
elephone,  and  scheduling  appointments.  They 
ay  be  employed  alone,  in  various  combinations, 
r preferably,  as  the  complete  Rocom  Medical 
anagement  System,  depending  on  your  own  office 
ituation. 

ost  physicians  --  whether  they  practice  alone 
r with  a group  --  will  find  one  or  more  of 
hese  components  useful.  You  are  invited  to 
btain  additional  information  about  the  Rocom 
edical  Management  System  by  sending  us  the 
ccompanying  coupon. 


Rocovr  <s> 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

□ Health  History  i — i Medical  Record 

System  I — I System 

I I Telephone  System  dl  Appointment  System 

Name Specialty 

Street 


City State 


Please  do  not  forget  Zip  Code 


locom  Telephone  System  a complete 
ystem;  one  that  can  be  understood  quickly 
4y  your  newest  office  aide;  one  that  permits 
our  staff  to  answer  specific  patient  questions 
tith  confidence;  one  that  will  make  your 
jractice  more  productive  by  assuring  that  you 
re  interrupted  only  when  you  think  it 
ecessary.  Self-adhesive  backing  assures  that 
11  incoming  calls  can  become  part  of  the 
atient's  permanent  record. 


Rocom  Appointment  System  ....  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


•Created  and  developed  by  Patient  Care  Systems,  Inc. 


Conference  on 

MEDICAL  PRACTICE 

October  2, 1971 

Texas  Medical  Association 
presents  a program  of  special 
interest  to  practicing  physicians 
in  the  state. 

Proposals  for  national  health  care 
Physician  manpower 
Medical  education 

New  standards  for  hospital  accreditation 

Foundations  for  medical  care 

Peer  Review 

Direct  billing 

Orientation  program 

Conference  to  be  held  in  new  Joe  C. 
Thompson  Conference  Center, 
located  on  The  University 
of  Texas  Campus,  Austin. 


Pre-Sate  (chlorphentermine  hydrochloride) 

Caution:  Federal  law  prohibits  dispensing  without  prescrip- 


tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states,  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect;  discontinue  the  drug  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate. 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea. unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations. panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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" 


take  a new 
look  at 


(chlorphentermine 

HCI) 

the  increasingly  practical 
appetite  suppressant>Nw 


low  potentialfoijpR^nP 

□ stimulatory ‘jolt’ ^ 

□ post-therapeutic ‘I^B|ip’ - a 

□ excessive  CNS  stimul^pn 

□ drug  abuse  ■ 

Pre-$ate  promotes  normal  pattern^f  food 
intake, and  is  a safe,  effective  supplement  to  y^, 
total  program  of  caloric  reduction  " 

Pre-Sate  -T^a  short-term  adjunct... 
not  a subslttiite...to  youi;|otal 
program  of  weight  reductiop 


Warner-Chilcott 

Division,  Warner-Lambert  Company 
Morris  Plains.  Jersey  07950 


BE 

A LOOK  AT  TEXAS  MEOICINE  TOOAY 

ONE  OF  A SERIES 


Hews 


What’s  News?  The  throw-away 
journals  and  the  national  specialty 
journals  can  provide  you  with  a 
lot  of  interesting,  useful 
material,  but  when  it  comes  to 
Texas  medical  news  they  give  you 
only  material  of  national  interest. 

For  carefully  checked  news  on  a 
wide  range  of  subjects — from 
developments  in  the  Medicare 
program  in  Texas  to  the 
anticipated  status  of  communicable 
diseases  in  the  state — TEXAS 
MEDICINE  is  your  resource  material. 
Do  you  like  sometimes  to  relax 
and  be  human — just  like  your 
patients?  If  so,  check  the 
current  issues  of  TEXAS  MEDICINE 
and  read  about  the  nonmedical 
interests  of  your  medical  colleagues 
in  our  continuing  series  of 
articles  about  doctor’s  hobbies. 

How  even  Texas  can  contain 
such  an  abundance  of  talent  will 
amaze  you.  So,  join  our  news- 
gathering staff  and  write  us  about 
yourself  and  your  colleagues. 

We  want  to  have  the  best-read 
medical  news  publication  in 
the  countryside. 
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What  T exas 
doctors  need, 
is  a Malpractice 
Liabiiity  Carrier  that 
won’t  fade  when 
trouble  conies. 


This  means  the  up-to-date  carrier.  The  one  that's  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUAIJY  INDEMNITY  EXDHANDE 

754  Insurance  Exchange  Building  • Denver,  Colo.  80202  • (303)  825*0161 


TMA-0171 


Ortho-Noviim  l/50n21  is  for  people. 

People  who  want  no  more  hormonal  activity  than 
is  needed  for  effective  contraception  — 

50  meg  of  mestranol  and  1 mg  of  norethindrone. 

People  who  want  a pill  to  stay  with  — like  the 
1,719  patients  on  Ortho-Novum  1 /50n21  in  a 
controlled  study.  Of  these,  only  2.3%  dropped 
out  for  drug-related  reasons.^ 

People  who  appreem 
the  unique  qualities  of 
the  Dialpak'^'—theTablet 
Dispenser  preferred 
by  an  overwhelming 
majority  of  women.^ 

People  who  like  the 
simplicity  of  the  21 -day 
regimen ...3  weeks  on, 

1 week  off. 

Yes,  Ortho-Novum  1/ 50a  21  is  for  people.  That’s 
why  people  are  for  Ortho-Novum  1 / 50  a21. 


1.  Data  on  file.  Ortho  Research  Foundation,  Raritan,  N.  J.,  2.  Oral  Contraceptive 
Packaging  Test,  Suburban  Research  Associates,  Ridgewood,  N.  J.,  June  1970. 

Ortho-Novuml/50°2I 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone 
and  0.05  mg  mestranol 


•TRADEMARK 


See  next  page  for  prescribing  information. 


Ortho-Novuml/50°2I 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone  and  0.05  mg  mestranol 


PRESCRIBING  INFORMATION 


DESCRIPTION:  Each  ORTHO-NOVUM  l/50o21  Tablet  contains  1 mg  of  the 
potent  progestational  substance,  norethindrone (17  a/pba-ethinyl-17-hydroxy- 
4-estren-3-one)  together  with  0.05  mg  of  the  estrogenic  com  pound,  mestranol 
(ethinyl  estradiol  3-methyl  ether). 

SPECIAL  NOTE:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than 
that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  the  studies  conducted  in 
both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  ele- 
vated blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long  term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
neither  be  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

INDICATION:  Contraception. 

CONTRAINDICATIONS:  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions. 

2.  Markedly  impaired  liver  function. 

3.  Known  or  suspected  carcinoma  of  the  breast. 

4.  Known  or  suspected  estrogen  dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital  bleeding. 

WARNINGS:  1.  The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmo- 
nary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  in  Great  Britain'-^  leading  to  this  conclusion, 
and  one"  m this  country.  The  estimate  of  the  relative  risk  of  thromboembo- 
lism in  the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and 
associates  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease  with- 
out evident  cause  as  non-users.  The  American  study  also  indicated  that  the 
risk  did  not  persist  after  discontinuation  of  administration,  and  that  it  was 
not  enhanced  by  long  continued  administration.  The  American  study  was 
not  designed  to  evaluate  a difference  between  products.  However,  the  study 
suggested  that  there  might  be  an  increased  risk  of  thromboembolic  disease 
in  users  of  sequential  products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable. 

2.  Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn. 

3.  Since  the  safety  of  ORTHO-NOVUM  1/50D21  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed  two 
consecutive  periods,  pregnancy  should  be  ruled  out  betore  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule,  the  possibility  ot  pregnancy  should  be  considered  at  the  time  of 
the  first  missed  period. 

4.  A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long  range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

PRECAUTIONS:  1.  The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals. 

2.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  ORTHO-NOVUM  l/50o21.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  ORTHO-NOVUM  l/50a21,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

3.  Under  the  influence  of  estrogen-progestogen  preparations,  pre-existing 
uterine  fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause  some  degree  of  fluid  retention,  condi- 
tions which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

5.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vagi- 
nam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed- 
ing per  vaginam,  adequate  diagnostic  measures  are  indicated. 

6.  Patients  with  a history  of  psychic  depression  should  be  carefullyobserved 
and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree. 


7.  Any  possible  influence  of  prolonged  ORTHO-NOVUM  1/50D21  therapy 
on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study. 

8.  A decrease  in  glucose  tolerance  has  been  observed  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  ORTHO-NOVUM  l/50n21  therapy. 

9.  The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treat- 
ment with  ORTHO-NOVUM  l/50n21  may  mask  the  onset  of  the  climacteric. 

10.  The  pathologist  should  be  advised  of  ORTHO-NOVUM  1/50D21  therapy 
when  relevant  specimens  are  submitted. 

11.  Susceptible  women  may  experience  an  increase  in  blood  pressure  follow- 
ing administration  of  contraceptive  steroids. 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRA- 
CEPTIVES: A statistically  significant  association  has  been  demonstrated  be- 
tween use  of  oral  contraceptives  and  the  following  serious  adverse  reactions; 
Thrombophlebitis  Pulmonary  embolism  Cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions: 

Neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives: 

Nausea  Edema 

Vomiting  Chloasma  or  Melasma 

Gastrointestinal  symptoms  Cholestatic  jaundice 

(such  as  abdominal  Migraine 

cramps  and  bloating)  Rash  (allergic) 

Breakthrough  bleeding  Mental  depression 

Spotting  Change  in  weight 

Change  in  menstrual  flow  (increase  or  decrease) 

Amenorrhea  during  and  after  treatment 
Breast  changes:  tenderness,  enlargement  and  secretion 
Changes  in  cervical  erosion  and  cervical  secretions 
Suppression  of  lactation  when  given  immediately  post-partum 
Rise  in  blood  pressure  in  susceptible  individuals 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 

Anovulation  post  treatment;  Premenstrual-like  syndrome;  Changes  in 
libido;  Changes  in  appetite;  Cystitis-like  syndrome;  Headache;  Nervousness; 
Dizziness;  Fatigue;  Backache;  Hirsutism;  Loss  of  scalp  hair;  Erythema  multi- 
forme; Erythema  nodosum;  Hemorrhagic  eruption;  Itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: 

Hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests; 

Coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX,  and  X; 
Thyroid  function:  increase  in  PBI,  and  butanol  extractable  protein  bound 
iodine  and  decrease  in  T^  uptake  values; 

Metyrapone  test;  Pregnanediol  determination. 

DOSAGE  AND  ADMINISTRATION:  The  dosage  of  ORTHO-NOVUM  1/50d21  for 
the  initial  cycle  of  therapy  is  one  tablet  administered  daily  from  the  5th 
through  the  25th  day  of  the  menstrual  cycle,  counting  the  first  day  of  men- 
strual flow  as  "Day  1".  The  use  of  ORTHO-NOVUM  l/50n21  for  contracep- 
tion can  be  initiated  immediately  postpartum.  (If  ORTHO-NOVUM  1/50D21 
is  first  taken  later  than  the  fifth  day  of  the  first  menstrual  cycle  of  medica- 
tion or  postpartum,  contraceptive  reliance  should  not  be  placed  on  ORTHO- 
NOVUM  1/50O21  until  after  the  first  seven  consecutive  days  of  administra- 
tion. The  possibility  of  ovulation  and  conception  prior  to  initiation  of  medi- 
cation should  be  considered.)  For  subsequent  cycles,  no  tablets  are  taken 
for  7 days,  then  a new  course  is  started  of  one  tablet  a day  for  21  days.  The 
dosage  regimen  then  continues  with  7 days  of  no  medication  followed  by 
21  days  of  medication,  instituting  a three  weeks  on,  one  week  off  dosage 
regimen. 

HOW  SUPPLIED:  ORTHO-NOVUM  l/50a21  Tablets  (as  yellow  unscored  tab- 
lets with  "Ortho"  and  "1"  debossed  on  each  side)  are  available  in  DIALPAK* 
Tablet  Dispenser  containing  21  tablets  and  DIALPAK  3-cycle  Tablet  Dis- 
penser containing  63  tablets  arranged  for  3 cycles  of  administration. 
REFERENCES:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thromboembolic  Disease.  J.  Coll.  Gen.  Pract.,  13:267-279,  1967.  2.  In- 
man, W.  H.  W.  and  Vessey,  M.  P.  Investigation  of  Deathsfrom  Pulmonary  Coro- 
nary and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing 
Age,  Brit.  Med.  J.,  2:193-199,  1968.  3.  Vessey,  M.  P.  and  Doll,  R.  Investigation 
of  Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic  Dis- 
ease. A Further  Report,  Brit.  Med.  J.,  2:651-657,  1969.  4.  Sartwell,  P.  E.,  Masi, 
A.  T.,  Arthes,  F.  G.,  Greene,  G.  R.,  and  Smith,  H.  E.,  Thromboembolism  and 
Oral  Contraceptives:  An  Epidemiological  Case-Control  Study, 

Am.  J.  Epidem.  90:365-380,  (Nov.)  1969.  ‘trademark 
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Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.Smg. 
Thyroid  Eit.  (t/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Z>ose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 
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HIGH  POTENCY 
Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Cit. (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  . . . . 1 . . .10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Ext. (1  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext. (’/4  gr.)  ...IS  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60.  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications:  Android  Is  contraindicated  in  patients  with  prostatIc  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos* 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headachy 
dirtiness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  Insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Roferenceo:  1.  Montesano,  P.,  and  Evangeliala.  I.  Methyltestosterone-thyroid  treatment  of  sekual 
impotence.  Clin  Med  12:69.  1966.  2.  Dublin,  M.  f.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962.  4.  Heilman,  I..  Sradlow,  H.  L..  Zumoff,  B..  Fukushima,  D.  K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  I.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osoi,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincotf,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin’ 

capsules/elixlr 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


17% 


POOR  , FAIR  GOOD 

; CEREBRO-NICIN®  New  double-blind  study*  shows  how 
‘ effectively  senility  can  be  forestalled.  Four  times  as  many 
paging  patients  showed  striking  improvement. 

M*A  Doubte-Bimcl  Study  of  Cerebro-Nicirl,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  4rnl,.  of 
r.  the  Amer.  Ger.  Soc.  June,  1964'.  ' ' ' . • . 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole lOO  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg. 

1-Glutamlc  Acid ; 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3 mg. 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100.  500,  1000  capsules. 

Also  efIxSr  8 oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sense-  - 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction.  • RtfCR  TO 
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DIAGNOSTIC 

AND 

THERAPEUTIC 

MANAGEMENT 


The  authors  outline  a classification  of  head  injury, 
describe  the  various  diagnostic  procedures  avail- 
able, and  present  a plan  of  therapeutic  manage- 
ment of  intracranial  trauma. 


A MAJOR  MEDICAL  problem  is  the  increasingly 
high  incidence  of  head  injuries.  From  July 
1965  through  June  1967,  3,053,000  skull  frac- 
tures and  head  injuries  were  reported  in  the 
United  States.^  As  expected,  automobile  acci- 
dents caused  a large  proportion  of  serious  head 
injuries.  The  1968  National  Safety  Council  re- 
port showed  55,000  deaths  attributable  to 
automobile  accidents,  with  head  injury  being 
the  principal  cause  of  death  in  most  cases.^ 
Therefore,  we  believe  that  a review  of  the  cur- 
rent diagnostic  and  therapeutic  management  of 
head  injuries  is  of  value  to  the  primary  physi- 
cian who  will  manage  such  patients. 
Classification:  Intracranial  traumatic  lesions 
are  classified  into  the  following  categories: 

Scalp  Injuries:  These  include  lacerations, 
abrasions,  contusions,  and  hematomas. 

Skull  Fractures:  These  injuries  are  divided 
into  simple  (scalp  intact)  and  compound  (asso- 
ciated with  a scalp  laceration  and  potential 
contamination)  fractures.  Both  types  may  be 
linear,  comminuted,  or  depressed.  Basilar  skull 
fractures  involve  the  floor  of  the  skull  and  usu- 
ally are  difficult  to  detect  on  routine  skull 
x-rays. 

Because  of  indriven  bone  fragments,  de- 
pressed skull  fractures  (Fig  1)  often  cause  lac- 
eration and  injury  of  the  underlying  dura  mater 
and  brain. 

Cerebral  Concussion:  Cerebral  concussion  is 
a short  period  (up  to  five  minutes)  of  uncon- 
sciousness resulting  from  either  a direct  or 


indirect  blow  to  the  head.®  There  is  usually  a 
period  of  amnesia  for  events  preceding  and/or 
following  the  concussion.  With  milder  grades  of 
concussion,  there  are  no  associated  pathologi- 
cal changes  in  the  brain,  while  with  more 
severe  grades  of  concussion  structural  changes 
may  occur  in  the  brain  stem  reticular  forma- 
tion.'*® 

Cerebral  Contusion:  Cerebral  contusion,  or 
bruise,  is  a structural  alteration  of  the  brain, 
usually  preferentially  involving  surface  struc- 
tures, characterized  by  petechial  hemorrhages, 
death  of  tissue,  and  often  edema.®  Cerebral 
contusion  is  generally  a more  serious  injury 
than  concussion:  the  severity  of  injury  largely 
depends  upon  the  degree,  extent,  and  depth 
of  petechial  hemorrhages. 

Cerebral  Laceration:  Brain  lacerations  may 
result  from  a depressed  fracture,  or  may  occur 
in  acceleration-deceleration  injuries.  Cerebral 
lacerations  are  often  associated  with  extensive 
hemorrhage. 

Brain-stem  Hemorrhage:  Brain-stem  hemor- 
rhages in  traumatic  intracranial  lesions  are  of 
two  types — primary  and  secondary.'^  Primary 
hemorrhages  result  from  the  direct  force  of  the 
blow  causing  the  head  injury.  Secondary  hem- 
orrhages are  caused  by  increased  intracranial 
pressure.  The  mechanism  whereby  increased 
intracranial  pressure  causes  brain-stem  hemor- 
rhages remains  speculative.  Clinically,  patients 
with  brain-stem  hemorrhage  are  comatose  and 
have  dilated,  nonreactive  pupils  and  inappro- 
priate motor  responses  (eg,  decerebrate  pos- 
turing) on  painful  stimulation. 

Cranial  Nerve  Injury:  Onset  of  cranial  nerve 
palsy  immediately  upon  impact  is  usually  the 
result  of  laceration  or  contusion  of  a nerve 
from  a basilar  skull  fracture.  On  the  other 
hand,  delayed  onset  of  cranial  nerve  palsy  (eg, 
third  and  sixth  nerve  palsy)  usually  indicates 
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increased  intracranial  pressure  due  to  an  intra- 
cranial hematoma. 

Unilateral  blindness  often  occurs  in  head 
trauma  and  usually  results  from  laceration  of 
the  optic  nerve  by  a fracture  involving  bony 
structures  surrounding  the  optic  foramen. 

Paralysis  of  the  seventh  cranial  nerve  may 
occur  with  basilar  skull  fractures,  and  may  be 
immediate  or  may  appear  several  hours  or  days 
after  injury.  Injury  to  the  eighth  cranial  nerve 
often  occurs  with  fractures  through  the  petrous 
portion  of  the  temporal  bone.  This  injury  fre- 
quently causes  bloody  otorrhea.  In  a series  of 
1,800  head  injuries,  the  olfactory  nerve  was 
the  most  commonly  involved  cranial  nerve,® 
but  the  deficit  often  is  not  noted  by  the  treat- 
ing physician. 

Primary  Cerebral  Vascular  (Arterial)  Injury: 
Shearing  injuries  of  intracranial  arteries  are 
rare  but  may  result  from  cranial  trauma.  Injury 
to  the  internal  carotid  artery  in  the  cavernous 
sinus  causes  a carotid-cavernous  fistula  which 
usually  persists  and  produces  a striking  clini- 
cal syndrome.  Tears  in  major  intracranial  ar- 
teries above  the  cavernous  sinus  usually  are 
fatal. 

Epidural  Hematoma:  An  epidural  hematoma 
is  a collection  of  blood  between  the  skull  and 
the  dura  mater,  usually  resulting  from  lacera- 
tion of  the  middle  meningeal  artery  by  a frac- 
ture of  the  temporal  bone. 

The  clinical  course  of  an  epidural  hematoma 
usually  is  short  (4-12  hours).  In  the  injury,  loss 
of  consciousness  resulting  from  a blow  to  the 
head  is  often  followed  by  a period  during  which 
the  patient  is  mentally  normal  (lucid  interval). 
However,  in  a few  hours,  gradual  enlargement 
of  the  hematoma  from  continued  bleeding  pro- 
duces progressive  impairment  in  the  level  of 
consciousness.  Unless  an  epidural  hematoma 


1.  Lateral  skull  roentgenogram  showing  a 
depressed  frontal  fracture. 
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2.  Anteroposterior  carotid  arteriogram  of  chronic 
subdural  hematoma  illustrating  displacement 
of  the  terminal  branches  of  the  middle  cerebral 
artery  away  from  the  inner  table  of  the  skull. 

The  convex  deformity  of  the  brain  indicates  that 
the  lesion  is  chronic. 


is  promptly  diagnosed  and  treated,  the  patient 
will  become  deeply  comatose  and  die. 

Subdural  Hematoma:  A subdural  hematoma 
is  an  accumulation  of  blood  between  the  dural 
and  arachnoidal  membranes.  Subdural  hema- 
tomas usually  result  from  venous  bleeding  and 
are  divided  into  the  following  categories: 

1.  Acute:  The  lesion  is  clinically  obvious 
within  24  hours  of  injury.  Unfortunately,  be- 
cause of  the  associated  brain  injury  (ie,  lacera- 
tion and  contusion),  the  mortality  rate  in  acute 
subdural  hematoma  is  high." 

2.  Subacute:  A subacute  subdural  hema- 
toma becomes  symptomatic  from  24  hours  to 
two  weeks  after  injury."  Since  the  incidence  of 
associated  brain  damage  is  much  lower  than 
that  of  acute  subdural  hematoma,  prompt 
diagnosis  and  surgical  treatment  of  this  lesion 
usually  results  in  dramatic  improvement. 

3.  Chronic:  A chronic  subdural  hematoma  is 
one  in  which  the  interval  between  injury  and 
the  appearance  of  symptoms  is  greater  than 
two  weeks."  Approximately  12  days  after  the 
appearance  of  blood  in  the  subdural  space, 
connective  tissue  membranes  begin  to  encap- 
sulate the  hematoma.  By  the  end  of  21  days, 
the  membranes  fuse  at  the  periphery  of  the 
lesion  and  completely  encapsulate  it.® 

After  encapsulation,  a chronic  subdural  he- 
matoma enlarges  slowly  and  produces  clinical 
findings  similar  to  a brain  tumor.  Such  progres- 
sive enlargement  of  this  encapsulated  lesion 
has  been  attributed  to  increased  osmotic  pres- 
sure (induced  by  progressive  breakdown  of 
protein  molecules  in  the  hematoma  fluid).® 
Progressive  enlargement  of  a chronic  subdural 
hematoma  causes  a characteristic  angiographic 
pattern  (Fig  2). 

It  should  be  emphasized  that  the  clinical 
diagnosis  of  chronic  subdural  hematomas  often 
is  difficult.  This  lesion  is  easily  confused  with 
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dementia,  brain  tumor,  and  cerebral  throm- 
bosis. Diagnosis  is  even  more  difficult  because 
results  of  lumbar  puncture  on  a patient  with 
this  lesion  will  occasionally  be  normal. 

Subdural  Hygroma:  This  lesion  is  an  accum- 
ulation of  cerebrospinal  fluid  in  the  subdural 
space  as  a result  of  trauma.  A ball-valve 
caused  by  a tear  in  the  arachnoid  membrane 
probably  accounts  for  the  lesion. 

Intracerebral  Hematoma:  Scattered  petechial 
hemorrhages  in  the  brain  are  common,  but 
massive  intracerebral  hematoma  from  trauma 
is  relatively  rare.  It  is  uncertain  whether  the 
hematoma  is  due  to  coalescence  of  multiple 
petechial  hemorrhages,  or  to  tearing  of  a vessel 
which  bleeds  into  the  substance  of  the  brain. 

Penetrating  Wou?ids:  Gunshot  wounds  of  the 
brain  are  usually  associated  with  extensive 
damage  because  of  the  tissue  destruction 
around  the  missile  tract.  The  extent  of  damage 
surrounding  the  tract  is  directly  proportional  to 
the  square  of  the  velocity  of  the  missile.  Be- 
cause of  necrosis,  edema,  and  hemorrhage 
associated  with  gunshot  wounds  to  the  brain, 
intracranial  pressure  is  usually  elevated. 

3.  Grades  of  coma. 


Management  of  Head  Injuries:  Diagnostic  As- 
pects: The  methods  available  for  the  diagnos- 
tic evaluation  of  patients  with  head  injuries 
include  the  following: 

History:  The  value  of  a reliable  history  is 
obvious.  If  the  patient  is  stuporous  or  coma- 
tose, history  should  be  obtained  from  any 
available  witnesses.  It  is  especially  important 
that  the  physician  determine  whether  or  not 
unconsciousness  occurred  immediately  after 
the  injury  or  with  delayed  onset. 

Examination:  Complete  physical  and  neuro- 
logical examinations  should  be  done  on  all  pa- 
tients with  head  injuries.  The  physician  should 
evaluate  (1)  airway,  (2)  level  of  consciousness, 

(3)  presence  of  focal  neurological  signs,  and 

(4)  presence  of  shock  and  multiple  injuries 
including  spinal  cord  injury. 

Airway:  in  the  stuporous  or  comatose  pa- 
tient with  an  inadequate  airway,  endotracheal 
intubation  is  carried  out  when  simpler  correc- 
tive measures  do  not  immediately  relieve  air- 
way obstruction.  Tracheotomy  can  then  be  car- 
ried out  as  an  elective  procedure  if  it  becomes 
necessary. 


Category 


State  of  Awareness 


Responds  Appropriately  To n 

Calling  Light  Deep 

Name  Pain  Pain 


1 

Awake;  normal;  sensorium  and  sleep  pattern  normal 

Yes 

Yes 

Yes 

2 

Drowsy,  lethargic,  indifferent  and  uninterested  and/or 
belligerent  and  uncooperative;  does  not  lapse  into  sleep 
when  left  undisturbed 

Yes 

Yes 

Yes 

3 

Stuporous;  will  lapse  into  sleep  when  not  disturbed; 
may  be  disoriented  to  time,  place  and  person 

No 

Yes 

Yes 

4 

Deep  stupor — requires  strong  pain  to  evoke  movement 

No 

No 

Yes 

5 

Does  not  respond  appropriately  to  any  stimuli;  may 
exhibit  decerebrate  or  decorticate  posturing;  retains 
deep  tendon  reflexes 

No 

No 

No 

6 

Does  not  respond  appropriately  to  any  stimuli;  flaccid 
— no  deep  tendon  reflexes 

No 

No 

No 
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Maintenance  of  an  adequate  airway  prevents 
both  hypoxia  and  excessive  accumulation  of 
carbon  dioxide — both  of  which  cause  an  in- 
crease in  intracranial  pressure. 

Level  of  Consciousness:  The  physician  who 
manages  patients  with  head  injuries  needs  a 
practical,  simple  classification  of  coma.  Such  a 
classification  serves  not  only  to  determine  a 
patient’s  level  of  consciousness  but  also  as  a 
baseline  for  subsequent  examinations.  This 
allows  the  physician  to  determine  the  effects 
of  therapy  and  also,  after  a period  of  observa- 
tion, to  determine  the  patient’s  prognosis.  The 
classification  shown  in  Fig  3 is  based  on  the 
patient’s  state  of  awareness  and  his  response 
to  calling  his  name  and  light  and  deep  pain. 
It  is  believed  to  be  sufficiently  detailed  to  accu- 
rately describe  a patient’s  condition  and  yet 
not  so  unwieldy  as  to  discourage  its  use. 

Grade  5 coma  is  seen  in  uncompensated  in- 
creased intracranial  pressure  and  is  due  to  the 
development  of  small,  punctate,  bilaterally-situ- 
ated hemorrhages  in  the  midbrain.  In  patients 
with  grade  6 coma,  the  criteria  of  brain  death 
should  be  applied. 

Focal  Signs:  A complete  neurological  exami- 
nation should  be  performed  and  all  abnormal 
neurological  signs  recorded,  thus  documenting 
any  focal  damage  to  the  nervous  system.  The 
physician  should  be  aware  that  occasionally 
false  lateralizing  hemiplegia  (ie,  ipsilateral  to 
the  lesion)  occurs  in  patients  with  acute  head 
injury,  particularly  those  with  subdural  and 
epidural  hematomas.  False  lateralizing  signs 
(eg,  hemiplegia)  due  to  indirect  compression 
of  nervous  structures — impingement  of  ten- 
torial edge  against  cerebral  peduncle — may 
occur  and  mislead  the  physician.  A unilateral 
dilated  pupil,  however,  usually  correctly  indi- 
cates the  side  of  an  acute  expanding  intracran- 
ial lesion. 


Presence  of  Shock  and  Multiple  Injuries: 
When  a patient  has  a head  injury,  the  examin- 
er should  make  a careful  search  for  multiple 
injuries,  such  as  spine  or  long-bone  fracture, 
rupture  or  laceration  of  intra-abdominal  organs, 
and  chest  injuries.  Since  shock  is  rarely  due 
to  a primary  brain  injury,  its  presence  usually 
indicates  injury  to  some  body  system  other 
than  the  central  nervous  system. 

Skull  X-rays:  In  all  patients  who  experience 
head  injury,  the  physician  should  obtain  an- 
teroposterior and  lateral  skull  x-ray  films  to 
demonstrate  skull  fractures,  to  determine  the 
pineal  position  (if  calcified),  and  to  visualize 
foreign  bodies  (bone  or  missile  fragments) 
within  the  intracranial  cavity.  A 3 mm  or  great- 
er displacement  of  the  calcified  pineal  from  the 
midline  on  a well-aligned  anteroposterior  skull 
x-ray  indicates  the  presence  of  an  expanding 
intracranial  lesion. 

Echoencephalography:  Echoencephalography 
is  a valuable  screening  test,  but  not  a definitive 
diagnostic  procedure.  Properly  done,  echoen- 
cephalography accurately  determines  whether 
or  not  the  midline  structures  have  shifted.  A 
negative  (midline)  echoencephalogram  does 
not  definitively  rule  out  an  acute  expanding 
intracranial  lesion  since  all  traumatic  hema- 
tomas do  not  shift  the  midline  structures.  On 
the  other  hand,  a positive  echoencephalogram 
strongly  indicates  an  expanding  lesion  which 
should  be  further  investigated  by  carotid  arteri- 
ography. 

Radioactive  Brain  Scan:  This  procedure  is 
not  a practical  tool  in  the  diagnostic  manage- 
ment of  acute  head  injuries  because  positive 
scans  due  to  scalp  contusions  or  hematomas 
are  not  easily  distinguished  from  those  due  to 
cerebral  contusion  and  focal  intracranial  hema- 
tomas. The  test  has  definite  value,  however,  in 
subacute  and  chronic  subdural  hematoma  be- 


60 


TEXAS  MEDICINE 


cause  of  the  characteristic  uptake  of  the  radio- 
active material  in  the  reactive  membranes  sur- 
rounding the  lesion. 

Carotid  Angiography:  Carotid  angiography  is 
the  most  important  and  definitive  diagnostic 
procedure  available  for  evaluating  patients  with 
acute  head  injuries.  The  procedure  should  be 
performed  only  in  those  patients  who  show  an 
impairment  in  the  level  of  consciousness,  focal 
neurologic  signs,  a shift  of  the  calcified  pineal 
on  a well-aligned  anteroposterior  skull  x-ray,  or 
a shift  of  the  midline  structures  on  echoen- 
cephalography. 

Patients  who  have  a rapidly  expanding  acute 
extradural  or  subdural  hematoma  and  who  are 
showing  a progressive  decrease  in  their  level 
of  consciousness  should  undergo  trephination 
without  delay.  Lack  of  time  does  not  allow  one 
to  obtain  the  usual  diagnostic  studies,  such  as 
skull  x-rays,  carotid  angiography,  etc. 

Trephination:  Trephination  is  a procedure 
which  may  be  both  diagnostic  and  therapeutic. 
If,  for  instance,  the  arteriogram  is  unsatisfac- 
tory and  the  clinical  findings  indicate  the  pos- 
sibility of  a subdural  or  epidural  hematoma, 
the  surgeon  should  perform  diagnostic  trephi- 
nation. Three  appropriately-spaced  trephine 
openings  (frontal,  temporal,  and  parietal)  are 
placed  on  each  side  and  the  dura  mater  is 
opened  to  inspect  the  subdural  space  and 
underlying  cerebral  cortex. 

Electroencephalography:  In  the  initial  man- 
agement of  acute  head  injuries,  electroenceph- 
alography is  of  little  diagnostic  value;  however, 
during  the  subacute  and  chronic  phases  of 
head  injury,  it  may  demonstrate  focal  abnor- 
malities which  would  indicate  the  presence  of 
discrete  areas  of  brain  damage  or  unilateral 
hematoma. 

Pneumoencephalography:  Pneumoencepha- 
lography has  no  application  in  the  diagnostic 


management  of  acute  head  injuries.  In  sub- 
acute or  chronic  cases,  however,  this  proce- 
dure may  demonstrate  post-traumatic  anatomic 
changes  due  to  communicating  hydrocephalus, 
localized  porencephaly,  and  cortical  atrophy. 

Lumbar  Puncture:  We  advise  against  the 
routine  use  of  lumbar  puncture  in  patients  with 
acute  head  injuries  because  of  the  potential 
risks  to  the  patient  and  the  limited  diagnostic 
value  of  the  procedure.  Although  the  presence 
of  blood  in  the  cerebrospinal  fluid  probably  in- 
dicates that  cerebral  contusion  and/or  lacera- 
tion has  occurred,  there  is  no  clear  correlation 
between  the  presence  or  degree  of  subarachnoid 
hemorrhage  and  the  severity  of  the  head  in- 
jury. In  patients  with  increased  intracranial 
pressure,  there  is  danger  that  lumbar  puncture 
may  precipitate  an  abrupt  clinical  deterioration. 
Also,  the  pressure  recorded  from  the  lumbar 
subarachnoid  space  often  does  not  accurately 
reflect  the  intracranial  pressure. 

Treatment  of  Head  Injuries:  A comprehensive 
discussion  of  the  treatment  of  all  types  of  head 
injury  is  not  possible  here,  but  a summary  of 
some  important  methods  of  management  is, 
as  follows: 

Scalp  Injuries:  Abrasions  and  contusions  re- 
quire no  special  treatment  other  than  routine 
wound  care.  Hematomas  beneath  scalp  contu- 
sions will  usually  absorb  spontaneously  and, 
thus,  only  rarely  require  needle  aspiration. 

A generous  margin  of  hair  around  scalp  lac- 
erations should  be  shaved  prior  to  thorough 
cleansing  of  the  wound  with  a germicidal  soap 
(pHisoHex  or  Betadine).  Using  sterile  tech- 
nique, the  surgeon  should  insert  a finger  into 
the  wound  and  palpate  the  underlying  bone  to 
determine  whether  or  not  the  skull  is  fractured. 

The  physician  should  close  scalp  lacerations 
with  interrupted  monofilament  sutures  (35- 
gauge  stainless  steel  wire  or  4-0  Dermalon) 
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placed  through  all  layers  of  the  scalp.  Because 
of  the  unfavorable  tissue  reaction  that  usually 
begins  after  six  to  eight  days,  silk  (a  braided 
material)  should  not  be  used  for  scalp  closure. 
Monofilament  sutures  generate  little  or  no  tis- 
sue reaction  and  consequently  can  be  left  in 
the  wound  for  as  long  as  three  to  four  weeks 
without  tissue  reaction.  To  obtain  a better  cos- 
metic result,  exposed  (nonhairy)  scalp  may  be 
closed  with  a deep  layer  of  catgut  sutures 
(3-0)  in  the  galeal  aponeurosis  and  a super- 
ficial layer  of  a monofilament  suture  in  the 
skin.  The  latter  is  removed  three  days  later  to 
minimize  scar  formation. 

Skull  Fractures:  Nondepressed  skull  fractures 
require  no  surgical  treatment.  Patients  with 
these  injuries  are  usually  admitted  to  the  hos- 
pital and  kept  at  bed  rest  for  24  hours  or  long- 
er, principally  for  observation  for  more  serious 
intracranial  damage. 

In  general,  depressed  skull  fractures  should 
be  treated  promptly  by  debridement  and  eleva- 
tion of  the  depressed  fragments.  Treatment 
goals  are  to:  (1)  remove  loose  fragments  of 
bone  or  necrotic  brain  which  may  serve  as  a 
nidus  for  infection;  (2)  repair  dural  lacerations; 
(3)  control  bleeding;  and  (4)  remove  indriven 
fragments  of  bone  which  may  cause  later  post- 
traumatic  epilepsy  because  of  the  associated 
gliosis. 

The  presence  of  either  systemic  shock  or 
suppuration  in  an  overlying  scalp  wound  are 
two  conditions  which  dictate  delay  of  definitive 
surgical  treatment. 

Cerebral  Concussion:  Patients  with  cere- 
bral concussion  require  no  special  therapy  but 
should  be  hospitalized  overnight  and  observed 
closely  for  more  serious  injuries  (eg,  epidural 
hematoma).  Simple  analgesics  (aspirin)  are 
prescribed  for  headache  and  other  complaints. 

Cerebral  Contusion:  Cerebral  contusion  is 
treated  conservatively.  Bedrest  and  good  nurs- 
ing care,  including  diligent  attention  to  the  air- 
way, are  the  mainstays  of  therapy.  In  addition. 


the  following  agents  or  measures  may  prove 
useful: 

Glucosteroids:  Although  glucosteroids  (De- 
cadron  or  Solu-Medrol)  are  effective  as  adjunc- 
tive treatment  in  brain  tumors  because  of  the 
reduction  of  cerebral  edema,  the  value  of  glu- 
costeroids in  head  injuries  has  not  yet  been 
clearly  established.  However,  for  the  present, 
the  authors  advise  administering  6 mg  Deca- 
dron  intramuscularly  every  six  hours  for  a total 
of  five  days  in  the  more  seriously  injured  pa- 
tients. In  addition,  antacids  should  be  rou- 
tinely administered  with  the  glucosteroids.  Al- 
though the  osmotic  dehydrating  agents  (urea 
and  mannitol)  are  known  to  effect  a transient 
reduction  in  intracranial  pressure,  these  agents 
should  not  be  used  routinely  in  head-injured 
patients,  particularly  in  cases  with  suspected 
intracranial  bleeding.  With  active  bleeding,  the 
acute  reduction  in  brain  size  effected  by  the 
osmotic  dehydrating  agent  will  allow  more 
space  for  bleeding  into  the  intracranial  cavity. 
Another  reason  for  caution  is  the  possible  oc- 
currence of  “rebound”  phenomenon,  ie,  intra- 
cranial pressure  several  hours  following  the  use 
of  urea  or  mannitol  is  often  considerably  higher 
than  prior  to  the  use  of  these  agents.  Despite 
these  risks  osmotic  diuretics  can  be  lifesaving, 
even  in  cases  of  intracranial  bleeding,  if  they 
are  administered  to  gain  time  for  transporting 
the  patient  to  a neurosurgical  center.  Because 
of  the  marked  diuresis  caused  by  the  intraven- 
ous administration  of  urea  and  mannitol,  a 
urinary  catheter  should  always  be  inserted  prior 
to  the  use  of  osmotic  dehydrating  agents.  Also, 
the  physician  should  be  certain  that  he  has 
good  needle  or  catheter  placement  in  a vein 
before  administering  urea  or  mannitol,  as  both 
of  these  drugs  can  cause  extensive  tissue 
necrosis  if  they  infiltrate  extravascularly. 

Hematomas  (Extradural,  Subdural,  and  In- 
tracerebral): The  treatment  for  these  lesions  is 
surgical  evacuation.  The  type  of  operative  pro- 
cedure (craniectomy,  craniotomy)  performed 
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depends  on  the  size  and  location  of  the  hema- 
toma. More  important  than  the  operative  tech- 
nique is  the  dispatch  v\/ith  which  patients  with 
focal  intracranial  hematomas,  especially  epidur- 
al hematoma,  are  treated.  In  these  cases,  the 
surgeon  should  operate  as  quickly  as  possible 
for  to  delay  this  lifesaving  procedure  for  any 
reason  is  to  risk  the  possibility  of  the  lesion's 
causing  irreversible  brain  damage. 

Penetrating  Wounds:  The  treatment  of  gun- 
shot and  other  types  of  penetrating  wounds 
consists  of  surgical  debridement  in  order  to 
remove  foreign  material  and  necrotic,  contused 
brain,  as  well  as  to  control  hemorrhage. 

Observation  of  Head-Injured  Patients:  Nurs- 
ing personnel  should  be  taught  to  check  and 
record  pupil  size  and  reactivity  to  light,  the 
level  of  responsiveness  to  stimuli,  and  the  pa- 
tient’s ability  to  move  the  extremities.  Conven- 
tional vital  sign  data  recording  can  be  most 
helpful.  Bradycardia  (less  than  60/minute) 
with  or  without  arterial  hypertension  is  an 
ominous  sign  and  always  indicates  the  need  for 
further  evaluation  by  a physician.  Nurses  also 
should  be  trained  in  the  proper  maintenance 
of  the  patient’s  airway. 
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Controlled  studies  of  23  insomniac  and 
13  normal  subjects  treated  with  Dalmane 
(flurazepam  HCI)  in  five  sleep  laboratories 
generated  over  4000  hours  of  electroenceph- 
alographic,  electro-  oculographic  and  electro- 
myographic tracings.  These  studies  revealed 
that  Dalmane  30  mg  nightly  usually  induces 
sleep  in  22  minutes  and  provides  seven  to 
eight  hours  of  sleep.'  “ 

Moreover,  Dalmane  30  mg  was  found  to  be 
useful  in  all  common  types  of  insomnia  in 
which  it  was  studied.  Of  drugs  studied  in  a 
sleep  laboratory,’  Dalmane  30  mg  was  the 
only  one  that  consistently  reduced  sleep  in- 
duction time  and  maintained  sleep  nightly 
for  14  consecutive  nights  of  use. 


Confirmed  clinically 


Fifty-three  controlled  studies  using  a 
paired-night,  double-blind  crossover 
design  have  evaluated  Dalmane 
clinically.  In  the  majority  of  these, 
Dalmane  (flurazepam  HCI)  signifi- 
cantly reduced  sleep  induction  time 
and  increased  sleep  duration. 
Dalmane  and  a placebo  were  alter- 
nated on  successive  nights  in  2010 
insomniacs,  1 706  of  whom  were 
studied  for  a single  night-pair,  and  the 
remainder  for  as  many  as  fifteen 
paired-nights.  A patient  preference 
for  Dalmane  was  apparent  in  the 
paired-night  studies. 

Dalmane  was  also  preferred  to  certain 
hypnotics  in  two  separate  preference 
studies.  In  each  of  two  double-blind 
studies,  Dalmane  30  mg  retained 
effectiveness  for  the  total  period  of 
seven  consecutive  treatment  nights, 
according  to  subjective/objective 
evaluations. 
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In  summary,  Dalmane  is  useful  in  all 
types  of  insomnia  characterized  by 
difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early 
morning  awakening.  It  can  be  used 
effectively  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits, 
and  in  acute  or  chronic  medical 
situations  requiring  restful  sleep. 

Dalmane  (flurazepam  HCI) 
is  generally  well  tolerated 

In  most  instances  in  which  adverse 
effects  with  Dalmane  were  reported, 
they  were  mild,  infrequent  and 
seldom  required  discontinuation  of 
the  drug.  Dizziness,  drowsiness, 
lightheadedness  and  the  like  were 
the  side  effects  most  frequently  noted, 
particularly  in  elderly  or  debilitated 
patients. 3 Instances  of  hepatic  dys- 
function, paradoxical  reactions 
(excitement)  and  hypotension  are 
rare  with  Dalmane,  and  morning 
hang-over  is  relatively  infrequent.  In 
studies  to  date  the  effectiveness  of 
Dalmane  for  recommended  periods 
of  use  is  maintained  without  need  to 
increase  dosage. 

References:  1.  Kales,  A.,  et  al.:  “Effectiveness 
of  Sleep  Medications:  All-Night  EEG  Studies  of 
Hypnotic  Drugs,”  in  Proc.  7th  Internet.  Cong. 
Electroencephal.  and  Clin.  Neurophysiol.,  San 
Diego,  Calif.,  Sept.  13-19,  1969,  2.  Kales,  A., 
et  al.:  “Psychophysiological  and  Biochemical 
Changes  Following  Use  and  Withdrawal  of 
Hypnotics,”  in  Kales,  A.  (ed.):  Sleep:  Physiology 
and  Pathology,  Phila.,  Lippincott,  1969,  p.  331. 

3.  Data  on  file.  Medical  Department,  Hoffmann- 
La  Roche  Inc. 


Known  hypersensitivity  to 


Before  prescribing,  please  consult  Complete 
Product  Information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening:  in  patients  with  recur- 
ring insomnia  or  poor  sleeping  habits; 
and  in  acute  or  chronic  medical  situations 
requiring  restful  sleep.  Since  insomnia  is 
often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary 
or  recommended. 

Contraindications: 
flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driv- 
ing). Use  in  women  who  are  or  may  become 
pregnant  only  when  potential  benefits  have 
been  weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individuals 
or  those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated, 
initial  dosage  should  be  limited  to  15  mg  to 
preclude  oversedation,  dizziness  and/or 
ataxia.  If  combined  with  other  drugs  having 
hypnotic  or  CNS-depressant  effects,  consider 
potential  additive  effects.  Employ  usual 
precautions  in  patients  who  are  severely 
depressed,  or  with  latent  depression  or 
suicidal  tendencies.  Periodic  blood  counts 
and  liver  and  kidney  function  tests  are 
advised  during  repeated  therapy.  Observe 
usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and 
falling  have  occurred,  particularly  in  elderly 
or  debilitated  patients.  Severe  sedation, 
lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage, 
have  been  reported.  Also  reported  were 
headache,  heartburn,  upset  stomach, 
nausea,  vomiting,  diarrhea,  constipation, 

Gl  pain,  nervousness,  talkativeness,  appre- 
hension, irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU 
complaints.  There  have  also  been  rare 
occurrences  of  sweating,  flushes,  difficulty 
in  focusing,  blurred  vision,  burning  eyes, 
faintness,  hypotension,  shortness  of  breath, 
pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria, 
depression,  slurred  speech,  confusion,  rest- 
lessness, hallucinations  and  elevated  SGOT, 
SGPT,  total  and  direct  bilirubins  and  alka- 
line phosphatase.  Paradoxical  reactions. 
e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in 
rare  instances. 


For  the  sleep  your  patients  need 
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ADVANCES 
IN  THE 

EVALUATION  OF 
THE  DIZZY  PATIENT 


H.  EDWARD  MADDOX,  III,  MD 

“Vertigo”  is  derived  from  the  Latin  verb  vertere, 
“to  turn  around.”  The  term  was  used  by  most  of 
the  ancient  writers  and  first  appeared  in  English 
at  the  beginning  of  the  16th  century.  Vertigo, 
however,  has  burst  its  semantic  strait  jacket,  and 
is  now  defined  as  “an  hallucination  of  move- 
ment.” Light-headedness,  faintness,  or  fear  of 
falling  should  not  be  described  as  vertigo  since 
the  cause  of  vertigo  in  85  % of  patients  lies  in  the 
vestibular  system. 


ANATOMY  AND  PHYSIOLOGY:  The  vestibular 
system  consists  of  the  end  organs  of  the 
eighth  cranial  nerve  and  their  central  connec- 
tions. The  end  organs  are  contained  in  the 
labyrinth.  The  three  semicircular  canals  re- 
spond to  movement,  ie,  change  of  velocity  of 
the  head;  the  utricle  responds  to  change  of  po- 
sition. There  is  a constant  passage  of  impulses 
from  the  end  organs  along  the  vestibular  nerve 
to  the  vestibular  nuclei  and  upward  even  in 
the  resting  position. 

Impulses  discharging  from  the  receptors  in 
the  labyrinth  serve  to  orient  head  and  body  in 
space  and  to  maintain  equilibrium.  The  laby- 
rinth elicits  tonic  reflexes  by  way  of  Deiters’ 
nucleus,  causing  the  steady  contraction  of  the 
antigravity  muscles  necessary  to  maintain  the 
erect  upright  position.  The  reflexes  are  impor- 
tant for  postural  adjustment  and  for  the  ability 
to  return  to  normal  posture  after  a change  in 
head  or  body  position. 

The  vestibular  portion  of  the  eighth  nerve 
enters  the  medulla  and  divides  into  two  parts. 
The  pathway  to  the  ocular  muscles  is  consid- 
ered the  vestibulo-ocular  tract,  and  impulses 
along  this  tract  result  in  nystagmus.  The  tract 
to  the  cerebellum  is  the  vestibulo-cerebellar 
pathway.  Equilibrium  depends  on  a number  of 


impulses  such  as:  (1)  labyrinthine  discharges 
from  the  maculae  and  cristae;  (2)  propriocep- 
tive impulses  from  deep  tissue  (muscles,  ten- 
dons, joints);  and  (3)  visual  impulses  from  the 
retina. 

The  correlation  of  these  various  impulses 
takes  place  in  the  higher  centers  and  is  re- 
sponsible for  our  normal  states  of  equilibrium. 
The  vestibular  component  is  the  most  impor- 
tant of  the  three. 

History:  Taking  a detailed  history  of  the  patient 
is  the  single  most  revealing  aspect  of  clinical 
treatment.  Close  attention  is  paid  to  the  ver- 
tiginous episode,  including  onset,  duration,  fre- 
quency, possible  precipitating  factors  and  any 
aural  symptoms.  How  is  the  patient  affected 
by  movement  of  the  head?  Are  there  any  criti- 
cal head  or  body  positions  that  initiate  his 
bouts  of  vertigo?  Is  this  real  vertigo  or  one  of 
its  lesser  cousins?  A history  of  unconscious- 
ness as  well  as  associated  headaches  is  sig- 
nificant. Continuous  vertigo  is  often  of  central 
or  psychogenic  origin.  The  past  history  should 
include  questions  concerning  recent  head  in- 
jury, viral  infections,  or  ingestion  of  possible 
ototoxic  drugs  such  as  streptomycin  or  kana- 
mycin.  This  information  can  be  valuable  espe- 
cially if  poor  renal  function  is  involved. 

Physical  Examination:  This  should  include  ear, 
nose  and  throat  examination  and  cranial  nerve 
examination,  as  well  as  a brief  neurological. 

Testing  the  sensation  of  the  external  audi- 
tory canal  and  the  cornea  is  one  important 
aspect  of  this  examination.  Anesthesia  of  the 
posterior  aspect  of  the  external  auditory  canal 
has  been  noted  in  a significant  percentage  of 
patients  with  acoustic  tumor.  This  is  an  indi- 
cation of  involvement  of  the  sensory  portion  of 
the  seventh  nerve.  The  test  is  performed  by 
using  a sharp,  right-angle  hook  to  compare  the 
sensation  of  the  posterior  aspect  of  the  exter- 
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nal  canal  on  the  two  sides.  Corneal  sensation 
is  tested  with  the  Frey  hair  of  a wisp  of  cotton. 
The  sensation  is  carried  over  the  fifth  nerve 
and  the  blinking  response  over  the  facial  nerve. 
The  neurological  examination  includes  Rom- 
berg test,  finger-to-nose,  tandem  standing,  and 
reflexes.  Careful  auscultation  of  the  neck,  eyes 
and  temples  for  bruit  are  important  in  each 
case. 

Vestibular  Tests:  The  functional  examination  of 
the  labyrinth  is  done  by  (1)  audiometric  assess- 
ment including  pure  tones  and  speech  dis- 
crimination; (2)  simple  cold-water  caloric  tests; 
(3)  electronystagmography  (ENG);  (4)  torsion 
swing  (Fig  1);  and  (5)  radiography,  including 
tomography  and  posterior  fossal  myelography. 

The  physiologic  basis  of  electronystagmog- 
raphy (Fig  2)  is  the  recording  of  the  changes 
of  the  constant  corneo-retinal  potential  in  fixed 
skin  electrodes  placed  around  the  eye.  The 
corneo-retinal  potential  was  discovered  by  Du- 
Bois-Reymond  in  1849.  Because  the  posterior 
part  of  the  eye  with  the  retina  is  electronegative 
and  the  anterior  segment  with  the  cornea  is 
electropositive,  all  movements  of  the  eye  will 
cause  a change  of  the  potential  in  relation  to 
suitably  placed  electrodes.  This  is  known  as 
the  Mowver  principle. 

The  duration  of  nystagmus  following  caloric 
stimulation  of  the  labyrinth  has  been  the  tradi- 
tional component  followed.  With  ENG,  however, 
it  has  been  shown  recently  that  amplitude,  fre- 
quency and  especially  the  velocity  of  the  eye 
movements  are  all  significant  factors  to  be  ob- 
served. Velocity  seems  to  be  the  most  accurate. 
The  ENG  itself  includes  not  only  warm  and  cold 
caloric  recordings,  but  checks  for  spontaneous 
and  positional  nystagmus. 

The  application  of  modern  electronystag- 
mography to  the  problems  of  vertigo  increases 
the  physician’s  capability  of  differentiating  be- 


1.  Patient  in  torsion  chair  with  electrodes 
arranged  for  recording  horizontal  nystagmus. 
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tween  peripheral  and  central  nervous  system 
involvement.  Hypoactivity  of  one  labyrinth  on 
the  test  points  to  disease  or  injury  in  the  pe- 
ripheral organ  or  semicircular  canals  them- 
selves. Findings  such  as  spontaneous  nystag- 
mus (in  the  absence  of  hypoactivity),  gaze 
nystagmus,  optokinetic  nystagmus,  abnormal 
eye  tracking  patterns  and  labyrinthine  hyper- 
activity points  toward  a central  etiology  for  the 
vertigo  or  dizziness. 

Clinical  Syndromes:  Head  Trauma:  Labyrinthine 
causes  of  vertigo  may  be  injuries  to  the  ves- 
tibular system  such  as  concussion  (ipsilateral 
or  contracoup),  skull  fracture  (hemorrhage  or 
dislocation  of  labyrinth  membranes),  or  explo- 
sive blast.  Vertigo  can  occur. 

Head  trauma  may  be  divided  into  two  main 
categories  regarding  its  effect  on  the  inner  ear 
(1)  with  skull  fracture  (basilar),  and  (2)  with- 
out skull  fracture.  Electronystagmography  gives 
us  an  objective  recording  of  the  patient’s  sub- 
jective complaint  of  dizziness.  ENG  findings 
will  vary  according  to  the  injury,  of  course.  Fol- 
lowing a transverse  fracture  of  the  temporal 
bone  (at  right  angles  to  petrous  portion),  an 
absent  response  may  be  expected  with  spon- 
taneous nystagmus  beating  away  from  the  af- 
fected or  injured  ear.  With  a longitudinal  frac- 
ture (parallel  to  the  petrous  portion),  an  absent 
response  may  be  expected  with  spontaneous 
nystagmus  but  with  a normal  activity  or  only 
hypoactivity  of  the  involved  side. 

Electronystagmography  may  provide  evidence 
of  “central”  damage  as  an  etiology  for  the 
dizziness  in  certain  patients. 

A sensorineural  nerve  deafness  may  accom- 
pany the  abnormal  vestibular  findings.  In  an 
occasional  patient,  an  interesting  contracoup 
hearing  loss  may  be  present.  Vertigo  following 
labyrinth  injury  may  have  a protracted  period 
of  recovery.  If  symptoms  persist  and  damage  is 


severe,  surgical  intervention  will  help  in  certain 
cases  (ie,  destruction  of  the  labyrinth  or  sec- 
tion of  the  vestibular  nerve). 

Whiplash:  This  type  of  injury  resulting  from 
automobile  accidents  is  becoming  more  and 
more  common.  It  often  causes  severe  and  pro- 
longed dizziness.  This  vertigo  may  be  secon- 
dary to  actual  bleeding  into  the  labyrinth  or 
mediated  through  the  cervical  nerves  (cervical 
vertigo).  Interestingly,  the  dizziness  usually 
does  not  start  for  one  or  two  weeks  following 
the  accident.  ENG  may  reveal  a spontaneous 
or  positional  nystagmus  and  a more  or  less 
unilateral  hypoactive  labyrinth.  The  symptom 
of  dizziness  should  disappear  in  most  cases 
after  six  months.  If  it  persists  longer  than 
this,  it  may  be  permanent.  Prognosis  should 
be  deferred  in  these  cases  for  six  months.  A 
sensorineural  hearing  loss  may  accompany  the 
vestibular  findings.  Orthopedic  confirmation  of 
the  whiplash  injury  is  essential. 

Infection  (Labyrinthitis):  Extension  of  mid- 
dle ear  infection  to  the  labyrinth  may  result 
in  acute  labyrinthine  failure  with  severe  ver- 
tigo, vomiting  and  deafness,  or  septic  laby- 
rinthitis. A preceding  history  of  a draining  ear 
and  the  discovery  of  active  chronic  otitis  media 
confirm  the  cause.  Difficulty  in  diagnosis  may 
arise  with  cholesteatoma,  which  may  erode  the 
labyrinth  without  signs  of  active  infection. 
ENG  findings  include  absent  response  on  the 
affected  side  with  a spontaneous  nystagmus. 

Toxic  Labyrinthitis  (Drugs):  Toxic  labyrinthi- 
tis is  manifested  by  vertigo  which  accompanies 
damage  to  the  labyrinthine  neuro-epithelium 
by  toxic  drugs,  such  as  streptomycin  and 
kanamycin.  A bilateral  sensorineural  hearing 
loss  of  a progressive  nature  generally  accom- 
panies the  dizziness.  The  onset  of  the  deafness 
may  not  occur  until  two  to  four  weeks  after 
the  offending  drug  is  administered.  ENG  may 
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3.  Spontaneous 
nystagmus  in 
patient  with 
acoustic  neuroma 
recorded  by 
ENG.  This  was 
only  abnormal 
vestibular 
finding. 


reveal  a bilaterally  depressed  response  to  ca- 
loric stimulation.  A spontaneous  nystagmus 
will  be  present. 

Benign  Paroxysmal  Positional  Vertigo:  Be- 
nign paroxysmal  vertigo  causes  the  patient  to 
complain  of  severe  vertigo  on  assuming  cer- 
tain head  positions,  usually  while  lying  down 
in  bed.  The  diagnosis  is  confirmed  by  produc- 
ing the  characteristic  nystagmus  by  deliberate 
testing,  (ie,  positional  test).  When  the  test  is 
positive,  a reaction  occurs,  consisting  of  a 
transient  paroxysm  of  nystagmus,  accompa- 
nied by  vertigo  and  distress.  The  nystagmus 
has  certain  characteristics  by  which  it  is  identi- 
fied and  separated  from  the  central  type  (1)  a 
latent  period  of  a few  seconds,  (2)  a particu- 
lar direction,  usually  a horizontal  component 
directed  to  the  undermost  ear  (some  rotary 
element,  too),  and  (3)  adaptation  of  fatiga- 
bility. 


The  ENG  is  always  normal.  The  clinical 
course  is  benign.  As  a rule,  treatment  causes 
a disappearance  of  symptoms.  The  patient  is 
instructed  to  avoid  the  offending  positions. 
Hallpike  believes  this  condition  is  caused  by 
local  lesion  in  the  otolith  organ  (utricle)  and 
the  undermost  labyrinth  is  the  one  affected. 

Endolymphatic  Hydrops  (Meniere’s  Disease): 
Meniere’s  disease  involves  the  classic  triad  of 
tinnitus,  deafness  and  spontaneous  vertigo. 
The  ENG  shows  a unilateral  weakness  in  most 
patients  and  rarely  an  absent  response  on  the 
involved  side.  Spontaneous  and  positional  nys- 
tagmus are  often  present.  The  onset  of  the 
attack  is  abrupt  and  of  short  duration  (less 
than  two  hours).  Vertigo  is  typically  violent 
and  whirling  in  character.  This  diagnosis  should 
be  strictly  reserved  for  patients  with  typical 
symptoms  as  the  treatment  may  vary  from 
other  similar  conditions  and  may  include  sur- 
gery. 


2.  Patient  undergoing  vestibular  testing  with  electronystagmography  (ENG). 
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Acoustic  Tumors:  There  is  no  real  vertigo  in 
most  neuromas  unless  the  vascular  supply  of 
the  labyrinth  is  involved.  The  usual  complaints 
are  unsteadiness  and  clumsiness.  Late  in  the 
disease,  cerebellar  compression  and  increased 
intracranial  pressure  cause  more  noticeable 
ataxia.  ENG  usually  shows  a unilateral  vestibu- 
lar weakness  on  the  side  of  the  tumor.  In  very 
early  cases,  only  a spontaneous  nystagmus 
will  be  recorded  (Fig  3).  The  fast  component 
usually  beats  away  from  the  affected  ear  late, 
but  toward  the  affected  ear  early. 

Vestibular  Neuronitis:  Dix  and  Hallpike  be- 
gan to  recognize  vestibular  viral  neuronitis  as 
a distinct  clinical  entity  in  about  1946.  In  es- 
sence, it  consists  of  a sudden  and  often  com- 
plete loss  of  vestibular  function  on  one  side, 
without  any  accompanying  disturbance  in  hear- 
ing. In  a high  proportion  of  patients,  the  onset 
of  symptoms  is  associated  with  some  kind  of 
febrile  illness,  or  with  evidence  of  an  upper 
respiratory  infection,  and  it  is  thought  that  the 
condition  may  be  caused  by  a virus  or  other 
infective  agent  with  a highly  selective  vestibu- 
lotoxic  action.  The  site  of  the  problem  is  prob- 
ably central  to  the  labyrinth  itself,  thus  the 
term  “vestibular  neuronitis.’’  Vertigo  is  the 
leading  symptom.  The  onset  is  sudden.  The 
episode  may  be  accompanied  by  nausea  or 
vomiting  but  never  by  tinnitus  or  deafness. 
Spontaneous  nystagmus  is  present  but  there 
is  no  positional  nystagmus. 

Responses  to  caloric  testing  are  abnormal  in 
100%  of  the  cases.  The  usual  finding  is  a 
complete  or  partial  vestibular  loss  on  the  af- 
fected side.  Spontaneous  nystagmus  is  pres- 
ent. This  may  be  combined  with  a directional 
preponderance  to  the  opposite  ear.  There  are 
never  any  signs  of  neurological  involvement. 
This  condition  pursues  a benign  although  some- 
times protracted  course  and  complete  recovery 
is  the  rule.  Treatment  is  medical  and  sympto- 
matic. Caloric  responses  generally  remain  per- 
manently abnormal. 


Vertebro-Basilar  Artery  Disease:  There  are 
usually  other  associated  signs  and  symptoms  in 
vertebro-basilar  artery  disease  such  as  numb- 
ness in  hands  or  feet  and  blurred  vision.  The 
patient’s  age  is  important.  A history  of  arterio- 
sclerosis, diabetes,  etc,  is  often  elicited.  The 
condition  may  vary  from  total  stroke  of  the 
labyrinth  to  minor  positional  problems  caused 
by  a small  arteriosclerotic  plaque.  ENG  reveals 
positional  nystagmus  and  a reduced  or  absent 
caloric  response  depending  on  the  diameter 
and  location  of  the  occluded  vessel.  An  ac- 
companying bilateral  sensorineural  deafness  of 
some  degree  is  the  rule. 

Posterior-Inferior  Cerebellar  Artery  Throm- 
bosis: The  posterior-inferior  cerebellar  throm- 
bosis syndrome  is  of  interest  to  the  otologist 
in  that  the  onset  is  accompanied  by  severe 
vertigo,  often  with  vomiting,  and  resembles 
acute  vertigo  of  aural  origin.  With  the  develop- 
ment of  other  symptoms,  however,  the  resem- 
blance soon  ends. 

Other  Central  Nervous  System  Lesions:  Other 
central  lesions  and  diseases  such  as  multiple 
sclerosis,  tumors,  and  vertiginous  epilepsy  may 
cause  dizziness. 

The  ENG  may  be  helpful  in  separating  this 
group  of  difficult  cases  from  the  others  men- 
tioned here.  Central  lesions  often  will  exhibit 
asymmetry  of  optokinetic  nystagmus,  or  show 
gaze  nystagmus.  The  eye  tracking  tests  may 
also  be  helpful  if  a type  3 or  4 pattern  is 
elicited  on  the  ENG  tracing.  A complete  disso- 
lution of  the  usual  sinusoidal  pattern  (type  4) 
is  97%  central  in  origin. 

It  is  the  role  of  the  otologist  to  rule  out  the 
labyrinth  as  the  site  of  disease  in  vertiginous 
patients,  and  he  should  be  part  of  the  team 
treating  the  patient  with  this  very  common  and 
disabling  disorder. 

Dr.  Maddox,  Houston  Ear,  Nose  and  Throat  Clinic, 
1600  Memorial  Professional  Building,  Houston,  Texas 
77002. 


70 


TEXAS  MEDICINE 


Campbell’s  Soups... 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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A triumph  over 
trichomoniasis 

The  male  urogenital  tract  is 
by  far  the  main  source  of 
reinfection  in  trichomonal 
vaginitis. 

It  follows  that  neglecting 
to  treat  infected  male  partners 
of  women  with  trichomonal 
vaginitis  invites  therapeutic 
failure. 

Just  as  Flagyl  is  the  best 
agent  available  for 
eradicating  trichomonal 
infection  from  extravaginal 
sites  in  women,  it  is  the 
only  agent  capable  of 
eradicating  demonstrated 
trichomonal  infection  in  men. 

Because  of  published 
reports  of  consistently  high 
cure  rates— often  up  to  100 
percent— and  a relatively  low 
incidence  of  side  effects, 
Flagyl  has  become  the  agent 
of  choice  for  trichomonal 
vaginitis. 


Indications:  For  the  treatment  of 
trichomoniasis  in  both  male  and  female 
patients  and  the  sexual  partners  of 
patients  with  a recurrence  of  the 
infection  provided  trichomonads  have 
been  demonstrated  by  wet  smear 
or  culture. 

Contraindications:  Evidence  of  or  a 
history  of  blood  dyscrasia,  active 
organic  disease  of  the  central  nervous 
system  and  the  first  trimester  of 
pregnancy. 

Warnings:  Use  wdth  discretion  during 
the  second  and  third  trimesters  of 
pregnancy  and  restrict  to  patients  not 
cured  by  topical  measures.  Flagyl 
(metronidazole)  is  secreted  in  the  breast 
milk  of  nursing  mothers.  It  is  not 
known  whether  this  can  be  injurious 
to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are 
recommended  before  and  after 
treatment  with  the  drug,  especially  if  a 
second  course  is  necessary.  Avoid 
alcoholic  beverages  during  Flagyl 
therapy  because  abdominal  cramps, 
vomiting  and  flushing  may  occur. 
Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  There 
is  no  accepted  proof  that  Flagyl  is 
effective  against  other  organisms  and 
it  should  not  be  used  in  the  treatment 
of  other  conditions.  Exacerbation  of 
moniliasis  may  occur. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping, 
constipation,  a metallic,  sharp  and 
unpleasant  taste,  furry  or  sore  tongue, 
glossitis  and  stomatitis  possibly 
associated  with  a sudden  overgrowth  of 

Flagyr 

metronidazole 

care  for  the  pair 
in  trichomoniasis 


Monilia,  exacerbation  of  vaginal 
moniliasis,  an  occasional  reversible 
moderate  leukopenia,  dizziness, 
vertigo,  drowsiness,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains, 
confusion,  irritability,  depression, 
insomnia,  mild  erythematous 
eruptions,  “weakness,”  urticaria, 
flushing,  dryness  of  the  mouth,  vagina 
or  vulva,  vaginal  burning,  pruritus, 
dysuria,  cystitis,  a sense  of  pelvic 
pressure,  dyspareunia,  fever,  polyuria, 
incontinence,  decrease  of  libido, 
nasal  congestion,  proctitis,  pyuria  and 
darkened  urine  have  occurred  in 
patients  receiving  the  drug.  Patients 
receiving  Flagyl  may  experience 
abdominal  distress,  nausea,  vomiting 
or  headache  if  alcoholic  beverages 
are  consumed.  The  taste  of  alcoholic 
beverages  may  also  be  modified. 

Dosage  and  Administration:  In  the 
Female.  One  250-mg.  tablet  orally  three 
times  daily  for  ten  days.  Courses  may 
be  repeated  if  required  in  especially 
stubborn  cases;  in  such  patients  an 
interval  of  four  to  six  weeks  between 
courses  and  total  and  differential 
leukocyte  counts  before,  during  and 
after  treatment  are  recommended. 
Vaginal  inserts  of  500  mg.  are  available 
for  use,  particularly  in  stubborn  cases. 
When  the  vaginal  inserts  are  used 
one  500-mg.  insert  is  placed  high  in  the 
vaginal  vault  each  day  for  ten  days 
and  the  oral  dosage  is  reduced  to  two 
250-mg.  tablets  daily  during  the 
ten-day  course  of  treatment.  Do  not  use 
the  vaginal  inserts  as  the  sole  form  of 
therapy.  In  the  Male.  Prescribe  Flagyl 
only  when  trichomonads  are 
demonstrated  in  the  urogenital  tract, 
one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day 
period  when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment 
of  his  female  partner. 

Dosage  Forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 

References  available  on  request. 
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Smith  Kline  & French  Laboratories  SKSf 


This  “case  history”  runs  to  some  10,000  pages 


This  is  a typical  "case  history"  of  one  new  drug  — or, 
rather,  a proposed  new  drug  — assembled  for  submis- 
sion to  the  U.S.  Federal  Food  and  Drug  Administration, 
These  volumes  are  the  result  of  several  years'  work  by 
thousands  of  professional  and  skilled  personnel  in 
just  one  pharmaceutical  company's  research  labora- 
tories, and  by  hundreds  of  physicians  in  medical 
schools,  hospitals,  and  private  practice.  They  cover 
every  aspect  of  experience  with  this  proposed  new 
agent  from  chemical  laboratory  to  clinic,  from  mouse 
to  man.  Each  volume  could  conceivably  represent 
hundreds  of  thousands  of  dollars  of  financial  invest- 


ment, countless  hours  of  human  effort.  This  veritable 
mountain  of  data  stands  behind  every  new  agent 
offered  to  you  by  pharmaceutical  manufacturers  — a 
reassuring  testimonial  to  the  efficacy,  safety  and 
purity  of  the  drugs  you  will  prescribe  today  to  lower 
the  cost  of  disease  to  your  patients. 

Pharmaceutical 
Manufacturers  Association 

Pharmaceutical 
Advertising  Council 

1155  Fifteenth  St,,  N W.,  Washington.  D C.  20005 


This  message  is  brought  to  you  as  a 
courtesy  of  this  publication  on  behalf  of  the 
producers  of  prescription  drugs. 


J\ 


in  stable  adult  diabetes,  if  diet  alone fails... 

startwith 

DBFTD 

(phenformin  HCl) 

timed-disintegration  capsules  50  mg.  ' 


X-'S'  I 


not  a sultonylure 


Lowers  elevated  blood  sugarwithout  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  for  the  clinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


nH=TD 

(phenfomiin  HQ) 

^ *■’  timed-disintegration  capsules  50  mg. 

lowers  elevated 
blood  sugar 


Howto  prescribe  DBP-TD  (phenformin  HCI) 

To  start  with  DBI-TD 

Week  1 1 capsule  with  breakfast  may  be  ef- 
fective, or  a second  capsule  may  be 
given  with  the  evening  meal. 

Week  2 Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

There*  Continue  effective  DBI-TD  dosage. 

after 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
ures, primary  and  secondary.  Contraindications:  Diabetes  mel- 
litus that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
is  uncomplicated  and  well  regulated  on  insulin;  acute  compli- 
cations of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
grene); surgery;  severe  hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre- 
cautions: Starvation  Ketosis,  which  must  be  differentiated 
from  "insulin  lack"  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBI  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
ommended in  the  presence  of  azotemia  or  in  any  clinical  situa- 
tion that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
sis, it  is  recommended  that  periodic  determinations  of  ketones' 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare,  / 
urticaria  and  gastrointestinal  symptoms  following  exces-  / 
sive  alcohol  intake  have  been  reported.  Dosage:  1 to  3 / 

DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331.  / 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles  / 
of  100  and  1000.  / 
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Newborn  emergency 

Pulmonary  atresia 
or  severe 

pulmonary  stenosis 
with  intact 
ventricular  septum 


The  importance  of  pulmonary  atresia  or  severe 
stenosis  with  an  intact  ventricular  septum  in  the 
neonatal  period  is  stressed  because  of  its  fre- 
quency among  the  cardiac  anomalies  causing  dis- 
tress in  this  age  group.  In  view  of  the  high  mor- 
tality of  this  disease  in  the  newborn  period,  early 
cardiac  catheterization  and  angiocardiography  fol- 
lowed by  appropriate  surgery  are  indicated  in  all 
cases.  Cardiac  catheterization  and  surgery  may  be 
necessary  during  the  first  two  days  of  life.  Three 
cases  treated  with  palliative  surgery  are  reported. 
The  postoperative  results  were  good  in  each  case. 


THE  MOST  FREQUENT  TYPES  of  congenital 
heart  disease^’^  with  severe  cyanosis  and  di- 
minished pulmonary  flow  in  the  neonatal  period 
are  pulmonary  atresia  with  intact  ventricular 
septum,  severe  tetralogy  of  Fallot,  tricuspid 
atresia  and  transposition  of  the  great  vessels 
with  pulmonary  stenosis.  Less  frequent  are 
other  complex  anomalies  including  pulmonary 
atresia  with  a single  ventricle  and  Ebstein’s 
malformation. 

Cyanosis  in  the  newborn  period  may  be  the 
only  sign  of  congenital  heart  disease.  A mur- 
mur may  be  absent  or  difficult  to  detect  be- 
cause of  respiratory  distress.  Changes  in  the 
electrocardiogram  and  chest  roentgenogram 
may  not  be  obvious.  Yet  prompt  diagnosis  and 
surgical  management  are  often  life-saving  since 
survival  depends  on  a patent  ductus  arteriosus 
which  may  be  small  or  closing. 

Pulmonary  atresia  or  severe  pulmonary  ste- 
nosis with  intact  ventricular  septum  accounts 
for  3-8%2.3  of  the  cardiac  anomalies  causing 
distress  in  the  newborn.  If  children  of  all  ages 
are  considered,  its  incidence  is  about 
of  all  patients  with  congenital  heart  disease. 
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1.  Chest  films  in  case  1 (positive  prints).  Note  the  fine  pulmonary  vascular  shadows 
and  the  transhicency  of  the  lungs,  compatible  with  decreased  pulmonary  flow. 

The  cardiac  silhouette  is  much  enlarged. 


2.  Electrocardiogram,  patient  in  case  1 at  five 
days  of  age,  shows  a mean  QRS  axis  of  80° 
and  right  atrial  enlargement.  There  is 
evidence  of  left  ventricular  preponderance 
abnormal  for  this  age,  and  ST-T  changes 
compatible  with  digitalis  effect. 
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Three  patients  exhibiting  pulmonary  atresia 
with  small  right  ventricle  (type  1)  are  reported 
to  illustrate  the  clinical  features  of  the  not  un- 
common anomaly  in  the  neonate,  and  the  good 
results  of  prompt  diagnostic  procedures  fol- 
lowed by  surgery  within  the  first  few  days  of 
life. 

Case  1:  The  patient  was  admitted  at  42 
hours  of  age  with  a history  of  uncomplicated 
labor  and  delivery.  He  did  well  until  the  30th 
hour  of  life  when  progressive  cyanosis  and  a 
heart  murmur  were  detected.  Physical  exami- 
nation revealed  a large  infant  (weight  was 
4,065  gm)  with  cyanosis  which  increased  con- 
siderably with  crying.  Peripheral  pulses  were 
normal.  The  liver  was  palpated  5 cm  below  the 
right  costal  margin;  the  spleen  was  not  pal- 
pable. The  lungs  were  clear.  Respirations  were 
rapid  and  shallow.  An  increased  cardiac  im- 
pulse was  palpated  along  the  left  lower  sternal 
border.  On  auscultation  the  first  sound  was 
normal  and  the  second  sound  was  single. 
There  was  a grade  lll/VI  systolic  ejection  mur- 
mur along  the  left  sternal  border,  more  promi- 
nent at  the  level  of  the  fourth  intercostal 
space. 

The  chest  x-ray  revealed  an  enlarged  cardiac 
silhouette  and  the  vascular  markings  were  de- 
creased (Fig  1).  The  electrocardiogram  re- 
vealed a mean  QRS  axis  of  +80  degrees,  and 
tall  peaked  P waves.  It  was  interpreted  as 
showing  right  atrial  enlargement  and  left  ven- 
tricular preponderance  (Fig  2). 

Special  Diagnostic  Procedure:  At  54  hours  of 
age,  cardiac  catheterization  was  performed. 
The  femoral  arterial  blood  oxygen  saturation 
was  56%.  A right  ventriculogram  at  the  an- 
teroposterior position  confirmed  a small  right 
ventricular  cavity  and  a narrow  right  ventricu- 
lar outflow  tract  (Fig  3).  The  interatrial  com- 
munication was  enlarged  by  means  of  a bal- 


loon septostomy  (Rashkind  procedure).®  An 
aorticopulmonary  shunt  was  done  at  57  hours 
of  age  (Waterston  procedure).  Ear  oximetry, 
three  months  after  surgery,  revealed  an  oxygen 
saturation  of  90%,  and  at  the  age  of  two 
years  the  child  is  active  and  has  only  mild 
cyanosis. 

Case  2:  The  patient  was  admitted  at  one 
day  of  age  because  of  severe  cyanosis.  Physi- 
cal examination  revealed  a 7 lb  2 oz  infant, 
severely  cyanotic,  with  a respiratory  rate  of 
60/minute,  the  liver  edge  3 cm  below  the 
right  costal  margin,  and  no  palpable  spleen. 
Cardiac  auscultation  revealed  a loud  first  sound 
and  single  second  sound.  There  was  a grade 
I/VI  systolic  ejection  murmur  along  the  left 
sternal  border.  An  increased  cardiac  impulse 
was  felt  along  the  left  sternal  border.  The  api- 
cal impulse  was  diffuse.  The  ECG  revealed  a 
mean  QRS  axis  of  +45  degrees,  left  ventricu- 
lar hypertrophy  and  no  atrial  enlargement.  On 
chest  roentgenogram  the  heart  size  was  at  the 
upper  limits  of  normal  and  the  vascular  mark- 
ings were  decreased. 

A diagnostic  cardiac  catheterization  done  at 
24  hours  of  age  showed  a small  right  ventricle 
with  a narrow  right  ventricular  outflow  tract 
(Fig  3).  Surgery  performed  at  30  hours  of  age 
consisted  of  an  aorticopulmonary  shunt  (Wa- 
terston procedure). 

The  patient  is  doing  well,  with  normal  devel- 
opment and  very  mild  cyanosis.  Ear  oximetry, 
performed  at  the  age  of  3 years  and  5 months, 
revealed  an  oxygen  saturation  of  87%. 

Case  3:  This  patient  was  born  by  cesarean 
section  because  of  complete  breech  presenta- 
tion and  pre-eclampsia.  Her  birth  weight  was 
5 lb  2 oz.  She  did  well  after  delivery  but  12 
hours  later  cyanosis  was  noted.  Respiratory 
arrest  occurred  and  she  was  resuscitated,  but 
her  condition  was  described  as  “poor”  after 
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the  respiratory  arrest.  Physical  examination 
performed  12  hours  after  birth  revealed  a 
moribund,  cyanotic  infant  with  a grade  lll/VI 
systolic  ejection  murmur  at  the  left  sternal  bor- 
der and  a single  loud  second  sound. 

The  ECG  had  a mean  QRS  axis  of  +50  de- 
grees but  did  not  show  the  right  ventricular 
preponderance  usually  expected  in  the  new- 
born period,  and  these  were  the  only  signifi- 
cant findings. 

Chest  roentgenograms  revealed  a slightly 
enlarged  heart  with  decreased  pulmonary  vas- 
cular markings. 

An  emergency  catheterization  was  performed 
at  22  hours,  and  revealed  a hypoplastic  right 
ventricle  with  severe  pulmonary  artery  stenosis. 
Aorticopulmonary  shunt  (Waterston  procedure) 
was  done  at  24  hours  of  age,  and  on  the  22nd 
postoperative  day  an  ear  oximetry  value  was 
80-85%. 

Comments:  The  outstanding  and  common  clini- 
cal feature  of  the  patient  with  pulmonary 
atresia  and  intact  ventricular  septum  is  that 
distress  occurs  soon  after  birth.  Cyanosis  is 
present  within  24-48  hours  in  about  75-90% 
of  cases.  Congestive  heart  failure  appears  si- 
multaneously with  or  shortly  after  cyanosis  is 
noted,  but  dyspnea  usually  is  not  present  until 
frank  congestive  heart  failure  has  developed. 
Deterioration  rapidly  ensues.  The  lungs  usually 
remain  clear.  Systolic  ejection  murmurs,  while 
they  may  be  present,  are  not  helpful  in  mak- 
ing a diagnosis.  Although  the  ductus  is  patent 
in  infants  with  complete  obstruction  of  the 
right  ventricular  outflow  tract,  a continuous 
murmur  is  rarely  heard.  The  second  sound  is 
characteristically  loud  and  single  since  the  pul- 
monary artery  is  atretic. 

Two  main  types  of  pulmonary  atresia  or  se- 
vere stenosis  with  intact  ventricular  septum 
have  been  described,  but  a broad  spectrum  of 


3.  Right  ventriculogram  in  cases  1 and  2.  Note 
the  diminutive  right  ventricular  cavity  on 
lateral  film  (A,  arrows)  and  the  narrow  right 
ventricular  outflow  tract  below  the  normal  size 
pulmonary  artery  on  frontal  projection  (B). 
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variance  can  be  seen.  The  most  common  type, 
in  which  the  right  ventricle  is  a diminutive 
chamber  with  thick  walls,  is  called  type  1.® 
Type  2,  characterized  by  an  enlarged  right 
ventricular  cavity,  is  seen  less  frequently.  Some 
degree  of  tricuspid  insufficiency  usually  is  pres- 
ent in  type  2,  whereas  type  1 cases  have  a 
competent  tricuspid  valve.  Described  are  the 
association  of  an  Ebstein-like  abnormality  of 
the  tricuspid  valve  (septal  and  posterior  leaf- 
lets attached  to  the  endocardium  rather  than 
the  valve  ring)  in  cases  with  larger  ventricular 
cavities.  However,  Elliotf^  has  also  reported  the 
Ebstein  type  of  tricuspid  leaflet  displacement 
without  significant  tricuspid  insufficiency  in 
cases  with  a small  right  ventricular  chamber. 

The  majority  of  patients  with  small  right 
ventricle  have  had  pulmonary  valvular  obstruc- 
tion and  in  many,  raphes  can  be  seen  radiat- 
ing from  the  center  of  a small  dome-shaped 
imperforate  valve.  The  right  atrium,  which  is 
always  hypertrophied,  shows  great  variation  in 
size,  usually  corresponding  to  the  type  of  ven- 
tricle present.  It  is  relatively  small  in  type  1 
and  large  in  type  2.  The  pulmonary  trunk 
varies  greatly  in  size.  It  may  be  fairly  large 
and  associated  with  right  and  left  pulmonary 
arteries  of  the  same  caliber.  It  may  be  hypo- 
plastic but  associated  with  larger  right  and  left 
pulmonary  arteries,  or  the  entire  pulmonary  ar- 
terial system  is  small.  Any  combination  of 
small  or  large  right  ventricular  cavity,  pulmo- 
nary atresia  or  severe  pulmonary  stenosis,  and 
various  degrees  of  narrowing  of  the  tricuspid 
valve  may  be  possible. 

The  EGG  findings  generally  depend  upon  the 
size  of  the  right  ventricular  cavity,'^'’®  although 
this  relationship  is  not  constant.  Patients  with 
type  1,  or  small  right  ventricular  cavity,  tend 
to  have  a left  QRS  axis  deviation  in  the  left 
lower  quadrant  and  evidence  of  left  ventricular 


hypertrophy.  Type  2 cases,  with  large  right  ven- 
tricular cavity,  usually  have  right  axis  deviation 
in  the  right  lower  quadrant  and  evidence  of 
right  ventricular  or  biventricular  hypertrophy. 

The  chest  x-ray  shows  evidence  of  poor  pul- 
monary blood  flow  with  decreased  vascular 
markings,  and  the  cardiac  silhouette  may  be 
normal  or  increased  in  size. 

Early  cardiac  catheterization  should  be  per- 
formed, often  in  the  first  two  days  of  life.  If 
possible,  the  procedure  should  be  performed 
through  the  superficial  rather  than  the  com- 
mon femoral  vein,  especially  if  the  artery  on 
the  same  side  is  used  for  pressure  and  blood 
gas  monitoring.  During  the  procedure,  arterial 
blood  gases  are  monitored  for  oxygen  pressure 
and  systemic  arterial  pH.  Bicarbonate  is  ad- 
ministered as  indicated  for  acidosis.  Heat  loss 
must  be  controlled  and  the  procedure  accom- 
plished efficiently.  The  right  ventricular  sys- 
tolic pressure  may  be  higher  than  systemic 
systolic  pressure.  If  the  interatrial  communica- 
tion is  inadequate,  as  suggested  by  higher 
pressure  in  the  right  atrium  than  in  the  left 
atrium,  a balloon  septostomy  (Rashkind  proce- 
dure) should  be  performed  to  promote  free 
flow  between  the  atria  and  to  relieve  systemic 
venous  congestion.  The  patient  should  then 
have  an  aorticopulmonary  anastomosis  imme- 
diately. 

Differential  Diagnosis:  In  patients  with  trans- 
position of  the  great  vessels,  the  pulmonary 
vasculature  is  increased  in  the  majority,  and 
in  most  cases  there  is  evidence  of  right  ven- 
tricular hypertrophy.  The  minority  of  cases  of 
transposition  of  the  great  vessels  having  asso- 
ciated pulmonic  stenosis  are  more  difficult  to 
diagnose  because  they  have  decreased  pul- 
monary vascular  markings  in  the  chest  film.  In 
tricuspid  atresia,  although  most  patients  have 
decreased  vascular  markings  on  chest  roent- 
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genograms,  the  mean  QRS  axis  is  in  the  left 
upper  quadrant,  unless  associated  transposi- 
tion of  the  great  vessels  is  present.  In  severe 
tetralogy  of  Fallot,  the  vascular  markings  are 
decreased  and  the  heart  is  not  enlarged  in  con- 
trast with  the  enlarged  heart  of  patients  having 
pulmonary  atresia  and  intact  ventricular  sep- 
tum. A not  uncommon  cause  of  cyanosis  to  be 
considered  in  neonates  is  the  red  cell  mass 
syndrome.^  These  infants  have  hematocrit 
values  over  70%  and  hemoglobin  levels  above 
23  gm/100  ml  and  can  simulate  cardiac  dis- 
ease both  by  cardiac  failure  and  cyanosis. 

In  pulmonary  atresia  or  stenosis  with  intact 
ventricular  septum,  the  mortality  is  high  with- 
out adequate  surgical  intervention;  patients 
with  pulmonary  atresia,  as  would  be  expected, 
usually  die  sooner  than  patients  with  severe 
pulmonic  stenosis.  Of  12  patients  reported  by 
Elliott,  all  were  dead  before  the  third  month  of 
life,  and  80%  of  20  cases  reported  by  Davig- 
non  died  within  six  months.  Many  deaths  were 
in  the  first  week  of  life. 

Acknowledgement:  Dr.  John  R.  Derrick,  profes- 
sor of  surgery  (thoracic),  and  chief  of  Thoracic 
and  Cardiovascular  Surgery;  and  Dr.  K.R.T. 
Tyson,  assistant  professor  of  surgery  and  pedi- 
atrics and  chief.  Pediatric  Surgical  Service, 
Medical  Branch,  performed  surgery  on  our  pa- 
tients. 
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Intermittent  intussusception 
of  the  mobile  cecum 


ROBERT  L.  SEWELL,  MD 

An  intussusception  of  the  cecum  into  the  ascend- 
ing colon  may  develop  on  an  intermittent  basis, 
causing  protracted  periods  of  constipation,  low- 
grade  pain  in  the  right  lower  quadrant  of  the 
abdomen,  but  minimal  distention. 


IN  AN  ADULT  THE  CECUM  may  invaginate  it- 
self into  the  ascending  colon,  causing  consti- 
pation and  low-grade  pain  in  the  right  lower 
quadrant.  It  apparently  may  remain  there  for 
up  to  ten  days  without  causing  severe  symp- 
toms. 

As  long  as  the  mesentery  is  mobile  and  not 
unduly  constricted,  the  progression  of  the  in- 
tussusception into  an  abdominal  emergency 
does  not  occur. 

If  no  polyp  or  tumor  is  present,  the  distal 
bowel  does  not  get  a firm  grip  on  the  intussus- 
ception, and  reduction  can  easily  occur  spon- 
taneously or  following  an  enema. 

Infants  occasionally  manifest  this  disorder 
without  any  tumor  being  present,  and  reduc- 
tion by  enema  in  a sizeable  proportion  of  cases 
is  well  documented,  especially  if  the  mesentery 
is  mobile.  With  infants,  however,  pain  is  regis- 
tered, and  recurrence  is  common,  and  frequent- 
ly surgical  intervention  is  required.^-^ 

In  adults,  on  the  other  hand,  tumors  are 
found  in  practically  all  cases.  The  situation 
is  not  reversible,  and  intervention  usually  is 
inevitable.®-^ 

In  contrast,  the  following  unusual  case  is 
presented.  Diagnosis  was  clarified  by  adminis- 
tering a barium  enema  without  preparatory 
enemas. 

Case  1:  A 32-year-old  woman  had  the  follow- 
ing course  of  illness: 

Age  12-16:  She  had  many  episodes  of  "se- 
vere” constipation,  with  blood  in  stools  at  least 
six  times. 


Age  16:  Barium  enema  examination  was  nor- 
mal. 

Age  16-26:  Repeated  constipation;  increas- 
ing dysmenorrhea. 

Age  29:  Hysterectomy  and  right  ovariectomy 
were  performed  for  advanced  endometriosis, 
and  the  colon  was  inspected.  Postoperatively, 
absolute  constipation  was  present  for  six  days 
and  laxatives  increased  crampy  discomfort. 
Enemas  were  not  successful  and  returned  clear 
until  the  sixth  day.  Flatus  was  expelled  un- 
eventfully during  the  entire  period. 

Age  27-30:  There  were  frequent  mild  epi- 
sodes of  constipation.  A mass  developed  in  the 
left  adnexa,  and  increased  in  size  and  tender- 
ness. Barium  enema  examination  was  normal. 

Age  30:  The  patient  underwent  left  ovariec- 
tomy and  freeing  of  pelvic  adhesions.  Post- 
operatively, she  had  absolute  constipation  for 
ten  days  despite  laxatives,  enemas,  etc.  Ene- 
mas returned  virtually  clear.  Finally,  copious 
results  followed  three  enemas  given  in  three 
hours. 

Age  30-31:  Episodes  of  absolute  constipa- 
tion became  more  frequent.  Barium  enemas 
showed  intussusception  of  cecum  into  the  as- 
cending and  transverse  colon  (Fig  1). 

Age  31:  At  exploratory  surgery,  intussuscep- 
tion was  found  and  cecopexy  was  done. 
Discussion:  In  general,  when  a bowel  action 
was  obtained  after  a long  period  of  constipa- 
tion, it  was  large  in  amount. 

The  last  exploratory  operation  revealed  mo- 
bility of  the  cecum  with  redundant  mesentery. 
Significantly,  the  cecum  could  be  invaginated 
easily  into  the  ascending  colon  up  to  the  he- 
patic flexure.  Here  it  would  remain,  like  a cork 
in  a bottle,  until  manually  removed.  This  re- 
quired a small  tug. 

Furthermore,  indentations  in  the  mesentery 
and  in  the  circumference  of  the  distal  colon, 
as  well  as  distortion  of  the  vascular  pattern, 
indicated  that  the  cecum  spent  considerable 
time  in  the  "in”  position. 
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7.  This  barium  enema  examination  vva.?  done 
during  a period  of  acute  symptoms  and  without 
preparation.  It  shows  intussusception  at  the 
hepatic  flexure.  Films  immediately  afterward 
showed  no  evidence  of  defect,  as  the 
intussusception  had  been  rapidly  reduced. 
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2.  An  intussusception  being  rapidly  reduced.  The  fluoroscopy  and 
these  films  had  been  read  as  normal  two  years  earlier.  Again, 
subsequent  films  taken  immediately  appeared  normal.  The 
intensified  x-rays  were  prepared  by  Dr.  E.  Leigh  Secrest  and 
Mr.  Rickey  Williams  of  Texas  Christian  University. 
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A cecopexy  was  done,  fixing  the  cecum  to 
the  anterolateral  abdominal  wall.  Frequent  epi- 
sodes of  transient  cramping  abdominal  pain 
occurred  afterward,  but  constipation  was  not  a 
problem.  One  episode  of  intussusception  of  the 
descending  colon  occurred.  It  was  reduced  at 
the  time  of  the  barium  enema,  when  it  was 
visualized  briefly,  and  has  not  recurred.  Films 
of  the  barium  enema  examination  done  two 
years  earlier  were  obtained.  Knowing  the  actual 
mechanism  of  her  difficulties,  evidence  of  the 
rapidly  reducing  intussusception  was  found  on 
one  film.  Because  of  its  faintness,  the  films 
were  intensified  before  reproduction  (Fig  2). 
The  films  and  the  fluoroscopy  findings  had 
been  interpreted  as  normal  at  the  time. 

In  the  following  several  years,  having  been 
alerted  by  the  first  case,  we  have  adopted  two 
courses.  We  have  paid  close  attention  to  the 
gastrointestinal  history  of  constipation,  looking 
for  instances  of  long  episodes  of  absolute  con- 
stipation. Second,  at  every  opportunity,  we 
have  examined  cecums  quite  closely,  including 
the  mobility  of  their  mesenteries,  and  have 
tried  to  invaginate  the  cecum  into  the  ascend- 
ing colon. 

The  specific  histories  of  constipation  for  long 
periods  were  only  partially  satisfactory  because 
of  the  variability,  although  approximately  one- 
tenth  of  patients  (mostly  women)  who  had  con- 
stipation as  one  of  their  complaints  said  that 
they  had  gone  as  long  as  four  days  without 
evacuation.  Attending  symptoms  usually  were 
un  revealing. 

On  the  other  hand,  study  of  the  cecum  dur- 
ing exploratory  surgery  for  other  conditions  has 
yielded  significant  results.  While  again  there 
was  variation,  only  one  exceptionally  mobile 
cecum  was  found.  It,  too,  would  invaginate 
easily  or  retain  itself  in  the  “in”  position.  How- 
ever, there  were  no  indentations  or  abnormal 
vascular  patterns  to  indicate  intussusception 
either  of  short  or  long  duration. 


Between  30  and  50  years  ago®  considerable 
attention  was  given  to  the  “mobile  cecum."  An 
astonishing  number  of  symptoms  were  ascribed 
to  this  condition,  one  of  the  commonest  being 
constipation  for  long  periods. 

Mercifully,  the  topic  subsided,  but  the  un- 
usual mobility  of  cecum  and  mesentery  in  this 
single  case  makes  one  wonder  if  the  “mobile 
cecum”  is  always  totally  innocent. 

Conclusion:  The  fact  that  physiological  intus- 
susceptions of  the  cecum  into  the  ascending 
colon  on  an  intermittent  basis  are  not  readily 
recognized  is  probably  because  barium  enemas 
are  not  popularly  done  in  adults  on  an  unpre- 
pared colon.  An  enema,  or  repeated  enemas 
before  fluoroscopy,  probably  remove  the  evi- 
dence by  hydrostatic  reduction.  In  our  case, 
the  barium  enema  was  done  with  no  prepara- 
tion after  four  days  of  absolute  constipation. 
An  immediately  preceding  sigmoidoscopy,  also 
done  without  preparation  had  revealed  an 
empty  rectum.  With  the  barium  introduced 
without  preparatory  enemas,  the  intussuscep- 
tion was  readily  visualized. 

Acknowledgment:  Dr.  0.  L.  Morphis  did  the 
radiological  procedures  as  well  as  the  reinter- 
pretation of  the  old  films. 
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Tuberculosis 

control 

in  Texas 


ROBERT  B.  SKINNER,  MD 

Prevention  in  tuberculosis  control  and  eradication: 

1.  Chemotherapy  to  change  active  disease  to 
inactive  and  to  prevent  further  damage  to  the 
individual. 

2.  Chemotherapy  to  prevent  infection  of  others. 

3.  Chemoprophylaxis  to  keep  infected  persons 
from  developing  active  disease. 


UNTIL  1965,  RESPONSIBILITY  for  tuberculosis 
control  in  Texas  was  splintered.  No  one  agency 
was  totally  accountable.  Coordination  in  plan- 
ning and  carrying  out  effective  control  pro- 
grams was  difficult. 

Tuberculosis  was  and  is  a major  public 
health  problem  both  in  Texas  and  nationally. 
It  is  still  the  most  costly  of  communicable  dis- 
eases. The  loss  to  Texas’  economy,  due  to 
direct  and  indirect  costs  of  tuberculosis,  is 
about  $77  million  annually.  In  the  nation  it  is 
around  $1  billion,  according  to  estimates  of 
the  US  Public  Health  Service. 

In  1964  attention  was  focused  on  the  state 
problem  through  concerted  action  by  represen- 
tatives of  the  Texas  Medical  Association,  the 
Texas  State  Department  of  Health,  the  Texas 
Tuberculosis  and  Respiratory  Disease  Associa- 
tion and  its  local  affiliates,  and  local  health 
departments  along  with  other  citizens  who  were 
interested  in  the  problem.  The  formation  of  the 
Governor’s  Task  Force  Committee  on  Tubercu- 
losis in  Texas  was  the  result. 

Following  a detailed  study  of  the  Commit- 
tee’s report,  the  59th  Texas  Legislature  passed 
an  act  “relating  to  the  unification  and  consoli- 
dation in  the  State  Health  Department  of  the 
responsibility,  powers,  duty,  authority  and  func- 
tions of  casefinding,  follow-up  treatment,  cure, 
prevention,  eradication  and  control  of  tubercu- 
losis in  the  State  of  Texas  . . .’’ 


A new  section.  Tuberculosis  Control  Services, 
was  set  up  in  the  Texas  State  Department  of 
Health  and  a deputy  commissioner  was  ap- 
pointed to  operate  the  four  existing  state  tuber- 
culosis hospitals  and  to  establish  tuberculosis 
control  regions. 

The  Governor  appointed  a state  Tuber- 
culosis Advisory  Committee,  composed  of  dis- 
tinguished leaders  drawn  from  several  different 
disciplines  and  representing  each  region  of 
Texas.  This  group  regularly  reviews  and  evalu- 
ates activities  and  advises  on  the  program.  On 
this  committee  are  representatives  of  the  TMA, 
Texas  Tuberculosis  and  Respiratory  Disease 
Association,  Texas  Hospital  Association,  and 
prominent  business  and  civic  leaders. 

The  Commissioner  of  Health  also  appointed 
a Credentials  Committee  composed  of  promi- 
nent chest  physicians  and  radiologists  to  ap- 
prove the  local  physicians  operating  the  tuber- 
culosis clinics  throughout  the  state  as  well  as 
the  taking  and  interpretation  of  x-rays  in  those 
areas. 

With  administrative  and  fiscal  responsibility 
in  one  agency,  a workable  plan  could  then  be 
drawn  to  bring  together  today’s  highly  effective 
methods  for  the  treatment  of  tuberculosis  and 
the  people  who  need  this  treatment.  At  this 
stage,  program  priorities  were  established. 
Goals:  Priority  of  goals  are  (1)  to  insure  that 
active  cases  are  adequately  treated  either  in  a 
hospital  or  at  home;  (2)  to  examine  those  sus- 
pected of  having  active  tuberculosis,  and  their 
contacts,  and  prescribe  chemoprophylaxis  when 
indicated;  (3)  to  follow  patients  with  inactive 
cases  for  five  years  after  completion  of  drug 
therapy  to  prevent  reactivations;  (4)  to  prevent 
the  development  of  active  tuberculosis  cases 
and  infection  of  children  by  the  child-centered 
testing  program. 
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the  unified  approach 


Texas’  number  one  priority — finding  the  per- 
son with  tuberculosis  and  making  sure  his 
treatment  is  adequate — rests  greatly  upon  the 
private  physician. 

Here  is  a typical  example:  The  physician,  in 
a routine  examination,  suspects  that  one  of 
his  patients  may  have  tuberculosis;  results  of 
appropriate  tests  prove  that  he  is  right;  and 
treatment  begins.  As  required  by  law,  he  re- 
ports this  case  of  communicable  disease  to  the 
health  authorities.  The  physician  can  request 
assistance  from  the  local  health  department  or 
the  regional  tuberculosis  control  office  in  carry- 
ing out  the  detailed  and  time-consuming  follow- 
up of  this  patient’s  close  contacts.  Identifica- 
tion and  examination  of  close  contacts  is  in 
program  priority  number  two.  Home  visits  and 
other  means  are  used  by  public  health  person- 
nel to  locate  the  contacts  and  get  them  exam- 
ined, with  the  private  physician  being  kept  in- 
formed of  the  progress. 

In  one  instance  the  tuberculosis  team  found 
four  persons  with  active  tuberculosis  from  one 
physician’s  referral.  Follow-up  of  household  and 
other  close  contacts  is  one  of  the  most  produc- 
tive methods  of  finding  new  cases  of  tubercu- 
losis. 

Public  health  personnel  help  with  the  follow- 
up of  tuberculosis  patients  to  see  that  they 
take  the  proper  anti-tuberculosis  drugs  in  the 
correct  amount  and  for  the  required  period  of 
time,  which  is  usually  two  years,  after  which 
there  is  a five-year  surveillance  period  (Fig  1). 
The  decreasing  reactivation  rate  is  shown  in 
Fig  2. 

At  the  beginning  of  1971,  there  were  19,764 
cases  on  the  register  and  under  surveillance 
(Fig  3). 

Cooperation  and  open  lines  of  communica- 
tion between  physicians,  local  health  depart- 
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1.  To  prevent  reactivations  there  must  be 
continuity  in  therapy. 
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2.  In  the  past  three  years  the  trend  is  toward 
a decline  in  reactivations  in  tuberculosis  patients. 
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3.  A Steady  growth  in  the  number  of  cases  on 
the  tuberculosis  register  is  evident  over  the  past 
seven  years. 

Type 

Number 

Contract  clinicians 

62 

Inpatient  contracts 

6 

X-ray  contracts 

162 

Interpretation  of  x-rays 

53 

Laboratory  contracts 

43 

4.  Contracts  in  force  in  Texas,  March  1971. 


merits,  tuberculosis  control  regions  and  state 
tuberculosis  hospitals  help  keep  Texas’  unified 
tuberculosis  control  program  on  course. 

Increasing  emphasis  is  placed  on  a shorter 
hospital  stay  and  strengthening  of  outpatient 
clinic  services.  As  a by-product  of  this  practice, 
it  has  been  possible  to  close  one  of  the  state 
tuberculosis  hospitals.  At  the  same  time,  the 
state  health  department  is  increasing  its  con- 
tracts for  care  of  tuberculous  patients  in  gen- 
eral hospitals  (Fig  4). 

A fair  percentage  of  patients  are  hospital- 
ized— at  least  initially.  Hospitalization,  when 
indicated,  is  used  to  start  therapy  in  line  with 
microbiological  findings,  thereby  bringing  about 
chemical  isolation  and  inactivation  of  the  dis- 
ease in  the  quickest  possible  time. 

More  often  than  not  the  patient  has  health 
problems  in  addition  to  tuberculosis,  which 
need  treatment.  This  is  important  because 
most  cases  of  active  tuberculosis  are  found  in 
the  older  citizen  population  (Fig  5).  Care  for 
the  additional  health  problems  is  practical  be- 
cause state  tuberculosis  hospitals  in  Texas  are 
no  longer  sanatoriums,  but,  instead,  are  gen- 
eral hospitals  specializing  in  diseases  of  the 
chest.  Many  services  are  available,  including 
counseling  on  social  and  economic  problems 
and  education  of  the  patient  and  his  family  on 
what  is  necessary  to  complete  medical  treat- 
ment and  why. 

A network  of  facilities  throughout  the  state 
is  available  for  follow-up  care  of  tuberculosis 
patients  after  their  discharge  from  the  tubercu- 
losis hospital  or  the  community  hospital.  The 
three  state  tuberculosis  hospitals  have  outpa- 
tient clinics.  In  addition,  care  is  available  in  58 
chest  clinics  set  up  within  the  tuberculosis  con- 
trol regions.  Most  of  the  regional  clinics  are 
conducted  by  private  physicians  through  con- 
tractual arrangements. 
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5.  Of  the  total  2,889  new  active  cases  of 
tuberculosis  reported  last  year,  45%  were  in 
persons  age  45  and  over. 
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To  make  sure  that  follow-up  services  are 
available  in  outlying  areas,  mobile  diagnostic 
x-ray  vans  are  assigned  to  regions  where  the 
need  is  greatest.  Some  of  these  vans  are 
mobile  clinics  and  others  are  designed  only  for 
x-rays. 

In  many  outlying  areas  there  are  no  organ- 
ized local  health  departments.  This  is  one  rea- 
son the  state  plan  for  unification  of  tuberculo- 
sis control  services  designated  that  tuberculosis 
control  regions  be  set  up  in  such  a manner 
that  the  entire  state  would  be  served.  In  coun- 
ties with  no  local  health  department  the  region- 
al staff  take  the  initiative  in  working  through 
local  health  officers  and  with  private  physicians 
to  carry  out  official  tuberculosis  control  objec- 
tives and  goals  as  directed  by  the  Division  of 
Tuberculosis  Control. 

When  working  in  organized  health  depart- 
ment areas,  regional  staffs  support  and  rein- 
force local  tuberculosis  control  activities  in  line 
with  state  objectives  and  goals  (Fig  6). 

With  the  recognition  of  the  value  of  isoniazid 
chemoprophylaxis  to  prevent  tuberculosis  in- 
fection from  becoming  active  disease,  the  value 
of  infection-finding  together  with  case-finding 
is  receiving  more  emphasis.  This  dual  planned 
approach  means  that,  at  the  same  time  cases 
are  being  found  and  treated,  other  potential 
cases  are  being  prevented  through  chemopro- 
phylaxis. Herein  lies  the  hope  for  eventual 
eradication  of  tuberculosis.  Records  for  the 
past  12  months  show  approximately  20,000 
individuals  on  tuberculosis  preventive  drug 
therapy. 

The  triad  technique  of  tuberculin  testing, 
chemoprophylaxis,  and  chest  x-ray  is  now  be- 
ing employed  in  schools,  industries,  neighbor- 
hoods and  other  groups  where  there  is  apt  to 
be  a high  incidence  of  infection  and  resulting 
disease. 
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For  schools,  tuberculin  testing  of  children  in 
the  first  and  seventh  grades  is  recommended. 
During  the  1969-1970  school  year,  more  than 
350,000  youngsters  were  tested  (Fig  7).  In  the 
other  part  of  the  child-centered  program,  by 
law  all  public  school  employees  must  be  exam- 
ined annually  to  be  sure  that  they  are  free  from 
active  tuberculosis.  Many  parochial  and  private 
schools  have  followed  this  pattern  voluntarily. 

Public  health  nurses  are  constantly  checking 
the  associates  of  children  who  show  positive 
reactions,  and  the  parents  of  reactors  are  en- 
couraged to  see  their  physician  about  getting 
the  children  on  chemoprophylaxis.  In  one  area, 
the  examination  of  children’s  associates  yielded 
one  case  for  each  97  examinations. 

Accurate  record  keeping  is  a must,  and  it  is 
ultramodern.  A central  tuberculosis  state  case 
register  is  maintained  at  Austin  headquarters, 
and  working  case  registers  are  maintained  in 
each  tuberculosis  region. 

Data  necessary  for  program  planning  and 
evaluation  are  fed  into  the  electronic  computer. 
The  data  include  new  tuberculosis  cases,  old 
reported  cases  which  have  reactivated,  people 
with  atypical  disease,  tuberculin-positive  reac- 
tors placed  on  chemoprophylaxis,  and  contacts 
of  active  cases  placed  on  chemoprophylaxis.  All 
data  are  stored  in  the  computer  by  name. 

In  addition,  reporting  forms  have  been  de- 
signed so  that  data  processing  can  provide  in- 
stant print-outs  which  lists,  by  priorities,  prob- 
lems and  failures  in  patient  care  including 
treatment,  follow-up  and  results  of  therapy,  and 
examination  of  contacts  with  known  cases  and 
suspects. 

At  last  count,  the  number  of  persons  carried 
on  the  case  register  was  approaching  20,000. 

Plans  for  treatment  of  tuberculosis  and  other 
chronic  respiratory  diseases  continue  to  be 
modified  as  new  needs  become  apparent  and 
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6.  These  are  the  counties  that  have  organized 
health  departments. 


STATE-PARTICIPATING 
LOCAL  HEALTH  DEPARTMENTS 


MARCH,  1971 


H CITY-COUNTY  DE 
O CITY  DEPARTMENTS 


HEALTH  DISTRICTS : 

SAN  ANTONIO-BEXAR  COUNTY 
MARSHALL-HARRISON  COUNTY 
PLAINVIEW-HALE  COUNTY 
SOUTHWESTERN  TEXAS 
ANGELINA  COUNTY  6,  CITIES 
DENTON  CITY-COUNTY 
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7.  Children  in  grades  one  and  seven  who  were 
tested  indicate  a desirable  decrease  of  infection  in 
the  last  three-year  period. 
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older  problems  are  lessened.  In  the  East  Texas 
State  Tuberculosis  Hospital,  a pilot  project  us- 
ing a team  approach  to  chronic  obstructive 
lung  diseases  other  than  tuberculosis  is  being 
conducted. 

The  TMA  Committee  on  Tuberculosis  and 
Chronic  Respiratory  Diseases  concurred  with 
the  recommendation  of  the  Tuberculosis  Advi- 
sory Committee  and  the  Texas  State  Board  of 
Health  that  HB  833  be  amended  to  permit  the 
State  Tuberculosis  Hospitals  in  San  Antonio 
and  Harlingen  to  operate  a similar  program  as 
outlined  in  that  bill  for  the  East  Texas  State 
Tuberculosis  Hospital;  and  that  the  names  of 
the  state  tuberculosis  hospitals  be  changed  to 
“state  chest  hospitals,”  as,  for  example,  San 
Antonio  State  Chest  Hospital. 

Recently,  a plan  was  formulated  for  the  train- 
ing and  use  of  additional  health  workers  who 
will  be  recruited  mainly  from  areas  where  the 
incidence  of  tuberculosis  is  high.  The  use  of 
such  indigenous  personnel,  called  “community 
health  representatives,”  will  enable  us  to  give 
much  more  service  with  the  same  amount  of 
money.  And  it  should  allow  us  to  break  through 
the  barriers  created  by  lack  of  sufficient  pro- 
fessional health  manpower  by  utilizing  this  aux- 
iliary manpower  to  perform  those  tasks  which 
do  not  require  professional  competence,  tech- 
nique, and  judgment. 

The  goal  in  our  state  is  to  control  and  eradi- 
cate tuberculosis  from  a public  health  stand- 
point. It  is  believed  we  are  making  progress  in 
the  direction  of  our  goal. 

Summary:  The  trend  in  Texas  data  in  general 
reflects  the  same  as  the  national  picture. 

Close  cooperation  with  the  private  practition- 
er in  patient  follow-up,  reduction  in  length  of 
hospital  stay,  growth  of  outpatient  clinics,  and 
development  of  contract  care  services  are  some 


of  the  factors  which  tend  to  keep  tuberculosis 
in  the  mainstream  of  medicine. 

Priorities  are;  (1)  Find  the  person  with  tuber- 
culosis and  make  certain  that  treatment  is  ade- 
quate, whether  given  in  a private  physician’s 
office,  in  a hospital,  or  in  a clinic.  (2)  Examine 
individuals  suspected  of  having  tuberculosis 
and  those  who  have  been  in  close  contact  with 
active  cases;  prescribe  medication  when  indi- 
cated. (3)  After  the  tuberculosis  patient  com- 
pletes two  years  of  drug  therapy,  maintain  sur- 
veillance for  five  years.  It  is  believed  that  cor- 
rect drug  therapy  maintained  for  a full  two-year 
period  will  most  probably  prevent  reactivation 
of  the  disease.  (4)  Through  a child-centered 
program,  prevent  active  disease  and  infection 
of  children  in  hope  of  rearing  a generation  of 
tuberculosis-free  children. 


Dr.  Skinner,  Texas  State  Department  of  Health,  1100 
West  49th,  Austin  78756. 
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Clinicopathologic 

Conference 


An  18-year-old  Negro  woman’s  insidious  chest 
pain  and  dyspnea  began  in  August  1969,  and 
graduated  into  increasingly  severe  episodes  until 
her  death  approximately  one  year  later.  During 
the  progression  of  her  disease,  she  also  had 
hemoptysis,  pleurisy,  fever,  and  congestive  heart 
failure. 

PROTOCOL:  Dr.  Inmon:  The  patient,  an  18- 
year-old  Negro  woman,  delivered  a healthy, 
full-term  male  infant  in  June  1969.  Mild  pre- 
eclampsia had  occurred  during  the  third  trimes- 
ter of  this  first  pregnancy,  but  delivery  was 
uncomplicated  and  the  preeclampsia  subsided 
promptly.  She  remained  well  until  August  1969, 
when  she  began  complaining  of  discomfort  in 
her  chest  and  episodic  dyspnea.  An  x-ray  failed 
to  reveal  abnormalities  in  the  chest,  and  a 
cause  for  the  distress  was  not  found.  When  she 
was  seen  again  in  October  1969,  because  of 
the  chest  discomfort  and  dyspnea,  pedal 
edema  had  developed  and  an  x-ray  showed  car- 
diomegaly.  Digitalis  and  diuretic  therapy  only 
partially  resolved  her  abnormal  findings  and 
symptoms.  In  February  1970,  she  was  hospital- 
ized and  received  intensive  antibiotic  therapy 
because  of  pneumonia.  When  discharged  from 
the  hospital,  she  was  free  of  the  pneumonia 
but  massive  edema  was  noted  within  a few 
days.  On  March  24,  1970,  she  was  referred  to 
Scott  and  White. 

To  that  history,  the  patient  added  that  since 
her  pneumonia  she  occasionally  had  noted 
blood  in  her  sputum.  Her  past  medical  history 
included  the  usual  childhood  diseases  and  a 
head  injury  (in  childhood)  that  left  her  uncon- 
scious for  approximately  one  month.  She  had 
not  had  rheumatic  fever. 

Family  History:  The  patient’s  father  and  one 
brother  have  epilepsy.  Her  mother  has  some 
form  of  heart  disease  and  had  pulmonary 


edema  during  her  last  pregnancy.  Her  grand- 
mother may  be  diabetic  and  had  cardiac  prob- 
lems during  her  pregnancies. 

Physical  Findings:  This  acutely  and  chroni- 
cally ill  young  woman  had  massive  edema 
from  the  thorax  downward,  rales  throughout 
both  lung  fields,  distended  neck  veins,  a soft 
systolic  murmur  along  the  left  sternal  border, 
and  a diastolic  gallop  at  the  apex  of  the  heart. 
Her  blood  pressure  was  100/80  mm  Hg,  weight 
112  lb,  pulse  rate  76/minute,  and  respirations 
16/minute.  She  was  admitted  to  the  hospital. 

Laboratory  Findings:  Values  were:  serum  cal- 
cium, 8.6  mg/100  ml;  serum  inorganic  phos- 
phorus, 4.6  mg/100  ml;  glucose,  100  mg/100 
ml;  blood  urea  nitrogen  (BUN),  29  mg/100 
ml;  uric  acid,  10.7  mg/100  ml;  cholesterol, 
245  mg/100  ml;  total  proteins,  7.0  gm/100 
ml;  albumin,  2.7  gm/100  ml;  total  bilirubin, 
2.0  mg/100  ml;  alkaline  phosphatase,  60  inter- 
national milliunits/ml;  lactic  dehydrogenase, 
320  Technicon  international  units/ml;  serum 
glutamic-oxalacetic  transaminase  (SGOT),  65 
international  units/ml;  prothrombin  time  18 
seconds;  sedimentation  rate  (Westergren),  13 
mm  in  one  hour;  hemoglobin,  10.7  gm/100 
ml;  white  blood  cell  (WBC)  count,  8,400 
with  neutrophils  78%,  lymphocytes  18%,  and 
monocytes  4%;  coagulation  time,  2.5  minutes; 
sodium,  139  mEq/liter;  potassium,  4.0  mEq/ 
liter;  chlorides,  103  mEq/liter;  urinalysis,  albu- 
min 20  mg/100  ml  but  otherwise  normal;  Kline 
test,  negative;  blood  morphology,  microcytosis 
with  hypochromasia;  sputum  culture,  usual 
flora. 

During  the  first  two  days  in  the  hospital,  the 
patient  developed  pleuritic-type  pain  in  the  left 
side  of  the  chest,  dyspnea,  hemoptysis,  and 
fever.  She  was  treated  with  digitalis,  diuretics, 
and  anticoagulants.  A paracentesis  yielded 
2,500  ml  of  clear  fluid,  and  a brisk  diuresis 
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occurred.  A few  days  later,  a pericardial  friction 
rub  was  noted.  The  murmur  and  gallop  per- 
sisted. Cinefluoroscopic  and  echocardiographic 
studies  of  the  chest  did  not  demonstrate  a sig- 
nificant amount  of  pericardial  fluid.  On  April  2, 
1970,  a few  rubbery,  movable  nodes  were  de- 
tected in  the  right  supraclavicular  area.  A biop- 
sy revealed  lymphoid  hyperplasia.  Thoracente- 
sis yielded  950  ml  of  yellow  fluid.  The  patient 
was  quite  sensitive  to  digitalis  and  developed 
toxicity  on  several  occasions.  Glucagon  ther- 
apy, given  twice,  and  prednisone,  started  on 
April  3,  failed  to  improve  her  condition. 

Special  x-rays  of  the  chest  on  May  7 revealed 
a 3.5  X 3.5  cm  smooth-walled  cavity  in  the 
right  mid-lung  field.  After  two  months  in  the 
hospital,  the  patient  was  discharged  and  treat- 
ed as  an  outpatient.  She  was  receiving  a 1,000- 
mg  low-sodium  diet,  and  daily  medications 
were  prednisone,  5 mg;  Lasix,  80  mg;  Lanoxin, 

0.25  mg;  and  K-Lyte,  twice  daily.  She  was  im- 
proved but  still  had  a diastolic  gallop  and  mild 
dependent  edema. 

Eight  days  later,  she  was  readmitted  to  the 
hospital  via  the  emergency  room.  She  was  ex- 
periencing difficulty  in  adhering  to  the  medical 
regimen  and  severe  congestive  heart  failure 
had  recurred.  After  nine  days,  she  was  some- 
what improved  and  again  was  discharged. 

Five  days  later,  she  returned  to  the  hospital 
via  the  emergency  room  because  of  cough, 
vomiting,  abdominal  pain,  and  recurrent  as- 
cites. Her  physical  findings  were  essentially  the 
same  as  they  were  when  she  was  first  observed. 
A bone  marrow  biopsy  showed  increased  plas- 
ma cells  and  erythroblastic  arrest.  Antinuclear 
antibodies  were  absent.  The  results  of  serum 
immunoelectrophoretic  studies  were  within  nor- 
mal limits.  A lung  scintigram  revealed  defects 
consistent  with  multiple  pulmonary  emboli. 
Creatinine  clearance  was  44  ml/min.  Skin  tests 


and  complement  fixation  tests  for  fungi  were 
negative.  Many  budding  yeast  cells  were  in  the 
sputum  smear.  After  one  month  of  study  and 
treatment,  the  patient  was  again  discharged. 
Prescribed  medications  were:  Lanoxin,  0.25  mg 
daily;  Edecrin,  150  mg  daily;  Aldactone,  25  mg 
three  times  daily;  and  Mycostatin,  three  times 
daily. 

On  July  30,  she  was  readmitted  to  the  hos- 
pital. Her  poor  condition  steadily  deteriorated 
until  her  death  on  Aug  11,  1970. 

Clinical  Discussion:  Dr.  Hahn:  The  case  is  that 
of  a previously  healthy  young  woman  with  the 
gradual  onset  of  circulatory  failure  manifested 
by  a large  heart  and  predominate  signs  of 
right-sided  heart  failure.  During  her  course  she 
had  pulmonary  lesions  that  cavitated.  What  are 
the  diagnostic  possibilities? 

First,  heart  disease  associated  with  pre- 
eclampsia must  be  excluded.  The  clinical  fea- 
tures of  toxemia  of  pregnancy  are  edema, 
hypertension,  and  proteinuria.  The  pathophy- 
siology is  related  to  sodium  and  water  reten- 
tion and,  perhaps,  to  vasoconstriction.  The 
underlying  cause  probably  is  renal.  Cardiac 
difficulties  may  be  secondary  to  fluid  retention 
and  hypertension.  When  the  preeclampsia  dis- 
appears after  delivery,  a renal  lesion  may  per- 
sist but  the  patient  should  not  have  cardiac 
difficulties.^  Thus,  we  can  eliminate  this  diag- 
nosis. 

I think  that  when  the  patient  presented  at 
Scott  and  White,  her  physicians  had  to  differ- 
entiate between  three  possibilities: 

1.  Acute  pericarditis  with  pericardial  effu- 
sion and  cardiac  tamponade  mimicking  right- 
sided congestive  heart  failure. 

2.  A cardiac  valvular  lesion  possibly  with 
left-sided  congestive  heart  failure  initially  but 
severe  right-sided  failure  by  the  time  of  admis- 
sion. 
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3.  Primary  myocardial  disease  with  biventri- 
cular heart  failure. 

Let  us  consider  pericarditis  first.  Certain 
infections  may  cause  pericarditis,  and  an  acute 
process  such  as  tuberculosis,  Coxsackie  B 
virus,  or  fungus  infection  could  explain  what 
befell  this  young  woman.  Other  diseases  associ- 
ated with  pericarditis  that  are  to  be  considered 
include  acute  systemic  lupus  erythematosus 
and  metastases  from  a choriocarcinoma.  Did 
the  patient  have  the  clinical  signs  of  pericar- 
ditis and  pericardial  tamponade?  Pain  that 
changes  with  position  and  friction  rubs  are 
rather  consistent  findings  in  pericarditis,  and 
the  electrocardiographic  changes  are  character- 
istic. It  is  not  stated  whether  these  signs  were 
or  were  not  present  early  in  the  course  of  the 
illness.  The  patient’s  distended  neck  veins, 
edema,  and  low  blood  pressure  would  be  con- 
sistent with  pericardial  tamponade  hindering 
return  of  the  blood  from  the  systemic  circula- 
tion into  the  right  heart.  Ewart’s  sign  (dullness 
and  egophony  under  the  left  scapula)  is  due 
to  posterior  displacement  of  the  heart  by  peri- 
cardial effusion.  Pulsus  paradoxicus  is  not  a 
paradox  at  all.  Normally,  the  systemic  systolic 
blood  pressure  decreases  slightly  during  deep 
inspiration,  and  this  fall  is  exaggerated  with 
cardiac  tamponade.  Ewart’s  sign  and  pulsus 
paradoxicus  were  not  described  in  our  patient. 
On  the  other  hand,  she  had  pulmonary  rales 
and  a gallop  over  the  apex  of  the  heart.  These 
would  be  signs  of  left  ventricular  failure  and 
would  not  be  expected  with  tamponade  unless 
they  developed  later  and  were  secondary.  So 
far,  we  have  nothing  definite  on  which  to  make 
a diagnosis  of  pericarditis  and  pericardial  ef- 
fusion; however,  we  have  not  excluded  this 
condition. 

The  second  diagnostic  consideration  con- 
cerns a cardiac  valvular  lesion.  I think  we  can 
eliminate  preexisting  rheumatic  or  congenital 
valvular  disease.  If  the  patient  had  a preexist- 
ing lesion,  she  should  have  developed  heart 


failure  at  the  time  of  her  pregnancy  and  pre- 
eclampsia, not  some  weeks  later.  The  possibility 
of  acute  destruction  of  a valve  must  be  con- 
sidered. Libman-Sacks  mitral  valvulitis  occurs 
in  patients  with  systemic  lupus  erythematosus 
(SLE).  There  is  a recent  report  of  three  patients 
with  SLE  endocarditis  who  developed  aortic  val- 
vular insufficiency  and  died  from  congestive 
heart  failure. ^ I believe  we  can  exclude  SLE, 
however,  because  of  lack  of  other  manifesta- 
tions of  the  disease.  The  most  frequent  find- 
ings in  a series  of  520  patients  with  SLE  were: 
arthralgia,  fever,  skin  lesions,  adenopathy,  ane- 
mia, gastrointestinal  upset,  and  myalgia.^ 
Acute  staphylococcal  endocarditis  of  the  tri- 
cuspid valve  with  septic  pulmonary  emboli  is 
an  intriguing  possibility.  This  entity  is  seen  in 
intravenous  drug  users.  It  is  said  that  staphy- 
lococci have  a predilection  for  the  tricuspid 
valve.  The  patient  had  predominantly  right- 
sided congestive  heart  failure  which  one  might 
expect  with  a tricuspid  lesion.  She  might  have 
had  a septic  pulmonary  embolus  before  com- 
ing to  Scott  and  White,  and  similar  emboli  may 
have  occurred  after  hospitalization.  The  mur- 
mur of  acute  tricuspid  regurgitation  may  be 
inconspicuous  and  may  be  mistaken  for  a func- 
tional murmur.  A characteristic  of  acute  tricus- 
pid regurgitation  is  a prominent  presystolic 
atrial  gallop  at  the  lower  left  sternal  border.^ 
However,  these  early  signs  should  have  prog- 
ressed to  the  more  classical  holosystolic  mur- 
mur of  tricuspid  regurgitation  by  the  time  of 
hospitalization.  The  murmur  of  tricuspid  regur- 
gitation should  be  heard  well  to  the  right  of 
the  sternum  and  not  limited  to  the  left  sternal 
border  as  described  in  the  protocol. 

The  ECGs  and  x-rays  will  be  reviewed  for 
evidence  of  pericarditis,  pericardial  effusion,  or 
unilateral  enlargement  of  the  heart.  If  there  are 
no  findings  other  than  diffuse,  symmetrical 
cardiac  disease,  we  can  turn  our  attention  to 
primary  myocardial  disease. 

ECG  Findings:  Dr.  Marti:  The  patient  had  a 
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1.  Electrocardiogram.  Note  low  voltage  of 
the  QRS  complexes,  slight  right  axis 
deviation,  and  an  rSr'  complex  in  leads  Vj 
and  Kj.  These  changes  are  compatible  with 
a right  heart  "burden”  of  the  type  that 
might  occur  from  pulmonary  embolism. 


2.  Chest  roentgenogram  revealing 
globular  configuration  of  the 
heart,  bilateral  pleural  effusion, 
and  cavitary  infiltrate. 
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total  of  20  ECG  tracings  made  during  her  hos- 
pital stay;  Dr.  Cummings,  who  initially  treated 
the  patient  in  Taylor,  Texas,  added  two  of  her 
earlier  ECGs.  One,  dated  February  1969,  looks 
very  much  like  those  in  our  files;  I think  that 
it  is  notable  for  its  lack  of  specificity.  The  strik- 
ing thing  about  all  of  the  ECGs  was  the  low 
voltage  seen  in  the  standard  limb  leads.  There 
was  no  evidence  of  hypertrophy  in  any  cham- 
ber as  might  be  demonstrated  by  an  increase 
in  voltage  or  by  primary  or  secondary  T-wave 
changes.  The  T-waves  were  poorly  developed 
and  the  Q-T  interval  appeared  prolonged — 
suggesting  a myocardial  disorder  of  a diffuse 
nature.  A later  ECG  showed  few  changes  except 
that  the  voltage  was  even  lower.  Again,  there 
was  no  evidence  of  chamber  hypertrophy.  In 
this  instance,  the  P-R  interval  (about  0.21  sec- 
onds) was  beginning  to  show  prolongation.  This 
suggests  digitalis  effect  or  possibly  a lesion  of 
the  atrioventricular  node.  On  May  31,  1970, 
(Fig  1)  there  was  a well  developed  rSr'  in  Vo; 
the  frontal  axis  plane  was  shifted  toward  the 
right;  and  there  was  clockwise  rotation  along 
the  longitudinal  axis — all  suggesting  that  there 
may  have  been  some  right-sided  heart  burden 
at  this  time.  The  tracing  of  Aug  8,  1970,  was 
one  of  her  last.  On  it,  we  saw  for  the  first  time 
evidence  of  an  intraventricular  conduction  dis- 
turbance. She  had  a complete  right  bundle 
branch  block.  In  addition,  the  P waves  occurred 
at  a rather  rapid  rate  of  approximately  150/ 
minute  with  a 2:1  atrioventricular  block.  This 
was  atrial  tachycardia  with  varying  atrioventri- 
cular block  along  with  right  bundle  branch 
block,  and  it  was  probably  secondary  to  digi- 
talis intoxication. 

Radiographic  Findings.  Dr.  Nikolai:  The  heart’s 
size  had  changed  tremendously  by  December 
1969.  It  had  assumed  a globular  configuration. 
The  extensions  well  to  the  right  of  the  midline 
suggested  at  least  right-sided  enlargement, 
although  I could  not  point  out  specific  chamber 
enlargement  on  the  x-ray.  I think  that  the  pa- 


tient’s pulmonary  vasculature  was  essentially 
the  same  as  it  was  on  previous  roentgeno- 
grams. Other  than  the  cardiomegaly,  she  may 
have  had  a small  amount  of  fluid  in  the  minor 
fissure. 

Both  costophrenic  angles  were  rather  clear 
on  the  x-ray  of  March  24.  The  heart  assumed 
about  the  same  configuration.  I believe  it  was 
slightly  larger;  the  hemidiaphragms  were  defi- 
nitely obscured  on  each  side.  A density  extend- 
ing somewhat  laterally  above  the  minor  fissure 
on  the  right  side  suggested  fluid  in  the  major 
fissure  along  with  a small  amount  of  fluid  in 
the  minor  fissure.  The  pulmonary  vasculature 
extended  more  laterally  than  you  would  expect, 
suggesting  some  venous  congestion  at  this 
stage. 

About  one  week  later,  a considerable  amount 
of  fluid  could  be  seen  in  the  minor  fissure. 
Again,  fluid  was  in  the  major  fissure.  This  was 
a supine  view  (in  contrast  to  the  other  which 
was  an  upright  view).  For  the  first  time,  we 
were  sure  that  the  patient  had  fluid  on  the  left 
side — the  diffuse  density  on  that  side  was  fluid 
that  had  layered  out.  In  addition,  we  could  see 
that  the  fluid  on  her  right  side  had  extended 
almost  over  the  cap  of  the  lungs.  She  had 
extensive  bilateral  pleural  effusion. 

Some  patients  have  a significant  amount  of 
epicardial  fat  deposited  under  the  visceral  peri- 
cardium. When  they  developed  pericardial  effu- 
sion, this  epicardial  fat  line  could  be  seen  pul- 
sating well  within  a relatively  nonpulsating 
pericardial  border.  This  epicardial  fat  line  was 
not  present,  but  you  could  see  that  this  pa- 
tient’s cardiac  border  was  pulsating.  She  was 
breathing  quite  rapidly.  This  point  of  opposite 
pulsations  could  be  seen  clearly.  In  a patient 
with  pericardial  effusion,  the  parietal  pericar- 
dium is  lifted  away  and  this  point  would  not  be 
seen.  The  cardiac  border  would  be  still  if  this 
were  pericardial  effusion.  The  first  cineradio- 
graphic  study  in  April  1970  was  made  with  the 
patient  in  the  supine  position.  With  the  patient 
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in  the  supine  position,  the  fluid  would  gravitate 
up  toward  the  base  of  her  heart  and  cause  wid- 
ening of  that  area.  This  widening  did  not  occur 
in  our  patient. 

The  second  cineradiogram  was  done  in  Aug- 
ust 1970.  A large  amount  of  pleural  effusion 
was  present  on  the  right  side.  The  patient  was 
turned  to  her  right  side  (into  the  left  anterior 
oblique  position)  so  that  the  left  atrial  and  the 
left  ventricular  borders  could  be  seen.  The  ven- 
tricular border  was  definitely  pulsating.  She 
was  then  turned  to  her  left  (into  the  right 
anterior  oblique  position)  and,  although  the 
pulsations  were  weak,  the  cardiac  border  was 
pulsating. 

These  cineradiographic  studies  lead  me  to 
conclude  that  the  patient  did  not  have  pericar- 
dial effusion.  The  upright  posteroanterior  view 
of  the  chest  taken  in  May  1970  (Fig  2)  showed 
the  globular  configuration  of  the  heart,  bilateral 
pleural  effusion,  and  a cavitary  infiltrate  abut- 
ting on  two  pleural  surfaces  under  the  minor 
fissure  in  the  middle  lobe.  This,  correlated  with 
her  clinical  course,  suggests  cavitation  of  a 
pulmonary  infarct. 

Dr.  Hahn:  The  ECGs  did  not  demonstrate 
pericarditis  or  any  particular  chamber  overload, 
and  the  x-rays  did  not  document  pericardial 
effusion  or  asymmetric  cardiac  enlargement.  I 
think  we  can  dispense  with  pericarditis  and  val- 
vular disease  as  diagnostic  possibilities  and 
turn  our  attention  now  to  myocardial  diseases. 

I have  rather  arbitrarily  separated  myocardi- 
tides  from  myocardiopathies  although  I am  not 
sure  that  the  distinction  is  clear-cut  pathologi- 
cally. 

Myocarditides:  Rheumatic  myocarditis  can 
be  eliminated  rather  quickly.  Carditis  may  have 
been  present,  but  none  of  Jones’  other  major 
criteria  were  noted.  Arthritis,  chorea,  subcu- 
taneous nodules,  or  erythema  marginatum  were 
not  mentioned.  The  patient’s  sedimentation 
rate  was  not  elevated,  possibly  a reflection  of 
the  severe  congestive  heart  failure.  Viral  myo- 


carditis or  myopericarditis  is  a possibility.  The 
most  common  causes  of  viral  myopericarditis 
are  the  enteroviruses;  Coxsackie  B more  often 
than  Coxsackie  A,  and  Coxsackie  A more  fre- 
quently than  ECHO  virus.®  Patients  with  en- 
teroviruses usually  have  fever,  pericardial-type 
chest  pain,  a friction  rub,  and  ECG  changes.® 
Other  clues  to  the  diagnosis  are  the  coexistence 
of  myalgia,  pleurisy,  aseptic  meningitis,  or  the 
presence  of  “flu”  in  family  members.  The  diag- 
nosis is  usually  confirmed  by  a rise  in  antibody 
titer.  Patients  generally  recover  from  Coxsackie 
myopericarditis,  but  fatal  cases  have  been  de- 
scribed. A case  of  Coxsackie  pericarditis  was 
reported  recently  wherein  the  patient  had  aortic 
valve  damage  in  addition  to  pericarditis  and 
died  within  one  year.  Viral  myocarditis  remains 
a possibility  in  our  patient,  but  there  is  not 
enough  information  available  to  make  the  diag- 
nosis. Toxoplasmosis  may  not  be  the  rare  infec- 
tion that  it  once  was  considered  to  be.  The 
acute  infection  may  be  somewhat  like  infec- 
tious mononucleosis  and  does  not  leave  resid- 
ual damage.®  However,  toxoplasmic  myocardi- 
tis recently  has  been  recognized  as  a distinct 
entity.®  The  patient  may  have  few  acute  symp- 
toms and  gradually  develop  cardiomyopathy. 
Nothing  in  the  protocol  is  incompatible  with 
the  diagnosis  of  toxoplasmic  myocarditis  but, 
again,  the  diagnosis  would  have  to  be  based 
on  serologic  tests;  ie,  the  Sabin  dye,  hemag- 
glutination, and  complement  fixation  tests. 

Cardiomyopathies:  Cardiomyopathy  may  be 
an  important  part  of  a number  of  autoim- 
mune, metabolic  and  genetic  diseases.  Diag- 
nostic considerations  in  our  patient  would 
be  hemochromatosis,  sarcoidosis,  amyloidosis, 
and  scleroderma.  The  protocol,  however,  does 
not  suggest  any  of  these  conditions.  Idiopathic 
myocardial  hypertrophy  refers  to  myocardial 
disease  in  which  the  cause  is  not  apparent.  In 
some  patients,  it  appears  to  be  familial.  Some 
cases  probably  are  due  to  inapparent  infec- 
tions. Alcoholic  heart  disease  and  beriberi  heart 
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3.  Photomicrograph,  X 135.  Area  of  myocardial 
myocytolysis  without  ir}flammatory  infiltrate. 


disease  are  among  the  “idiopathic”  myocardio- 
pathies  for  which  the  cause  is  fairly  well  docu- 
mented.^® Another  pertinent  variety  of  idio- 
pathic myocardial  disease  is  postpartum  heart 
disease.  This  is  another  condition  that  may 
have  a varied  etiology.  However,  unexplained 
heart  failure  during  the  puerperium  occurs 
often  enough  that  postpartum  cardiomyopathy 
can  be  recognized  as  a clinical  entity.  Fried- 
berg’s  diagnostic  criteria  are  probably  the  most 
strict;  onset  of  cardiac  symptoms  two  weeks 
after  delivery  and  within  two  months  postpar- 
tum.^ These  criteria  fit  our  patient’s  condition. 

Postpartum  heart  disease  is  estimated  to 
complicate  from  1 in  1,300  to  1 in  4,000  preg- 
nancies. Most  of  the  reported  cases  have  been 
in  Negroes.  The  disease  usually  affects  older 
mothers  and  mothers  of  greater  parity,  but  it 
has  been  reported  in  a 14-year-old  primigra- 
vida.ii  A familial  occurrence  has  been  noted. 
Chest  pain  may  be  an  early  symptom;  other- 
wise, the  symptoms  and  the  physical  findings 
are  those  of  biventricular  congestive  heart  fail- 
ure. Various  nonspecific  abnormal  patterns 
appear  on  the  ECG.  Nearly  50%  of  the  patients 
will  have  pulmonary  or  systemic  emboli,  fre- 
quently from  mural  thrombi.^®  The  mortality 
rate  has  been  variously  reported  from  20  to 
60%.  Our  patient’s  findings  fit  this  syndrome 
very  well.  If  a specific  cause  was  not  found  at 
postmortem,  her  death  could  be  attributed  to 
postpartum  cardiomyopathy. 

The  only  aspect  of  the  case  that  makes  me 
worry  about  a diagnosis  of  postpartum  cardio- 
myopathy is  that  during  the  patient’s  course  in 
the  hospital,  pulmonary  cavitation  developed. 
Earlier,  the  clinical  picture  suggested  acute 
pulmonary  embolization  with  infarction,  and  a 
lung  scan  some  time  later  revealed  defects  con- 
sistent with  multiple  pulmonary  emboli.  Con- 
cavity of  the  filling  defect  suggests  pulmonary 
embolism.  The  protocol  does  not  include  serum 
enzyme  determinations  at  the  time  of  the  first 
embolus,  but  a rise  in  lactic  dehydrogenase 
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with  normal  serum  glutamic-oxalacetic  trans- 
aminase and  creatine  phosphokinase  values 
would  have  suggested  pulmonary  infarction. 
The  problem  is  that  pulmonary  infarcts  are 
said  not  to  cavitate  unless  they  are  septic. 
Consideration  of  septic  pulmonary  emboli 
makes  our  earlier  thought  of  endocarditis  of  the 
tricuspid  valve  look  interesting.  Bacteroides 
infection  might  fit  best.  This  anaerobic  organ- 
ism grows  slowly  in  blood  cultures  and  usually 
is  of  low  pathogenicity.  However,  the  course 
was  rather  slow  and  chronic  for  any  type  of 
infectious  endocarditis,  and  this  probably  was 
not  the  problem. 

Tuberculosis,  of  course,  cavitates.  Tubercu- 
losis may  follow  many  patterns,  and  the  patient 
could  have  had  tuberculous  pneumonia  and 
pleural  effusion  with  later  cavitation. The 
pleural  fluid  that  was  analyzed  earlier  should 
have  indicated  tuberculosis  if  it  were  present. 
The  cavitary  lesion  should  have  made  acid-fast 
organisms  recoverable  from  the  sputum. 

Coccidioidomycosis  of  the  lung  cavitates  and 
coccidioidomycosis  may  cause  pericarditis  simi- 
lar to  tuberculosis.  We  are  told  that  comple- 
ment fixation  tests  for  fungi  were  negative,  and 
serologic  tests  are  quite  reliable  for  detecting 
Coccidioides  infection. 

Cavitating  pulmonary  emboli  is  still  the  most 
likely  explanation.  If  the  emboli  were  septic, 
they  could  have  arisen  from  an  infected  intra- 
venous site  or  from  a low-grade  form  of  post- 
partum pelvic  phlebitis  or,  possibly,  the  infec- 
tion could  have  been  secondary  to  aspiration 
of  oropharyngeal  organisms.  I believe  the  diag- 
nosis is  postpartum  cardiomyopathy  with  cavi- 
tating pulmonary  emboli. 

Dr.  Peterson:  The  patient  was  receiving  pred- 
nisone and,  at  autopsy,  her  face  was  moon- 
shaped and  adrenocortical  atrophy  was  present. 

The  pulmonary  arteries  contained  shrunken, 
cord-like,  organized  pulmonary  emboli.  Micro- 
scopic examination  of  cross  sections  of  these 
emboli  showed  them  to  be  undergoing  fibrous 


organization  and  calcification.  The  numerous 
pulmonary  infarcts  were  bland,  without  evi- 
dence of  granulomas  and  with  little  inflamma- 
tion. The  cavities,  surrounded  by  dense  fibrous 
tissue,  were  thought  to  be  related  to  infarction. 

Centrilobular  congestion  and  centrilobular 
necrosis  of  the  liver  were  marked.  The  patient 
had  necrotizing  pancreatitis  that  probably  was 
due  to  her  congestive  heart  failure  (one  cause 
of  necrotizing  pancreatitis). 

The  patient  had  mild,  chronic  pericarditis 
but  pericardial  fluid  was  not  excessive.  At  au- 
topsy, the  heart  weighed  470  gm,  including 
a large  mural  thrombus  in  the  left  ventricle. 
The  thrombus  had  a glistering  fibrous  cap.  The 
ventricles  were  dilated. 

To  me,  the  key  pathologic  finding  was  the 
microscopic  lesion  of  the  myocardium.  There 
were  multiple  foci  of  myocytolysis  of  the  myo- 
cardial fibers  (Fig  3).  This  histopathologic  le- 
sion is  characteristically  present  in  idiopathic 
postpartum  heart  disease. It  is  not,  however, 
specific  for  this  disease.  An  inflammatory  infil- 
trate may  be  present  but,  as  in  this  patient, 
it  often  is  absent. 

Meadows^®  (from  the  Veterans  Administra- 
tion Hospital  in  Palo  Alto)  published  one  case 
and  reviewed  the  literature  concerning  post- 
partum heart  disease  in  1960.  The  earliest 
report  of  nonvalvular  postpartum  myocardial 
insufficiency  was  by  Richie  (from  Glasgow  Roy- 
al Infirmary)  in  1849.  The  symptoms  usually 
begin  in  the  postpartum  period,  but  they  may 
occur  during  the  third  trimester  with  a latent 
period  of  from  six  weeks  to  five  months  after 
delivery  before  they  recur  in  a more  severe  and 
intractable  form.  These  patients  usually  have 
heart  failure  with  paroxysmal  nocturnal  dysp- 
nea. Orthopnea  and  cough  sometimes  are  fol- 
lowed by  hemoptysis,  gastrointestinal  symp- 
toms, and  chest  pain.  Pulmonary  embolization 
may  occur  early  in  the  disease.  Most  of  the 
patients  recover;  some  have  had  subsequent 
pregnancies  without  difficulty. 
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Autopsy  findings  generally  include  a dilated, 
flabby  heart  with  mural  thrombi  in  the  ventri- 
cles, less  frequently  in  the  atria.  The  micro- 
scopic findings  are,  as  we  have  seen,  primarily 
those  of  focal  myocytolysis  which  may  progress 
to  scar  formation. 

The  patient’s  family  history  is  interesting: 
both  her  mother  and  her  grandmother  had 
vague  cardiac  symptoms  during  pregnancies. 
Familial  cardiomyopathy  rarely  produces  symp- 
toms during  pregnancy, and  the  gross  and 
microscopic  findings  are  slightly  different  from 
those  noted  in  this  patient.  Familial  cardio- 
myopathy is  hypertrophy  with  enlarged  block- 
shaped myocardial  nuclei  and  patchy  fibrosis; 
whereas,  postpartum  heart  disease  is  similar 
to  myocarditis. 

Another  cardiac  abnormality  which  needs 
mentioning  is  idiopathic  hypertrophic  subaortic 
stenosis.  Grossly,  this  patient’s  heart  did  not 
show  subaortic  myocardial  hypertrophy. 

We  have  Dr.  Dale  Cummings  from  the  Johns 
Clinic  in  Taylor,  Texas,  with  us  tonight.  Fie  saw 
the  patient  in  the  initial  stages  of  her  illness. 

Dr.  Cummings:  I first  saw  the  patient  for  her 
chest  complaints  about  a month  after  delivery. 
She  stated  that  she  was  nervous  and  some- 
times felt  short  of  breath.  Two  months  after 
this,  in  August  1969,  I saw  her  when  she  com- 
plained again  of  nervousness  and  shortness  of 
breath.  On  both  occasions,  her  heart,  lungs, 
and  blood  pressure  were  normal.  I thought  that 
she  probably  had  a hyperventilation  syndrome. 
A chest  x-ray  in  August  was  normal. 

A couple  of  months  later,  she  returned  with 
the  same  complaints.  The  chest  x-ray  at  that 
time  did  show  cardiomegaly.  Fler  symptoms 
progressed.  She  developed  pedal  edema  and 
definite  congestive  heart  failure  which  was  rath- 
er refractory  to  treatment  during  the  next  few 
months.  I thought  that  this  patient  probably 
had  a familial  type  of  cardiomyopathy. 

Dr.  Hahn’s  Diagnosis:  Postpartum  cardiomyo- 
pathy with  cavitating  pulmonary  emboli. 


Final  Pathologic  Diagnoses.-  Postpartum  heart 
disease  (cardiomyopathy  of  pregnancy):  mural 
thrombus,  left  ventricle  of  heart;  old  pulmo- 
nary emboli  with  pulmonary  infarcts  and  cavi- 
tation; necrotizing  pancreatitis;  centrilobular 
congestion  and  centrilobular  necrosis,  liver. 
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NEWS 


Health  authorities  take  control  during  VEE  epidemic 


When  Venezuelan  equine  encephalo- 
myelitis (VEE)  reached  Texas,  nation- 
al, state,  and  local  health  authorities 
joined  forces  in  an  attempt  to  halt  the 
disease,  and  efforts  are  continuing  to 
protect  Texas  horses  and  residents,  as 
well  as  those  across  the  United  States, 
against  the  disease. 

For  example,  a recent  announce- 
ment by  US  Secretary  of  Agriculture, 
Clifford  M.  Hardin,  expanded  the  list 
of  states  in  which  horses  are  required 
to  receive  the  Army’s  recently  re- 
leased VEE  vaccine.  In  addition  to  the 
immunization  programs  under  way  in 
Texas,  Louisiana,  Arkansas,  Oklahoma, 
and  New  Mexico,  the  secretary  ruled 
that  all  horses  in  California,  Arizona, 
Mississippi,  Alabama,  Florida,  and 
Georgia  must  be  vaccinated.  In  ex- 
panding the  vaccination  requirement 
to  additional  states,  it  is  hoped  that  a 
ring  of  protection  will  be  established 
and  will  guard  animals  and  residents 
in  the  northern  states  from  the  north- 
ward-spreading disease. 

In  Texas,  activities  to  combat  the 
disease  began  on  June  19  when  a 
team  of  workers  from  the  US  Depart- 
ment of  Agriculture,  the  US  Public 
Health  Service,  the  Texas  Animal 
Health  Commission,  and  the  Texas 
State  Department  of  Health  started 
investigating  VEE  in  the  Rio  Grande 
Valley.  On  July  8,  the  investigators 
discovered  the  epidemic  strain  of  VEE 
in  an  ill  horse  in  Brownsville. 

At  a meeting  held  on  July  16,  repre- 
sentatives of  local  health  departments, 
mosquito  abatement  districts,  national 
agencies  involved,  the  Texas  Animal 
Health  Commission,  the  Texas  State 
Department  of  Health,  and  several 
hospital  administrators  and  consul- 
tants gathered  in  Austin  to  discuss 
the  best  way  to  combat  the  spread 
of  VEE. 

At  that  meeting,  formal  presenta- 
tions were  made  to  acquaint  partici- 
pants with  the  disease  as  it  affects 
animals,  the  disease  in  man,  and  pos- 
sible control  measures.  By  the  end  of 
the  day,  a decision  had  been  reached 
to  establish  a statewide  surveillance 
network  headquartered  in  Austin. 

In  addition  to  the  formal  surveillance 
network,  a letter  asking  assistance  in 


finding  cases  of  the  disease  was 
mailed  on  July  21  to  all  Texas  physi- 
cians. The  letter  requested  that  in 
areas  where  hospital  surveillance  sys- 
tems have  already  been  established, 
doctors  aid  the  systems  by  providing 
the  necessary  patient  information  and 
laboratory  specimens.  If  a hospital 
surveillance  system  has  not  been  set 
up,  the  letter  asked  physicians  treat- 
ing suspected  cases  of  the  disease  to 
telephone  the  State  Health  Depart- 
ment, Communicable  Disease  Services 
(512/454-3781,  ext.  371). 

The  letter — signed  by  Dr.  James  H. 
Sammons,  President  of  the  Texas  Med- 
ical Association;  Dr.  L.  S.  Thompson, 
Jr.,  chairman  of  the  TMA  Committee 
on  Public  Health;  Dr.  J.  E.  Peavy, 
Commissioner  of  Health;  and  Dr. 
Hampton  C.  Robinson,  chairman  of 
the  State  Board  of  Health — also  de- 
scribed the  disease. 

“VEE  is  caused  by  a Group  A ar- 
bovirus and  is  transmitted  among 
equines  and  humans  by  several  mos- 
quito species.  The  disease  in  humans 
is  usually  characterized  by  high  fever 
and  intense  headache.  Patients  may 
also  complain  of  myalgias,  arthralgia, 
chills,  pharyngitis,  nausea,  and  vomit- 
ing. Recovery  is  usually  uneventful 
after  24  to  72  hours.  The  experience 
in  South  and  Central  America  indi- 
cates that  some  cases  (3%-4%)  may 
have  severe  central  nervous  system 
involvement  and  rare  (less  than  1%) 
mortality  may  occur.” 

Virus  isolation  may  be  made  from 
either  frozen  sera  or  whole  blood.  "Se- 
rological confirmation  requires  acute 
and  convalescent  specimens,  prefer- 
ably one  month  apart,”  notes  the 
letter. 

Recent  cases  of  the  disease  have 
been  reported  in  Matagorda  and  Gua- 
dalupe Counties,  which  indicates  that 
some  of  the  mosquitoes  carrying  the 
disease  have  moved  out  of  the  Rio 
Grande  Valley  and  are  heading  north- 
ward. On  July  25,  a suspected  case  of 
VEE  was  reported  in  a horse  stabled 
in  southern  Travis  County. 

Dr.  M.  S.  Dickerson,  chief  of  Com- 
municable Disease  Services  of  the  State 
Health  Department,  is  coordinating  the 
surveillance  information  from  hospitals. 


while  a separate  surveillance  system  for 
suspected  cases  in  animals  is  under 
the  authority  of  the  Texas  Animal 
Health  Commission.  Dr.  Thomas  R. 
Fashinell,  medical  consultant  in  the 
Communicable  Disease  Services  Sec- 
tion, is  assisting  Dr.  Dickerson. 

Dr.  Fashinell  explained  that  the  sur- 
veillance network  currently  includes  10 
participating  counties  and  32  partici- 
pating hospitals.  Regular  reports  are 
received  from  Hidalgo,  Comanche, 
Dallas,  and  Harris  Counties  and  from 
Corpus  Christi,  Beaumont,  Port  Arthur, 
Austin,  San  Antonio,  and  Fort  Worth. 
“We  are  establishing  surveillance  units 
in  Abilene,  Laredo,  Galveston,  and  El 
Paso,”  said  Dr.  Fashinell. 

He  explained  that  local  health  de- 
partments contact  the  hospitals  se- 
lected as  surveillance  units  each  day 
and  compile  the  number  of  suspected 
cases.  Then,  each  morning  the  local 
health  officer  phones  in  the  data  to 
the  Austin  headquarters,  which  then 
compiles  statewide  figures.  “Through 
such  data  collection,  we  are  develop- 
ing a base  line  of  admissions  to  hos- 
pitals for  diseases  which  resemble 
VEE,”  said  Dr.  Fashinell.  “If  the  num- 
ber of  admissions  increases  greatly — 
say  it  triples — we  suspect  VEE.  In  this 
way,  we  can  identify  problem  areas 
and  trace  the  spread  of  the  disease,” 
he  added. 

Surveillance  reports  are  sent  to  all 
local  health  officers  and  to  others  on 
the  mailing  list,  said  Dr.  Fashinell. 
Updated  VEE  laboratory  procedures 
have  also  been  sent  to  local  health 
departments. 

At  press  time,  some  143  suspected 
human  cases  of  the  disease  had  been 
reported  to  the  statewide  surveillance 
headquarters  in  Austin,  and  60  had 
been  confirmed  as  cases  of  VEE. 

Scientific  team  studying 
natural  history  of  VEE 

As  the  Venezuelan  equine  encephalo- 
myelitis epidemic  takes  its  toll  among 
horses  throughout  Texas,  a Houston 
medical  professor  in  Corpus  Christi  is 
studying  the  natural  history  of  the 
disease. 

“We  would  like  to  determine  within 
a population  group  what  impact  this 
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disease  will  have  on  human  health,” 
said  Dr.  Robert  H.  Kokernot,  a profes- 
sor at  The  University  of  Texas  School 
of  Public  Health  in  Houston. 

To  accomplish  this  important  re- 
search, Dr.  Kokernot  and  a staff  of 
10  graduate  students  and  researchers 
have  established  a field  station  in  the 
Flour  Bluff  area  near  Corpus  Christi. 

The  scientific  team  arrived  at  their 
station  on  July  15  and  immediately 
began  collecting  samples  of  small  ani- 
mals, birds,  and  mosquitoes  carrying 
the  disease  for  extensive  laboratory 
testing. 

“One  of  our  main  objectives  is  to 
see  if  this  strain  of  VEE  is  present  in 
small  animals  and  avian  (bird)  hosts 
and  whether  this  constitutes  a natural 
reservoir,”  Dr.  Kokernot  said.  “If  this 
is  observed,  a greater  likelihood  exists 
for  outbreaks  of  the  VEE  virus  being 
a recurring  problem,”  he  added. 

“Specifically,  the  key  object  of  the 
research  is  to  follow  the  role  of 
blood  sucking  arthropods  (a  class  of 
insects)  to  determine  their  part  in  the 
natural  history  of  the  virus,”  said  the 
professor. 

Dr.  Kokernot,  a specialist  in  arthro- 
pod-borne virus  diseases,  pointed  out 
that  investigation  of  the  disease  will 
not  be  limited  to  the  present  epidemic. 


Group  formed  to  advise 
rehabilitation  commission 

Effective  on  July  1 were  the  appoint- 
ments of  15  physicians  and  health  pro- 
fessionals who  will  serve  as  members 
of  the  first  Medical  Advisory  Commit- 
tee of  the  Texas  Rehabilitation  Com- 
mission. 

The  committee,  formed  under  the 
authority  of  S.B.  110  which  was  ap- 
proved during  the  regular  session  of 
the  61st  Legislature,  is  designed  to 
bring  together  representatives  of  the 
various  specialties  involved  in  provid- 
ing services  to  the  disabled  in  order 
to  make  available  their  knowledge  to 
“those  responsible  for  administering 
the  medical  aspects  of  the  Vocational 
Rehabilitation  Program  and  the  Social 
Security  Administration  Disability  In- 
surance Program.” 

According  to  Dr.  Marvin  C.  Schlecte, 
administrative  medical  consultant  to 
the  commission  and  secretary  to  the 
new  committee,  the  physicians  and 
others  on  the  committee  will  function 
in  a purely  advisory  capacity. 

“The  committee  advises  the  com- 
missioner concerning  policies  and 
standards  for  provision  of  quality  med- 


ical care  and  physical  restoration,  fees 
for  medical  and  surgical  services,  and 
rates  for  hospital  care;  assists  in  main- 
taining constructive  relations  with  the 
medical  profession  and  hospitals  in  the 
state;  and  interprets  the  Vocational 
Rehabilitation  and  Disability  Determi- 
nation programs  to  the  medical  pro- 
fession and  medical  or  related  insti- 
tutions,” explained  Dr.  Schlecte. 

Members  of  the  committee  are  rec- 
ommended for  appointment  by  the 
Commissioner  of  Rehabilitation  and  are 
approved  by  the  Texas  State  Board 
of  Rehabilitation.  Terms  last  three 
years,  and  members  may  serve  for 
only  one  term.  This  term  limitation 
regulation  may  be  waived  once  by  the 
commissioner,  but  in  no  instance  may 
a member  be  appointed  to  a third 
term.  Initial  appointments  on  the 
board  have  been  staggered  in  one-, 
two-,  and  three-year  terms. 

The  Medical  Advisory  Committee 
will  meet  at  least  once  during  each 
calendar  half-year,  noted  Dr.  Schlecte. 

Those  serving  on  the  committee  at 
the  present  time  include; 

Terms  ending  June  30,  1972 — Dr. 
Edward  M.  Krusen,  Dallas  physical 
medicine  and  rehabilitation  specialist; 
Dr.  Otto  Brandt,  Jr.,  Austin  general 
practitioner;  Dr.  Laurence  C.  McGona- 
gle,  San  Antonio  psychiatrist;  Dr.  Jar- 
rett  E.  Williams,  Abilene  pathologist; 
and  Robert  Gordon,  administrator  of 
Clinic-Hospital  of  San  Angelo. 

Term  ending  June  30,  1973 — Dr. 
H.  Edward  Maddox,  III,  Houston  oto- 
laryngologist; Dr.  Louis  W.  Breck,  El 
Paso  orthopedist;  Dr.  William  S.  Har- 
ris, Dallas  ophthalmologist;  Dr.  P.  H. 
Chalmers,  Houston  anesthesiologist; 
and  Dr.  Stephen  G.  Williams  (Ph.  D.), 
Houston  psychologist. 

Term  ending  June  30,  1974 — Dr. 
Carroll  L.  Busby,  Plainview  intern- 
ist; Dr.  O.  Sherman  Carlson,  Corpus 
Christi  general  practitioner;  Dr.  Clive  R. 
Johnson,  Fort  Worth  surgeon;  Dr.  Al- 
bert Johnson  (DDS),  Austin  dentist; 
and  Dr.  Jerry  E.  Miller,  Dallas  radiolo- 
gist. 


Program  in  25th  year 

August  13  marked  the  silver  anniver- 
sary of  the  Hill-Burton  program. 

According  to  the  AMA  Newsletter, 
approximately  3,800  communities  have 
participated  in  the  program.  These 
communities,  predominantly  in  rural 
areas,  have  received  some  $3.6  billion 
to  build  or  modernize  health  facilities 
in  their  area  since  the  program  was 
started  in  1946. 


instruments  are  stolen 

Dr.  Marcel  Patterson,  professor  in  the 
department  of  medicine  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston,  has  reported  the  theft  of 
two  fiberoptic  gastroscopes  from  the 
school’s  endoscopy  room. 

The  expensive  instruments  (worth 
more  than  $2,500  each)  are  of  little 
value  to  anyone  not  trained  in  their 
use,  comments  Dr.  Patterson.  He 
suggests  that  the  persons  involved  in 
the  theft  might  attempt  to  sell  the 
instruments  directly  to  a physician. 

Dr.  Patterson  asks  any  physician 
who  is  approached  under  suspicious 
circumstances  by  persons  wishing  to 
sell  such  instruments  to  contact  the 
Medical  Branch.  Dr.  Patterson  also 
comments  that  other  physicians  who 
have  fiberoptic  instruments  might  con- 
sider the  possibility  of  theft  and  take 
necessary  precautions. 

Harris  County  society 
launches  drug  program 

The  Harris  County  Medical  Society 
has  joined  in  the  battle  against  drug 
abuse,  announced  society  president 
Dr.  Eugene  L.  Slataper. 

On  July  8,  at  a press  conference 
called  by  the  society.  Dr.  Slataper 
stated  that  he  was  at  that  time  call- 
ing upon  all  2,300  members  of  the 
medical  society  to  put  into  effect  an 
almost  total  ban  on  the  prescribing 
of  amphetamines  and  methampheta- 
mines.  The  action  was  taken  in  re- 
sponse to  President  Richard  M.  Nix- 
on’s call  at  the  recent  AMA  Annual 
Convention  for  members  of  the  medi- 
cal profession  to  take  steps  to  de- 
crease the  drug  abuse  problem,  while 
providing  more  information  on  the 
dangers  of  abuse. 

Dr.  Slataper  said,  “We  are  going  to 
ask  each  and  every  member  of  the 
society  to  carefully  review  his  prescrib- 
ing practices  and  to  exercise  extreme 
caution  in  the  writing  of  any  prescrip- 
tion for  drugs  with  an  abuse  potential, 
and  we  are  hoping  that  within  a week, 
the  legitimate  channel  for  drugs  in 
this  community  will  be  as  tight  as  we 
can  possibly  make  it.” 

The  society  president  also  an- 
nounced the  appointment  of  a team 
of  drug  experts  from  within  the  medi- 
cal society  to  lead  a county-wide  edu- 
cational campaign  directed  at  physi- 
cians, as  well  as  the  general  public. 
Dr.  Slataper  reported  that  the  drug 
education  program  which  was  initiated 
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jointly  by  the  Harris  County  Medical 
Society  and  the  Houston  Bar  Associa- 
tion has  resulted  in  "many  fine  educa- 
tional programs  being  made  a routine 
part  of  our  formal  school  studies.”  He 
noted,  however,  that  “as  is  evident 
from  the  news  stories  across  the  na- 
tion and  in  our  own  community,  the 
problem  has  continued  to  broaden  and 
more  must  be  done.” 

Dr.  Slataper  commented,  "We  must 
take  the  leadership  in  convincing  the 
public  that  people  cannot  find  happi- 
ness and  satisfaction  or  expect  to  solve 
their  social  and  emotional  problems 
with  a handful  of  tablets  or  a few 
grains  of  powder.” 

Executive  director  of 
society  elected  to  post 

The  executive  director  of  Travis  Coun- 
ty Medical  Society,  John  N.  Kemp, 
has  been  named  vice-president  of  the 
South  Central  Association  of  Blood 
Banks. 

Kemp,  a member  of  the  board  of 
directors  of  the  American  Association 
of  Blood  Banks  for  the  past  three 
years,  will  serve  with  others  represent- 
ing institutions  and  individual  mem- 
bers who  are  interested  in  blood  banks 
in  operation  in  the  South  Central 
area,  which  includes  Texas,  Oklahoma, 
New  Mexico,  Arkansas,  Louisiana,  and 
Mississippi. 

College  lists  definition 
of  preventive  medicine 

An  official  definition  of  the  term  "pre- 
ventive medicine”  was  adopted  by  the 
board  of  regents  of  the  American  Col- 
lege of  Preventive  Medicine  at  their 
recent  meeting  in  Atlantic  City,  N.  J. 

The  adopted  definition  states:  "Pre- 
ventive medicine  is  that  branch  of 
medicine  which  has  primary  interest 
in  preventing  physical,  mental,  and 
emotional  disease  and  injury  in  con- 
trast to  treating  the  sick  and  injured. 
Secondarily,  it  is  concerned  with  slow- 
ing the  progress  of  disease  and  con- 
serving maximal  function.” 

College  president  Dr.  William  P. 
Richardson  of  Chapel  Hill,  N.  C.,  com- 
mented in  announcing  the  definition, 
“In  an  era  when  preventive  medicine 
is  being  given  emphasis  greater  than 
ever  before,  a clear  understanding  of 
the  term  is  essential  for  the  medical 
profession,  government,  and  the  pub- 
lic.” 


Southwestern  names  dean 
of  allied  health  school 

Dr.  John  W.  Schermerhorn,  now  dean 
of  the  division  of  health  sciences  at 
Northeastern  University,  Boston,  Mass., 
will  become  dean  of  the  School  of 
Allied  Health  Professions  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  this  fall. 

"Dr.  Schermerhorn  has  a distin- 
guished record  of  education  in  the 
fields  of  pharmacy  and  health  profes- 
sions. We  feel  he  will  make  a signifi- 
cant contribution  in  a rapidly  grow- 
ing area,”  commented  Southwestern’s 
dean.  Dr.  Charles  C.  Sprague. 

Before  his  appointment  as  dean  of 
Northeastern’s  health  sciences  division 
in  1969,  Dr.  Schermerhorn  was  a pro- 
fessor in  the  College  of  Pharmacy  at 
the  Boston  institution.  From  1953  to 
1966,  he  rose  from  assistant  to  pro- 
fessor and  chairman  of  the  depart- 
ment of  pharmacy  at  Massachusetts 
College  of  Pharmacy.  He  was  assistant 
and  associate  professor  of  pharmaceu- 
tical chemistry  at  George  Washington 
University  from  1949  to  1953. 

The  new  dean,  who  is  listed  in 
American  Men  of  Science,  is  a life 
member  of  the  American  Pharmaceuti- 
cal Association,  a member  of  the 
Academy  of  Pharmaceutical  Sciences, 
and  a fellow  of  the  American  Associa- 
tion for  the  Advancement  of  Science. 

He  is  also  a member  of  the  Ameri- 
can Association  of  Colleges  of  Phar- 
macy, American  Association  of  Teach- 
ers of  Pharmacy,  American  Society  of 
Cosmetic  Chemists,  American  Society 
of  Hospital  Pharmacists,  and  American 
Society  of  Consultant  Pharmacists. 

Dr.  Schermerhorn  has  a BS  degree 
in  pharmacy  from  Rutgers  University 
and  a Ph.D.  in  pharmaceutical  chem- 
istry from  the  University  of  Minnesota. 


Physician’s  coilege  taps 
12  in  Texas  as  members 

A dozen  Texas  physicians  have  quali- 
fied for  membership  in  the  56-year-old 
American  College  of  Physicians. 

New  members  include  Drs.  H.  Kent 
Beasley  and  Jonathan  F.  Decherd,  Aus- 
tin; William  R.  Harrell,  Jr.,  and  Javier 
T.  Ramirez,  Dallas;  Raymond  E.  Flake, 
Jr.,  Freeport;  Glen  E.  Smith,  Galveston; 
Jerome  B.  Bart,  Abbe  A.  Ledbetter, 
Jr.,  and  Willerd  H.  Spankus,  Houston; 
Lawrence  S.  Higgins  and  Lt.  Col.  Frank 
J.  Panettiere  (US  Air  Force  Medical 
Corps),  San  Antonio;  and  Alva  E.  Jack- 
son,  Jr.,  Wichita  Falls. 


Dr.  John  Schermerhorn 


Credit  course  dates  set 

A schedule  of  credit  management 
courses  to  be  held  during  the  late 
summer  and  fall  months  for  business, 
medical,  dental,  and  hospital  person- 
nel has  been  announced  by  the  Dis- 
tributive Education  Department,  Divi- 
sion of  Extension,  The  University  of 
Texas. 

The  accounts  management  course 
lasts  three  nights,  and  participants 
are  given  instruction  in  basic  account 
controls,  patient  interviewing,  and  ways 
to  effectively  increase  collections. 

Most  of  the  courses  are  designed 
for  both  business  and  professional 
groups,  but  two  scheduled  in  the  com- 
ing months  are  open  only  to  medical, 
dental,  and  hospital  personnel.  One 
is  set  for  Sept.  13-15  in  Corpus 
Christi,  and  the  other  will  be  held 
Oct.  4-6  in  Paris,  Tex. 

The  more  general  course,  which  will 
include  information  for  business  per- 
sonnel as  well  as  medical  employees, 
will  be  held  in  the  following  cities: 
Texarkana,  Aug.  23-25;  Athens,  Aug. 
30-Sept.  1;  Corpus  Christi,  Sept.  19- 
21;  Edna,  Sept.  27-29;  Weatherford, 
Oct.  18-20;  Greenville,  Oct.  25-27; 
Waco,  Nov.  1-3;  Galveston,  Nov.  8-10; 
and  Beaumont,  Nov.  15-17. 

The  seminar  is  available  to  towns 
of  20,000  population  or  over,  and  a 
minimum  class  of  20  is  required. 
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New  wheelchair  allows 
handicapped  to  stand 

With  the  aid  of  a grant  from  the  Alu- 
minum Company  of  America  (Alcoa), 
a young  professional  designer  in  Phila- 
delphia has  created  a “stand-up  wheel- 
chair.” 

Peter  W.  Bressler,  a faculty  member 
at  Philadelphia  College  of  Art,  designed 
the  chair  to  fit  the  needs  of  parapleg- 
ics, but  other  handicapped  persons 
may  also  gain  greater  mobility  by  use 
of  the  new  wheelchair. 

To  stand,  the  user  leans  forward 
while  pulling  himself  up  using  two 
knobs  in  the  frame.  These  knobs  re- 
lease springs  in  the  two  forward  up- 
right frame  members.  The  springs, 
adjusted  to  the  patient’s  weight,  re- 
lease the  seat  and  raise  the  patient  to 
a position  10  degrees  from  vertical. 
Footpads  drop  when  the  patient  leans 
forward  to  provide  a firm  base  for 
standing. 

The  "stand-up  wheelchair”  also  fea- 
tures modular  seat  and  back  pads  that 
may  be  removed  for  washing.  The 
chair’s  designer  says  that  the  new  de- 
vice will  provide  the  patient  with  bet- 
ter abdominal  organ  function,  im- 
proved blood  and  lymph  circulation, 
and  greater  muscle  vitality  in  afflicted 
limbs. 

Bressler  developed  the  chair  after 
receiving  a commission  in  Alcoa’s 
Ventures  in  Design  program. 

Commission  picks  Texas 
for  nursing  program 

Texas  has  been  selected  as  one  of 
nine  states  to  serve  as  a “model” 
implementation  and  demonstration  re- 
gion for  the  National  Commission  for 
the  Study  of  Nursing  and  Nursing 
Education.  Mrs.  Lillian  Taubert,  execu- 
tive director  of  the  Texas  Nurses  As- 
sociation, received  official  notification 
of  the  selection  from  Jerome  P.  Ly- 
saught,  commission  director. 

Other  states  serving  as  model  areas 
include  California,  Georgia,  Illinois, 
Kansas,  Maine,  North  Carolina,  Penn- 
sylvania, and  Wyoming. 

The  demonstration  regions  will  test 
the  findings  and  recommendations  of 
the  commission’s  2V2-year  study  of 
changing  practices,  educational  pat- 
terns, and  probable  requirements  in 
nursing  on  a national  level. 

The  commission’s  study  grew  out 
of  the  recommendation  of  a 1963  re- 


port of  the  Surgeon  General’s  Con- 
sultant Group  on  Nursing.  The  com- 
mission, an  independent  and  privately 
incorporated  group,  and  its  study 
were  financed  by  funds  from  the  Kel- 
log  Foundation,  the  Avalon  Founda- 
tion (now  the  Mellon  Foundation),  and 
private  contributors. 

The  states  chosen  as  demonstration 
areas  will  serve  as  laboratories  for  the 
development  of  state-wide  planning  in 
nursing  careers  and  education.  In  ad- 
dition, each  state  will  work  on  the 
initiation  of  joint  practice  committees 
with  medical  doctors  and  other  health 
professionals  to  ensure  optimum  de- 
livery of  personalized  health  care  to 
individuals. 

The  commission  will  serve  the  dem- 
onstration areas  as  advisors,  with  the 
understanding  that  state  groups  are 
autonomous  in  the  formulation  of 
their  plans  and  proposals,  said  direc- 
tor Lysaught.  Lysaught  also  stated 
that  the  commission  will  work  with 
each  state  in  securing  needed  finan- 
cial support. 

Detailed  intra-state  regional  plan- 
ning workshops  and  national  support 
from  the  major  health  organizations 
will  be  provided  to  ensure  prompt  ini- 
tiation of  the  interdisciplinary  activi- 
ties proposed. 


Bell  County  physicians 
give  scholarships  to  six 

Officers  and  members  of  Bell  County 
Medical  Society  presented  approxi- 
mately $1,200  in  scholarships  to  six 
students  in  health  fields.  The  awards 
have  been  made  annually  since  1963. 

Student  scholarship  winners  include 
Mrs.  Margaret  Wayne,  Mary  Hardin- 
Baylor  College,  Belton;  Patricia  Steele 
and  Carolyn  Ann  Hennigan  of  Cen- 
tral Texas  College,  Killeen;  and  Carol 
Trayiro,  Shirley  Caddell,  and  Donny 
Whyburn  of  Temple  Junior  College. 


San  Antonio  DO  named 
to  health  insurance  council 

Dr.  Oscar  Gutierrez,  San  Antonio  os- 
teopathic physician,  was  one  of  five 
physicians  appointed  to  fill  vacancies 
on  the  Health  Insurance  Benefits  Ad- 
visory Council. 

Three  non-physicians  were  also 
named  to  the  19-member  council, 
which  advises  the  Secretary  of  the  US 
Department  of  Health,  Education,  and 
Welfare  on  Medicare. 


Federal  program  urges 
hiring  of  ex-servicemen 

Next  year,  some  40,000  servicemen 
skilled  in  various  medical  and  dental 
procedures  will  return  to  the  United 
States  and  will  begin  looking  for  their 
place  in  the  economic  structure  of  the 
nation. 

To  aid  them  in  finding  jobs,  the 
federal  government  has  established  a 
new  program,  “Jobs  for  Veterans.” 
The  program  is  designed  to  emphasize 
to  employers  that  the  veteran  as  a job 
candidate  offers  many  advantages. 

In  a letter  to  prospective  employers, 
J.  D.  Hodgson,  Secretary  of  Labor,  and 
Maurice  H.  Stans,  Secretary  of  Com- 
merce, point  out  that  returning  ser- 
vicemen and  women  are  a major  na- 
tional resource — “as  a group,  they  are 
motivated,  mature,  and  disciplined.” 
The  secretaries  also  comment  that 
employers  may  use  training  allowances 
offered  under  the  current  Gl  Bill  and 
the  Manpower  Development  and  Train- 
ing Act  to  supplement  veterans’  wages. 

The  letter  states,  “All  returning  vet- 
erans deserve  the  opportunity  to  find 
their  place  in  our  economic  system 
and  to  make  effective  use  of  the  skills 
acquired  in  military  service.  This  pre- 
sents a challenge  to  the  entire  nation. 
Equally  important,  the  returning  ser- 
vicemen need  to  know  that  the  coun- 
try appreciates  their  efforts  and  is 
concerned  about  their  future.” 

Additional  facts  stressed  by  the 
Jobs  for  Veterans  program  include  the 
following: 

1.  “Returning  veterans,  as  a man- 
power pool,  offer  many  advantages. 
They  are  motivated  and  mature — 
skilled  and  experienced — and  eager  to 
start  a new  career.” 

2.  “They  offer  the  opportunity  to 
meet  manpower  needs  with  disciplined, 
self-confident  men,  who  possess  lead- 
ership qualities.  Many  are  pretrained 
for  specific  jobs.” 

3.  “They  are  young,  mostly  in  the 
20-24  age  group.” 

4.  “Some  83%  of  the  enlisted  men 
have  finished  high  school.  Most  offi- 
cers are  college  graduates.” 

For  assistance  in  hiring  a veteran, 
employers  are  urged  to  contact  the 
local  offices  of  the  state  employment 
service.  Employers  who  wish  to  obtain 
further  information  on  job  training 
under  the  Gl  Bill  and  the  Manpower 
Development  and  Training  Act  may 
contact  the  local  offices  of  the  Veter- 
ans Administration. 
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IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


THE 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminopbylline;  21  mg.  phenobarbital  (Warning:  may  be 
babit-forming) ; 16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130mg.aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

\ 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

\ Clinical  specimens 
' available  to  physicians. 

\ 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Sunirin. 

ASPIRIN  5 OR.— PENTOBARBITAL  1/S  OR. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

*May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
RICHMOND,  VIRGINIA  23261 


A clinical  supply  of  this  new  aspirin  funnnlation  may  he  recpiestecL 


Laredo  health  assistants 
program  doing  well 

Two  years  ago,  community  leaders  in 
Laredo  and  Project  HOPE  (The  Peo- 
ple-to-People  Health  Foundation,  Inc.) 
joined  together  to  launch  a program 
for  training  health  assistants,  and 
today  the  program  is  a picture  of 
success. 

With  more  than  50  health  assistants 
now  graduated  from  the  program, 
which  is  conducted  in  cooperation  with 
Laredo  Junior  College,  Laredo-Webb 
County  Health  Department,  and  Mer- 
cy Hospital  in  Laredo,  all  of  the  gradu- 
ates are  now  employed  in  the  area 
and  are  assisting  in  the  delivery  of 
health  care  to  their  community.  The 
health  assistants  work  in  Mercy  Hospi- 
tal, the  health  department,  clinics,  and 
schools.  An  article  in  the  HOPE  News 
comments,  “Local  doctors,  nursing 
homes,  and  other  private  agencies 
have  been  requesting  their  help,”  too. 

The  HOPE  health  assistants  pro- 
gram has  been  integrated  into  the  cur- 
riculum of  Laredo  Junior  College.  Ac- 
cording to  the  HOPE  News  article, 
"Prospective  health  personnel  will  en- 
ter a single  training  program  struc- 
tured to  individual  progress  in  their 
field  according  to  ability.  After  one 
semester,  students  may  choose  to  be- 
come health  assistants  or  continue  on 
to  receive  an  associate  degree  in  nurs- 
ing after  two  years.” 

Project  HOPE  is  helping  by  provid- 
ing guidance,  teaching  assistance,  and 
funds  for  expansion  of  the  program. 

For  example.  Project  HOPE’S  found- 
er, Dr.  William  B.  Walsh,  recently  noti- 
fied college  officials  that  Project  HOPE 
will  aid  ten  disadvantaged  students 
who  wish  to  enter  the  program  by 
providing  weekly  stipends.  The  funds 
will  be  available  to  non-high  school 
graduates  who  register  for  basic  edu- 
cation courses  during  the  summer  in 
order  to  fulfill  the  entrance  require- 
ments for  Laredo  Junior  College.  The 
stipends  will  be  paid  both  during  the 
summer  and  during  the  first  semester 
the  student  is  working  under  the  asso- 
ciate degree  nursing  program. 

If,  after  the  student  completes  the 
first  semester  (and  is  therefore  quali- 
fied as  a health  assistant),  he  wishes 
to  continue  his  studies  in  order  to  ob- 
tain the  associate  degree  in  nursing, 
funds  from  Project  HOPE  and  the  com- 
munity may  be  combined  to  provide 
for  his  education.  Dr.  Walsh  notified 
Tom  Deliganis,  director  of  vocational- 
technical  and  continuing  education  at 


the  college,  that  HOPE  “will  match  any 
sum  not  exceeding  $10,000  that  the 
private  sector  of  the  Laredo  communi- 
ty would  raise  in  addition  to  present 
and/or  traditional  scholarship  support 
to  provide  scholarship  opportunity  to 
needy  students  capable  and  interested 
in  going  on  after  the  completion  of 
the  first  semester.”  This  matching 
grant  will  be  available  until  Dec.  31, 
1971. 

Project  HOPE  has  also  aided  the 
program  by  providing  funds  to  the  col- 
lege which  have  been  approved  for 
use  in  constructing  a nursing  building 
annex.  “Additionally,  HOPE  is  cooper- 
ating with  the  college  in  establishing 
a special  audio-tutoral  laboratory,” 
reports  the  HOPE  News,  This  “Media 
Activity  Center”  will  be  incorporated 
into  the  teaching  program  and  will 
allow  students  to  learn  material  at 
their  own  rate. 

New  conception  control 
substance  discovered 

Two  groups  of  investigators — one  from 
The  University  of  Texas  at  Austin  and 
one  working  out  of  Tulane  University 
Medical  School — have  jointly  discov- 
ered a new  synthetic  peptide  which 
acts  like  one  of  the  most  important 
natural  hormones  in  the  brain  and 
may  well  mean  progress  toward  a 
“different  pill.” 

Working  together,  the  Texas  team 
and  the  Tulane  group  developed  the 
new  substance,  which  is  the  first  re- 
ported synthetic  peptide  of  its  kind  to 
release  the  luteinizing  hormone  from 
the  pituitary  gland. 

By  exercising  this  form  of  control 
over  the  luteinizing  hormone,  which 
is  best  known  for  its  function  in  the 
ovulation  of  the  female  and  for  its 
essentiality  in  conception  and  repro- 
duction, the  new  synthetic  tetrapep- 
tide  opens  up  a new  way  to  the  con- 
trol of  conception  and,  ultimately,  to 
the  control  of  population. 

One  of  the  researchers  pointed  out 
that  the  general  chemistry  of  birth 
control  pills  currently  in  use  is  that  of 
a steroid.  In  contrast,  the  chemistry 
of  the  new  conception-controlling  sub- 
stance is  that  of  peptides.  This  means 
that  conception  and  population  could 
be  controlled  through  two  different 
chemistries,  thus  creating  important 
medical  advantages,  commented  the 
medical  scientists.  It  is  generally 
known  that  different  chemistries  do 
different  things  in  the  human  body 


and  the  disadvantages  of  one  chemis- 
try can  often  be  avoided  by  the  use  of 
another  one. 

Pediatrics  professor 
receives  two  grants 

Two  grants  have  been  awarded  to  Dr. 
Frederick  A.  Rommel,  assistant  pro- 
fessor of  pediatrics  and  microbiology 
at  The  University  of  Texas  Medical 
School  at  San  Antonio. 

One  grant  for  $42,800,  from  the 
National  Institute  of  Allergy  and  Infec- 
tious Diseases,  will  enable  Dr.  Rommel 
to  continue  research  in  immunology. 
His  project  is  entitled  "Mechanisms 
of  Complement  Mediated  Membrane 
Damage.” 

The  second  grant  is  from  the  Na- 
tional Institutes  of  Health.  This  award 
of  $26,722  is  for  a study,  “Marine 
Animals;  Their  Toxins  and  Comple- 
ment Systems.”  The  goals  of  this 
study  are  threefold;  (1)  discovering  the 
biomedical  importance  of  more  than 
1,000  marine  venoms,  toxins,  and  poi- 
sons, (2)  understanding  immunity  in 
lower  life  forms,  and  (3)  investigating 
whether  or  not  certain  aspects  of  the 
classical  immune  and  coagulation  sys- 
tems also  exist  in  primitive  animals. 

Cost  of  providing  care 
in  hospitals  increases 

The  spiral  of  inflation  has  caught  the 
nation’s  community  hospitals  in  its 
upward  climb,  notes  the  American 
Hospital  Association. 

The  association  reports  that  the 
cost  of  providing  care  for  one  hospital 
patient  for  one  day  in  1970  was 
$81.01,  an  increase  of  15.7%  over 
the  similar  cost  in  1969. 

Reports  from  the  5,859  community 
hospitals  in  the  United  States  indicate 
that  total  expenses  reached  a new 
high  of  $19.6  billion,  some  $3  billion 
more  than  expenses  totaled  in  1969. 

Payroll  expenses  in  hospitals  have 
been  rising  since  1961.  They  reached 
a total  of  $11.4  billion  in  wages  and 
salaries  in  1970,  a 16.4%  jump  from 
the  $9.8  billion  reported  in  1969. 

The  7,123  hospitals  registered  by 
AHA  reported  a total  of  2,537,000 
employees. 

The  1970  occupancy  rate  for  com- 
munity hospitals  showed  a small  drop 
from  78.8%  in  1969  to  78%  in  1970. 
Average  length  of  stay  decreased  one- 
tenth  of  a day  from  8.3  days  to  8.2 
days. 
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NEW  CITY  AMBULANCES 
SPEED  EMERGENCY  CARE 
TO  HOUSTONIANS 


On  April  10,  1971,  Houston  unveiled 
a new  emergency  ambulance  service 
operated  by  the  Houston  Fire  Depart- 
ment. The  city-operated  ambulance 
service,  the  result  of  an  exhaustive 
study  by  the  Harris  County  Medi- 
cal Society,  consists  of  22  vehicles 
manned  by  trained  emergency  medical 
technicians  who  are  members  of  the 
Fire  Department. 

In  the  first  60  days  of  its  operation, 
the  new  service  handled  more  than 
6,500  calls  for  ambulance  service. 
Physicians,  hospitals,  and  Houston 
residents  have  given  wide  support  to 
the  program. 

Background 

In  1967,  Houston’s  mayor  and  city 
council  requested  the  medical  society 
to  make  an  in-depth  study  of  the 
emergency  ambulance  service  in  the 
city  and  to  make  recommendations  on 
how  it  might  be  improved.  A special 
Ambulance  Study  Committee  was  ap- 
pointed to  pursue  the  project.  Two 
years  of  research,  investigation,  inter- 
view, and  travel  produced  two  major 
reports  from  the  committee  to  the  city 
council.  The  first  one  was  aimed  pri- 
marily at  how  the  then-existent  service 
could  be  improved:  however,  mere  im- 
provement did  not  seem  to  be  the 
final  answer. 

After  further  investigation,  the  med- 
ical society,  through  its  own  resources, 
had  a special  ordinance  drawn  up, 
creating  an  Emergency  Ambulance 
Service  operated  by  the  Fire  Depart- 
ment. This  ordinance,  with  some  modi- 
fications, was  later  adopted  by  the 
city  council.  A special  coordinating 
committee  made  up  of  a representa- 
tive from  the  Harris  County  Medical 
Society,  the  City  Health  Department, 
and  the  Fire  Department  was  created 
to  oversee  operation  of  the  plan.  Ve- 
hicle design,  equipment  requirements, 
dispatching  techniques,  and  fire-fight- 
er training  were  critical  areas  of  phy- 
sician participation. 

It  is  hoped  that  many  more  emer- 
gency medical  services  may  be  added 
to  the  program  in  the  near  future. 


Cardiac  defibrillating  and  monitoring 
equipment  are  now  on  the  drawing 
boards.  Continued  training  of  emer- 
gency medical  technicians  is  sched- 
uled. Under  direct  physician  guidance, 
these  technicians  will  be  able  to  start 
intravenous  fluids,  defibrillate  when 
necessary,  and  perhaps  give  life-saving 
drugs.  Plans  are  also  being  formed  to 
incorporate  helicopters  as  a means  of 
emergency  transportation  as  funds  be- 
come available. 

Training  technicians 

Perhaps  the  most  outstanding  area 
of  physician  contribution  has  been  in 
the  training  of  the  emergency  medical 
technicians.  Five  separate  training  ses- 
sions have  been  held  not  only  for  fire 
fighters  assigned  to  the  service,  but 
also  for  private  ambulance  company 
personnel  who  wish  to  continue  in  the 
emergency  ambulance  field  and  to  up- 
grade their  services.  These  training 
sessions  were  held  with  the  full  coop- 
eration of  the  City  Health  Department 
who  supplied  personnel  and  facilities. 

Significant  sections  of  Houston’s 
updated  ordinance  regulating  emer- 
gency ambulance  service  include  the 
following: 

1.  The  operation  of  the  emergency 
ambulance  service  is  declared  to  be 
primarily  a governmental  function  of 
the  city  and  is  to  be  provided  by  the 
Fire  Department. 

2.  The  standards  for  training  and 
certification  of  emergency  ambulance 
technicians  and  standards  for  licens- 
ing and  inspection  are  formulated  by 
the  Houston  Health  Department  under 
medical  direction. 

The  medical  society’s  Ambulance 
Study  Committee  established  the  pro- 
gram for  training  emergency  medical 
technicians  in  the  fall  of  1970.  The 
decision  was  made  to  follow  the  basic 
training  program  for  Emergency  Medi- 
cal Technician-Ambulance,  prepared 
by  Dunlap  & Associates,  Inc.,  for  the 
National  Highway  Safety  Bureau,  US 
Department  of  Transportation,  for  sev- 
eral reasons.  These  reasons  included: 


By  Eugene  L.  Slataper,  MD,  President 
Harris  County  Medical  Society 
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Robert  L.  Donald,  MD,  Chairman 
William  H.  Kolter,  Jr.,  MD 
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and  Francine  Jensen,  MD,  Chairman 
Public  Relations  Board 
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1.  The  course  content  is  compre- 
hensive. 

2.  The  use  of  a standard  curricu- 
lum will  permit  emergency  medical 
technicians  to  qualify  for  the  National 
Registry. 

3.  By  adhering  to  this  course,  train- 
ing is  open-ended,  and  emergency 
medical  technicians  who  successfully 
complete  the  basic  level  can  be  con- 
sidered for  advanced  training. 

The  newly  published  text.  Emergen- 
cy Care  and  Transportation  of  the  Sick 
and  Injured,  by  the  American  Academy 
of  Orthopaedic  Surgeons  was  selected 
as  the  main  textbook  because  the 
basic  training  program  is  coordinated 
with  this  reference.  However,  reading 
assignments  were  supplemented  with 
a variety  of  pamphlets  and  handouts. 

The  purpose  of  the  medical  society- 
City  Health  Department  course  is  to 
train  emergency  medical  technicians 
to  render  emergency  medical  care  to 
save  life,  to  prepare  the  patient  for 
transport,  and  to  provide  safe,  sane, 
and  supervised  care  and  transporta- 
tion for  the  critically  ill  and  injured. 

Course  content 

Training  lasts  three  weeks  (120 
hours).  During  the  first  two  weeks 
(80  hours),  students  receive  extensive 
exposure  to  all  aspects  of  emergency 
medical  care.  All  trainees  participate 
in  practice  sessions  on  ventilation, 
cardiopulmonary  resuscitation,  ban- 
daging, and  splinting.  One  full  day  is 
directed  to  demonstration  and  practice 
in  "lifting  and  moving  patients’’  and 
"extrication  from  automobiles.” 

Lesson  units  during  the  first  two 
weeks  cover  the  emergency  medical 
technician — his  role  and  responsibili- 
ties; airway  obstruction:  pulmonary 
resuscitation;  cardiac  arrest;  cardiopul- 
monary resuscitation;  bleeding,  shock, 
and  wounds;  fractures  of  the  upper 
and  lower  extremities:  injuries  of  the 
head,  face,  neck,  and  spine;  injuries 
to  the  eye,  chest,  abdomen,  pelvis, 
and  genitalia:  medical  emergencies: 
childbirth;  pediatric  emergencies;  and 
psychiatric  emergencies. 
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During  the  third  week  (40  hours), 
the  trainee  receives  orientation  to  the 
eight  departments  of  the  Harris  Coun- 
ty Hospital  District — emergency  room, 
recovery  room,  inhalation  therapy, 
pediatrics,  obstetrics,  psychiatry,  phy- 
sical medicine,  and  intensive  care. 
While  studying  in  the  hospital,  trainees 
actually  participate  in  patient  care. 
Students  in  the  five  classes  that  have 
already  been  graduated  have  assisted 
in  normal  deliveries,  recorded  vital 
signs,  assisted  in  the  shock  room,  and 
generally  familiarized  themselves  with 
emergency  procedures. 

Films — such  as  Army  films  on  bleed- 
ing, shock,  and  wounds — -are  used 
extensively  to  reinforce  lectures  and 
practice  sessions.  Two  films,  Pulse  of 
Life  and  Before  the  Emergency,  have 
proved  extremely  useful. 

For  the  fifth  graduating  class,  an 
extra  practice  session  on  cardiopul- 
monary resuscitation  was  introduced. 
The  additional  session  has  been  par- 
ticularly advantageous  in  developing 
the  students’  skills  in  this  life-saving 
procedure. 

The  faculty  for  the  training  sessions 
is  composed  primarily  of  physician 
members  of  Harris  County  Medical 
Society  assisted  by  emergency  medical 
technician  instructors  of  the  Houston 
Health  Department.  The  Houston  Chap- 
ter of  the  American  Red  Cross  and  the 
Texas  State  Health  Department  make 
representatives  available  as  needed. 
Non-medical  subjects  are  covered  by 
attorneys,  police  department  represen- 
tatives, and  others. 

Evaluation  and  counseling 

Students  are  evaluated  on  knowl- 
edge, skills,  personal  attitude,  person- 
al appearance,  and  attendance.  Stu- 
dents who  fail  the  written  examination 
at  the  end  of  the  first  week  of  training 
are  dropped.  Some,  depending  on 
motivation  and  attitude,  are  counseled 
and  asked  to  repeat  the  course.  Any 
student  who  is  borderline  is  individually 
counseled  to  determine  the  problems 
handicapping  his  progress;  borderline 
students  are  thereby  alerted  to  the 


fact  that  their  position  in  class  is  pre- 
carious. This  approach  has  proved  to 
be  useful  in  preventing  loss  of  stu- 
dents with  potential  to  be  good  emer- 
gency medical  technicians. 

At  the  conclusion  of  the  second 
week  of  training,  students  are  individu- 
ally evaluated,  and  any  who  have  not 
performed  satisfactorily  in  all  the  cri- 
teria for  grading  are  not  permitted  to 
continue.  As  is  the  procedure  for  stu- 
dents who  fail  the  first  week’s  exami- 
nation, any  trainee  exhibiting  good 
motivation  and  attitude  is  asked  to 
return  to  the  next  class.  The  student 
is  further  observed  during  his  hospital 
experience,  the  testing  ground  for  the 
emergency  medical  technician.  This 
phase  of  training  indicates  how  the 
trainee  reacts  to  the  seriously  injured 
and  ill  and  to  emergency  conditions. 

All  counseling  is  done  by  the  medi- 
cal director  of  the  Houston  Health 
Department’s  Emergency  Medical  Care 
Services  Section.  If,  however,  there  is 
any  doubt  about  the  trainee’s  perform- 
ance or  ability,  the  medical  society 
representative  is  consulted  before  a 
final  recommendation  is  made  to  the 
director  of  the  Houston  Health  Depart- 
ment. The  Health  Department  director 
is  the  final  authority  on  certification  of 
any  trainee  as  an  emergency  medical 
technician. 

“Emphasis  in  the  course  is  placed 
on  the  acquisition  of  practical  skills 
with  basic  knowledge  about  the  parts 
and  systems  of  the  human  body  as 
a background  for  learning  particular 
emergency  medical  care  procedures 
for  dealing  with  specific  injuries  or 
medical  emergencies.” 

It  is  felt  by  all  involved  with  the 
new  plan  that  Houston,  the  nation’s 
sixth  largest  city,  is  well  on  its  way 
to  solving  one  of  the  most  difficult 
problems  dealing  with  the  citizens’ 
health,  and  the  Harris  County  Medical 
Society  continually  monitors  the  prog- 
ress of  the  service. 


Left:  Now  in  operation  on  Houston 
streets  are  22  ambulances  like  the 
one  shown  in  this  photograph. 
Manned  by  specially  trained 
members  of  the  city’s  Fire  Depart- 
ment, these  vehicles  made  more 
than  6,500  calls  in  their  first  two 
months  of  operation. 

Above:  The  city-operated 
ambulances  are  well  equipped  for 
emergency  situations.  This 
photograph  shows  the  interior  of 
the  vehicle  with  its  associated  life- 
saving equipment. 
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Now  he  can  bleed 
like  all  the  other  kids 

David  suffers  from  hemophilia.  A 
hereditary  blood  condition  that  threatens 
him  with  great  pain.  Or  even  death  from 
hemorrhage. 

David  is  just  one  of  100,000 
oersons  in  the  U.S.  who  suffer  from 
aemophilia.  But  David  is  a special 
hemophiliac.  He  receives  injections  with  a 
clotting  factor  (cryoprecipitate)  that  makes 
his  blood  coagulate. 

It  could  cost  as  much  as  $20,000 
a year.  Year  after  year. 

Fortunately  for  David  and  his 
family,  they’re  protected  by  Blue  Cross  and 
Blue  Shield.  A company  that  wants  to  help 
people.  Like  David. 

It’s  a special  kind  of  concern  for 
people  that  Blue  Cross  and  Blue  Shield  has. 

If  you’re  already  protected  by  our  program, 
you  know  what  we  mean.  Without  this  concern 
David  would  have  never  learned  the  joys  of 
riding  his  bicycle.  Or  falling  down.  Or  even 
bleeding  like  all  the  other  kids. 

BLUE  CROSS  ® BLUE  SHIELD’ 

GROUP  HOSPITAL  SERVICE.  INC.  (gf  GROUP  LIFE  A HEALTH  INSURANCE  COMPANY 

People  helping  people. 


® American  Hospital  Association 


Grants  to  fund  study  of 
queries  on  lungs,  heart 

The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  has  been 
designated  a Specialized  Center  of 
Research  (SCOR)  by  the  National 
Heart  and  Lung  Institute.  As  a SCOR, 
the  medical  school  will  receive  a grant 
totaling  more  than  $1.7  million  over 
five  years  from  the  institute. 

Southwestern  is  one  of  29  universi- 
ties and  hospitals  throughout  the 
country  participating  in  a $16.4  mil- 
lion grant  program  for  SCOR’s.  Each 
grant  recipient  will  focus  resources, 
facilities,  and  manpower  on  specific, 
high-priority  problems  in  one  of  the 
following  disease  areas:  arteriosclero- 
sis, pulmonary  disease,  thrombosis,  or 
hypertension.  Southwestern  will  be  one 
of  11  centers  concentrating  on  pulmo- 
nary disease. 

The  first  year’s  grant  for  the  Dallas 
medical  school  will  be  $479,540,  which 
will  aid  in  setting  up  studies  in  five 
areas: 

1.  Assessment  of  the  physical  ca- 
pacities of  persons  with  lung  disease, 
including  those  factors  which  affect 
ability  to  work,  et  cetera.  Dr.  Robert  L. 
Johnson,  Jr.,  and  Dr.  Alan  K.  Pierce, 
both  professors  of  internal  medicine, 
will  collaborate  in  this  area. 

2.  Effect  of  lung  problems  on  the 
heart.  Dr.  Charles  B.  Mullins,  assis- 
tant professor  of  internal  medicine, 
and  Dr.  Pierce  will  share  this  work. 

3.  Formulation  of  models  of  chronic 
bronchitis  and  emphysema.  Dr.  Pierce 
and  Dr.  Waldemar  G.  Johanson,  in- 
structor in  internal  medicine,  will  in- 
vestigate this  area. 

4.  Studies  of  pulmonary  embolism. 
Dr.  James  E.  Wilson,  III,  instructor  in 
internal  medicine,  and  Dr.  Johnson 
will  collaborate  on  the  studies. 

5.  Metabolism  of  the  lung.  Dr.  Sami 
I.  Said,  who  has  been  with  the  Medi- 
cal College  of  Virginia,  will  join  South- 
western’s faculty  to  direct  this  study 
and  to  act  as  principal  investigator 
for  the  entire  project  in  Dallas. 

The  new  grant  and  designation  of 
SCOR  centers  go  beyond  the  usual 
type  of  research  grant,  say  the  inves- 
tigators, in  that  there  will  be  close 
interaction  with  the  National  Heart 
and  Lung  Institute  and  with  the  10 
other  centers  specializing  in  pulmo- 
nary disease  research. 

In  addition  to  the  SCOR  grant  for 
pulmonary  disease  studies,  heart  re- 
searchers at  Southwestern  have  re- 


ceived a new  grant  of  $202,618  from 
the  National  Heart  and  Lung  Institute 
for  further  exploration  of  “human 
adaptation  to  environmental  and  ex- 
ercise stress.” 

The  award  provides  funds  to  con- 
tinue a project  begun  in  1968  under 
which  researchers  have  examined  the 
effects  of  exercise  on  widely  vary- 
ing sets  of  persons — from  sedentary 
blind  persons  to  professional  football 
players. 

One  of  the  more  important  findings 
has  been  that  certain  regular  forms  of 
exercise  could  increase  cardiovascular 
efficiency  by  as  much  as  20%  in  cer- 
tain individuals. 

A current  project  in  the  Weinberger 
Laboratories  for  Cardiopulmonary  Re- 
search involves  testing  patients  with 
angina  pectoris.  Effects  of  a number  of 
drugs  and  surgical  procedures — such 
as  coronary  jump  grafts — are  being 
examined. 

Other  laboratory  projects  involve 
basic  studies  of  the  geometry  of  heart 
movement,  heart  preservation,  and  ef- 
fects of  isometric  exercise  on  the 
cardiovascular  system. 

Principal  investigator  for  the  grant 
is  Dr.  Jere  H.  Mitchell,  who  will  return 
to  Southwestern  in  September  after  a 
year’s  leave  of  absence  to  study  at 
Oxford,  England. 

Computer  aims  to  provide 
vocational  advice  to  blind 

A computerized  system  of  vocational 
and  educational  aid  for  the  blind  has 
been  developed  by  a research  associ- 
ate at  the  Massachusetts  Institute  of 
Technology,  who  is  blind  himself  and 
has  lost  his  left  hand,  reports  an  arti- 
cle in  Medical  World  News. 

The  ARTS  (Audio  Response  Time- 
Shared)  system  was  made  available  in 
Boston  on  May  1.  System  subscribers 
use  a standard  keyboard  to  communi- 
cate with  a computer  at  the  Service 
Bureau  for  the  Blind.  The  main  com- 
puter responds  with  vocal  information 
delivered  by  telephone  or  information 
printed  on  braille  printout  sheets. 

Dr.  Kenneth  R.  Ingham,  developer 
of  the  system,  says  that  the  com- 
puterized aid  is  designed  to  provide 
the  sightless  with  programmed  voca- 
tional instruction  in  a variety  of  fields. 
It  will  also  be  available  for  use  by 
blind  businessmen  in  handling  receipts, 
doing  bookkeeping,  and  controlling  in- 
ventory at  an  estimated  cost  of  $1  an 
hour,  notes  the  MWN  article. 


AMA  urges  intensive 
care  units  for  newborn 

The  nation's  infant  mortality  rate 
could  be  cut  by  as  much  as  one-half 
if  communities  would  establish  region- 
al, hospital-based  intensive  care  units 
for  newborns,  said  the  chairman  of 
the  American  Medical  Association’s 
Committee  on  Maternal  and  Child 
Care. 

Dr.  Sprague  H.  Gardiner,  committee 
chairman  and  president-elect  of  the 
American  College  of  Obstetricians  and 
Gynecologists,  also  estimated  in  an  in- 
terview with  American  Medical  News 
that  the  stillbirth  rate  could  be  re- 
duced by  one-third  if  such  units  were 
available. 

The  AMA  House  of  Delegates,  at  the 
Annual  Convention  in  Atlantic  City  in 
June,  urged  communities  to  set  up  the 
high-risk  infant  care  programs  in  hos- 
pitals. 

"Concentration  of  high-risk  infant 
care  programs  in  hospitals  specially 
staffed  and  equipped  to  provide  op- 
timal care  is  a proven  life-saving 
mechanism  for  infants  at  risk,”  read 
the  AMA  “Statement  on  Centralized 
Community  or  Regionalized  Perinatal 
Intensive  Care.” 

In  urging  community  action.  Dr. 
Gardiner  noted  a marked  reduction  in 
infant  mortality  and  stillbirth  rates  in 
Toronto  and  San  Francisco,  two  of  the 
areas  where  hospital  intensive  care 
units  for  newborns  have  been  pro- 
vided. 

“We  have  the  scientific  knowledge 
and  skills  available,”  Dr.  Gardiner  said. 
“Now  we  must  work  out  plans  and 
organization  so  that  high-risk  mothers 
and  babies  can  be  identified  and  can 
be  given  the  benefit  of  our  new  and 
modern  techniques.” 

Dr.  Gardiner  noted  that  50%  of  in- 
fant deaths  occur  within  the  first  24 
hours  following  birth,  indicating  the 
urgent  need  for  intensive  care  units. 

A major  problem,  he  said,  is  that 
only  60%  of  high-risk  babies  can  be 
anticipated  from  the  mothers’  medical 
records.  “For  the  remaining  40%, 
some  type  of  transport  system  to 
other  hospitals  must  be  available  to 
accommodate  them,”  he  commented. 

It  is  not  necessary  for  every  hospi- 
tal to  have  an  intensive  care  unit  for 
newborns,  said  Dr.  Gardiner.  Such  a 
unit  centralized  in  a community  or  re- 
gion would  be  effective,  he  added. 

“There  must  be  a cooperative  effort 
by  physicians  and  others  in  the  com- 


116 


TEXAS  MEDICINE 


munity  in  solving  local  problems.  The 
purpose  of  the  AMA’s  report  is  to 
bring  the  matter  to  the  attention  of 
those  in  the  community,”  said  the 
physician. 

In  another  action  related  to  mater- 
nal and  child  health,  AMA  delegates 
said  that  contraceptive  information 
for  teenagers  should  be  based  on 
medical  judgment  of  the  physician, 
who  should  be  free  to  prescribe  or 
withhold  such  advice.  Such  a position 
gives  physicians  the  freedom,  if  med- 
ically justified,  to  prescribe  birth  con- 
trol pills  to  unmarried  teenage  girls 
without  the  consent  or  knowledge  of 
their  parents. 

The  report  passed  by  the  AMA 
House  states;  "The  teenage  girl  whose 
sexual  behavior  exposes  her  to  possi- 
ble conception  should  have  access  to 
medical  consultation  and  the  most  ef- 
fective contraceptive  advice  and  meth- 
ods consistent  with  her  physical  and 
emotional  needs.” 


Researcher  requests  help 

A note  in  the  April  2 issue  of  Medical 
World  News  asks  doctors  who  know  of 
cases  of  pregnant  women  who  have 
been  vaccinated  against  rubella  to 
write  Dr.  Shelby  Wyll  at  the  Center 
for  Disease  Control,  Atlanta,  Ga.  30333. 

Dr.  Wyll  is  working  to  determine  the 
effect  of  the  vaccine  on  fetuses.  Ac- 
cording to  the  article.  Dr.  Wyll  has 
found  three  aborted  fetuses  with  ru- 
bella-like  virus  from  105  cases  re- 
ported to  him. 


Self-assessment  plan 
to  be  offered  this  fall 

The  American  College  of  Surgeons  an- 
nounced in  its  April,  1971,  Bulletin 
that  preparations  for  a self-assess- 
ment program  for  fellows  of  the  col- 
lege and  other  physicians  are  ahead 
of  schedule,  and  the  material  is  ex- 
pected to  be  available  to  interested 
participants  in  early  fall  of  this  year. 

The  program  was  designed  to  "of- 
fer a device  by  which  participants  can 
accurately  measure  how  well  they 
have  kept  up  with  surgical  progress, 
define  the  areas  in  which  they  are  de- 
ficient, and  design  a continuing  edu- 
cation program  matching  their  indi- 
vidual needs.”  The  program  will  also 
allow  participants  to  measure  their 
progress  against  that  of  their  peers 
and  of  all  participants. 


A questionnaire  containing  750  mul- 
tiple-choice questions  is  the  key  part 
of  the  self-assessment  program.  Cov- 
ering nine  major  surgical  areas,  the 
questions  emphasize  “that  body  of 
knowledge  essential  to  the  practice  of 
surgery  in  all  specialties.”  There  is  no 
in-depth  examination  in  the  various 
surgical  specialties,  as  the  program  is 
designed  as  "a  means  for  self-evaluat- 
ing ..  . basic  and  clinical  knowledge 
in  the  broad  field  of  surgery.” 

The  Surgical  Education  and  Self- 
Assessment  Program  (SESAP)  was  de- 
veloped by  the  college’s  Committee  on 
Continuing  Education  with  the  aid  of 
the  National  Board  of  Medical  Exam- 
iners and  44  physicians  representing 
general  and  specialty  surgeons. 

More  than  3,000  questions  were 
originally  submitted  for  the  program. 
Seven  examination  committees  care- 
fully reviewed  all  of  the  questions. 

The  test  will  take  10  to  20  hours 
to  complete,  according  to  the  Bulletin, 
and  participants  may  answer  ques- 
tions by  the  "open  book”  or  "closed 
book”  method. 

Questionnaires  will  be  computer- 
graded  by  the  National  Board  of  Medi- 
cal Examiners,  and  an  agency,  bonded 
to  ensure  complete  confidentiality  of 
test  results,  will  return  scores,  the 
physician’s  answer  sheet,  and  a cor- 
rect list  of  answers  to  participants. 
Physicians  who  used  the  "closed  book” 
method  will  also  receive,  for  compari- 
son purposes,  the  average  scores  of 
specialists  in  their  field  who  partici- 
pated in  the  SESAP  and  the  average 
score  of  all  program  participants. 

Eee  for  participating  in  the  program 
is  $35  for  fellows  and  candidates  of 
the  American  College  of  Surgeons  and 
residents.  Non-fellow  physicians  will  be 
charged  $60  to  participate. 

Do  spray  deodorants 
cause  lung  lesions? 

A series  of  coincidences  has  suggested 
to  a team  of  Denver  medical  research- 
ers that  prolonged  use  of  aerosol 
underarm  deodorants  may  have  ad- 
verse effects  on  the  lung. 

Although  the  specific  chemical  agent 
responsible  and  the  mechanism  of 
action  are  still  unclear,  preliminary 
studies  indicate  that  certain  brands 
of  commercial  spray  deodorants  may 
cause  lung  lesions  in  some  suscepti- 
ble persons.  Dr.  George  W.  Ward,  Jr., 
reported  at  the  American  Thoracic  So- 
ciety, medical  section  of  the  National 


Tuberculosis  and  Respiratory  Disease 
Association,  meeting  in  Los  Angeles. 

Physicians  should  be  aware  of  the 
potential  danger  of  such  products  to 
patients  with  cardiac  or  respiratory 
diseases,  he  said.  Dr.  Ward  is  with  the 
pulmonary  disease  service  of  Eitzsim- 
ons  General  Hospital,  Department  of 
the  Army,  Denver,  Colo. 

Dr.  Ward  told  of  a 24-year-old  physi- 
cal therapist,  a sportswoman  and  non- 
smoker,  who  complained  of  decreased 
endurance.  She  had  no  history  of  ex- 
posure to  known  toxic  agents,  and  no 
family  history  of  cardiorespiratory  dis- 
ease. Tests  for  tuberculosis,  histoplas- 
mosis, and  coccidioidomycosis  were 
negative.  X-rays  showed  lymph  gland 
involvement,  and  biopsy  indicated  sar- 
coidosis. 

At  the  same  time,  physicians 
learned  her  former  roommate,  another 
healthy  young  woman,  was  hospital- 
ized elsewhere  with  what  appeared  to 
be  the  same  disease.  Close  question- 
ing revealed  that  both  girls  had  used 
the  same  aerosolized  underarm  de- 
odorant for  more  than  two  years,  and 
one  complained  of  a "strangulating 
feeling  and  a slight  cough  when 
using  the  spray. 

Subsequent  observations  revealed 
cases  of  clinical  sarcoidosis  in  ten  pre- 
viously healthy  young  men  with  an 
exposure  history  to  one  of  two  brands 
of  commercial  spray  deodorants.  None 
were  seriously  ill. 

About  the  same  time.  Dr.  Ward 
noted  a newspaper  account  of  a 17- 
year-old  high  school  athlete  who  died 
as  a result  of  excessive  inhalation  of 
an  aerosolized  underarm  deodorant  in 
an  apparent  attempt  at  a "high.” 

Results  of  immunodiffusion  studies 
with  blood  serum  from  the  patients 
with  sarcoidosis  indicated  an  alteration 
in  serum  protein,  secondary  to  the 
effects  of  the  aerosol. 

Animal  studies  then  were  set  up, 
testing  for  exposure  to  Ereon,  the 
propellant  in  aerosol  sprays,  and  the 
two  deodorants.  Results  suggested  that 
the  underarm  aerosol  deodorants  in- 
volved are  capable  of  producing  lung 
lesions.  Severity  appeared  to  be  re- 
lated to  the  amount  of  the  aerosol 
inhaled  and  the  frequency  and  dura- 
tion of  exposure. 

Now,  the  Denver  researchers  are 
investigating  the  hypothesis  that  an 
altered  protein  in  the  lung,  regardless 
of  cause,  may  be  capable  of  acting  as 
an  antigen  and  foreign  body,  with  al- 
tered cellular  immunity  and  eventual 
development  of  disease. 
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Editor’s  note:  This  is  the  first  article  in 
a series  on  an  important  group  in  the 
structure  of  the  Texas  Medical  Associa- 
tion— the  Board  of  Councilors. 

Working  in  a sometimes  sensitive 
and  emotionally  charged  atmosphere, 
members  of  this  board  try  earnestly 
to  carry  out  their  duties  in  such  a 
manner  that  the  entire  medical  profes- 
sion in  Texas  will  benefit. 

This  article  describes  the  general 
duties  of  the  board,  its  composition, 
and  how  it  functions.  One  section  dis- 
cusses in  greater  detail  the  work  the 
board  is  doing  in  one  major  area  of 
responsibility — the  supervision  of  com- 
ponent medical  societies. 


TMA  BOARD  OF  COUNCILORS 
WATCHES  OVER  MEDICINE 
IN  THE  LONE  STAR  STATE 


Wichita  Falls  urologist  Dr.  Charles  B. 
Dryden,  Jr.,  assumes  an  important  re- 
sponsibility for  Texas  physicians — and 
their  patients — each  time  he  calls  to 
order  a meeting  of  the  Texas  Medical 
Association’s  Board  of  Councilors. 

As  board  chairman.  Dr.  Dryden  and 
his  29  councilor  and  vice-councilor 
colleagues  tackle  all  kinds  of  problems 
encountered  by  component  medical 
societies  and  answer  numerous  ques- 
tions relating  to  ethics  in  order  to  ful- 
fill their  solemn  charge  of  overseeing 
the  state  of  the  medical  profession  in 
Texas. 

A major  purpose  of  the  TMA  body, 
says  Dr.  Dryden,  is  “to  try  to  see  that 
medicine  in  Texas  is  practiced  as  well 
as  it  can  be  under  as  ethical  condi- 
tions as  absolutely  possible.”  Achiev- 
ing this  admirable  goal  requires  dedi- 
cation on  the  part  of  board  members 
to  a number  of  integral  tasks  that 
make  up  the  total  obligation  placed  on 
the  Board  of  Councilors  by  the  TMA 
Constitution  and  By-Laws. 

Constitutional  foundations 
Along  with  granting  the  board  its 
basis  for  being,  the  TMA  Constitution 
designates  two  general  areas  of  re- 
sponsibility to  the  Board  of  Councilors. 

Article  V,  Section  1 of  the  Constitu- 
tion reads  in  part,  “.  . . All  questions 
pertaining  to  medical  ethics  shall  be 
referred  to  this  board,  through  chan- 
nels, as  provided  for  in  this  Constitu- 
tion and  By-Laws.  The  Board  of  Coun- 
cilors shall  have  general  supervision  of 
component  county  societies,  and  dis- 
trict societies,  and  questions  pertain- 
ing to  such  shall  be  referred  to  the 
board,  through  channels,  as  provided 
for  in  this  Constitution  and  By-Laws.” 

The  TMA  Constitution  and  By-Laws 
also  delineate  the  composition  of  the 
board.  According  to  these  documents, 
there  shall  be  one  councilor  from  each 
councilor  district  on  the  board.  At 
present,  the  By-Laws  list  15  such  dis- 
tricts, each  of  which  has  been  estab- 
lished by  the  House  of  Delegates  upon 
the  advice  of  the  Board  of  Councilors. 

Serving  on  the  board 
Councilors  from  each  district  are 


elected  by  a majority  vote  of  the 
House  of  Delegates  in  regular  session. 
Nominations  for  the  position  are  gen- 
erally made  by  the  district  medical 
society  which  the  councilor  will  repre- 
sent. However,  if  the  district  medical 
society  presents  no  name  for  the  of- 
fice, the  members  of  the  House  of 
Delegates  representing  all  county  med- 
ical societies  in  the  district  involved 
may  meet  at  Annual  Session  and  nom- 
inate for  the  position.  If  no  nomination 
arises  from  this  meeting,  the  office  is 
open  to  nominations  from  the  floor  of 
the  House.  All  elections,  including  the 
vote  on  councilors,  are  held  following 
the  completion  of  other  business  of 
the  House. 

The  term  of  office  for  each  member 
of  the  Board  of  Councilors  is  three 
years,  and  at  each  Annual  Session, 
five  vacancies  occur  on  the  board  and 
are  filled  by  election.  In  the  event  that 
a vacancy  arises  in  the  interim  be- 
tween meetings  of  the  House  of  Dele- 
gates, the  President  of  the  Association 
may  appoint  a physician  to  serve  until 
the  next  meeting  of  the  House,  at 
which  time  delegates  will,  if  necessary, 
elect  a representative  to  serve  out  the 
term.  Physicians  are  limited  to  serving 
three  terms  on  the  board,  or  a maxi- 
mum of  nine  years.  If  a physician 
serves  two  years,  either  as  an  elected 
officer  or  as  an  appointee  filling  a 
vacancy  (or  a combination  of  the  two), 
he  is  considered  to  have  served  a full 
term  on  the  board. 

According  to  the  By-Laws,  the  board 
may  elect  its  own  administrative  offi- 
cers, “including  a chairman,  a vice- 
chairman,  and  a secretary.”  In  addi- 
tion to  its  chairman.  Dr.  Dryden,  the 
board  recently  elected  Dr.  Dick  K. 
Cason  of  Hillsboro  as  vice-chairman, 
and  Dr.  Haden  E.  McKay  of  Humble  as 
secretary.  The  Board  of  Councilors  is 
also  granted  the  power  to  provide  for 
its  own  rules  of  procedure,  if  such 
rules  do  not  conflict  with  the  TMA 
Constitution  and  By-Laws,  the  Consti- 
tution and  Bylaws  of  the  American 
Medical  Association,  or  the  AMA’s 
Principles  of  Ethics. 
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Duties 

The  specific  duties  of  each  individ- 
ual councilor  are  spelled  out  in  detail 
in  Chapter  IV,  Section  3 of  the  By- 
Laws.  This  section  says  that  each 
councilor  will  perform  the  following 
duties: 

1.  Organize  county  societies  in  his 
own  district. 

2.  Advise  and  supervise  the  county 
societies  in  a genera!  way  in  their  con- 
duct of  the  “affairs  of  medicine.” 

3.  Organize  and  supervise  the  dis- 
trict medical  society  in  his  area. 

4.  Receive  and,  if  possible,  decide 
questions  referred  to  him  by  the  coun- 
ty medical  societies  in  his  district.  If 
he  cannot  resolve  a problem,  he  will 
pass  the  matter  on  to  the  entire  Board 
of  Councilors. 

5.  Handle,  if  possible,  any  com- 
plaints made  against  component  med- 
ical societies  by  members  of  the  soci- 
ety or  by  non-member  physicians  who 
practice  in  the  county  or  district. 

6.  Cooperate  with  the  officers,  coun- 
cils, and  committees  of  the  Associa- 
tion in  the  “performance  of  their  re- 
spective duties  when  called  upon,  and 
particularly  insofar  as  they  may  per- 
tain to  his  district.” 

In  short,  “the  councilor  shall  be  the 
organizer,  peace  maker,  and  censor  for 
his  district.” 

Each  councilor  is  assisted  by  a vice- 
councilor who  also  resides  and  prac- 
tices in  the  district.  Vice-councilors  are 
elected  by  the  board,  and  their  terms 
of  office  usually  coincide  with  the  term 
of  the  councilor  whom  they  assist.  In 
the  absence  of  a councilor,  the  vice- 
councilor of  the  district  shall  assume 
the  authority  normally  exercised  by 
the  councilor.  Many  members  of  the 
Board  of  Councilors  begin  their  associ- 
ation with  the  board  as  vice-councilors 
and  are  later  elected  full-fledged  coun- 
cilors. This  was  true  in  Dr.  Dryden’s 
case.  He  began  as  a vice-councilor  on 
April  23,  1964,  and  because  of  an  un- 
usual set  of  circumstances  was  named 
councilor  only  three  days  later. 

Qualifications 

Neither  the  TMA  Constitution  nor 


the  By-Laws  list  explicitly  the  qualifi- 
cations of  a physician  who  wishes  to 
run  for  the  office  of  councilor  of  his 
district.  However,  a physician  must  be 
a member  of  the  Association  for  the 
two  years  preceding  his  election  to  the 
board,  according  to  Article  II,  Section 
3 of  the  Constitution.  Also,  any  coun- 
cilor (or  vice-councilor)  who  fails  to 
attend  two  consecutively  scheduled 
meetings  of  the  board  will  be  dropped 
from  membership  in  the  body. 

Dr.  Dryden,  who  is  now  beginning 
his  third  term  on  the  board  and  has 
been  chairman  since  May  3,  1970, 
commented,  “As  far  as  qualifications 
to  be  a councilor,  I feel  that  any  ethi- 
cal physician  who  feels  strongly  about 
the  profession  of  medicine  can  make 
an  excellent  councilor.” 

Work  for  all 

The  board  chairman  says,  too,  that 
any  physician  who  accepts  the  office 
of  councilor  will  find  enough  work  to 
keep  him  busy  all  during  his  term. 
When  asked  if  the  position  is  a time- 
consuming  one.  Dr.  Dryden  replied, 
“I  guess  in  a way  you  might  say  that 
it  is — in  that  we  do  meet  each  time 
the  Texas  Medical  Association  meets 
and  occasionally  in  special  meetings. 
There  is  also  some  correspondence  to 
be  handled  almost  every  day,  or  at 
least  several  times  a week.  As  to  the 
number  of  hours,  I really  do  not  be- 
lieve anyone  can  say  definitely  how 
many  hours  a week  or  a month  that  a 
councilor  devotes  to  the  job,  since  the 
work  load  varies  between  areas  and 
the  amount  of  time  that  the  physician 
has  available  to  give  to  the  duties 
varies.” 

In  addition  to  responsibilities  as  a 
councilor,  each  board  member  also 
serves  ex  officio  as  a member  of  the 
House  of  Delegates  and  the  Executive 
Board.  The  entire  board  also  oversees 
the  functioning  of  the  Committee  on 
Orientation,  which  provides  an  orien- 
tation program  for  new  and  transfer 
members  of  the  Association.  The  chair- 
man of  the  Board  of  Councilors  sits 
on  the  committee,  along  with  the 
chairman  of  the  Board  of  Trustees  and 
the  chairmen  of  the  Councils  on  Medi- 


Leading  the  Board  of  Councilors 
through  its  deliberations  is 
Dr.  Charles  B.  Dryden,  Jr.  Dr. 
Dryden,  a board-certified 
urologist,  practices  in  Wichita 
Falls.  In  addition  to  his 
work  with  the  Board  of  Counci- 
lors, he  is  vice-president  of 
the  Texas  Urological  Society  and 
is  active  in  the  Alumni  Asso- 
ciation of  The  University 
of  Texas  Southwestern  Medical 
School  at  Dallas. 
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Texas  is  divided  into  15  councilor  districts,  as  shown  above.  Each  district  is  represented  by  a councilor,  and,  in  most  in- 
stances, a vice-councilor.  These  are  the  men  and  women  who  form  the  TMA  Board  of  Councilors  and  who  keep  a 
constant,  keen  watch  on  the  “state  of  the  profession”  for  Texas  physicians  and  patients. 


120 


TEXAS  MEDICINE 


cal  Service  and  Insurance.  Medical 
Jurisprudence,  and  Public  Relations 
and  Public  Service. 

Keeping  up  vt/ith  the  counties 

An  area  of  responsibility  that  literal- 
ly covers  the  entire  state  is  the  board’s 
work  in  supervising  component  medical 
societies. 

To  begin  with,  the  Board  of  Counci- 
lors is  responsible  for  issuing  charters 
to  county  and  district  societies.  Char- 
ters can  be  granted  to  ten  or  more 
physicians  in  any  county  or  group  of 
counties  in  the  state  who  seek  to  form 
a component  society  of  the  Associa- 
tion. The  physicians  must  be  qualified 
for  membership  in  TMA,  however.  If 
geography  poses  a problem,  the  re- 
quirement of  10  MD’s  may  be  reduced, 
but  in  no  case  will  a charter  be  issued 
to  less  than  five  physicians.  According 
to  Chapter  X,  Section  1 of  the  By- 
Laws,  the  names  of  the  counties  "em- 
braced in  a county  society  shall  be 
included  in  the  charter,  but  it  shall  be 
lawful  for  a county  society  to  adopt  a 
shorter  and  more  appropriate  name 
having  territorial  or  historical  import 
of  local  application.”  For  example,  the 
Board  of  Councilors  granted  a charter 
to  the  Gray-Hansford-Hemphill-Lips- 
comb  - Roberts  - Ochiltree  - Hutchinson  - 
Carson  Counties  Medical  Society,  but 
the  organization  is  generally  known  as 
the  Top  O’  Texas  society. 

The  Board  of  Councilors  may  also 
revoke  the  charters  of  component  so- 
cieties for  a variety  of  reasons.  These 
include: 

1.  Failure  or  refusal  to  comply  with 
the  provisions  of  the  TMA  Constitution 
and  By-Laws. 

2.  Failure  to  pay  the  per  capita 
dues  of  at  least  five  members. 

3.  Failure  or  refusal  to  exact  of  its 
members  conformity  with  the  Princi- 
ples of  Ethics  of  the  AMA. 

4.  Failure  to  enforce  the  rules 
against  all  forms  of  fee-splitting. 

5.  The  board  may  also  revoke  the 
charter  of  any  society  that,  in  the 
board’s  opinion,  is  "antagonistic  to 


and  in  conflict  with  the  letter  and 
spirit  of  this  Constitution  and  By- 
Laws.” 

The  Board  of  Councilors  must  ap- 
prove additions  or  revisions  of  all  com- 
ponent societies’  constitutions  and  by- 
laws. Councilors  also  act  as  official 
interpreters  of  the  Association’s  Con- 
stitution and  By-Laws.  Recently,  the 
board  responded  to  the  request  of  one 
county  society  by  endorsing  and  by 
requesting  the  approval  of  the  House 
of  Delegates  to  change  a section  of 
the  TMA  By-Laws  so  that  county  soci- 
eties with  50  or  more  members  could 
form  and  give  authority  to  an  execu- 
tive board.  The  section  originally  al- 
lowed an  executive  board  only  for 
societies  with  a membership  of  100  or 
more.  This  change  was  approved  by 
the  House,  and  hopefully  it  will  allow 
smaller  societies  to  become  more 
active. 

If  a majority  of  members  in  a multi- 
county society  wish  to  divide  the  soci- 
ety, they  may  make  application  to  the 
Board  of  Councilors.  The  Board  of 
Councilors  may  grant  their  request 
only  if  the  division  will  not  provide  for 
two  separate  societies  in  a single  coun- 
ty. The  board  may  also  make  a divi- 
sion upon  its  own  initiation,  if  board 
members  feel  that  the  split  will  bene- 
fit the  profession. 

Branching  out 

Although  there  may  not  be  more 
than  one  component  county  medical 
society  in  one  county,  larger  county 
societies  are  allowed  to  establish 
branch  societies,  provided  that  the 
Board  of  Councilors  approves  the  ac- 
tion. Councilors  must  see  that  each  of 
the  following  requirements  are  met 
before  allowing  the  establishment  of 
branch  societies: 

1.  The  parent  society  must  have 
more  than  100  members  end  be  locat- 
ed in  a congested  area. 

2.  Twenty-five  members  is  a mini- 
mum for  the  establishment  and  mainte- 
nance of  a branch  society;  such  mem- 
bers must  reside  and  practice  in  the 


area  designated  as  the  branch  society 
area. 

3.  At  least  80%  of  the  members 
practicing  in  a semi-isolated  section  of 
the  area  of  jurisdiction  of  the  compo- 
nent county  society  must  petition  for 
the  establishment  of  a branch  society. 

4.  The  parent  county  society  must 
approve  the  petition  for  establishment 
of  a branch  society  by  a two-thirds 
majority  vote. 

5.  The  parent  society,  through  its 
district  councilor,  must  apply  for  per- 
mission to  establish  such  branch  soci- 
eties to  the  Board  of  Councilors.  The 
application  must  be  accompanied  by 
a detailed  plan  of  operation  and  the 
necessary  changes  in  the  constitution 
and  by-laws  of  the  parent  society.  To 
approve  such  changes  requires  a two- 
thirds  "yes”  vote  of  the  Board  of 
Councilors  meeting  in  regular  session. 

6.  Only  a member  of  the  parent 
society  may  be  a member  of  a branch 
society,  and  disciplinary  jurisdiction  re- 
mains with  the  parent  society. 

7.  The  parent  component  society 
retains  the  right  to  abolish  a branch 
of  the  society  with  the  approval  of  the 
Board  of  Councilors. 

And  members  of  the  board,  in  mak- 
ing these  various  decisions  in  regard 
to  the  activities  of  the  component 
medical  societies  of  TMA,  must  keep 
in  mind  their  solemn  duty  to  "do  what 
is  best  for  the  medical  profession  in 
the  state,”  to  make  sure  that  divisions 
and  conflicts  are  solved  creatively  and 
in  a manner  that  will  benefit  all  the 
physicians  in  Texas  and  their  patients. 

Next  month:  The  Board  of  Councilors 
also  deals  with  the  component  medi- 
cal societies  in  another  important  as- 
pect. Councilors  occupy  a major  role 
in  the  settling  of  grievances  and  in 
disposition  of  disciplinary  procedures 
against  members  of  the  societies. 
They  also  look  carefully  into  each 
question  of  medical  ethics  posed  to 
them,  in  order  that  the  high  standards 
of  the  medical  profession  will  be  up- 
held. 
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Medical  Branch  honors 
distinguished  MD  alumni 

Four  graduates  of  The  University  of 
Texas  Medical  Branch  at  Galveston 
were  honored  at  the  school's  81st 
commencement  exercises  by  being 
named  Ashbel  Smith  Distinguished 
Alumni  Award  winners. 

Two  of  the  four — Dr.  Edward  H. 
Vogel,  Jr.,  and  Dr.  Felix  Pettey  Ballen- 
ger — are  career  military  physicians, 
and  the  other  two — Dr.  Leonard  Rosoff 
and  Dr.  Truman  G.  Blocker,  Jr. — are 
involved  in  educating  aspiring  young 
medical  students. 

Dr.  Vogel,  a 1939  graduate  of  the 
Medical  Branch,  is  now  deputy  com- 
mandant of  the  Army  Medical  Field 
Service  School  at  Brooke  Army  Medi- 
cal Center  in  Fort  Sam  Houston,  Texas. 
The  brigadier  general  attended  The 
University  of  Texas  at  Austin  for  his 
premedical  training,  graduating  in 
1937  with  a BS  degree.  After  his  grad- 
uation from  medical  school,  he  com- 
pleted an  internship  and  a general  res- 
idency at  Gorgas  Hospital  in  the  Pan- 
ama Canal  Zone.  He  subsequently  held 
a general  surgical  fellowship  at  Tulane 
University  School  of  Medicine,  where 
he  was  also  an  assistant  instructor 
in  surgery.  From  1949  to  1950,  he 
took  general  surgical  residency  train- 
ing at  Valley  Forge  General  Hospital, 
Pa.  Gen.  Vogel  ended  his  formal  edu- 
cation in  1955  when  he  successfully 
completed  a two-year  period  as  a sur- 
gical resident  and  chief  resident  at 
Tripler  General  Hospital.  A fellow  of  the 
American  College  of  Surgeons,  he  has 
received  appointments  and  honors 
from  other  US  military  establishments 
and  medical  schools.  He  lists  his  home 
as  Sinton,  Tex.,  and  was  born  in  Lock- 
hart. 

Rear  Admiral  Ballenger  entered  the 
Naval  Reserve  Medical  Corps  in  1942, 
but  transferred  to  the  regular  Navy  a 
year  later.  He  earned  a BA  degree 
from  Texas  Technological  University 
and  later  was  graduated  with  an  MD 
degree  from  UT  Medical  Branch.  Dr. 
Ballenger  interned  at  John  Sealy  Hos- 
pital in  Galveston;  his  residency  train- 
ing in  surgery  was  completed  at  Indi- 
ana University  Medical  Center.  He  took 
additional  residency  training  in  thorac- 
ic surgery  at  the  Naval  Hospital  in  San 
Diego.  A native  of  Lubbock,  Dr.  Ballen- 
ger has  held  such  positions  as  chief 
of  orthopedic  surgery  at  the  Naval 
Hospital  in  New  Orleans,  senior  medi- 
cal officer  aboard  the  USS  Wisconsin. 
chief  of  surgical  service  at  the  Naval 
Hospital  in  Quantico,  Va.,  and  chief  of 
surgical  service  at  the  Naval  Hospital 
in  Great  Lakes,  III.  He  also  did  surgical 


service  at  the  naval  hospitals  in  Jack- 
sonville, Fla.,  and  Annapolis,  Md.  For 
two  years,  he  served  as  commanding 
officer  of  the  Naval  Hospital  in  Yoko- 
suka, Japan,  also  assuming  the  posi- 
tion of  staff  medical  officer  for  US 
Forces,  Japan.  In  the  latter  position, 
he  was  responsible  for  coordinating 
medical  relationships  between  the  US 
and  Japan.  In  1967,  he  was  named 
inspector  general,  medical.  Bureau  of 
Medicine  and  Surgery.  Two  years  later, 
he  was  appointed  commanding  officer 
of  the  National  Medical  Center  at 
Bethesda,  Md.,  the  post  he  now  holds. 
Dr.  Ballenger  has  been  honored  by 
the  American  Medical  Association  and 
his  undergraduate  alma  mater,  Texas 
Tech.  He  has  also  received  the  Found- 
er’s Medal  of  the  Association  of  Mili- 
tary Surgeons  of  the  US. 

A 1935  graduate  of  the  Medical 
Branch,  Dr.  Leonard  Rosoff  chose  to 
pursue  his  career  in  the  department 
of  surgery  at  the  University  of  South- 
ern California  School  of  Medicine. 
After  finishing  his  undergraduate  work 
at  use  and  obtaining  his  MD  degree, 
he  returned  to  California  for  an  intern- 
ship and  a residency  at  the  Los  Ange- 
les County  General  Hospital.  A World 
War  II  veteran.  Dr.  Rosoff  accepted  a 
position  as  instructor  in  surgery  at  the 
use  School  of  Medicine  following  his 
discharge  from  the  Army.  He  advanced 
steadily  up  the  academic  ladder  until 
he  reached  his  present  position,  pro- 
fessor and  chairman  of  the  depart- 
ment of  surgery  at  USC  School  of 
Medicine.  Certified  by  the  American 
Board  of  Surgery,  he  is  a fellow  of  the 
American  College  of  Surgery. 

Now  president  of  the  UT  Medical 
Branch,  Dr.  Truman  G.  Blocker,  Jr., 
graduated  from  UTMB  in  1933.  A na- 
tive of  West  Point,  Miss.,  he  was  raised 
in  Sherman,  Tex.,  where  he  attended 
public  school  and  graduated  from  Aus- 
tin College  with  a BS  degree.  From 
July,  1942,  to  November,  1946,  Dr. 
Blocker  served  as  a surgeon  in  various 
military  hospitals;  during  this  time  pe- 
riod, he  advanced  from  the  rank  of 
captain  to  colonel.  In  1956,  he  was 
named  commanding  general  (US  Army 
Reserve)  of  the  807th  Hospital  Center 
in  Galveston.  Dr.  Blocker  is  a member 
of  more  than  30  professional  organi- 
zations and  societies.  He  has  also 
served  on  many  local,  state,  and 
national  committees  concerned  with 
health  and  medical  problems.  A winner 
of  the  Distinguished  Service  Award  of 
the  Texas  Medical  Association,  he  and 
his  physician  wife.  Dr.  Virginia  I.  Block- 
er, were  recently  named  joint  recipi- 
ents of  the  Harvey  Allen  Award  of  the 
American  Burn  Association. 
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Dr.  Emil  Frei,  III,  associate  director 
for  clinical  research  and  head  of  the 
department  of  developmental  thera- 
peutics at  the  M.D.  Anderson  Hospital 
and  Tumor  Institute  in  Houston,  has 
been  elected  president  of  the  Ameri- 
can Association  for  Cancer  Research. 

The  new  medical  director  of  the  Mexia 
State  School  is  Dr.  John  G.  Deaton. 
Dr.  Deaton,  formerly  of  Denton,  as- 
sumed the  position  in  June. 

One  of  50  physicians  presenting  pa- 
pers to  the  annual  scientific  meeting 
of  the  American  Academy  of  Facial 
Plastic  and  Reconstructive  Surgery, 
Inc.,  was  Houston  otolaryngologist 
Dr.  Roy  B.  Sessions. 

Dr.  Sessions,  a member  of  the  de- 
partment of  otolaryngology,  director  of 
the  otolaryngology  resi- 

tdency  training  pro- 
gram, and  assistant 
professor  in  the  depart- 
ment of  community 
medicine  at  Baylor  Col- 
lege of  Medicine,  spoke 
on  “Surgical  Manage- 
rnent  of  Endocrine  Ex- 
ophthalmos.” His  pa- 
per dealt  with  alteration  of  normal 
pituitary  gland  function  as  a probable 
cause  of  endocrine  exophthalmos  dis- 
orders. 

The  first  Distinguished  Award  of  Merit 
of  the  American  College  of  Allergists 
has  been  given  to  Dr.  John  P.  McGov- 
ern of  Houston.  The  highest  award  of 
the  college,  which  honors  extraordinary 
and  meritorious  contributions  to  the 
field  of  allergy  over  many  years  and 
with  special  reference  to  contributions 
in  the  immediate  past  year,  was  pre- 
sented at  the  27th  annual  congress  of 
the  college. 

A new  slate  of  officers  was  recently 
elected  by  the  Texas  Association  of 
Obstetricians  and  Gynecologists.  Lead- 
ing the  organization  in  1971  is  Dr. 
Charles  E.  Gibbs  of  San  Antonio,  new 
president  of  the  group;  Dr.  J.  L.  Jin- 
kins,  Jr.,  of  Galveston,  president-elect; 
Dr.  Raymond  H.  Kaufman  of  Houston, 
vice-president;  and  Dr.  Dennis  M. 
Voulgaris  of  Wharton,  secretary-treas- 
urer. 

Three  physicians  were  also  elected 
to  the  association's  executive  council: 
Drs.  Warren  T.  Kable,  Jr.,  of  Wichita 
Falls,  Frank  A.  Giglio  of  Beaumont,  and 
William  J.  McGanity  of  Galveston. 
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are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furacin'^Otic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brond  of  nitrofurazone, 
0.375%  Micofur®,  brand  of  nifuroxime,  ond  2%  diperodon  hydro- 
chloride dissolved  in  wafer-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bocterial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact. 

FURACIN  (nitrofurozone)  ond  Micofur  (nif uroxime)  are  active  against 
0 variety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  against  Candida  (Monilia)  albicons. 


Precoutions:  Sensitization  may  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reoctions  (o)  limit  application  to  a week  or  less,  ond  (b)  avoid 
use  of  excessive  amounts  which  moy  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treotment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  IS  cc.  with  dropper. 


®Originators  and  Developers  of  The  Nitrofurons 

EATON  LABORATORIES 

Division  of  The  Norwich  Phormacal  Company 
NORWICH,  NEW  YORK  13815 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

CH  belladonna  alkaloids — for  the  hyperactive  bowel 

\Z\  simethicone— for  accompanying  distension  and  pain  due  to  gas 

Q phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
halt  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liciuids. 


STUART  PHARMACEUTICALS  | Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


THE  CHANGING  FACE  OF  TEXAS  MEDICINE 


The  Texas  State  Jotirnal  of  Medicine 
of  50  years  ago  ended  the  summer 
with  a lengthy  report  on  the  actions 
of  the  1921  House  of  Delegates  of  the 
American  Medical  Association  and  the 
passage  of  a bill  in  the  Texas  Legisla- 
ture recognizing  optometry  as  a pro- 
fession. 

5(;:tcAt  the  Boston  session  of  the 
AMA,  it  was  reported  that  membership 
on  May  1,  1921,  stood  at  84,971. 
“The  Fellowship  of  the  scientific  as- 
sembly was  on  the  same  date  50,970, 
a net  increase  from  the  preceding 
year  of  3,925,  which  is  not  at  all  bad 
considering  the  finances  of  the  recent 
past  and  the  fact  that  Fellowship  dues 
have  been  in  the  meantime  increased.” 

H<^"Worthy  of  special  comment,” 
wrote  the  editor  of  the  journal,  “is  the 
tendency  towards  commercialism  and 
away  from  the  principles  of  medical 
ethics  heretofore  prescribed  as  its 
rules  of  conduct,  to  which  Secretary 
Craig  called  attention.  Pondering  this 
phase  of  the  report,  the  Reference 
Committee  doubted  whether  the  con- 
ditions complained  of  are  correctly 
ascribed  to  reaction  from  altruistic 
and  patriotic  motives  existing  during 
the  war,  and  was  of  the  opinion  that 
the  high  cost  of  living  and  the  rapid 
development  of  the  usually  slow  revo- 
lution in  the  practice  of  medicine, 
involving  paternalistic  activities  of  wel- 
fare workers,  has  had  a great  deal  to 
do  with  what  appears  to  be  a rather 
bad  state  of  affairs.  It  was  not  believed 
that  the  medical  profession,  with  its 
enviable  traditions,  will  for  material 
reward  abandon  its  lofty  ideals.” 

>k=kOne  reference  committee  at  the 
AMA  meeting  urged  the  publication  of 
a health  journal  for  lay  readers.  This 
suggestion  was  referred  to  the  Board 
of  Trustees,  “which  body  announced 
that  because  of  the  present  over- 
crowded condition  of  the  plant  of  the 
Association,  the  project  would  neces- 
sarily be  deferred.”  But  a year  later, 
the  suggestion  was  renewed  and  ap- 
proved, and  today  the  AMA  journal 
Today’s  Health  is  in  its  49th  year. 

Hckin  response  to  action  taken  by 
the  AMA  House  to  President  Warren  G. 
Harding’s  idea  of  a Bureau  of  Health, 
the  Texas  State  Journal  of  Medicine 
had  this  to  comment:  “While  we  are 
not  in  thorough  accord  with  the  con- 
clusions reached,  we  cannot  disagree, 
and  perhaps  after  all  the  decision  will 
prove  to  be  a wise  one.  We  would  have 


preferred  that  the  House  of  Delegates 
in  plain  language  assure  the  President 
of  our  appreciation  of  his  attitude 
toward  public  health  interests,  and 
that  we  would  accept  the  solution  of 
the  problem  whatever  it  might  be,  pro- 
vided it  insured  the  direction  of  medi- 
cal affairs  by  physicians  trained  in 
such  matters  and  more  or  less  per- 
manently fixed,  but  that  our  prefer- 
ence is  still  a department  of  health 
with  a physician  at  its  head,  who  shall 
be  a member  of  the  President's  Cabi- 
net.” 

:kH<The  AMA's  Council  on  Medical 
Education  and  Hospitals  was  con- 
cerned even  then  with  general  vs.  spe- 
cialized education  for  medical  stu- 
dents. After  a comprehensive  discus- 
sion of  the  matter,  “it  was  the  opinion 
of  the  Council  that  the  time  has  ar- 
rived when  the  course  of  medical 
study  must  be  so  revised  as  to  get  a 
broader  and  less  specialized  training, 
upon  which  as  a basis  the  specialist 
should  build.” 

5k>k  Under  the  title  “Texas  Suc- 
cumbs to  Optometry,”  the  journal  edi- 
tor wrote,  “Sad  to  relate  and  sorry  to 
contemplate,  the  cloak  of  the  law  in 
Texas  has  been  thrown  around  the 
shoulders  of  the  Knights  of  the  Spec- 
tacle, and  presto!  a trade  has  become 
a profession.”  The  editorial  then  pro- 
ceeded to  recount  in  detail  the  “de- 
plorable” actions  that  led  to  the  pas- 
sage of  the  bill.  But  in  ending  the  dis- 
cussion, the  editor  wrote,  “We  will  lay 
aside  our  feeling  in  the  matter  and 
hope  hereafter  to  live  pleasantly  in 
the  presence  of  this  new,  wonderful 
and  woeful  profession  of  optometry.” 

ICU  can  cause  disease 
says  Harvard  professor 

A physician  from  Harvard  Medical 
School  believes  that  the  abnormal  en- 
vironment of  the  intensive  care  unit 
can  produce  what  he  calls  "perionto- 
genic”  disease. 

Dr.  Dwight  Emary  Harken,  clinical 
professor  emeritus  of  surgery,  defined 
the  new  disorder  in  a recent  issue  of 
Medical  World  News  as  a disease  with 
its  “genesis  in  the  things  about.” 

Dr.  Harken  pointed  out  that  the 
mechanized  atmosphere  of  the  inten- 
sive care  unit,  the  timelessness,  and 
“white  noise”  work  together  to  dis- 
rupt patients’  senses.  He  stresses 


that  man  “is  meant  to  be  awake  and 
asleep  at  reasonably  regulated  inter- 
vals and  is  unable  to  adapt  instantly 
to  changes  in  life  patterns  and  cycles. 
Yet  in  the  ICU,  he  is  suddenly  plunged 
into  an  atmosphere  of  timelessness 
with  no  differentiation  between  night 
and  day  or  one  day  and  the  next — 
and  this  at  a time  when  his  normal 
defense  mechanisms  have  been  im- 
paired by  the  trauma  of  surgery.” 

The  Harvard  professor  advocated 
specific  changes  in  the  ICU  rooms 
themselves,  in  addition  to  a complete 
program  of  warning  and  advance 
counseling  to  the  patient.  He  suggests, 
in  the  article,  that  ICU’s  be  located  in 
rooms  with  windows  and  that  clocks, 
calendars,  lights,  and  radios  be  sup- 
plied. Dr.  Harken  also  encourages  a 
program  of  regular  visiting  by  family 
and  friends. 

“The  creation  of  a new  disease 
category  should.  Dr.  Harken  hopes, 
keep  physicians  and  nurses  exception- 
ally alert  to  new  dangers.  ‘We  can 
expect  more,  rather  than  fewer,  perion- 
togenic  diseases,’  he  warns,  ‘as  more 
complicated  materials  are  evolved  in 
the  monitoring,  recording,  and  the 
computerized  care  of  our  patients.’  ” 


Scholars  visit  school 

To  stimulate  the  minds  of  interested 
students  and  doctors,  the  State  Uni- 
versity of  New  York  Downstate  Medi- 
cal Center  has  established  a Visiting 
Scholars  Program. 

According  to  an  article  in  a recent 
issue  of  Medical  World  News,  eminent 
international  authorities  in  a variety  of 
fields  diverse  to  medicine  are  asked  to 
speak  and  to  spend  two  days  visiting 
informally  with  students  and  faculty. 

Dr.  Chandler  McC.  Brooks,  acting 
president  and  dean  of  the  center’s 
College  of  Medicine,  was  originator  of 
the  idea.  He  continues  to  direct  the 
program  with  the  help  of  a small  fac- 
ulty committee  for  scholar  selection. 

When  asked  why  a medical  school 
needs  a visiting  scholars  program.  Dr. 
Brooks  replied,  “Medicine  and  doctors 
deal  with  people.  And  since  medicine 
is  not  based  solely  on  science,  in  its 
application,  it  must  use  and  be  sup- 
ported by  other  resources  of  men.” 

One  visiting  scholar,  poet  Archibald 
MacLeish,  summed  up  the  reasons  for 
the  program  in  one  sentence.  “No 
man,”  he  said,  “can  be  a good  physi- 
cian if  he  doesn’t  concern  himself 
with  the  spirit  of  man.” 
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PAMPHLETS 


Medical  care  for  those  in  the  “in-be- 
tween” years  of  adolescence  is  the 
subject  of  a new  pamphlet  issued  by 
the  Public  Affairs  Committee,  Health 
Care  for  the  Adolescent. 

Dr.  June  V.  Schwartz,  author  of  the 
pamphlet,  discusses  the  complex  phys- 
iological and  psychological  changes,  as 
well  as  typical  and  special  health  prob- 
lems, in  teenagers  that  may  affect 
their  well-being. 

Dr.  Schwartz  comments,  "In  some 
families,  problems  that  lay  dormant 
may  erupt  during  the  emotionally 
changeable  period  of  adolescence.  But 
even  the  soundest  family  will  find 
some  difficulty  in  adjusting  to  the 
new  roles,  to  the  radical  changes  in 
children,  and  to  the  need  to  accept 
new  standards  of  behavior.” 

The  pamphlet  includes  information 
on  such  common  adolescent  illnesses 
as  menstrual  difficulties  and  mononu- 
cleosis and  other  conditions  related  to 
health  (i.e.,  variations  in  height,  acne, 
teenage  diet,  chronic  disease,  etc.) 

Pointing  to  the  increase  in  venereal 
disease,  the  author  also  emphasizes 
the  need  for  improved  sex  education, 
and  she  urges  physicians  to  find  and 
treat  cases  of  VD. 

Dr.  Schwartz  notes  that  during  the 
past  decade,  “a  growing  number  of 
physicians  have  become  interested  in 
the  special  health  needs  of  the  ado- 
lescent” as  a patient,  not  simply  as 
a “case.”  She  also  discusses  adoles- 
cent units,  which  are  now  being  es- 
tablished in  many  US  medical  centers, 
where  physicians  who  have  special 
training  in  dealing  with  teens  are 
available  to  provide  total  care,  in- 
cluding vocational  guidance,  counsel- 
ing, and  rehabilitation. 

Health  Care  for  the  Adolescent  (Pub- 
lic Affairs  Pamphlet  No.  463)  is  avail- 
able for  25  cents  from  the  Public 
Affairs  Committee,  381  Park  Ave. 
South,  New  York  10016. 

A detailed  review  of  the  biomedical 
research  conducted  in  hospitals  across 
the  nation  may  be  found  in  Research 
in  the  Nation’s  Hospitals,  State-Local- 
Voluntary,  1967. 

The  publication,  issued  by  the  Na- 
tional Institutes  of  Health,  lists  the 
research  performed  by  524  US  hospi- 
tals. A two-part  report.  Research  in  the 
Nation’s  Hospitals  is  available  from 
the  Superintendent  of  Documents,  US 


Government  Printing  Office,  Washing- 
ton, D.C.  20402. 

Part  I of  the  report  contains  the 
analytical  textual  material  and  costs 
60  cents,  while  Part  II  contains  the 
tables  compiled  from  the  study  and 
costs  75  cents. 

A new,  eight-page  booklet  by  the 
American  Heart  Association  is  de- 
signed to  reassure  the  patient  with 
coronary  disorders  who  is  about  to 
enter  the  coronary  care  unit. 

Entitled  Inside  the  Coronary  Care 
Unit,  the  booklet  is  written  in  layman’s 
language  to  explain  to  the  patient  and 
his  family  how  the  unit  operates.  It 
discusses  the  care  provided  by  nurses, 
the  team  effort  necessary  between  the 
physician,  nurse,  and  patient,  the  use 
of  electronic  monitoring  devices,  and 
ways  in  which  the  patient’s  family  can 
aid  in  recovery. 

Copies  of  Inside  the  Coronary  Care 
Unit  are  available  from  local  heart  as- 
sociations or  from  the  American 
Heart  Association,  44  E.  23rd  St.,  New 
York  10010. 

The  Health  Insurance  Institute  has 
announced  that  its  1970  Source  Book 
of  Health  Insurance  Data  has  been 
published  and  is  available  to  interested 
physicians. 

Containing  data  on  the  health  in- 
surance coverage  in  effect  last  year, 
single  complimentary  copies  may  be 
obtained  by  writing  the  Health  Insur- 
ance Institute,  277  Park  Ave.,  New  York 
10017. 

AMA  health  pamphlets 
translated  into  braille 

Translating  health  publications  into 
braille  or  large  type,  the  Foundation 
for  Blind  Children  in  Scottsdale,  Ariz., 
reports  that  two  American  Medical  As- 
sociation publications  are  nearing  com- 
pletion. 

According  to  an  article  in  the  AMA 
Newsletter,  braillists  with  the  voluntary 
health  agency  have  finished  the  trans- 
formation of  Your  Friend  the  Doctor 
and  Your  Body  and  How  It  Works. 

Spokesmen  for  the  foundation,  which 
is  concerned  with  programming  for 
the  blind  and  partially  sighted,  antici- 
pate developing  “nearly  a dozen  other 
AMA  publications  on  such  topics  as 
family  life  instruction,  smoking,  and 
specific  diseases”  into  braille  and 
large-type  editions. 


Need  shown  for  tougher 
flammability  standards 

Consumers  may  minimize  the  danger 
of  buying  unsanitary  or  potentially 
harmful  bedding  materials  by  carefully 
checking  the  tag  attached  to  their  new 
mattress,  pillow,  or  sofa  cushion  that 
proclaims,  “Do  Not  Remove  Upon  Pen- 
alty of  Law.”  These  labels  indicate 
whether  or  not  the  materials  used  in 
the  products  pass  both  state  and  fed- 
eral safety  requirements. 

In  recent  tests,  however,  the  federal 
government  has  observed  that  flam- 
mability requirements  for  some  items 
— including  mattresses,  blankets,  and 
other  bedding  materials — are  not 
strong  enough,  and  moves  are  being 
made  to  tighten  the  requirements. 

For  example,  an  analysis  by  the 
Department  of  Commerce  has  led  to 
the  conclusion  that  the  existing  stan- 
dard does  not  adequately  protect  chil- 
dren from  the  danger  of  flammable 
sleepwear. 

Tests  performed  on  purchased  items 
of  children’s  sleepwear  indicated  that 
some  fabrics  ignited  readily  when  ex- 
posed to  a small  natural  gas  flame  for 
as  few  as  three  seconds.  These  highly 
flammable  clothing  items  are  capable 
of  causing  severe  injury  or  death. 

Blankets  now  on  the  market  were 
also  tested  for  flammability,  and  fed- 
eral tests  proved  that  more  than  37% 
failed  to  comply  with  present  flamma- 
bility standards  for  wearing  apparel. 

Mattresses  were  also  shown  to  be 
potential  “hot  spots.”  The  Southwest 
Research  Institute  of  San  Antonio  con- 
ducted experiments  in  which  bed  as- 
semblies were  ignited  by  such  sources 
as  cigarettes  or  matches.  Measure- 
ments have  shown  that  serious  haz- 
ards to  life  develop  in  such  fires  from 
toxic  fumes,  reduced  oxygen  in  the  at- 
mosphere, suffocating  concentrations 
of  carbon  dioxide,  smoke,  and  exces- 
sive temperature.  Burning  mattresses 
were  found  to  be  the  primary  causes 
of  lethal  conditions.  Only  an  experi- 
ment using  blankets,  sheets,  and  a 
mattress  treated  with  flame-retardant 
chemicals  produced  no  lethal  condi- 
tions. 

Results  of  such  tests  have  prompt- 
ed officials  to  begin  formulating  ap- 
propriate flammability  requirements 
for  mattresses  and  other  bedding  ma- 
terials, as  no  standards  now  exist. 

Regulations  concerning  the  surface 
flammability  of  carpets  and  rugs  are 
also  being  formulated. 
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Editor’s  note:  Dr.  Cheves  McCord 
Smythe  was  named  dean  of  The  Uni- 
versity of  Texas  Medical  School  at 
Houston  in  January,  1970.  A native 
of  Charleston,  S.  C.,  he  was  gradu- 
ated cum  laude  from  Harvard  Medical 
School  in  1947.  After  an  internship, 
residency,  and  fellowship.  Dr.  Smythe 
joined  the  US  Naval  Reserve  Medical 
Corps.  He  served  in  the  corps  from 
1952  to  1954,  attaining  the  rank  of 
lieutenant.  In  1955,  he  was  named 
a Markle  Scholar  in  Medicine  at  the 
Medical  College  of  South  Carolina  in 
Charleston.  That  same  year,  he  began 
teaching  as  an  instructor  in  the  col- 
lege, and  by  February,  1962,  he  had 
worked  his  way  up  to  the  position  of 
dean  of  the  School  of  Medicine. 

Dr.  Smythe  is  a member  of  Harris 
County  Medical  Society,  Texas  Medical 
Association,  American  Medical  Associa- 
tion, Southern  Medical  Association, 
American  Federation  for  Clinical  Re- 
search, Southern  Society  for  Clinical 
Research,  Society  for  Experimental 
Biology  and  Medicine,  American  Col- 
lege of  Physicians,  and  Alpha  Omega 
Alpha  honorary  medical  fraternity. 

The  dean  of  the  new  medical  school 
has  served  as  a consultant  to  several 
hospitals  and  professional  groups, 
including  Chicago  Wesley  Memorial 
Hospital,  Veterans  Administration  Re- 
search Hospital  in  Chicago,  Regional 
Medical  Program  of  Texas,  and  the 
Bureau  of  Physician  Manpower  under 
the  US  Department  of  Health,  Educa- 
tion, and  Welfare. 


The  University  of  Texas 
Medical  School 
at  Houston: 

A beginning 


By  Cheves  McCord  Smythe,  M.D. 

Although  it  has  no  building  of  its 
own.  The  University  of  Texas  Medical 
School  at  Houston  is  now  in  operation. 

The  school's  first  class  of  32  stu- 
dents began  their  studies  on  Monday, 
June  14,  in  space  leased  from  the 
Center  Pavilion  Hospital  and  borrowed 
from  other  UT  biomedical  institutions 
in  Houston.  Chosen  from  some  1,100 
applicants,  the  students  attended  an 
orientation  session  on  Friday,  June  11, 
in  the  Hermann  Hospital  Auditorium 
before  they  began  classes  in  the  vari- 
ous facilities. 

While  this  first  class  of  students 
studies,  construction  continues  on  the 
school’s  first  two-story,  55,000-square 
foot  building  in  the  Texas  Medical  Cen- 
ter. The  $2.7  million  building,  which 
workmen  began  constructing  in  July, 
is  expected  to  be  completed  in  the 
spring  of  1972. 

In  1972,  the  Houston  campus  will 
also  welcome  the  19  students  who 
were  admitted  to  UTMSH  in  Septem- 
ber, 1970,  and  who  are  just  now  com- 
pleting their  freshman  year  at  UT  med- 
ical schools  in  Dallas,  Galveston,  and 
San  Antonio.  These  students  will  come 
to  the  new  medical  school  facilities  in 
Houston  to  begin  their  clinical  experi- 
ence next  year. 

In  the  meantime,  renovation  is  be- 
ing completed  on  a temporary  home 
for  the  medical  school — two  floors  of 
the  Center  Pavilion  Hospital — that  will 
house  classrooms,  laboratories,  and 
faculty  offices  until  the  first  perma- 
nent building  is  ready  for  occupancy. 

Until  the  renovation  of  the  tempo- 
rary quarters  is  finished,  however, 
classes  will  be  held  in  several  local 
institutions  that  have  agreed  to  pro- 
vide faculty  and  facilities  for  instruc- 
tion of  the  entering  students. 

The  University  of  Texas  Dental 
Branch  is  providing  classrooms  and 
instruction  in  anatomy,  while  the  UT 
School  of  Public  Health  and  the  UT 
Graduate  School  of  Biomedical  Sciences 
are  furnishing  other  educational  man- 


power and  services. 

The  UT  M.D.  Anderson  Hospital  and 
Tumor  Institute  is  providing  laboratory 
facilities,  and  its  faculty  and  staff, 
along  with  members  of  the  Rice  Uni- 
versity faculty,  are  teaching  courses  in 
biochemistry  and  cellular  biology.  Ar- 
rangements have  also  been  made  with 
Baylor  College  of  Medicine  to  teach 
microbiology  until  UTMSH  has  its  own 
facilities. 

The  valuable  resources  of  the  Hous- 
ton Academy  of  Medicine  Library  and 
the  specialized  holdings  of  the  UT’s 
Dental  Branch  and  M.D.  Anderson 
libraries  were  made  immediately  avail- 
able to  the  students  in  the  new  school. 

History 

The  effort  to  establish  a medical 
school  in  Houston  began  in  1968  when 
area  physicians  and  civic  and  political 
leaders  began  a campaign  to  develop 
a new  medical  school  to  assist  in  train- 
ing doctors  in  order  to  alleviate  the 
medical  manpower  shortage  In  Texas. 
On  Dec.  3,  1968,  the  Coordinating 
Board,  Texas  College  and  University 
System,  recommended  the  establish- 
ment of  a new  four-year  public  school 
of  medicine  designed  to  accommodate 
an  eventual  enrollment  of  200  enter- 
ing students  a year  and  operated  in 
the  Texas  Medical  Center  as  part  of 
The  University  of  Texas  System. 

In  1969,  the  Texas  Legislature  held 
public  hearings  on  the  recommenda- 
tion and  passed  an  enabling  statute 
in  May.  In  June,  1969,  Gov.  Preston 
Smith  signed  the  law,  and  in  Septem- 
ber, 1969,  the  Legislature  authorized 
$10  million  for  the  planning  and  ini- 
tial construction  of  the  school. 

I was  appointed  dean  of  the  school 
in  January,  1970,  and  came  to  Hous- 
ton in  April  to  begin  planning  and 
developing  the  school.  In  the  past  15 
months,  the  administrative  staff  has 
been  assembled,  and  the  programmat- 
ic and  facility  planning  for  the  school 
has  been  completed.  Associate  deans 
have  been  identified  and  recruited, 
and  key  faculty  appointments  have 
been  made. 
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Now  under  construction  in  the 
Texas  Medical  Center  is  this  two- 
story  "mini  medical  school 
building,”  which  will  house  students 
and  faculty  of  the  new  University 
of  Texas  Medical  School  at  Houston 
until  the  main  facility  is  completed. 


Initially,  affiliation  agreements  were 
signed  to  make  Houston’s  Hermann 
Hospital  the  primary  teaching  hospital 
for  the  school,  thus  linking  the  new- 
est member  of  the  UT  biomedical  in- 
stitutions with  the  oldest  hospital  in 
the  Texas  Medical  Center  area.  Later 
agreements  were  also  made  to  affiliate 
the  school  with  the  Memorial  Baptist 
Hospital  System,  St.  Joseph  Hospital, 
St.  Anthony  Center,  UT  M.D.  Ander- 
son Hospital  and  Tumor  Institute, 
Shriners  Hospital  for  Crippled  Children, 
and  the  Texas  Research  Institute  of 
Mental  Sciences.  Other  agreements 
are  currently  being  negotiated  with 
several  other  institutions  in  the  Texas 
Medical  Center  and  in  the  Houston 
area. 

An  advisory  group  of  prominent 
local  businessmen  and  civic  leaders, 
comprising  the  Houston  Medical  Foun- 
dation, has  already  obtained  three 
major  financial  gifts  from  private  foun- 
dations and  is  endeavoring  to  secure 
additional  funds  for  the  new  school. 

The  UT  System  regents  voted  $2.5 
million  for  the  initial  two-story  building 
to  serve  as  a facility  for  both  adminis- 
trative and  faculty  offices,  as  well  as 
classrooms  and  laboratories,  during  the 
first  years  of  operation  of  the  school. 
A federal  government  grant  of  $1.6 
million  enabled  construction  on  the 
building  to  begin  in  July. 

The  two-story  building  is  the  first 
phase  of  the  school  complex  designed 
to  culminate  in  a nine-story,  800,000- 
square  foot  structure  costing  $40  mil- 
lion. The  large  building  will  be  located 
just  south  of  Hermann  Hospital.  Addi- 
tions to  the  hospital  will  join  the  medi- 
cal school  building  to  the  hospital  and 
will  provide  a totally  integrated  facility 
supporting  the  school. 

While  construction  on  the  initial 
building  and  renovation  of  the  tem- 
porary home  for  the  school  continues, 
the  medical  school  is  housed  in  the 
Medical  Center’s  Jesse  H.  Jones  Li- 
brary Building. 

Curriculum 

Plans  have  been  made  for  a highly 


■Jim 

■Jim 


An  artist’s  conception  of  the  main 
facility  of  the  new  medical  school. 
The  nine-story,  800,000-square  foot 
building  will  adjoin  a new  wing  of 
Hermann  Hospital,  the  primary 
teaching  hospital  for  UTMSH.  The 
$40  million  structure  is  to  be  built 
in  phases  so  that  it  will  be  able 
to  accommodate  the  more  than  800 
students  expected  to  be  enrolled  in 
UTMSH  by  1976. 
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Dean  of  the  new  medical  school,  Dr. 
Cheves  McCord  Smythe,  addresses 
the  first  class  of  freshman  students 
at  UTMSH.  “The  school’s  main 
objective  is  to  help  you  become 
good  MD’s  so  you  can  practice 
medicine  here  in  Texas,”  he  told 
them. 


innovative  medical  school  curriculum 
under  the  direction  of  Dr.  Robert  L. 
Tuttle,  associate  dean  for  academic 
affairs.  Rather  than  the  traditional 
four-year  program,  the  new  school  is 
adopting  a plan  designed  to  permit 
graduation  in  36  calendar  months. 

Students  will  be  enrolled  44  weeks 
a year  and  will  receive  approximately 
18  months  of  basic  science  instruction 
under  the  systems  teaching  approach, 
9 months  of  clinical  clerkship,  and  9 
months  of  electives. 

The  success  of  the  school’s  educa- 
tional program  will  depend  on  close 
personal  contact  between  students 
and  faculty:  ongoing,  cooperative  eval- 
uation of  programs  by  both  students 
and  faculty;  students  and  faculty  being 
engaged  in  scholarly  activity  aimed  at 
generation  of  new  knowledge  and  the 
application  of  that  knowledge  to  hu- 
man problems;  and  ample  opportuni- 
ties being  provided  for  observation 
and  participation  in  delivery  of  exem- 
plary medical  care  in  a variety  of  clini- 
cal settings. 

Following  initial  involvement  in  a 
core  curriculum,  laboratory  science, 
study  of  medicine  in  today’s  society, 
and  an  introduction  to  clinical  medi- 
cine, the  student  will  progress  through 
clinical  clerkships  in  medicine,  com- 
munity medicine,  pediatrics,  psychia- 
try, surgery,  and  reproductive  biology. 
He  may  then  follow  a track  option  in 
family  practice,  specialty  practice,  so- 
cial and  community  medicine,  beha- 
vioral science,  or  medical  research. 

Institutional  objectives 

The  primary  objective  of  The  Uni- 
versity of  Texas  Medical  School  at 
Houston  is  the  education  of  physicians 
for  practice.  Today,  medicine,  as  ap- 
plied human  biology  in  action,  retains 
its  old  responsibilities  for  cure  and  pre- 
vention of  disease  and  for  alleviation 
of  physical  and  emotional  suffering. 
But,  it  has  also  acquired  a new  set 
of  responsibilities  based  on  social 
changes,  many  of  which  are  deriva- 
tives of  a salient  biological  fact  and 
fundamental  problem  in  human  bi- 


ology— the  apparently  inexorable  in- 
crease in  population.  The  physician 
graduating  from  UTMSH  will  be  given 
every  opportunity  to  become  con- 
cerned with  the  needs  of  people  as 
individuals  interested  in  maintaining 
their  health  and  performing  their  day- 
to-day  roles  in  society,  rather  than 
seeing  them  only  as  disease-bearing 
patients. 

From  this  conviction  that  the  prac- 
ticing physician’s  role,  and  hence  med- 
icine’s role,  must  be  expanded  beyond 
the  constructed  concepts  of  a simple 
society,  there  emerge  other  objectives 
vitally  important  to  understanding  the 
true  goals  of  the  school. 

A storehouse  of  resources 

The  creation  of  cultural,  medical, 
educational,  and  scientific  resources 
of  the  first  rank  with  the  characteris- 
tics and  attitudes  of  a university  is  a 
major  objective. 

Society  expects  its  universities  to 
evidence  concern  for  the  future  by 
explicit  examination  of  the  issues  of 
today,  concern  for  the  human  condi- 
tion, aggressive  exploration  for  new 
knowledge,  and,  in  the  case  of  a medi- 
cally oriented  portion  of  the  university, 
a focus  on  health,  disability,  and  dis- 
ease. The  medical  school  must  live 
up  to  its  share  of  these  expectations. 
Therefore,  scientific  and  social  re- 
search as  it  relates  to  health  ser- 
vices, all  conditioned  by  a humanistic 
viewpoint,  will  be  major  activities  of 
UTMSH. 

Since  it  is  well  established  that 
medical  care  in  the  hospital-patient 
setting  is  an  essential  ingredient  in 
a modern-day  medical  education, 
UTMSH  will  also  provide  health  ser- 
vices in  a hospital  environment.  Work- 
ing from  the  bases  provided  by  Her- 
mann and  M.D.  Anderson  hospitals, 
the  medical  school  will  endeavor  to 
expand  and  to  continue  to  build  the 
health  services  now  offered  in  the 
Texas  Medical  Center,  where  there  are 
already  many  outstanding  hospitals 
and  a distinguished  medical  school. 

However,  these  purely  medical. 
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hospital-oriented  functions  are  not 
enough,  and  a broader  range  of  ser- 
vices related  to  the  preservation  of 
health  and  medicine  as  a social  sci- 
ence must  also  be  developed.  Stu- 
dents will  therefore  be  exposed  to 
alternate  methods  of  health-care  de- 
livery. 

Growing  with  the  community 

Medical  schools,  with  one  foot  in 
the  university  and  another  foot  in  the 
community,  should  properly  be  con- 
cerned for  and  sensitive  to  the  needs, 
wants,  attitudes,  hopes,  ambitions, 
tolerances,  and  problems  of  the  peo- 
ple whom  they  serve.  Thus,  the  re- 
sources of  UTMSH  and  its  associated 
components  will  be  made  available  to 
the  people  of  Houston  and  surround- 
ing areas. 

Community  medicine  is  more  than 
a division.  Its  basis  is  in  the  attitudes, 
the  philosophy,  and  the  objectives  of 
a school.  Involvement  with  the  com- 
munity is  not  a necessary  by-product 
of  medical  school  activity,  nor  is  it 
some  sort  of  levy  extracted  by  society. 
It  is  an  objective  of  first  importance. 

The  relation  of  the  rapid  growth  of 
knowledge  to  the  need  for  strong  pro- 
grams in  continuing  education  has 
been  discussed  repeatedly.  It  is  appar- 
ent that  instilling  in  students  convic- 
tion of  their  need  for  continued  self- 
education  and,  in  addition,  allowing 
them  to  learn  how  to  educate  them- 
selves become  first-order  concerns  of 
medical  education.  Not  only  does  the 
UTMSH  curriculum  emphasize  self- 
learning, but  it  is  hoped  that  by  habit- 
uating students  to  self-education  from 
their  first  day  in  medical  school,  the 
practice  will  become  so  ingrained  that 
it  will  remain  an  important  aspect  in 
their  professional  lives. 

One  objective  that  seems  to  be  tak- 
en for  granted  of  all  medical  schools 
is  an  unquestioned  commitment  to 
science  and  to  development  of  strong 
research  programs  in  the  various  fields 
of  science.  Not  an  exception,  the 
UTMSH  will  engage  actively  in  scien- 


Above:  A librarian  at  the  Houston 
Academy  of  Medicine-Texas  Medical 
Center  Library  explains  the 
cooperative  arrangement  by  which 
the  center’s  institutions  share  in  the 
use  of  the  facilities  and  holdings 
that  have  been  acquired  over  more 
than  64  years. 


Left:  Waiting  to  speak  to  the  first 
UTMSH  students  to  begin  training 
in  the  Texas  Medical  Center  are  Dr. 
Charles  A.  LeMaistre  (left), 
chancellor  of  The  University  of 
Texas  System,  and  Dan  G. 
Kadrovach,  director  of  Houston's 
Hermann  Hospital. 
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tific  research,  but  will  be  somewhat 
selective  in  the  research  fields  and 
problems  that  its  researchers  will  pur- 
sue. The  medical  school  has  chosen 
to  concentrate  in  “researchable”  areas 
that  will  offer  tremendous  challenges, 
and  the  school  is  endeavoring  to  de- 
velop its  strengths  around  the  people 
picked  for  leadership  roles  in  the 
faculty. 

In  the  long  run,  the  quality  of  the 
program  will,  of  course,  depend  on 
the  accuracy  with  which  people  and 
areas  of  concentration  are  selected. 

For  more  than  a century,  laboratory 
research  has  been  medicine’s  most  ef- 
fective and  powerful  agent  of  change; 
that  is  why  a strong  program  in  natur- 
al science  is  a major  objective  of  the 
school. 

Educational  program  design 

One  of  the  extraordinary  opportuni- 
ties offered  a new  medical  school  is 
the  chance  to  devise  new  methods  to 
approach  both  old  and  new  problems. 
UTMSH  is  trying  to  build  a new  ap- 
proach to  medical  education.  A central 
concern  has  been  to  design  a system 
that  motivates  the  student  to  learn 
and  that  provides  him  with  the  rich- 
ness of  stimuli,  complexity  of  re- 
sources, and  variability  of  approaches 
to  learning  that  characterize  modern 
medical  life. 

To  ensure  that  these  features  will 
be  provided  at  the  medical  school  at 
Houston,  curriculum,  student  selec- 
tion, faculty  organization,  internal 
building  design,  relationship  of  hospi- 
tal to  school  and  of  both  to  the  medi- 
cal center,  and  relationship  to  the 
community  and  to  the  practicing  pro- 
fession have  all  been  viewed  holistic- 
ally.  A complex,  yet  flexible,  approach 
to  medical  education  has  emerged.  It 
emphasizes  many  ideas  that  have 
been  combined  into  a new  system  for 
medical  education. 

The  new  system  takes  into  account 
a number  of  recognized  facts  about 
learning. 

For  example,  the  student  must  be 
motivated  to  learn.  Motivation  is  best 
when  generated  internally,  rather  than 


when  induced  by  external  rhetoric.  In- 
volvement of  the  student  in  problems 
that  are  relevant  to  him  and  the  asso- 
ciation of  the  teacher  with  him  in 
problem  solution  is  an  educational 
model  of  proven  power  when  discuss- 
ing ways  to  motivate. 

There  is  no  one  approach  to  learn- 
ing. Some  read;  others  listen.  Some 
work  best  in  laboratories;  others  pre- 
fer libraries.  Therefore,  a multi-layered, 
continuously  flowing  system  has  been 
devised  for  UTMSH  students.  It  has 
four  outstanding  features  in  its  first 
six  quarters: 

1.  A core  curriculum  emphasizes 
standard  cognitive  approaches  to  the 
assimilation  of  information.  However, 
students  will  have  a variety  of  resourc- 
es for  self-instruction  at  their  disposal, 
thus  providing  stimulation  for  both 
the  teacher-directed  student  and  the 
self-learner.  Minimal  acceptable  per- 
formance levels  are  to  be  established 
to  permit  step-by-step  progression 
through  this  portion  of  the  curriculum. 
Also  through  this  technique,  entry  into 
the  system  at  multiple  points  will  be 
allowed,  and  procedures  may  be  de- 
vised for  determining  exemption  from 
certain  portions  of  the  curriculum. 

2.  Rather  than  laboratory  exercises 
in  every  subject,  students  will  be  ex- 
posed to  laboratory  experience  at  the 
problem-solving  level.  Working  in  close 
conjunction  with  their  instructors,  stu- 
dents will  learn  technique,  a necessary 
part  of  laboratory  work,  and  the  rich 
resources  of  the  Texas  Medical  Center 
will  permit  them  to  appreciate  the 
elegance  and  beauty  of  modern  labo- 
ratory science. 

Only  three  laboratory  sequences 
are  required — one  dealing  with  intra- 
cellular phenomena,  one  in  which 
supracellular  phenomena  are  studied, 
and  one  in  behavioral  science.  These 
laboratory  sequences  may  be  exempt- 
ed or  a student  may  be  allowed  to 
concentrate  on  a given  area,  depend- 
ing on  his  career  plans. 

3.  From  their  first  month  in  medical 
school,  students  are  to  be  introduced 
to  patients  and  their  problems  in  both 


individual  and  societal  settings.  Thus, 
the  student  who  is  motivated  to  learn 
by  working  with  people  or  who  is  inter- 
ested in  medicine  as  an  applied  social 
science  is  stimulated  also. 

4.  Students  are  expected  to  work  in 
small  groups,  usually  of  four  to  twelve. 
This  small-group  structure,  another 
familiar  feature  of  modern  medical  life, 
is  absolutely  necessary  if  students  are 
not  to  become  “lost”  in  a school  of 
the  size  projected. 

Thus,  a deliberate  effort  has  been 
devised  to  present  the  student  with 
a rich,  complex,  variant  pattern  of 
experience. 

The  school  hopes  to  expose  its  stu- 
dents to  patient  care  in  as  many  dif- 
ferent settings  as  Houston  and  East 
Texas  can  provide.  After  an  initial 
period  during  which  fundamental  clini- 
cal skills  are  acquired,  students  will 
be  encouraged  to  seek  clinical  experi- 
ence in  addition  to  the  inpatient  and 
specialty  clinic  services  of  today’s  ur- 
ban hospital.  Full-time  faculty  mem- 
bers will  provide  supervision  and  guid- 
ance in  whatever  settings  where  health 
care  is  distributed.  As  concepts  change 
and  the  faculty  increases,  teachers  will 
be  expected  to  provide  leadership  and 
to  work  with  students  in  creating  new 
practice  settings. 

Students,  who  are  always  expected 
to  work  in  close  conjunction  with  their 
faculty  colleagues,  will  be  asked  to 
address  themselves  to  the  unanswered 
questions  of  medicine — whether  they 
be  chemical,  economic,  behavioral,  or 
organizational. 

Organization 

The  unswerving  commitment  to  the 
concepts  described  is  illustrated  not 
only  by  the  design  of  the  school’s 
facilities,  but  also  by  the  design  of  an 
organizational  structure  that  departs 
from  current  medical  school  practices. 

The  organization  of  all  space  around 
faculty  and  students  in  small  groups 
is  the  key  to  the  UTMSH  plan.  This 
cellular  pattern  of  relating  students  to 
faculty  members,  rather  than  to  a de- 
partment or  discipline,  makes  possible 
the  flexible  approach  that  has  been 
stressed. 
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Dr.  Robert  L.  Tuttle,  associate 
dean  for  academic  affairs, 
outlines  course  schedules  to 
orientees  at  a question-and- 
answer  session. 


The  organizational  structure  of  the 
new  school  is  based  on  relatively 
small  divisions  and  sections  of  unfixed 
number  and  in  no  arbitrarily  set  pat- 
tern. In  keeping  with  the  overall  plan, 
there  will  be  three  major  divisions — 
analytic,  clinical,  and  community 
health  sciences.  Leaders  of  these  divi- 
sions will  have  both  the  responsibility 
and  the  authority  to  coordinate  the 
efforts  of  the  faculty  in  each  of  the 
divisions. 

Joint  programs 

UTMSH  has  been  carefully  planned 
so  that  its  strengths  and  the  strengths 
of  other  institutions  in  the  Texas  Med- 
ical Center  can  be  combined. 

At  this  time,  joint  programs  of  the 
medical  school  are  limited  to  arrange- 
ments made  by  UTMSH  faculty  with 
colleagues  at  UT  biomedical  compon- 
ents at  Houston.  However,  liaison  with 
professors  at  Baylor  College  of  Medi- 
cine may  also  be  established. 

In  addition,  arrangements  have 
been  made  with  the  University  of 
Houston  and  Rice  University  so  that 
students  may  take  courses  for  special 
credit  in  any  of  these  institutions. 

Because  The  University  of  Texas 
System  is  an  integrated  educational 
system,  students  may  transfer  for 
clerkships  and  special  study  to  any 
of  the  other  three  medical  schools  in 
the  system — The  University  of  Texas 
Medical  Branch  at  Galveston,  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas,  and  The  University 
of  Texas  Medical  School  at  San  An- 
tonio. 

An  end,  a beginning 

June  marked  the  end  of  15  months 
of  planning  and  staff  recruitment  for 
the  new  medical  school,  and  it  also 
heralded  the  school's  entry  into  active 
health  manpower  development  in  the 
Houston  area.  Depending  on  the  rate 
at  which  construction  funds  can  be 
mobilized  and  buildings  completed, 
enrollment  will  be  increased  from  the 
1971  figure  of  32  to  100  per  class  in 
1975  and  then  to  its  capacity  of  200 
per  class,  making  the  UT  Medical 
School  at  Houston  among  the  largest 
in  the  country. 


Along  with  others  who  embarked 
on  the  road  leading  to  an  MD 
degree  was  UTMSH  student  Brent 
L.  Griffin  who  donned  a new 
white  medical  coat  before  classes 
began. 
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MEDICINE  IN  LITERATURE 


^Right  to  treatment’  and  medicine  in  World  War  II  are  discussed  by  reviewers 


The  Right  to  Treatment,  Donald  S. 

Burris,  ed.,  229  pp.,  New  York, 

Springer  Publishing  Co.,  Inc.,  1969, 

$3.75. 

A COMPILATION  OF  the  contributions 
of  12  authors,  this  volume  presents 
symposium  papers  dealing  with  men- 
tally ill  criminals  and  their  “right  to 
treatment."  David  L.  Bazelon,  chief 
judge  of  The  United  States  Court  of 
Appeals  for  the  District  of  Columbia 
Circuit,  provides  an  introduction  to  the 
book. 

The  book  contains  much  that  is 
timely  and  thought  provoking;  it 
should  be  interesting  to  psychiatrists, 
lawyers,  and  others  concerned  with  the 
interrelationships  of  individuals  and 
society.  The  volume  poses  more  ques- 
tions than  it  answers,  including  que- 
ries such  as  how  to  devise  and  admin- 
ister treatment  that  will  satisfy  legally 
delineated  norms  in  cases  of  deterio- 
rated, chronically  psychotic  patients; 
how  to  individualize  treatment  and 
simultaneously  conform  to  all  stan- 
dards envisioned  by  legislative,  judi- 
cial, and  administrative  bodies;  and 
how  to  meet  the  dual  obligations  of 
protecting  society,  while  also  preserv- 
ing individual  liberty  for  the  patient 
without  custodial  care  in  cases  of  the 
chronically  psychotic,  the  recidivist,  the 
sociopath,  the  mentally  deficient,  and 
the  psychotic  criminal. 

For  the  most  part,  the  symposium 
papers  impartially  point  out  the  defi- 
ciencies of  the  legal  and  administrative 
procedures,  as  well  as  the  medical  and 
psychiatric  procedures,  involved  in 
treatment  of  the  mentally  ill.  Refer- 
ences to  the  landmark  opinion  of 
Judge  Bazelon  in  the  case  Rouse  v. 
Cameron,  125  US  App.  DC  366,  373 
F 2d.  451  (1966),  and  to  many  other 
cases  and  decisions  emphasize  the 
theme  of  unjust  incarceration  and  de- 
privation of  individual  rights  and  free- 
dom. 

However,  one  wonders  if  in  pity  for 
the  mentally  ill  and  the  chronic  offend- 
er and  in  righteous  indignation  at 
wrongful  confinement  and  deprivation 
of  liberty,  the  rights  of  society  as  the 
innocent  bystander  and  victim  of  un- 
fettered action  of  mentally  ill  persons 
known  to  be  dangerous  and  irrespon- 
sible are  overlooked.  In  these  papers, 
too  often  the  right  to  treatment  seems 
to  imply  a guarantee  of  cure,  and  too 
little  attention  is  focused  on  preventive 
measures  designed  to  protect  both 


society  and  the  patient  against  known 
and  predictable  hazards.  Perhaps  soci- 
ety was  wrong  in  placing  restraints  on 
Typhoid  Mary. 

The  book  is  not  easy  to  read,  but 
it  shows  how  far  society  has  come 
from  Bedlam  and  Newgate,  as  well  as 
pointing  out  clearly  how  much  farther 
society  must  go  before  any  realistic 
and  practicable  solution  to  these  prob- 
lems is  found.  Most  will  agree  that 
the  right  to  treatment  instead  of  pure- 
ly custodial  incarceration  is  a valid 
and  necessary  concept.  However,  there 
still  remains  the  unanswered  question 
of  what  to  do  with  the  chronically  ill, 
the  retarded,  those  with  brain  dam- 
age, the  incompetent  senile,  and  the 
sociopathic  recidivist  who  are  unre- 
sponsive to  available  treatment,  yet 
constitute  hazards  to  themselves  and 
to  society.  When  available  treatment 
has  not  and  does  not  seem  likely  to 
ameliorate  or  cure  an  individual  pa- 
tient, custodial  care  still  may  have  a 
legitimate  place  in  treatment. 

JEAN  HEAD  COOPER,  M.  D. 

Boerne. 

Infectious  Diseases  and  General  Medi- 
cine, vol.  3 of  Internal  Medicine  in 
World  War  11,  W.  Paul  Havens,  Jr., 
vol.  ed.,  and  Col.  Robert  S.  Ander- 
son, ed.  in  chief,  778  pp.,  illus., 
Washington,  D.C.,  Office  of  the  Sur- 
geon General,  Dept,  of  the  Army, 
Government  Printing  Office,  1968, 
$8.25. 

SOME  24  CONSULTANTS  of  national 
prominence  contributed  to  this  vol- 
ume, which  includes  an  impressive 
coverage  of  tropical  diseases. 

Discussions  of  such  pathological 
entities  as  leishmaniasis,  coccidioido- 
mycosis, schistosomiasis  japonica,  fi- 
lariasis,  helminthiasis,  Bullis  fever,  and 
sarcoidosis  are  well  organized.  The  his- 
tory, clinical  aspects  of  onset  and  de- 
velopment, differential  diagnosis  possi- 
bilities, and  details  that  constitute  a 
definite  diagnosis  of  the  condition 
being  covered  are  given.  This  informa- 
tion is  followed  by  a discussion  of 
treatment  methods  and  special  liver, 
blood,  or  renal  function  tests  that  have 
a bearing  on  the  disease  being  studied. 

Included  also  in  the  discussion  of 
each  disease  are  the  pathological 
changes  in  tissue  that  are  expected. 
Geographical  or  climatic  influences 
that  may  be  important  in  a particular 


disease  or  condition  are  also  noted. 

The  book  has  sections  on  heat  cas- 
ualties and  nutritional  disorders  that 
may  be  found  especially  in  tropical 
areas. 

The  incidence,  disposition,  mortal- 
ity, and  treatment  of  diabetes  mellitus 
are  also  considered,  and  the  proper 
placement  of  diabetics  in  Army  service 
is  discussed.  Peptic  ulcers  are  empha- 
sized in  the  chapters  on  diseases  of 
the  gastrointestinal  tract;  functional 
disorders  of  the  Gl  tract  are  also  pre- 
sented. A section  on  hepatitis  includes 
information  on  serum  and  infectious 
hepatitis  and  reviews  the  various  ex- 
perimental studies  conducted  by  the 
Army  with  hepatitis  viruses. 

Considerable  attention  is  given  to 
glomerulonephritis  in  the  chapter  on 
the  urogenital  tract.  In  the  section 
“Diseases  of  the  Blood  and  Blood- 
Forming  Organs,"  the  effects  of  hook- 
worm infection,  malaria,  infectious 
mononucleosis,  nitrogen  mustards, 
and  agranulocytosis  are  given  their 
proper  place  as  to  incidence.  Even 
aplastic  anemias  resulting  from  atomic 
bomb  explosions  are  dealt  with  in  this 
section. 

Heart  disease  due  to  infections, 
deficiencies,  hypertension,  coronary 
disease,  wounds,  and  foreign  bodies 
is  covered,  and  in  the  chapter,  “Peri- 
pheral Vascular  Disorders,"  acute  vas- 
cular injuries,  posttraumatic  arterial 
aneurysms,  and  arteriovenous  fistulas 
are  described.  Other  important  condi- 
tions considered  are  cold  injuries,  hem- 
orrhoidal varices,  and  varicosities  of 
the  extremities  with  their  disabling  as- 
pects. Rarer  entities  such  as  thrombo- 
angiitis obliterans,  arterial  embolism, 
and  Raynaud's  disease  are  also  dis- 
cussed for  their  recognition  and  prop- 
er management. 

An  extensive  section  on  dermatol- 
ogy shows  the  evolution  of  derma- 
tologic management  in  the  Army.  The 
role  of  consultants,  personnel  assign- 
ment, facilities,  equipment,  and  sup- 
plies are  discussed.  The  differences  in 
dermatologic  conditions  encountered 
in  the  zone  of  interior  and  those  in 
overseas  commands  are  noted.  Clini- 
cally, the  various  fungal  and  bacterial 
infections  are  considered  in  correlation 
with  geographical  and  climatic  condi- 
tions, and  diagnostic  points  and  treat- 
ment aids  are  presented.  Parasitic  in- 
fections, dermatitis  venenata,  psoria- 
sis, and  the  various  lichenoid  condi- 
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tions  affecting  the  skin  are  approached 
from  a practical  management  view- 
point. ''-‘y 

The  chapter  on  “Peripheral  Neurit- 
is” discusses  such  neurological  syn- 
dromes as  diphtheritic  neuritis,  infec- 
tious polyneuritis,  postinfection  neuri- 
tides,  peripheral  neuropathy  of  un- 
known cause,  postvaccination  neuritis, 
neuritides  caused  by  toxic  agents,  and 
starvation  neuritides.  A chapter  on 
psychosomatic  medicine  concludes 
this  outstanding  book. 

The  reviewer  feels  that  such  histori- 
cal works  as  this  volume  have  con- 
tributed materially  to  the  successful 
prosecution  of  the  war  in  Vietnam. 

JOE  C.  RUDE,  M.D. 

Austin. 

NEW  BOOKS 
IN  TMA  LIBRARY 

American  Medical  Association,  Com- 
mittee on  Rating  of  Mental  and 
Physical  Impairment:  Guides  to  the 
Evaluation  of  Permanent  Impair- 
ment, Chicago,  American  Medical 
Association,  1971. 

Beck,  J.  W.  and  Barrett-Connor,  E.: 
Medical  Parasitology,  St.  Louis,  The 
C.  V.  Mosby  Co.,  1971. 

Duke-Elder,  Sir  S.,  ed.:  System  of 
Ophthalmology,  vol.  12  of  Neuro- 
Ophthalmology,  Sir  Stewart  Duke- 
Elder  and  George  I.  Scott,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1971. 

Ellenberg,  M.,  and  Rifkin,  H.  eds.: 
Diabetes  Mellitus:  Theory  and  Prac- 
tice, New  York,  Blakiston  Division 
(McGraw-Hill  Book  Co.),  1970. 
Epstein,  H.  T.:  A Strategy  for  Educa- 
tion, New  York,  Oxford  Univ.  Press, 
Inc.,  1970. 

Fisher,  J.  W.,  ed.,  and  Cafruny,  E.  J., 
consulting  ed.:  Renal  Pharmacol- 
ogy, New  York,  Appleton-Century- 
Crofts,  1971. 

Frisell,  W.  R.:  Acid-Base  Chemistry  in 
Medicine,  New  York,  The  Macmillan 
Co.,  1968. 

Greenwalt,  T.  J.,  and  Jamieson,  G.  A., 
eds.:  Formation  & Destruction  of 
Blood  Cells,  Philadelphia,  J.  B.  Lip- 
pincott  Co.,  1970. 

Haller,  J.  A.,  Jr.:  Deep  Thrombophlebi- 
tis, Pathophysiology  and  Treatment, 
vol.  6 in  Major  Problems  in  Clinical 
Surgery,  J.  Englebert  Dunphy,  ed., 
Philadelphia,  W.  B.  Saunders  Co., 
1968. 

Hughes,  J.  G.:  Synopsis  of  Pediatrics, 
ed.  3,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1971. 

Huisman,  T.  H.  J.,  and  Schroeder, 
W.  A.  : New  Aspects  of  the  Struc- 


ture, Function,  and  Synthesis  of 
Hemoglobins,  Cleveland,  Ohio,  CRC 
Press  (division  of  The  Chemical 
Rubber  Co.),  1971. 

Jacob,  S.  W.,  Rosenbaum,  E.  E.,  and 
V/ood,  D.  C.,  eds.:  Dimethyl  Sulfox- 
ide, Vol.  1 — Basic  Concepts  of  DMSO, 
New  York,  Marcel  Dekker,  Inc., 
1971. 

Keats,  S.:  Operative  Orthopedics  in  Ce- 
rebral Palsy,  Springfield,  III.,  Charles 
C Thomas,  1970. 

Keller,  D.  F.:  G-6-PD  Deficiency,  Cleve- 
land, Ohio,  CRC  Press  (division  of 
The  Chemical  Rubber  Co.),  1971. 

McArthur,  J.  W.,  and  Colton,  T.,  eds.: 
Statistics  in  Endocrinology,  With  A 
Supplement  on  Competitive  Protein- 
Binding  Assays,  Cambridge,  Mass., 
M.I.T.  Press,  i970. 

Milford,  L.:  The  Hand,  from  Campbell’s 
Operative  Orthopaedics,  ed.  5,  A.  H. 
Crenshaw,  ed.,  St.  Louis,  The  C.  V. 
Mosby  Co.,  1971. 

Moritz,  A.  R.,  and  Morris,  R.  C.:  Hand- 
book of  Legal  Medicine,  ed.  3,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970. 

Moses,  R.  A.:  Adler’s  Physiology  of  the 
Eye,  Clinical  Application,  ed.  5,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970. 

Nalbandian,  R.  M.,  ed.:  Molecular  As- 
pects of  Sickle  Cell  Hemoglobin, 
Clinical  Applications,  Publication  no. 
818,  American  Lecture  Series, 
Springfield,  III.,  Charles  C Thomas, 
1971. 

Odell,  W.  D.,  and  Moyer,  D.  L.:  Physi- 
ology of  Reproduction,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1971. 

Perkins,  W.  H.:  Speech  Pathology,  An 
Applied  Behavioral  Science,  St.  Lou- 
is, The  C.  V.  Mosby  Co.,  1971. 

Saul,  L.  J.:  Emotional  Maturity,  The 
Development  and  Dynamics  of  Per- 
sonality and  Its  Disorders,  ed.  3, 
Philadelphia,  J.  B.  Lippincott  Co., 
1971. 

Schor,  J.  M.,  ed.:  Chemical  Control 
of  Fibrinolysis-Thrombolysis,  Theory 
and  Clinical  Applications,  New  York, 
NYiley — Interscience  (division  of  John 
Wiley  & Sons,  Inc.),  1970. 

Scrimshaw,  N.  S.,  and  Gordon,  J.  E.: 
Malnutrition,  Learning,  and  Behavi- 
or, Cambridge,  Mass.,  M.I.T.  Press, 
1968. 

Seedor,  M.  M.;  Introduction  to  Asepsis, 
A Programed  Unit  in  Fundamentals 
of  Nursing,  rev.  ed.  2,  New  York, 
Columbia  Univ.,  Teachers  College 
Press,  1969. 

Sharp,  J.  T.,  ed.:  The  Role  of  Myco- 
plasmas  and  L Forms  of  Bacteria  in 
Disease,  Springfield,  III.,  Charles  C 
Thomas,  1970. 

Singleton,  E.  B.,  and  Wagner,  M.  L.: 
Radiologic  Atlas  of  Pulmonary  Abnor- 


malities in  Children,  Philadelphia, 
W.  B.  Saunders  Co.,  1971. 

Stumbo,  C.  R.:  Thermobacteriology  in 
Food  Processing,  New  York,  Aca- 
demic Press,  1965. 

Walsh,  Sister  M.  DeL.:  With  a Great 
Heart,  The  Story  of  St.  Vincent’s  Hos- 
pital and  Medical  Center  of  New 
York,  1849-1964,  New  York,  St.  Vin- 
cent’s Hospital,  1965. 

Wartak,  J.:  Simplified  Vectorcardiogra- 
phy, Philadelphia,  J.  B.  Lippincott 
Co.,  1970. 

West,  H.  F.:  The  Chemical  Pathology  of 
Rheumatoid  Arthritis,  Springfield,  III. 
Charles  C Thomas,  1970. 

Williams,  P.  L.,  Wendell-Smith,  C.  P., 
and  Treadgold,  S.:  Basic  Human 
Embryology,  ed.  2,  Philadelphia,  J.  B. 
Lippincott  Co.,  1969. 

Zigrosser,  C.;  Medicine  and  the  Artist: 
137  Great  Prints;  Selected  with  Com- 
mentary, ed.  3,  New  York,  Dover 
Publications,  Inc.,  1970. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Memorial 
Library,  1801  N.  Lamar  Blvd.,  Austin  78701. 
Guidelines  for  book  reviewers  are  available 
from  the  Library. 

Recent 

Deaths 

Dr.  F.  R.  Guilford 

Houston  otolaryngologist  Dr.  Frederick 
Ralph  Guilford  died  June  12,  1971, 
after  suffering  an  apparent  heart  at- 
tack. He  was  60. 

A native  of  Monroe  City,  Mo.,  Dr. 
Guilford  was  chief  of  otolaryngology 
at  St.  Joseph  Hospital  in  Houston  and 
director  of  the  Southern  Temporal 
Bone  Banks  Center  at  Baylor  College 
of  Medicine.  He  also  held  clinical 
teaching  appointments  at  Baylor  as 
a clinical  professor  of  otology  and 
at  The  University  of  Texas  Graduate 
School  of  Biomedical  Sciences  as  a 
clinical  professor  of  otolaryngology. 

Dr.  Guilford,  a 1935  graduate  of 
Ohio  State  University  in  Columbus,  re- 
ceived an  MD  degree  with  honors 
from  Ohio  State’s  College  of  Medicine. 
Following  his  graduation,  he  was  an 
intern  at  Allegheny  General  Hospital 
in  Pittsburgh,  Pa.  He  took  a residency 
in  otolaryngology  at  John  Sealy  Hos- 
pital in  Galveston  from  1945  to  1947. 

In  1941,  Dr.  Guilford  was  inducted 
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DR.  GUILFORD 

into  the  service  and  in  1942  was  gradu- 
ated from  the  School  of  Aviation  Medi- 
cine at  Randolph  Air  Force  Base  as 
medical  examiner.  He  served  as  flight 
surgeon  and  evacuation  officer  in  the 
European-Mediterranean  theater  and 
received  the  Order  of  the  British  Em- 
pire and  the  Legion  of  Merit  medals 
during  his  service  in  the  armed  forces. 
He  was  discharged  as  a lieutenant 
colonel  in  1945. 

The  otolaryngologist  was  a member 
of  the  American  Medical  Association, 
Texas  Medical  Association,  and  Harris 
County  Medical  Society.  He  also  be- 
longed to  the  American  Laryngology, 
Rhinology,  and  Otology  Society,  Amer- 
ican Otological  Society,  Inc.,  Texas  So- 
ciety of  Ophthalmology  and  Otolaryn- 
gology, American  College  of  Surgeons, 
American  Society  of  Ophthalmologic 
and  Otolaryngologic  Allergy,  Ameri- 
can Academy  of  Ophthalmology  and 
Otolaryngology,  and  the  Otosclerosis 
Study  Group  of  the  American  Society 
for  Conservation  of  Hearing.  Author  of 
numerous  papers  on  otolaryngological 
subjects,  he  was  chairman  of  the  Sec- 
tion on  Otolaryngology  of  Southern 
Medical  Association  in  1967  and  had 
been  secretary-treasurer  of  the  Hous- 
ton Ophthalmological  and  Otolaryngo- 
logical Society.  He  also  had  served  as 
director  of  the  hearing  clinic  at  The 
University  of  Texas  Medical  Branch 
at  Galveston  and  chief  otologist  for 
Southern  Pacific  Hospital  in  Houston. 
He  was  certified  by  the  American 
Board  of  Otolaryngology  in  1948.  He 
also  belonged  to  Phi  Rho  Sigma  medi- 
cal fraternity  and  Alpha  Omega  Alpha 
honorary  medical  fraternity. 

Dr.  Guilford  is  survived  by  his  wife, 
Jean  Ackerman  Guilford:  three  sons, 
Frederick  Timothy,  John  Terrell,  and 
Thomas  Bell  Guilford,  all  of  Houston; 
and  one  grandson. 

Dr.  J.  T.  Saldivar 

Dallas  general  practitioner  Dr.  Julian 
Theodore  Saldivar  died  June  3,  1971, 
in  Dallas.  He  was  63. 

Dr.  Saldivar,  a native  of  San  Antonio, 
took  31/2  years  of  premedical  training 
at  The  University  of  Texas  at  Austin. 
In  1935,  he  was  graduated  from  Bay- 


lor College  of  Medicine,  then  located 
in  Dallas,  with  an  MD  degree.  Follow- 
ing his  graduation.  Dr.  Saldivar  ac- 
cepted an  internship  at  Long  Island 
Hospital  in  Boston,  Mass. 

From  1935  to  1937,  Dr.  Saldivar 
was  involved  in  the  Civilian  Conserva- 
tion Corps  project  at  Ardmore,  Okla. 
He  later  served  in  the  US  Army  Medi- 
cal Corps,  attaining  the  rank  of  lieu- 
tenant colonel.  During  World  War  II, 
he  was  stationed  in  the  Philippine 
Islands.  Upon  discharge  from  the  ser- 
vice, he  entered  private  practice  in 
Dallas.  He  had  also  practiced  in  Aus- 
tin from  1937  to  1940. 

The  physician  was  a member  of 
Dallas  County  Medical  Society,  Texas 
Medical  Association,  American  Medical 
Association,  and  Southern  Medical 
Association. 

He  is  survived  by  his  wife,  Maria 
Rios  Saldivar;  a son,  Julian  Theodore 
Saldivar,  Jr.,  of  Norman,  Okla.;  a 
daughter,  Mrs.  Dolores  Brown  of  Dal- 
las; a brother,  J.  F.  Saldivar  of  Austin; 
and  two  sisters,  Mrs.  Lydia  Moreno  of 
Austin,  and  Anita  Saldivar  of  Monter- 
rey, Mexico. 


DR.  GALLAHER 

Dr.  G.  L.  Gallaher 

Harlingen  general  practitioner  Dr. 
George  Leo  Gallaher  died  April  14, 
1971,  at  Valley  Baptist  Hospital  in 
Harlingen.  He  was  71. 

Born  in  Lucerne,  Mo.,  Dr.  Gallaher 
received  a BS  degree  from  the  Univer- 
sity of  Iowa,  Iowa  City,  in  1925.  Three 
years  later,  he  was  awarded  his  MD 
degree  from  the  University  of  Arkan- 
sas School  of  Medicine.  After  his  grad- 
uation, he  served  an  internship  at  St. 
Vincent  Infirmary  in  Little  Rock,  Ark. 

In  1930,  Dr.  Gallaher  began  practice 
in  Harlingen  and  became  active  in 
community  civic  and  medical  organi- 
zations. He  served  as  president  of 
Cameron-Willacy  Counties  Medical  So- 
ciety in  1942  and  was  secretary  of  the 
society  in  1941.  He  was  also  president 
of  the  Texas  Air  Medics  Association 
in  1953,  and  in  1951-1952,  he  served 
as  vice-president  of  the  International 
Medical  Assembly  of  Southwest  Texas. 
A fellow  of  the  Airline  Medical  Examin- 
ers Association,  he  had  been  vice-pres- 


ident of  that  organization  also. 

Dr.  Gallaher  was  a member  of  Texas 
Medical  Association,  American  Medi- 
cal Association,  Civil  Aviation  Medical 
Association,  Aerospace  Medical  Asso- 
ciation, and  Southern  Medical  Associ- 
ation. He  also  belonged  to  the  Ameri- 
can Academy  of  General  Practice  and 
Postgraduate  Medical  Assembly  of 
South  Texas. 

While  in  Harlingen,  Dr.  Gallaher 
served  as  chief  of  staff  of  Valley  Bap- 
tist Hospital  for  four  years  and  organ- 
ized the  poison  control  center  at  the 
hospital.  The  GP  had  served  as  a pri- 
vate in  the  US  Marine  Corps  in  1918- 
1919. 

Dr.  Gallaher  is  survived  by  his  wife, 
Blanche  Tudor  Gallaher;  a daughter, 
Mrs.  Julie  Uhlhorn  of  San  Benito;  and 
three  grandchildren. 

Dr.  M.  P.  Woolf 

Dr.  Martin  Paul  Woolf,  53,  died  on 
June  7,  1971,  at  his  home  in  Pasa- 
dena. Cause  of  death  was  cardiac 
arrest. 

A native  of  Dallas,  Dr.  Woolf  earned 
a BA  degree  from  North  Texas  State 
University  in  Denton  in  1939.  Four 
years  later,  he  was  graduated  from 
Baylor  College  of  Medicine,  then  in  Dal- 
las, with  an  MD  degree.  He  then  held 
an  internship  at  the  City  of  Detroit  Re- 
ceiving Hospital,  Mich. 

From  1946  to  1947,  he  was  a resi- 
dent in  anesthesiology  at  the  Univer- 
sity of  Chicago  Hospitals  and  Clinics 
in  Illinois.  The  following  year,  he  held 
a residency  in  anesthesiology  at  Char- 
ity Hospital  of  Louisiana  at  New  Or- 
leans. He  later  held  residencies  in 
ophthalmology  at  the  Graduate  Hos- 
pital of  The  University  of  Pennsylvania 
in  Philadelphia  and  Baylor  College  of 
Medicine  Affiliated  Residency  Program 
in  Houston.  Dr.  Woolf  also  took  post- 
graduate work  at  various  times  during 
his  career  at  the  University  of  Penn- 
sylvania School  of  Medicine  in  Phila- 
delphia. 

Prior  to  opening  his  ophthalmology 
practice  in  Pasadena,  Dr.  Woolf  had 
specialized  in  anesthesiology  in  Austin, 
San  Rafael,  Calif.,  and  Freeport. 

A US  Army  veteran,  he  had  been  a 
member  of  the  American  Society  of 
Anesthesiologists,  Inc.,  and  at  the  time 
of  his  death,  he  was  a member  of  Har- 
ris County  Medical  Society  and  Texas 
Medical  Association. 

The  ophthalmologist  is  survived  by 
his  wife,  Sylvia  Woolf;  a son,  Samuel 
Irving  Woolf  of  Pasadena;  a daughter, 
Elizabeth  Ann  Woolf  of  Pasadena;  and 
a brother.  Jack  I.  Woolf,  MD,  of  Dallas. 
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DR.  PETERSON 


Dr.  R.  C.  Peterson 

Dr.  Robert  Charles  Peterson,  a clinical 
associate  professor  in  the  department 
of  anesthesiology  at  Baylor  College  of 
Medicine  in  Houston,  died  May  17, 
1971,  at  the  age  of  51. 

A native  of  Ludington,  Mich.,  Dr. 
Peterson  \was  graduated  from  Michigan 
State  University  in  East  Lansing  with 
a BS  degree  in  1943.  In  1945,  he  was 
awarded  his  MD  degree  from  the  Uni- 
versity of  Michigan  Medical  School  in 
Ann  Arbor.  Following  his  graduation. 
Dr.  Peterson  served  a one-year  intern- 
ship at  Gorgas  Hospital  at  Balboa 
Heights,  Canal  Zone.  From  1948  to 
1950,  he  was  a teaching  fellow  in 
pharmacology  at  the  University  of 
Michigan  Medical  School.  A residency 
in  anesthesiology  followed  at  Hartford 
(Conn.)  Hospital.  In  1952,  he  accepted 
a position  as  an  instructor  in  anesthe- 
siology at  the  University  of  Michigan 
Medical  School;  he  later  moved  to 
New  York  City  and  was  an  instructor 
in  anesthesiology  at  Columbia  Univer- 
sity College  of  Physicians  and  Sur- 
geons. In  1955,  he  was  certified  by 
the  American  Board  of  Anesthesiology. 

From  1946  to  1948,  Dr.  Peterson 
served  as  a captain  in  the  US  Army 
Medical  Corps. 

Before  Dr.  Peterson  began  teaching 
at  Baylor  in  1966,  he  was  in  private 
practice  in  San  Antonio.  While  there, 
he  was  an  active  member  of  Bexar 
County  Medical  Society,  the  San  An- 
tonio Society  of  Anesthesiology,  and 
the  San  Antonio  Surgical  Society,  hav- 
ing served  as  vice-president  of  the 
latter  organization. 

He  also  held  membership  in  Texas 
Medical  Association,  American  Society 
of  Anesthesiologists,  American  Medical 
Association,  and  Harris  County  Medi- 
cal Society.  Dr.  Peterson  was  an  asso- 
ciate examiner  of  the  American  Board 
of  Anesthesiology,  and  was  vice-presi- 
dent and  a delegate  of  the  Texas 
Society  of  Anesthesiologists. 

He  is  survived  by  his  wife,  Doro- 
thy Steffes  Peterson;  three  daughters, 
Karen  Louise,  Sarah  Louise,  and  Laura 
Kirsten  Peterson,  all  of  Houston;  and 
his  parents,  Mr.  and  Mrs.  Charles 
Peterson  of  Ludington,  Mich. 


Dr.  B.  E.  Gibson 

Hull,  Tex.,  general  practitioner  Dr. 
Boyce  Edwin  Gibson  died  May  28, 
1971,  in  Yettie  Kersting  Memorial 
Hospital  in  Liberty  following  a lengthy 
illness. 

The  66-year-old  physician  was  a 
native  of  Smithville,  Ark.  He  received 
premedical  training  at  the  Illinois  Insti- 
tute of  Technology  in  Chicago,  and  in 
1942,  he  was  graduated  from  Stritch 
School  of  Medicine,  Loyola  University, 
in  Chicago  with  an  MD  degree.  From 
1941  to  1942,  he  served  as  an  intern 
at  West  Suburban  Hospital  in  Oak 
Park,  III. 

A US  Navy  lieutenant  from  1945  to 
1946,  Dr.  Gibson  had  previously  prac- 
ticed in  Fayetteville,  Ark.,  and  Evans- 
ton, III. 

Dr.  Gibson  was  elected  to  honorary 
membership  in  Texas  Medical  Associa- 
tion in  1971.  He  also  belonged  to  Lib- 
erty-Chambers Counties  Medical  Socie- 
ty and  American  Medical  Association. 

Survivors  include  his  wife,  Lamar  J. 
Gibson;  a son,  Gordon  L.  Gibson,  MD, 
of  Dayton,  Ohio;  a brother,  Melvin 
Gibson  of  Plymouth,  Mich.;  a sister, 
Mrs.  Mable  Sheppard  of  San  Antonio; 
and  three  grandchildren. 


Dr.  J.  P.  Lovett 

Dr.  James  Poe  Lovett,  longtime  OIney 
general  practitioner  and  general  sur- 
geon, died  in  OIney’s  Hamilton  Hospi- 
tal on  May  29,  1971.  He  was  63. 

A native  of  Carbon,  Tex.,  Dr.  Lovett 
was  raised  and  educated  in  Eastland. 
In  1927,  he  was  graduated  from  Bay- 
lor University  in  Waco  with  an  AB 
degree.  In  1932,  he  was  awarded  his 
MD  degree  from  The  Pritzer  School  of 
Medicine,  University  of  Chicago,  III. 
From  1931  to  1933,  he  interned  at 
Charity  Hospital  of  Louisiana  at  New 
Orleans. 

Upon  completing  his  internship.  Dr. 
Lovett  returned  to  Eastland  to  enter 
private  practice.  In  1935,  he  moved 
to  OIney  and  was  in  active  practice 
there  until  1970  when  he  retired. 

In  1942,  his  practice  was  inter- 
rupted when  he  entered  the  US  Navy. 
He  served  on  the  battleships  USS 
South  Dakota  and  USS  Missouri,  at- 
taining the  rank  of  lieutenant  colonel. 
He  returned  to  his  practice  in  OIney 
in  1946. 

Dr.  Lovett  was  a member  of  Wichita- 
Young-Archer  Counties  Medical  Soci- 
ety, American  Medical  Association, 
Southern  Medical  Association,  and 
American  College  of  Surgeons.  In 


1970,  he  was  elected  to  inactive  mem- 
bership in  Texas  Medical  Association. 
Dr.  Lovett  had  served  as  chief  of  staff 
at  Hamilton  Hospital  and  was  named 
to  the  board  of  trustees  for  the  hospi- 
tal in  1965.  For  many  years,  he  was 
secretary  to  the  Young-Jack-Archer 
Counties  Medical  Society,  when  OIney 
was  in  that  society's  geographical 
boundaries. 

The  physician  is  survived  by  his 
wife,  Sadie  Brewer  Lovett;  a son, 
James  Robert  Lovett  of  Richardson; 
two  brothers,  Frank  Lovett,  Jr.,  MD,  of 
Camden,  N.J.,  and  R.  E.  Lovett,  MD, 
of  OIney;  a sister,  Mrs.  Nell  Cates  of 
Breckenridge;  and  two  grandchildren. 


DR.  HUFFMAN 


Dr.  A.  M.  Huffman 

Fort  Worth  general  practitioner  Dr. 
Andrew  Marcus  Huffman  died  in  St. 
Joseph  Hospital  on  June  5,  1971. 

The  77-year-old  physician  had  been 
a resident  of  Fort  Worth  for  57  years 
and  had  been  in  practice  since  1918. 
A native  of  Morgan  Mill,  Tex.,  he  was 
a graduate  of  North  Texas  State  Uni- 
versity in  Denton.  In  1918,  he  was 
awarded  his  MD  degree  from  the  for- 
mer Fort  Worth  School  of  Medicine, 
Department  of  Texas  Christian  Uni- 
versity, which  later  merged  with  Bay- 
lor College  of  Medicine.  Dr.  Huffman 
also  interned  for  two  months  at  Austin 
State  Hospital. 

In  late  1918,  Dr.  Huffman  joined 
the  US  Army  and  attained  the  rank 
of  captain  before  his  discharge  in 
March,  1919. 

Dr.  Huffman  belonged  to  American 
Medical  Association,  Texas  Medical 
Association,  and  Tarrant  County  Med- 
ical Society.  He  was  also  a member 
of  the  American  Academy  of  General 
Practice  and  the  Fifty  Year  Club  of 
American  Medicine. 

He  is  survived  by  his  wife,  Lillian 
Fletcher  Huffman;  two  daughters,  Mrs. 
Beth  Price  of  Fort  Worth  and  Mrs. 
Nella  Mark  McDuff  of  Albuquerque, 
N.M.;  two  brothers,  Joe  G.  Huffman 
of  Whitesboro  and  Edgar  Huffman  of 
Grandview;  two  sisters,  Mrs.  Loretta 
Hennington  of  Fort  Worth  and  Mrs. 
Ithama  Kimsey  of  Dallas;  and  seven 
grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 

Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 
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MEDICAL  ARTS  CLINIC  ofcorsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.'* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.» 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

EXECUTIVE  DIRECTOR 

DON  L BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  D.A.B.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 
Rolland  F.  Oakes,  M.D.,  M.A.C.R. 


Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 


General  Sorserx: 

L.  L.  TravU,  M.D. 

J.  S.  O’Hare.  M.D. 

R.  K.  Willme,  M.D. 

Orthopedic  Surgery: 

E.  L.  Mahon,  Jr.,  M.D. 

Urolosy: 

H.  F.  Rivea,  M.D. 

Patholosy: 

Harbert  Davenport,  Jr.,  M.D. 


JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D, 

J.  T.  Seoffin,  M.D. 

J.  H.  Peeneli,  M.D. 

Mary  A.  Bone,  M.D. 

Obstetrics  and  Gynecoloxy: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics: 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  Raiston,  MJ). 

William  J.  Fowier 
Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 
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TEXAS  MEDICINE 


The  caus^  of  vaginitis 
are  multiple 


Trichomonads . . . monilia . . . bacteria 

You  can  depend  on  AVC  — comprel 
therapy  that  combats  all  three  major 
pathogens,  alone  or  in  combination. 


AVC 

Cream  (aminacrine  hydrochloride  0.2%,  sulfanilamide 
15.0%,  ollontoin  2.0%) 

Suppositories  (aminacrine  hydrochloride  0.014  Gm.,  sul- 
fanilamide 1.05  Gm.,  allantoin  0.14  Gm.) 


■ indications;  Known  sensitivity  to  sulfonamides, 
itions/ Adverse  Reactions:  The  usual  precautions  for  topical 
stemic  sulfonamides  shauld  be  observed  because  of  the  pos- 
of  absorption.  Burning,  increased  local  discomfort,  skin 
jrticaria  or  other  manifestations  of  sulfonamide  toxicity  are 
reasons  to  discontinue  treatment. 

Dosage;  One  applicatorful  or  one  suppository  intravagi- 
nally  once  or  twice  doily. 

Supplied;  Cream  — Four-ounce  tube  with  applicator. 
Suppositories  — Box  of  12  with  applicator. 

TRADEMARK;  AVC  AV.I04  2/71  Y.U9 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON  MERRELL  INC 

PHILADELPHIA,  PENNSYLVANIA  19144 


AVC 

The  treatment  is  singular 


I ^<KfiU»K#fve  therapy 


BUILDING  BLOCK 
TO  RECOVERY 


DOUBLE  STRENGTH 

Orenzyme 
Bitabs 


One  tablet  q.t.d. 


^ rrpsin- 100.000  N.f.  Units,  Chymolrypsin:  8.000  N.f . Units; 
enu.vaient  in  tryptic  activity  to  40  mg.  ol  N.f.  trypsin 


Reduces  swelling 
Hastens  healing 
Speeds  recovery 

,jgi 


faialef  cf.i.cl. 


Indications:  When  used  as  adjunctive  therapy  for  the  rapid 
resolution  of  inflammation  and  edema,  good  results  have 
been  obtained  in: 

n Accidental  Trauma  □ Postoperative  Tissue  Reactions. 
Other  conventional  measures  of  treatment  should  be  used 
as  indicated.  In  infection,  appropriate  anti-infective  therapy 
should  be  given. 

Contraindications:  ORENZYME  BiTABS  should  not  be  given 
to  F>atientswith  a known  sensitivity  to  trypsin  or  chymotrypsin. 
Precautions:  It  should  be  used  with  caution  in  patients  with 
abnormality  of  the  blood  clotting  mechanism  such  as  hemo- 
philia, or  with  severe  hepatic  or  renal  disease.  Safe  use  in 
pregnancy  has  not  been  established. 

Adverse  Reactions:  Adverse  reactions  with  ORENZYME  have 
been  reported  infrequently.  Reports  include  allergic  mani- 
festations (rash,  urticaria,  itching),  gastrointestinal  upset 
and  increased  speed  of  dissolution  of  animal-origin  surgical 
sutures.  There  have  been  isolated  reports  of  anaphylactic 
shock,  albuminuria  and  hematuria.  Increased  tendency  to 
bleed  has  also  been  reported  but,  in  controlled  studies,  It 
has  been  seen  with  equal  incidence  in  placebo-treated 
groups.  (See  Precautions.)  It  is  recommended  that  if  side 
effects  occur  medication  be  discontinued. 

Dosage:  One  tablet  q.l.d. 


I THE  NATIONAL  DRUG  COMMNY 

DIVISION  OF  RICHARDSON  MERRELL  INC. 

I PHILADELPHIA,  PEhP4SYLVANiA  19144 

TRADEMARK:  SITABS  U.S.  PATENT  NO.  3.004.693  9/70  0 0O9A  161 


Bhabs 


Trypsin:  100,000  N.F.  Units,  Chymotrypsin:  Jm  8,000  N.F.  Units;  equivalent  in  tryptic  activity  to  40  mg.  of  N.F  trypsin 


Create  a 
machine 


What  to  do 

until ..  . 
suppositon^ 

work: 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  workJ-3  Some- 
times two.'*  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus. ^ 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio 
logical  pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


nema 


C,  B FLEET  CO..  INC 
Lynchburg,  Va.  24505 


m 

I pliamiaceulicals  | 


Warning:  Frequent  or  prolonged  use  ol  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar  , 1964.  4 Baydoun,  A.  B : 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  I.  A , Flores,  A.  and  Weiss,  J : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz,  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 
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Call  it  what  you  will,  it 
maybe  premalignant 


Before 

3/29/67  Before  therapywith  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  of  Holfmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


and  £fudex‘(fiuotx)uracii) 

5%  cream  can  resolve  it 


Call  it  actinic,  solar  or  senile  keratoses, 
many  regard  it  as  “precancerous.”*’* 

Topical  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
advance  in  the  treatment  of  multiple  solar  keratoses, offers  the  physi- 
cian a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
cation and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
Efudex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
tions that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Usual  duration  of  therapy,  2 to  4 weeks. 

Studies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
duration  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
fluorouracil  revealed  that  when  concentrations  of  less  than  2%  were 
used,  significant  numbers  of  lesions  recurred.^ 


Treats  the  lesions  you  can’t  see,  too. 

Numerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
manifested  themselves  by  definite  reactions , while  intervening  skin 
remained  relatively  unaffected. ^ The  early  eradication  of  these  subclini- 
cal  lesions  (which  may  otherwise  have  undergone  further  progression) 
probably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
patients  treated  with  topical  fluorouracil— especially  with  5% 
concentrations.6 


How  to  identify  solar  keratoses. 

Typically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
papule  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
are  the  rule. 


Predictable  therapeutic  response. 

The  response  to  a typical  course  of  Efudex  therapy  is  usually 
characteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
begins  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
to  intense  inflammatory  response,  scaling  and  occasionally  moderate 
tenderness  or  pain.  The  height  of  this  response  generally  occurs  two 
weeks  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
is  stopped.  Within  two  weeks  of  discontinuing  medication,  the 
inflammation  is  usually  gone.  Lesions  that  do  not  respond  should 
be  biopsied. 


References:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 
Grune  & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J. ; Jansen,  G.  T,  and  Honeycutt,  W.  M. : 
“Ti*eatment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
Pharmaceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
p.  92.  3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  57:14,  1968. 

5.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
Klein,  E.:  Cancer,  1^5:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(flucaxDuracip 

cream/solution 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10.00  per  column  inch  and  listings  must  run  for  a 
minimum  of  six  months.  New  listings  are  limited  to  those 
specialties  recognized  by  the  American  Medical  Association. 
A discount  of  5%  is  allowed  for  six  months’  advance  payment. 
Mail  copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  20th  of 
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lexas 

Physicians’  Directory 


Aerospace  Medicine 


D.  OWEN  COONS,  M.D.,  M.P.H.,  F.A.M. 

Diplomate  American  Board  of  Preventive  Medicine 

Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 
Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certification 


Clinics 


CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology 


6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 


Allergy 


W.  H.  Brauns,  M.O.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 


DRS.  FEIN  AND  KAMIN 


Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamin,  M.D.,  F.A.A.P,,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  (^eng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 
2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


STUART  A.  MASON,  M.D. 
Allergic  Diseases 


THE  FORT  WORTH  CLINIC 

1221  West  Lancaster  Avenue, 
Telephone  817  336-7191 

Fort  Worth,  Texas  76102 

INTERNAL  MEDICINE 

GENERAL  SURGERY 

John  M.  Church,  M.D. 

John  H.  Sewell,  M.D. 

Thomas  J.  Coleman,  M.D. 

Robert  L.  Sewell,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

RADIOLOGY— CONSULTANTS 

CLINIC  MANAGER 

William  H.  Neil,  M.D. 

William  L.  Asper 

Victor  E.  McCall,  M.D. 

FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth, 

Texas 

MEDICINE 

GENERAL  PRACTICE 

Sidney  E.  Stout,  M.D. 

Frank  L.  Bynum,  M.D. 

Ed  Etier,  Jr.,  M.D. 

Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 

THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christi,  Texas  78404 

Telephone  884-3861 

GYNECOLOGY 

J.  H.  Thomas,  M.D. 

OPHTHALMOLOGY 

L.  David  Wright,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 

G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Salvador  Ortiz,  M.D. 

Marilyn  Upmanyu,  M.D. 
(Consultant) 

SURGERY 

S.  T.  Coleman,  M.D.,  F.A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 
(Consultant) 

RADIOLOGY 

Crysup  Sory,  M.D. 

FAMILY  MEDICINE 

Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 

H.R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 
UROLOGY 

J.  D.  Stephenson,  M.D. 
ADMINISTRATOR 

B.  J.  Clark 

DIRECTOR  OF  NURSES 

Clinic  - Pat  Parker 

Hospital  - Mrs.  Joyce  Pettit 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


SEAT  BELTS  SAVE  LIVES— 
BUT  ONLY  IF  YOU  USE  THEM 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 
Gene  W.  Rogers,  M.D.,  General  Surgery 
Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 
Ervin  R.  Miller,  M.D.,  Cardiovascular  Diseases 
Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S,  Surgery 
Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 
Doyle  L.  Sharp,  M.D.,  General  Surgery 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  Internal  Medicine 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatric  Cardiology 

D.  Owen  Coons,  M.D.,  Aerospace  Medicine  & General  Practice 
Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 
Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 
F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 
Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


ADMINISTRATION 

C.  H.  "Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
O.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY — 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Baytree  Drive,  Dallas,  Texas;  Telephone  224-1181 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

J.  A.  Harris,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
Herbert  M.  Hinckley,  M.D.,  General  Practice 
David  L.  Webb,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


DUNCANVILLE  OFFICE 

621  Hustead  St.,  Duncanville,  Texas;  Telephone  298-3378 
Terry  S.  Vincent,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D..,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.B.  Allensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 


B.  B.  Trotter,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 
Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 


Mrs.  Evelyn  Farr,  Business  Manager 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan.  M.D. 

Thomas  G.  Vandivier,  M.D. 
Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

Oscar  A.  Fonseca,  M.D. 

Consultation  By  Appointment 


NEUROLOGY 

Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
Jack  P.  Abbott,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 
LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 
ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


CUN!C  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 

Telephone  774-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 

RADIOLOGY 

Neil  B.  Longley,  M.D. 

Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 
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Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 

C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

JOHN  C.  WILKINSON,  M.D. 

Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 

Dermatology 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

Eye,  Ear,  Nose,  Throat 

DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

BEDFORD  SHELMIRE,  M.D. 

BEDFORD  SHELMIRE,  JR.,  M.D. 

DAVIDS.  SHELMIRE,  M.D. 

Dermatology 

1410  Medical  Arts  Bldg.,  Dallas,  Texas 

W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 

Disease  & Surgery  of  the  Eye 

1321  Hickory  St.,  Abilene,  Texas,  Phone  673-3751 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

1 1 1 1 MEMORIAL  LIBRARY 
■ 1 1 1 TEXAS  MEDICAL  ASSOCIATION 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 
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Family  & General  Practice 

General  Surgery 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Diplomate  American  Board  of  Family  Practice 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

IRWIN  KURTZ,  M.D. 

Diplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D,.  F.A.C.P. 

Consultations  in  hospitals  only 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

TEXAS  MEDICINE 

regularly  lists  highlights  of  more  than  100 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 

information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “HIGHLIGHTS  OF 

COMING  MEETINGS’’  section. 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 
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ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

Neurology 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Neurological  Surgery 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas.  Texas  75225,  363-8524 

PAUL  S.  MICHAELSON,  M.D. 

Adult  and  Pediatric  Neurology 

EEG  Laboratory 

8226  Douglas  Avenue 

Douglas  Plaza  Medical  Building  Suite  729 

Dallas,  Texas  75225,  214-691-6881 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

Ophthalmology 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 
Telephone  214  341-3407 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Awe.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

Donald  A.  Shearer,  Administrator 

*Special  Attention  to  Surgery  of  the  Hand 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  533-7465 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Miii  Road,  Ariington,  Texas  76010,  817  261-8284 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• Annual  Fall  Conference,  Oct.  2,  1971,  Austin 

• Annual  Winter  Conference,  Jan.  22,  1972,  Austin 

• 105th  Annual  Session,  May  11-14,  1972,  San  Antonio 

Watch  for  program  details  in  TEXAS  MEDICINE! 


152 


TEXAS  MEDICINE 


Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P.,  Walter  Krohn,  M.D.,  F.C.A.P. 

Harold  M.  Block,  Jr.,  M.D.,  F.C.A.P 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  MD. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D, 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

J.S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

Pharmaceutical  advertising  in  TEXAS  MEDICINE 
keeps  you  informed  and  pays  for 
publishing  costs.  When  the  local  representative  calls, 
tell  him  you  saw  his  company's  ad  in  your  journal. 
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Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARO,  JR.,  M.O.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

'Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

Diplomates  American  Board  of  Plastic  Surgery 

JAMES  H.  PENOFF,  M.D. 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904^2  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512) 

Office  696-2390 

Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Present  your  ideas 
in  Texas  Medicine 

lifting  manuscripts, 

"Information  for  Authors." 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Piastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

General  Psychiatry 

140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 
James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 

•Bernard  J.  Dolenz,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomates  American  Board  of  Psychiatry  and  Neurology 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79108,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


practice  limited  to 


PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 
Geoffrey  Kelham,  M.D. 


Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
•Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•Barry  M.  Brown,  M.D. 

•Francisco  J.  Rodriguez,  M.D. 


X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 

1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.AB.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Thoracic  Surgery 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

CHARLES  T.  MEADOWS,  M.D. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

JOHN  B.TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

Diplomates  American  Board  of  Urology 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

HECTOR  A.  ESCAMILLA,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor- patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.25  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 
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Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP's  needed  by  19  doctor  group, 
100-bed  fully  accredited  hoepital.  ^lary  oi>en.  PMIl  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
I^nraater  Ro^,  Dallas.  Texas  75216. 

GEINERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community's  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals. 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
filler,  P.O.  Box  646,  Milford,  Texas  76670,^rea  code  214,  493-2611. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  AD-236,  Texas  Medi- 
eme,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

PEDIATRICIAN,  board  ce^fied  or  eligible,  to  associate  with  a pro- 
gressive and  exi>anding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
eine,  1801  North  Lamar  Blvd.,_Austin,  'Texas  78701.  _ 

ORTHOPEDIC  SURGEON.  PEDIATRICIAN,  OBSTETRICIAN  AND 
TWO  GENEIRAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 

OPPORTUNITIES  IN  YOAKUM  COUNTY.  TEXAS.  DENVER  CITY, 
TEXAS.  Actual  need  for  four  genera]  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  16,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modern  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  60  beds,  well  equipped 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  Coun^  seat  of  Yoakum 
County,  16  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipp^  modem  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  m^e  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  has  excellent  schools,  good  churches,  Yoakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital,  Denver  City,  Texas,  area  code  806, 
697-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806, 
466-8606. 

WANTED;  PHYSICIANS  WITH  INTEREST  IN  SURGERY  AND/OR 
OBSTETRICS  to  locate  in  progressive  East  Texas  area  with  complete 
support  of  local  medical  staff.  Contact  Paul  R.  Bennett.  300  West  Upshur, 
Gladewater,  Texas,  or  phone  AC  214,  846-2281. 

EMERGENCY  ROOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants  need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-service  basis.  Excellent  eco- 
nomic opportunity.  Hospital  privileges  available.  Call  AC  512  732-3541 
collect  or  write  Texas  Hospital  Consultants.  114  West  Glenview,  San 
Antonio,  Texas  78228. 

FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May.  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
working  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8166,  379-8166,  Newton, 
Texas. 

WEST  TEXAS  OB-GYN.  FOUR  MAN  GROUP  desires  associate.  Sal- 

ary $24,000  per  year,  leading  to  partnership.  Military  service  completed 
and  age  under  88  years.  Midland  Women’s  Clinic,  2009  West  Wall, 
Midland,  Texas  79701. 

GENERAL  PRACTITIONER  WANTED  to  join  three  man  clinic  with 
adjoining  44  bed  hospital.  Salary  to  start  with  option  for  partnership. 
Centrally  located  near  Dallas,  Fort  Worth  and  Waco.  Good  schools, 
churches,  five  miles  from  Lake  Whitney.  Contact  James  G.  Barton.  M.D., 
or  Morris  R.  Hill,  M.D.,  Whitney.  Texas.  Phone  AC  817,  694-2222. 

WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  36.  military  com- 
pleted to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-46,  60  miles  from  Dallas.  Beginning 
salary,  $26,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  _Waco, 
and  20  minutes  from  Lake  Whitney  Dam  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd..  Austin.  Texas  78701. 

GENERAL  PRACTICE — The  city  of  George  West  and  environs  need  a 
physician  for  general  practice  due  to  the  retirement  of  the  only  doctor. 
Excellent  opportunity  for  highly  successful  practice  because  of  potential. 
Farming,  ranching  and  oil  main  industries.  Sui>erior  schools,  modern 
hospital  within  26  minutes.  Contact  Tom  Martin,  AC512,  566-2244  collect 
or  write  Route  1,  Box  260,  George  West,  Texas  78022. 


PHYSICIAN  WANTED:  Mart,  Texas  is  located  in  Central  Texas  with 
a population  of  2,200  and  a trade  area  of  10,000  or  more.  There  is  avail- 
able a fully  equipped  clinic.  Nursing  home  with  63  beds  stays  full  at  all 
times.  Physician  potential  net  income  $40,000  to  $50,000  per  year.  For 
additional  information  contact  Georgia  Goodenough,  Chairman,  Medical 
Committee,  Mart  Chamber  of  Commerce,  1201  Texas  Avenue,  Mart,  Texas 
76664. 

$30,000-$40,000  GUARANTEED  FIRST  YEAR.  Little  or  no  practice 
expense.  Maximum  leisure  time  with  family.  General  and  internal  medi- 
cine private  practices  available  in  solo  and  group  situations.  Not  an 
employment  agency.  No  cost  to  physician.  Sanford  Smith,  Director.  Phy- 
sician and  Personnel  Planning,  P.O.  Box  9836,  Houston,  Texas  77016. 
713-463-6324. 

PHYSICIANS  WITH  TEXAS  LICENSE.  Opportunity  to  work  in  state 
institute  for  retarded.  40-hour  week,  retirement  program,  vacation,  other 
fringe  benefits.  Excellent  schools,  fishing,  hunting.  Salary  from  $22,000 
depending  upon  qualifications.  An  equal  opportunity  employer.  Contact 
Superintendent,  Mexia  State  School,  P.  O.  Box  1132,  Mexia,  Texas  76667, 
or  call  AC  817,  662-2821. 

WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator,  P.  O.  Box  28,  Dallas,  Texas. 

OPPORTUNITY  FOR  YOUNG  MD  IN  FAMILY  PRACTICE  in  Spring 
Branch  area  of  Houston.  For  information  contact  Dr.  J.  Siegel,  7410 
Long  Point.  Houston,  Texas  77065 ; telephone  682-2563. 


WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  76501. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  OR  INTERNIST  NEEDED  to  assume  well 
established  second  generation,  35  year  old  practice  in  Houston,  Texas. 
Well  equipped  office,  near  two  fully  accredited  hospitals,  lab  and  x-ray 
available  in  same  complex.  Numerous  specialists  available  in  the  immedi- 
ate area,  excellent  location,  available  immediately.  Contact  Mrs.  Nelson 
W.  Karbach,  Jr.,  411  West  21st,  Houston,  Texas  77008.  Telephone  1-713- 
464-7133. 


INTERNIST.  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  salary 
and  incentive.  Excellent  fringe  benefits  including  retirement  plan.  New 
modern  building  with  fully  equipped  x-ray  and  laboratory  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas  75501. 
Telephone  AC  214,  792-7151. 


STAFF  PHYSICIANS  WANTED.  Full  time  positions  in  general  medi- 
cine at  Veterans  Administration  Hospital,  Waco,  Texas.  Excellent  schools 
and  housing.  Licensure  may  be  in  any  state.  Excellent  fringe  benefits. 
Equal  opportunity  employer.  Contact  Chief  of  Staff,  Veterans  Adminis- 
tration Hospital,  Waco,  'Texas  76703. 


GSa^ERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join 
eighteen  man  multi-specialty  group  in  the  Southwest.  Attractive  starting 
salary  and  incentive.  Excellent  fringe  benefits  including  retirement  plan. 
New  modern  building  with  fully  equipped  x-ray  and  laboratory  facilities. 
Two  accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & 
Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas 
75501.  Telephone  AC  214,  792-7151. 


GENERAL  PRACTITIONER,  INTERNIST,  OPHTHALMOLOGIST, 
PEDIATRICIAN,  ORTHOPEDIST  to  join  six  general  practitioners  and 
three  specialists  in  well  equipped  offices.  Liberal  salary  with  usual  fringe 
benefits  including  hospital/major  medical,  life,  disability,  and  malpractice 
insurance,  and  interest  in  vested,  tax  sheltered  retirement  program.  Two 
year  employee  status  leading  to  full  partnership.  Open  staff  hospital 
appointments  at  fully  accredited.  126  bed  general  hospital  adjacent  to 
office  building.  Texas  Gulf  Coast  area  encompasses  rapidly  growing  in- 
dustrial complex  and  extensive  recreational  facilities  including  fishing, 
boating  and  hunting.  Located  25  miles  from  Houston  and  40  miles  from 
Galveston.  School  system  includes  junior  college.  Contact  H.  H.  Duke,  Jr., 
M.D.,  Medical  & Surgical  Group.  1105  Decker  Drive,  Baytown,  'Texas 
77520.  Telephone  AC  713,  427-1761. 


ASSISTANT  SURGEON — physician  with  thoracic  surgery  experience  or 
training  for  progressive  chest  hospital  affiliated  with  medical  school. 
Entering  salary  negotiable  depending  on  qualifications.  Eligibility  for 
Texas  license  required.  Contact  Personnel  Officer,  East  Texas  Chest 
Hospital.  Box  2003,  Tyler,  Texas  75701.  Equal  opportunity  employer. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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STAFF  POSITION— physician,  preferably  with  internal  medicine  ex- 
perience or  training,  to  become  full  time  staff  member.  Entering  ^lary 
negotiable  with  excellent  future  potential.  Eligibility  for  Texas  license 
required.  Contact  Personnel  Officer,  East  Texas  Chest  Hospital,  Box 
2003,  Tyler,  Texas  75701.  Equal  opportunity  employer. 

EXCELLENT  OPPORTUNITY— $30,000  starting ; full  partnership  after 
one  year.  Internist  (board  eligible  or  certified)  and  general  practitioner. 
Opportunity  to  join  a progressive  group  of  associates  in  a city  of  over 
400,000.  Excellent  working  conditions  : many  benefits — 360  days  of  sun- 
shine—all__typ^_of_recreation^^Box^^l^322^_El^_Pa30^^_Texas_7991^^ 

GENERAL  PRACTITIONER  (ONE  OR  TWO)  NEEDED  to  assume 

practice  of  retiring  doctor  in  Italy,  Texas.  Italy  is  located  30  minutes 
south  of  Dallas  with  a population  of  6,000  within  a 4 rnile  radius.  May 
use  present  office  space  or  will  build  to  doctor’s  specifications.  Italy  h^ 
a modern  75-bed  nursing  home  and  hospital  facilities  14  miles  away  in 
Waxahachie.  Good  school  (Class  A)  and  churches  with  new  hom^  under 
construction.  If  you  will  take  a look,  we  will  pay  expenses.  For  informa- 
tion write  Willis  L.  Bugg,  P.O.  Box  160,  Italy,  Texas  76651,  or  call 
AC  214,  483-6271  or  483-6836.  

WAN’TEDT^ general  PRACTITIONER,  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Annual  salary  $21,500  to  $28,000, 
depending  on  training  and  experience.  40  hour  work  week  with  ample 
vacation  time,  other  fringe  benefits.  Excellent  community  to  live.  Near 
Dallas,  Fort  Worth.  Contact  Medical  Director,  Denton  State  School,  Box 

368,  Denton.  Texas  76201. 

“GENERALT  SURGEON:^ Excellent  opportunity  in  group  practice  with 
future  partnership  if  interested.  In  community  of  some  170,000  in 
Lubbock,  Texas.  If  interested,  please  write  Drs.  English,  Hunt  & 
Upshaw,  1312  Main  Street.  Lubbock,  Texas  79401,  or  call  763-3401. 

A^VAdLABLE  IMMEDIATELY  .^^ingle  general  practitioner’s  M.D. 
clinic  and  practice.  Deceased  physician  53  years  of  practice.  Excellent 
location,  within  two  mile  radius  of  four  major  accredited  hospitals.  City 
of  393,476.  Minimum  earning  capacity  $25,000  per  annum,  more  if 
capable  to  do  surgery  and  ob/gyn.  Will  consider  locum  tenens.  Dr. 
A.  M.  Huffman  Clinic,  1201  Hemphill.  Fort  Worth,  Texas  76104;  phone 

1-817-332-8171,  1-817-926-2335,  l-817^65-17j^^ 

“excellent"^  opportunity  FOR  PHYSICIANS  in  Carrizo 

Springs,  Texas,  a winter  garden  in  the  heart  of  the  bimsh  country. 
Office  space  available  in  new  Dimmit  County  Medical  Center,  adjacent 
to  32  bed  hospital  and  new  60  bed  nursing  home.  Contact  C.  W. 
Vandervoort,  500  N.  1st  Street,  Carrizo  Springs,  Texas  78834;  phone 
512-876-2550 . 

PSYCHIATRIST:  Board  certified  or  eligible  with  Texas  license  or 
eligible  for  reciprocity,  for  2,700  bed  modern  State  Hospital.  Salary 
$24,000,  plus  additional  for  board  certification.  Apply:  Luis  M.  Cowley, 
M.D.,  Terrell  State  Hospital,  Terrell,  Texas  75160.  An  equal  opportunity 

employer. 

^PHYSICIANS:  Texas  license  or  eligible  for  reciprocity,  for  2,700-bed 
modern  State  Hospital.  Salary  $21,500.  Apply:  Luis  M.  Cowley,  M.D., 
Terrell  State  Hospital.  Terrell,  Texas  75160.  An  equal  opportunity  em- 
ployer.   

^IPROFITABLE  practice  in  small  town  of  Alto  open  to  respon- 
sible physician.  Extremely  low  overhead  in  newly  remodeled  clinic  next 
to  oral  surgeon,  owned  by  civic  group.  45  bed  hospital  12  miles  on 
4-lane  highway.  Contact  Bill  Warner,  Box  57,  Alto,  Texas  75925; 
phone  713-858-4311,  or  nights  and  Sunday  858-4478. 

GENERAL  SURGEON,  board  certifie<l/eligible  to  practice  with  7-man 
group.  Salary  negotiable,  leading  quickly  to  full  partnership.  County 
seat,  one  hour  drive  from  Dallas  or  Fort  Worth.  Two  fine  recreational 
lakes  within  16  miles.  Group  is  majority  of  staff  of  100  bed  hospital. 
Serves  Hill  and  adjoining  counties.  Contact  James  M.  Buie,  M.D.,  Box 
1005,  Hillsboro,  Texas  76645. 

OPENINGS  FOR  GENERAL  PRACTICE  and  all  specialties  avail- 
able in  the  near  vicinity  of  Pasadena  Bayshore  Hospital.  This  is  a 300 
bed  hospital,  with  a 100  bed  annex  and  two  professional  buildings 
locat^  immediately  adjacent  to  the  hospital  grounds.  This  hospital  is 
located  in  a growing  city  of  nearly  100,000  population,  adjacent  to  the 
NASA-Clear  Lake  area  and  Houston.  Interested  doctors  should  address 
their  inquiries  to  G.  G.  Alexander,  M.D.,  3912  Brookhaven,  Pasadena, 
Texas  77504.  

GENERAL  PRACTITIONER  OR  INTERNIST  WANTED  (Texas  li- 
cense required)  for  student  health  physician.  Salary  $22,500  with  fringe 
benefits  and  pleasant  association  with  three  other  physicians  to  care 
for  students.  Write  Dr.  E.  K.  Mills,  Director  of  Student  Health,  North 
Texas  State  University,  Denton,  Texas  76203  or  call  387-4511,  Ext.  338. 

WANTED  GENERAL  SURGEON  to  join  GP  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas.  Beginning  salary 
$3000  per  month  or  may  be  on  own.  Call  or  write  M.  A.  Childress, 
M.D.,  P.O.  Box  289,  Goldthwaite,  Texas  76844;  phone  915-648-2212. 

HIGH  MON’THLY  GUARANTEE  FOR  A GENERAL  SURGEON  with 
group  in  small  city  near  metropolitan  area.  Large  referring  physician 
population.  No  cost  to  physician.  Excellent  hospital  facilities.  Send  cur- 
riculum vitae  to  or  call  Sanford  Smith,  Director  of  Physician  and  Per- 
sonnel Planning,  P.O.  Box  9836,  Houston,  Texas  77015;  713-453-6324. 


ANESTHESIOLOGIST  TO  JOIN  GROUP  in  fine  East  Texas  town. 
Want  clinical  anesthesiologists  to  participate  in  full  community  surgical 
and  obstetrical  service.  Highest  moral  character  and  background  as  im- 
portant as  professional  training  and  background.  Excellent  income  and 
congenial  working  and  living  conditions.  A great  opportunity  for  the  right 
individual.  Give  full  details  in  first  letter;  confidential.  Please  reply  to 
Ad-330.  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


INTERNIST-GASTROENTEROLOGIST,  35  years  old,  trained  in  G.I., 
x-ray,  endoscopy.  Will  do  internal  medicine  plus  gastroenterology.  Desires 
to  relocate  in  Dallas  or  Houston  area.  Please  reply  to  Ad-319,  Texas 
Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


OBSTETRICIAN/GYNECOLOGIST— a 35  year  old  OB/GYN,  trained  in 
a university  program,  immigrant,  seeks  opportunity  beginning  December 
1971.  Academic  positions  highly  welcome.  For  additional  information 
contact  Ad-327,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


GENERAL  MEDICINE-CARDIOLOGY— 18  years  general  medicine, 
age  44,  will  complete  one  year  cardiology  fellowship  at  Baylor,  Sep- 
tember 1971.  Experience  with  EKG  interpretations,  pacemakers,  CCU 
and  ICU,  and  cardiac  catheterization.  Desires  Texas  location.  Contact 
Charles  R.  Burroughs,  M.D.,  13106  Trail  Hollow,  Houston,  Texas  77024. 

YOUNG  M.D.  with  three  years  experience  as  general  practitioner 
desires  full-time  or  part-time  employment  in  Houston  area  from  No- 
vember 1,  1971,  to  June  30,  1972.  US  medical  school  graduate.  Contact 
AD-328,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

SEEKING  POSITION : Soon  to  retire  Navy  Chief  Hospital  corpsman 
with  19  years  experience  in  patient  care  desires  position  with  doctor, 
preferably  in  rural  southcentral  area.  I’or  further  information  contact: 
C.  R.  Reed,  7231  Oakwood  Drive,  Jacksonville,  Florida  32211  or  phone 
904-724-5630.  


For  Sale  or  For  Rent 


NEW  PROFESSIONAL  BUILDING,  across  from  Baptist  Hospital. 
Total  of  16,000  sq.  ft.  Completion  date  August  1972.  Facilities  to  include 
lab  and  x-ray,  pharmacy,  parking  for  114  cars.  Leases  available.  Write 
or  call  Walter  P.  Sykes,  M.D.,  3430  Fannin,  Beaumont,  Texas,  1-713- 
832-1321;  or  James  Mann.  M.D.,  723  Washington  Blvd.,  Beaumont, 
Texas,  1-713-832-3423. 


FOR  RENT.  Office  space  in  modern  building  two  blocks  off  North 
Central  Expressway.  Convenient  to  all  hospitals.  Parking  area.  Two 
examining  rooms  and  consultation  room.  Use  of  x-ray  and  lab  in 
building.  Make  all  inquiries  through  AD-329,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


OFFICE  SPACE— ARLINGTON,  TEXAS.  Near  two  hospitals.  Will 
build  to  suit  tenant  at  reasonable  cost  per  square  foot  with  option  to 
buy  or  on  a lease  basis.  Flexible.  Contact  Kurt  W.  Meyer,  D.D.S.,  1121 
North  Cooper,  Arlington,  Texas  76010. 


Miscellaneous 


NEW!  VILLAGE  OF  HOPE,  INC.  NBW!  Beautifully  furnished  home 
for  unwed  expectant  mothers.  Private  bedrooms.  Reasonable  fees.  Chris- 
tian supervision  and  counseling.  Protestant  or  Catholic  licensed  adoption 
services.  Excellent  obstetrical  services.  Contact  Mrs.  Bee  Hogan,  Execu- 
tive Director,  P.O.  Box  2164,  Amarillo,  Texas  79105.  Telephones  806- 
355-4692,  806-374-0943.  Completely  confidential. 


All  1 can  do  is  ask. 


Remember,  only  you  can 


prevent  forest  fires. 
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Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  “Hospi- 
telble”  Francis  way. 


FRANCIS  HOSPITELS,  INC.,  Suite  204,  7700  Chevy  Chase  Drive,  Austin,  512  454-5101 


FRANCtS  CONVALESCENT  CENTERS— WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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♦Inactive  status 


anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  ta  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone— has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-nng, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenathiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reductian;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 


r\  Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc, 
, / Nutley.  N.J,  07110 


In  Swimm 


a re  a pt  to  encou  nter  a u ra  I 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furacin^Otic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0.375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrone  is  intact, 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  ore  active  against 
a voriety  of  gram-positive  and  gram-negotive  organisms.  Activity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  octive  against  Candida  (Monilio)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reactions  (a)  limit  application  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  15  cc.  with  dropper. 


®Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEW  YORK  13815 
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SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


SCHERER/Texas 
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SCIENTIFIC  ARTICLES 

50  Experimental  Studies 
of  Cardiac  Function 
During  Irreversible 
Hemorrhagic  Shock 

Royce  D.  Brough,  Jr., 
a student  at  The  Univer- 
sity of  Texas  Medi- 
cal School  at  San  Antonio, 
is  the  winner  of  the  sixth 
annual  Texas  Medicine 
award  for  excellence 
in  scientific  writing. 

He  is  a graduate  of  Abilene 
Christian  College, 
has  taught  mathematics 
in  high  school  and 
college,  attended  the 
University  of  Mississippi 
School  of  Medicine 
as  a predoctoral  fellow 
in  physiology,  and  will 
receive  an  MS  in  physi- 
ology this  fall.  He 
entered  the  San  Antonio 
medical  school  in  1969, 
and  received  a Medi- 
cal Student  Research 
Fellowship  in  1970. 

Upon  completion  of  a 
dissertation,  he  will 
also  receive  a PhD  in 
medical  physiology. 

58  Multiple  Anesthetics — 
What  Choice? 

Dr.  Roy  D.  Wilson  is 
a professsor  of  anesthesiol- 
ogy at  The  University 
of  Texas  Medical  Branch 
at  Galveston  and  chief 
of  the  Division  of 


Anesthesiology  at  Shriners 
Burns  Institute.  Also 
associated  with  these 
institutions  are  his  co- 
authors, Dr.  Cecile  M. 
Khoury;  Christa  Knapp, 

RN;  Dr.  D.S.  Kim;  and  Dr. 
Charles  R,  Allen. 

67  Management  of  Venous 
Thromboembolic  Disease 

Dallas  physicians 
Drs.  Charles  H.  Fuller  and 
0.  L.  Willbanks 
practice  surgery,  empha- 
sizing peripheral  vascu- 
lar surgery.  Dr.  Fuller  is 
clinical  assistant  pro- 
fessor of  surgery  at 
The  University  of  Texas 
Southwestern  Medical 
School  in  Dallas. 

Dr.  Willbanks  is  director  of 
surgical  education  at 
Baylor  University  Medical 
Center  in  Dallas. 

Both  physicians  are 
certified  by  the  American 
Board  of  Surgery. 

Their  article  is  from  the 
Department  of  General 
Surgery,  Baylor  Uni- 
versity Medical  Center  in 
Dallas. 

80  Cardiac  Catheterization 
and  Cine  Coronary 
Arteriography  in  a Com- 
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vascular Laboratory 
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4:30  a.m.  Effective  through  the 
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Texas  MDs  will  gather  in  Austin  to  hear  ideas  on  current  medical  topics 
and  enjoy  football  and  Mexican  fiesta  at  annual  fall  conference 


On  Oct.  2,  some  650  physicians  are 
expected  to  gather  in  Austin  for  ses- 
sions of  the  Texas  Medical  Associa- 
tion’s 1971  Conference  on  Medical 
Practice. 

Physicians  attending  the  conference 
will  have  an  opportunity  to  listen  to 
presentations  by  four  outstanding  out- 
of-state  guest  speakers  and  a panel 
discussion  involving  four  Texas  physi- 
cians and  TMA’s  executive  secretary. 
Two  fun-filled  entertainment  programs 
will  also  be  available  for  conference 
participants  to  enjoy. 

Speakers 

Leading  off  the  conference  will  be 
TMA  President  Dr.  James  H.  Sammons 
of  Baytown.  Dr.  Sammons  will  welcome 
conference  participants:  then,  he  will 
speak  on  “Goals  and  Challenges  for 
Texas  Medicine.” 

Dr.  Russell  B.  Roth,  of  Erie,  Pa., 
speaker  of  the  House  of  Delegates  of 
the  American  Medical  Association,  will 
follow  Dr.  Sammons  on  the  program. 
Title  of  his  address  is  “Putting  It  All 
Together  Versus  Taking  It  All  Apart.” 

Next  on  the  program  will  be  Dr. 
F.  C.  Coleman  of  Tampa,  Fla.  The 
vice-chairman  of  the  AMA  Council  on 
Health  Manpower,  he  will  speak  on  a 
topic  of  current  interest  across  the 
state  and  the  nation:  “The  Health 
Manpower  Shortage — Fact  or  Fiction.” 

Innovation  and  progress  in  medical 
education  will  be  Dr.  Warren  L.  Bos- 
tick's topic.  Dr.  Bostick  is  dean  of  the 
University  of  California  College  of  Med- 
icine at  Irvine,  Calif. 

The  fourth  out-of-state  guest  speak- 
er will  be  Dr.  William  B.  Hildebrand  of 
Menasha,  Wis.  Dr.  Hildebrand  is  the 


AMA  commissioner  on  the  Joint  Com- 
mission on  Accreditation  of  Hospitals. 
He  will  give  physicians  and  others  “An 
Inside  Look  at  the  Joint  Commission 
on  Accreditation  of  Hospitals.” 

Panel  presentation 

Participating  in  the  panel  that  will 
end  the  formal  conference  program 
will  be  Dr.  Ed  W.  Schmidt  of  Pecos, 
TMA  Vice-President:  Dr.  Walter  Walthall 
of  San  Antonio,  Immediate  Past  Presi- 
dent of  the  Association:  Dr.  Charles 
Max  Cole  of  Dallas,  another  Past  Presi- 
dent of  TMA:  Dr.  Joseph  T.  Painter  of 
Houston,  chairman  of  the  TMA  Coun- 
cil on  Tax-Financed  Health  Care  Pro- 
grams: and  C.  Lincoln  Williston,  TMA 
executive  secretary. 

Dr.  Schmidt  will  serve  as  moderator, 
while  panel  participants  will  present 
ideas  on  the  following  subjects:  Dr. 
Walthall,  “TMA  Policy  Positions  on 
Osteopathy”:  Dr.  Cole,  “Peer  Review — 
Ongoing  Programs  in  Texas:  Policy 
Positions  of  TMA  and  AMA:  Proposals 
in  Congressional  Legislation”:  Dr. 
Painter,  “Foundations  for  Medical 
Care”:  Mr.  Williston,  “Direct  Billing 
and  the  Acceptance  of  Assignments: 
Options  and  Limitations  for  the  Phy- 
sician.” 

Time  will  be  allotted  for  a discus- 
sion period  and  a question-and-answer 
session  after  all  panel  participants 
have  spoken. 

Orientation  program 

New  and  transfer  physicians  may 
attend  the  traditional  Orientation  Pro- 
gram in  lieu  of  the  panel  presentation. 

The  Orientation  Program  is  designed 
to  acquaint  new  and  transfer  physi- 
cians in  the  Association  with  the  work- 


ings of  TMA  and  with  the  services 
offered  by  the  Association. 

Dr.  Jack  B.  Lee  of  San  Antonio, 
speaker  of  the  TMA  House  of  Dele- 
gates, will  preside  over  the  session. 
Participants  will  include  Dr.  James  A. 
Hallmark  of  Fort  Worth,  vice-chairman 
of  the  TMA  Board  of  Trustees,  who  will 
speak  on  “An  Accounting  of  Steward- 
ship: What  Happens  to  Your  Dues”, 
Dr.  Charles  B.  Dryden,  Jr.,  of  Wichita 
Falls,  chairman  of  the  Board  of  Coun- 
cilors, who  will  address  participants  on 
“Medical  Ethics — Obligations  of  the 
Physician  to  His  Colleagues  and  to  the 
Medical  Profession”:  Donald  M.  Ander- 
son, TMA  assistant  executive  secre- 
tary, “Serving  the  Doctors  of  Texas”: 
Dr.  Robert  Mayo  Tenery  of  Waxaha- 
chie.  Past  President  and  chairman 
of  the  TMA  Council  on  Constitution 
and  By-Laws,  “Doctor-Patient  Rela- 
tions”: and  Sam  V.  Stone,  Jr.,  the  As- 
sociation’s assistant  general  counsel, 
“Legal  Aspects  of  Medical  Practice: 
Malpractice — How  to  Avoid  It.” 

This  year,  the  conference  will  be 
held  at  the  Joe  C.  Thompson  Confer- 
ence Center  located  adjacent  to  the 
north  end  of  the  Lyndon  Baines  John- 
son Library  on  The  University  of  Texas 
at  Austin  campus.  In  addition  to  the 
formal  conference  program,  many  TMA 
councils  and  committees  will  be  meet- 
ing during  the  weekend  to  transact 
business. 

Just  to  enjoy 

Sports-minded  physicians  and  their 
families  will  also  be  able  to  attend  the 
University  of  Texas  vs.  Oregon  football 
game.  The  game  will  begin  at  4 p.m. 
in  nearby  Memorial  Stadium.  Tickets 
for  the  grid  contest  may  be  ordered 
from  the  TMA  Business  Office.  Price 
per  ticket  is  $6. 

After  the  final  gun  sounds  on  the 
football  field,  physicians  may  drive  to 
Fiesta  Gardens  on  Austin’s  Town  Lake 
for  an  aftergame  cocktail  hour  hosted 
by  the  TMA  Group  Insurance  Program. 

Following  the  cocktail  party,  an 
Evening  at  Fiesta  Gardens — Noche  a 
Fiesta  Jardines — is  planned.  The  en- 
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tertainment  package  includes  a Mexi- 
can dinner,  beer  and  set  ups,  chips 
and  dips,  a lively  mariachi  band,  danc- 
ing to  a combo  'til  midnight,  and  a 
chance  for  a moonlight  boat  ride  on 
Town  Lake.  Cost  will  be  $5.50  for  each 
person  attending  the  party. 

For  more  details,  the  full  conference 
schedule  may  be  found  on  page  10a. 

Physicians  asked  to  lead 
fight  against  drug  abuse 

In  a mailing  to  all  members  of  the 
Texas  Medical  Association,  TMA  Presi- 
dent Dr.  James  H.  Sammons  called 
for  physicians  to  assume  leadership  in 
battling  the  growing  problem  of  drug 
abuse  in  America. 

Dr.  Sammons  made  the  plea  in 
response  to  President  Richard  M. 
Nixon's  challenge  to  America’s  physi- 
cians to  take  the  lead  in  curing  and 
preventing  drug  abuse.  President  Nixon 
made  the  challenge  at  the  American 
Medical  Association’s  Annual  Conven- 
tion held  in  June. 

In  his  letter  to  members.  Dr.  Sam- 
mons enumerated  three  ways  in  which 
the  challenge  will  be  met  by  the  Asso- 
ciation. 

First,  the  TMA  President  directed 
the  boards,  councils,  and  committees 
of  the  Association  to  strengthen  and 
expand  all  present  programs  aimed  at 
combating  drug  dependence.  He  asked 
that  "particular  attention”  be  paid  to 
“prevention,  identification,  treatment, 
and  rehabilitation.” 

Dr.  Sammons  has  also  called  on 
presidents  of  county  medical  societies 
“to  establish  a drug  abuse  or  other 
appropriate  committee  to  implement 
effective  programs  at  the  community 
level.” 

The  third  tactic  to  be  used  in  the 
battle  against  widespread  drug  use 
will  be  the  support  and  cooperation  of 
each  individual  physician,  noted  Dr. 
Sammons.  He  wrote,  “We  will  need 
the  full  cooperation  of  all  physicians, 
whether  in  practice,  research,  teaching, 
or  administration,  to  give  special  atten- 
tion to  the  problems  of  drug  abuse 
and  to  volunteer  their  efforts  to  com- 
munity programs.” 


“More  specifically,”  said  Dr.  Sam- 
mons, “may  I ask  you  to  limit  the  use 
of  amphetamines  and  other  stimulant 
drugs  to  specific,  well-recognized  med- 
ical indications.”  The  TMA  President 
pointed  out  that  amphetamines  rank 
among  the  most  widely  abused  non- 
narcotic drugs.  Dr.  Sammons  also 
asked  physicians  to  carefully  review 
their  prescribing  practices  on  all  drugs 
with  abuse  potential. 

The  communication  to  TMA  mem- 
bers also  included  a synopsis  of  drug 
abuse,  with  listings  of  frequently 
abused  drugs,  symptoms  during  use 
and  during  withdrawal,  and  treatment 
measures. 

Dr.  Sammons  commented  that  the 
program  launched  recently  by  the  Har- 
ris County  Medical  Society  has  been 
impressive — “the  total  decline  in  the 
dispensing  of  prescriptions  for  am- 
phetamines has  been  measured  at 
45%. ” 

A news  release  describing  Dr.  Sam- 
mons’ action  was  also  distributed  to 
newspapers  across  the  state. 

Council  to  review 
vendor  drug  program 

A letter  expressing  concern  about 
the  additional  paperwork  that  will  fall 
burden  on  Texas  physicians  who  treat 
welfare  recipients  has  gone  to  all  presi- 
dents, secretaries,  executive  officers, 
delegates,  and  alternate  delegates  of 
county  medical  societies.  Physicians 
across  the  state  had  expressed  queries 
regarding  a new  vendor  drug  program. 

The  letter,  by  TMA  President  Dr. 
James  H.  Sammons,  noted  that  the 
new  program,  which  was  approved  by 
the  62nd  Legislature  to  go  into  effect 
on  Sept.  1,  places  a great  administra- 
tive burden  on  physicians.  Dr.  Sam- 
mons explained  that  TMA  representa- 
tives met  with  the  Commissioner  and 
top  administrative  officers  of  the  State 
Department  of  Public  Welfare  to  dis- 
cuss the  program  and  its  consequences 
for  physicians. 

As  a result  of  the  meeting,  it  was  de- 
cided that  the  department  will  continue 
to  send  information  about  the  program 
to  physicians,  but  will  attach  a cover- 


ing note  explaining  that  the  guidelines 
and  responsibilities  for  physicians  are 
still  flexible.  “They  agreed  that  it  will 
not  be  mandatory  for  physicians,  at 
this  time,  to  assume  the  suggested  re- 
sponsibilities,” wrote  Dr.  Sammons. 
Thus,  the  primary  responsibility  of  the 
physician  continues  to  be  the  writing  of 
the  prescription,  as  it  has  been  and  is 
for  all  his  patients. 

On  Oct.  1,  members  of  the  TMA 
Council  on  Tax-Financed  Health  Care 
Programs  will  meet  with  Welfare  De- 
partment officials  to  thoroughly  review 
the  new  program. 

Examiners  warn  not  to 
pre-sign  marriage  forms 

Dr.  M.  H.  Crabb,  secretary  of  the  Texas 
State  Board  of  Medical  Examiners,  re- 
minds physicians  that  they  should  not 
pre-sign  forms  for  Medical  Examination 
Certificate  Required  for  Each  Applicant 
to  Obtain  a Marriage  License  in  Texas. 
To  so  do  is  a violation  of  the  Penal 
Code  of  Texas  and  the  Medical  Practice 
Act. 

Dr.  Crabb  commented  that  it  has 
been  brought  to  the  board’s  attention 
that  a few  physicians  in  Texas  are  pre- 
signing such  forms. 

Boundaries  changed  for 
state  Medicare  zones 

Effective  on  July  1,  the  boundaries  of 
the  Medicare  zones  in  Texas  were 
adjusted  to  provide  for  better  use  of 
manpower,  for  balancing  the  work  load 
of  the  program,  for  economic  savings, 
and  for  reducing  travel  time  within  the 
zones. 

The  readjustment  was  announced 
by  Walter  L.  Dick,  assistant  director 
for  administration.  Certification  and 
Consultation  Division,  Medical  Care 
Administration  Services  Section,  Texas 
State  Department  of  the  Health. 

Dick  explained  that  two  zones  (Ill- 
North  and  Ill-South)  have  been  com- 
bined into  a new  zone  III.  The  accom- 
panying map  on  page  10  shows  the 
various  zones  within  the  state. 

The  Medicare  boundaries  are  de- 
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TEXAS  STATE  DEPARTMENT  OF  HEALTH 
MEDICAL  CARE  ADMINISTRATION  SERVICES  SECTION 
CERTIFICATION  AND  CONSULTATION  DIVISION 
ZONES 


State  Medicare  zone  boundaries. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investment 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the-minute  values 
on  mutual  funds.) 

Original  Net  asset 

price  value  per  share ^ 

Investment  media  9-30-68  6-30-71  6-30-71* 


signed  to  permit  surveyor  personnel  to 
reach  the  greatest  concentration  of 
facilities  and  to  spend  a maximum 
amount  of  time  in  each  facility  with  a 
minimum  amount  of  travel.  The  Certi- 
fication and  Consultation  Division  is 
responsible  for  the  administration  of 
Title  XVIII  of  the  Social  Security  Act  in 
accordance  with  an  agreement  between 
the  Texas  State  Department  of  Flealth 
and  the  US  Department  of  Health,  Edu- 
cation, and  Welfare.  This  agreement 
provides  that  the  Texas  State  Depart- 
ment of  Health  will  certify  as  to  wheth- 
er hospitals,  extended-care  facilities,  in- 
dependent laboratories,  home  health 
agencies,  providers  of  outpatient  phy- 
sical therapy  services,  and  portable 
diagnostic  x-ray  services  meet  the  eligi- 
bility requirements  for  participation  in 
the  Health  Insurance  for  the  Aged  Pro- 
gram. The  department  also  provides 
assistance  services  to  facilities  in  meet- 
ing such  requirements. 

To  assist  providers  in  meeting  the 
conditions  of  participation,  the  Certifi- 
cation and  Consultation  Division  has 
available,  through  its  zone  operations, 
qualified  and  competent  specialists  in 
the  following  areas:  hospital  adminis- 
tration, nursing,  laboratory,  pharmacy, 
medical  records,  medical  social  servic- 
es, x-ray  services,  physician  services, 
and  physical  therapy  services. 

All  participating  Medicare  facilities 
that  were  placed  in  a new  geographical 
zone  by  the  readjustment  have  been 
notified  of  the  change. 

Assistance  and  information  on  the 
Medicare  program  may  be  obtained 
from  the  supervisor  of  each  zone:  zone 
I — Bart  Watson,  3610  Ave.  Q,  Suite 
211,  Lubbock  79412;  zone  II — Ches- 
ter E.  Beaver,  523  W.  Beauregard,  San 
Angelo  76901;  zone  III — Carroll  Greg- 
ory, 5425-B  Burnet  Rd.,  Austin  78756; 
zone  IV — Robert  Maybell,  3317  Mont- 
rose Blvd.,  Suite  320,  Houston  77006; 
and  zone  V — John  Kistler,  351  W.  Jef- 
ferson, Carter  Tower,  Room  303,  Dal- 
las 75208. 

The  former  supervisors  of  zones  Ill- 
North  and  Ill-South,  James  Howerton 
and  Harold  Cochran,  respectively,  will 
continue  their  assignments  in  zone  III 
as  specialists  in  hospital  administra- 
tion. 

Dr.  R.  C.  Jordan  serves  as  chief  of 
the  Medical  Care  Administration  Ser- 
vices Section,  and  Eugene  L.  Bailey  is 
director  of  the  Certification  and  Con- 
sultation Division. 


Mercantile  National  Bank  Stock  Fund 
Loomis-Sayles  Capital  Development  Fund 
T.  Rowe  Price  Growth  Stock  Fund 
Loomis-Sayles  Mutual  Fund 
Stein  Roe  & Farnham  Balanced  Fund 
Mercantile  Bank  Fixed  Income  Fund 


$10.25 

$10.74 

$10.74 

14.20 

11.27 

13.32 

25.93 

26.32 

28.65 

16.82 

14.29 

17.40 

23.34 

19.89 

28.03 

10.00 

10.27 

10.27 

*Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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1971  Conference  on  Medical  Practice 
and  Orientation  Program 

Saturday,  Oct  2 • 9 a.m.  to  1:15  p.m.  • Joe  C.  Thompson  Conference  Center  • Austin 


WHO 

WHAT 

WHERE 

WHEN 

Registration,  Coffee 

Lobby 

8:30  a.m. 

James  H.  Sammons,  MD 

Baytown 

President 

Texas  Medical  Association 

Welcome  and  Introductory  Comments 

Auditorium 

9:00  a.m. 

James  H.  Sammons,  MD 

Baytown 

President 

Texas  Medical  Association 

Goals  and  Challenges  for  Texas  Medicine 

Auditorium 

9:10  a.m. 

Russell  B.  Roth,  MD 

Erie,  Pa. 

Speaker,  House  of  Delegates 

American  Medical  Association 

Putting  It  All  Together 

Versus  Taking  it  All  Apart 

Auditorium 

9:25  a.m. 

F.  C.  Coleman,  MD 

Tampa,  Fla. 

Vice-Chairman,  Council  on 

Health  Manpower 

American  Medical  Association 

The  Health  Manpower  Shortage- 
Fact  or  Fiction 

Auditorium 

9:50  a.m. 

W/arren  L.  Bostick,  MD 

Irvine,  Calif. 

Dean 

University  of  California 

College  of  Medicine 

Medical  Education  Innovation 

Versus  Progress 

Auditorium 

10:15  a.m. 

William  B.  Hildebrand,  MD 

Menasha,  Wis. 

AMA  Commissioner 

Joint  Commission  on 

Accreditation  of  Hospitals 

An  Inside  Look  at  the 

Joint  Commission  on 

Accreditation  of 

Hospitals 

Auditorium 

10:40  a.m. 

Coffee  Break 

Auditorium 

11:10  a.m. 

What's  Going  On  in  Texas  Medicine? 

Issues  and  Concepts  in  Medical  Service 

Auditorium 

11:25  a.m. 

* 

Orientation  Program 

Room  2-102 

11:25  a.m. 

Football— The  University  of  Texas 
vs.  University  of  Oregon 

Memorial  Stadium 

4:00  p.m. 

Sponsors;  TMA  Group 

Insurance  Program 

Hospitality  Hour, 

"Evening  at  Fiesta  Gardens” 

Fiesta  Gardens 

Town  Lake 

7:00  p.m. 

*Coniplete  programs  on  next  page. 
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What's  Going  On  in  Texas  Medicine? 
Issues  and  Concepts  in  Medical  Service 


11:25  a.m.  to  1 p.m.  • Auditorium  • Joe  C.  Thompson  Conference  Center 


WHO 

WHAT 

Ed  W.  Schmidt,  MD 

Moderator 

Pecos 

Vice-President 

Texas  Medical  Association 

Walter  Walthall,  MD 

TMA  Policy  Positions  on  Osteopathy 

San  Antonio 

Immediate  Past  President 

Texas  Medical  Association 

Charles  Max  Cole,  MD 

Peer  Review— Ongoing  Programs  in  Texas; 

Dallas 

Policy  Positions  of  TMA  and  AMA; 

Past  President 

Proposals  in  Congressional  Legislation 

Texas  Medical  Association 

Joseph  T.  Painter,  MD 

Foundations  for  Medical  Care 

Houston 

Chairman, 

TMA  Council  on  Tax-Financed  Health  Care  Programs 

C.  Lincoln  Williston 

Direct  Billing  and  the  Acceptance  of  Assignments; 

Austin 

Options  and  Limitations  for  the  Physician 

Executive  Secretary 

Texas  Medical  Association 

Discussion 

Questions  and  Answers 

Orientation  Program 

11:25  a.m.  to  1:15  p.m.  • Room  2-102  • Joe  C.  Thompson  Conference  Center 


WHO 

WHAT 

WHEN 

Jack  B.  Lee,  MD 

San  Antonio 

Speaker,  House  of  Delegates 

Texas  Medical  Association 

Presiding 

11:25  a.m. 

James  A.  Hallmark,  MD 

Fort  Worth 

Vice-Chairman,  Board  of  Trustees 

Texas  Medical  Association 

An  Accounting  of  Stewardship; 

What  Happens  to  Your  Dues 

11:25  a.m. 

Charles  B.  Dryden,  Jr.,  MD 

Wichita  Falls 

Chairman,  Board  of  Councilors 

Texas  Medical  Association 

Medical  Ethics— Obligations  of  the  Physician 
to  His  Colleagues  and  to  the  Medical  Profession 

11:45  a.m. 

Donald  M.  Anderson 

Austin 

Assistant  Executive  Secretary 

Texas  Medical  Association 

Serving  the  Doctors  of  Texas 

12:05  p.m. 

Robert  Mayo  Tenery,  MD 

Waxahachie 

Past  President 

Texas  Medical  Association 

Doctor-Patient  Relations 

12:25  p.m. 

Sam  V.  Stone,  Jr.,  LLB 

Austin 

Assistant  General  Counsel 

Texas  Medical  Association 

Legal  Aspects  of  Medical  Practice; 

Malpractice— How  to  Avoid  It 

12:45  p.m. 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


""the  T>onnatal  ^^Effecf 


each  tablet,  capsule  or  each  Donnatal  each  ^ 

5 cc.  teaspoonful  of  elixir  ( 23“''o  alcohol)  No.  2 Extentab 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111 

0.0582 

mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195 

mg. 

phenobarbital 

(W  gr.)  16.2 

mg. 

(‘/2  gr. ) 32.4 

mg. 

( gr. ) 40.6 

mg. 

(warning:  may  be  habit  forming) 

Brief  summary.  Side  effects;  Blurring  ul  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
ptients  with  incipient  glaucoma  or  urinary  bladder  neck  ohstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  a hypersensitivity  to 
any  of  the  ingredients. 

/IHDOBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


F LEMON  TREE  so  VERyPRETTX 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EKiHTT  LEMONS. 
IS  IMPOSSIBLE  TO  EAT.  i 


2 ways  to  provide  a month’s 
therapeutic  supply  of  Vitamin  C: 

180  lemons  or  30  Allbee  with  C 

As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.).  But  your  patient  would 
still  have  to  eat  180  lemons  every  month— 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Bg  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


30  Capsules 

Allb66^ithC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (Vit.  B,)  15  mg 

Riboflavin  (Vit.  Bj)  10  mg 
Pyndoxine  hydro- 
chloride (Vit.  Bj)  5 mg 
Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 
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For  new  medical  facilities 
designed  to  work  best  for  you 


\ single  source  best  meets  your  needs. 


For  new  facilities  that  are  in  keeping  with  your  needs  . . . now  and  for  the 
future  . . . For  better  ways  to  function  . . . Call  BBC  Health  Care  Industries, 
The  ''single  responsibility"  source  for; 


ECONOMIC  FEASIBILITY 
• SITE  ANALYSIS 
' SITE  ACQUISITION 
■ PLANNING  AND  FINANCING 
•DESIGN  AND  ENGINEERING 
■CONSTRUCTION  MANAGEMENT 
■EQUIPPING  AND  FURNISHING 
-GUARANTEED  COST 


. . . Write,  wire  or  phone,  without  obligation: 

Discuss  your  needs  with 

Mr.  G.  L.  Brown,  Vice  President,  today. 

BBC  Health  Care 
Industries,  Inc.  4^ 


1130  Hampton  Avenue,  St  Louis,  Missouri  63139 

(314)  647-3800 

A Health  Care  Subsidiary  of  Bank  Building 
Corporation,  the  nation's  largest,  most  experienced 
firm  specializing  in  planning,  designing,  building 
and  furnishing  financial  institutions. 


■MASTER  AND  LONG  RANGE 
PLANNING 

■ HEALTH  MAINTENANCE 
ORGANIZATION  PROGRAMS 

■ GROUP  PRACTICE  STUDIES 

■ OPERATIONS  ANALYSIS 

■ FEASIBILITY  STUDIES 
■SYSTEMS  ANALYSIS 


^ Mr.  G.  L.  Brown, 
Vice  President 
BBC  Health  Care 
Industries,  Inc. 
1130  Hampton  Avenue 
St.  Louis,  Mo.  63139 

Please  have  a representative  call  □ 


Please  send  additional  information  D 


City 


Address 


Name . 


. State . 


Zip, 


Telephone  (Include  Area  Code) 


Itatroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 
System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  a simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  with 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 


i The  new  Rocom  Medical  Management  System*  can 
. help  you  provide  better  care  for  your  patients 
I and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
; were  consulted  about  their  particular  office 
! problems;  and  more  than  two  years  of  development 
I under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
I without  upsetting  existing  routines. 

■ Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
[telephone,  and  scheduling  appointments.  They 
[may  be  employed  alone,  in  various  combinations, 

I or  preferably,  as  the  complete  Rocom  Medical 
'Management  System,  depending  on  your  own  office 
; situation. 

Most  physicians  --  whether  they  practice  alone 
1 or  with  a group  --  will  find  one  or  more  of 
! these  components  useful.  You  are  invited  to 
: obtain  additional  information  about  the  Rocom 
; Medical  Management  System  by  sending  us  the 
j accompanying  coupon. 


ROCOM"  <» 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  ir  obtaining  additional 
information  about: 

j — I Health  History  | — . Medical  Record 

I — I System  I I System 

I 1 Telephone  System  Q Appointment  System 


Name 

Specialty 

Street 

City 

State 

Please  do  not  forget  Zip  Code 

Rocom  Telephone  System  a complete 
system;  one  that  can  be  understood  quickly 
by  your  newest  office  aide;  one  that  permits 
your  staff  to  answer  specific  patient  questions 
with  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  --  worked 
out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


•Created  and  developed  by  Patient  Care  Systems,  Inc. 


You’ll  rely  on  MINTEZOL  (Thiabendazole, 
MSD)  often  for  pinworm  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action— against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 
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Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress. 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SCOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc., 
West  Point,  Pa.  19486 
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..The 

^od  humor  man. 


He  may  be  your  paper  boy.  Or 
the  boy  next  door.  Or  maybe  your  own  son. 

He’s  a pusher.  And  a killer. 

How  do  kids  get  hooked  on  dope? 
Or  end  up  pushers?  Good  question.  They  may 
start  out  poppin’  pills.  (You  know,  those  diet 
ones  you  have  sitting  out  in  the  open  in  the 
medicine  cabinet.)  Grass  (marijuana)  is  the  next 
and  easy  step.  From  there  it’s  a little  tougher. 

But  the  high  is  a lot  greater.  So  they  Jump  to 
speed  (methamphetamine),  mesc  (mescaline), 
or  acid  (LSD).  And  they  really  trip  out. 

The  danger  lies  in  that  not  all  trips 
are  good  ones.  Some  are  bummers.  Some  can 
cause  indescribable  horror  that  results  in  panic. 
Paranoid  reactions.  Or  death. 

And  that’s  where  Blue  Cross  and 
Blue  Shield  desperately  wants  to  help.  We  have  a 
booklet  free  for  the  asking  called  Drug 
Abuse:  The  Chemical  Cop-Out.  It  tells  it  like  it  is, 
so  that  both  parents  and  young  people  can  become 
aware  of  the  dangers  and  pitfalls  of  drugs. 

The  good  humor  man.  There’s 
nothing  funny  about  a 14  year  old  Junkie 
peddling  death. 

For  our  free  booklet  Drug  Abuse:  The  Chemieal  Cop-out  write:  Blue  Cross 
and  Blue  Shield,  220 1 Main  St.,  Dallas,  Texas  75201 


BLUE  CROSS'®  BLUE  SHIELD* 

GROUP  HOSPITAL  SERVICE,  INC.  GROUP  LIFE  S HEALTH  INSURANCE  COMPANY 


People  helping  people. 


® American  Hospital  Association 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy proton"  Chlorthahdone  USP 
Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  sail  and  water.  Contraindications: 
Hypersensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibility  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  sirice  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Aniihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympatheciomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare. 
Reduce  dosage  of  concomitarit  antihypertensive  agents  by  at  least  one- half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dysfunction  is  aggravated.  Hepatic  coma  may  be  precipitated.  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  include,  jaundice,  xanthopsia,  paresthesia,  and  photosensitizaiion.  Average  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 
day.  How  Supplied:  White,  single-scored  tablets  of  100  mg,  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  of  CIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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TEXAS  MEDICINE 


TEXAS  MEDICAL  ASSOCIATION 
CONFERENCE  ON  MEDICAL  PRACTICE 

Physicians  attending  the  Texas  Medical  Association’s  Confer- 
ence on  Medical  Practice,  scheduled  for  Oct.  2 at  the  Joe  C. 
Thompson  Conference  Center  in  Austin,  will  hear  four  promi- 
nent out-of-state  speakers  and  several  Texas  physicians  speak  on 
such  topics  as  medical  education,  peer  review,  direct  billing, 
physician  manpower,  new  standards  of  hospital  accreditation, 
fovmdations  for  medical  care,  and  TMA  policy  positions  on 
osteopathy.  Drs.  Kussell  B.  Roth,  speaker.  House  of  Delegates, 
American  Medical  Association;  F.  C.  Coleman,  vice-chairman. 
Council  on  Health  Manpower,  American  Medical  Association; 
Warren  L.  Bostick,  dean.  University  of  California  College  of 
Medicine;  and  William  B.  Hildebrand,  AMA  commissioner.  Joint 
Commission  on  Accreditation  of  Hospitals,  have  accepted  invita- 
tions to  participate  in  the  Conference  program.  “Goals  and 
Challenges  for  Texas  Medicine”  will  be  the  keynote  address  by 
TMA  President  Dr.  James  H.  Sammons,  followed  by  guest 
speaker  presentations.  A panel  discussion,  “What’s  Going  on  in 
Texas  Medicine?  Issues  and  Concepts  in  Medical  Service,”  will 
feature  TMA  members  Drs.  Ed  W.  Schmidt,  vice-president; 
Walter  Walthall,  immediate  past  president;  Charles  Max  Cole, 
past  president;  and  Joseph  T.  Painter,  chairman.  Council  on 
Tax-Financed  Health  Care  Programs.  C.  Lincoln  Williston, 
the  Association’s  executive  secretary,  also  will  participate  in  the 
panel  session.  The  Orientation  Program  will  offer  an  opportun- 
ity for  new  and  transfer  members  of  the  Association  to  learn 
about  the  services  of  TMA.  Medical  malpractice,  doctor-patient 
relations,  and  medical  ethics  are  among  subjects  to  be  discussed. 
Entertainment  features  include  an  afternoon  football  game  be- 
tween The  University  of  Texas  at  Austin  and  the  University  of 
Oregon,  a hospitality  hour  at  Fiesta  Gardens  on  Town  Lake,  and 
an  “Evening  at  Fiesta  Gardens”  which  includes  a Mexican  din- 
ner, dancing,  a Mariachi  Band,  and  a boat  ride  on  Town  Lake. 
See  Conference  story  on  page  8. 

Contact:  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  executive  secretary. 


TEXAS  PEDIATRIC  SOCIETY 

The  annual  meeting  of  the  Texas  Pediatric  Society  is  scheduled 
for  Sept.  23-25  at  the  Marriott  Motor  Hotel  in  Houston.  Non- 
members of  the  Society  must  pay  a $20  registration  fee;  there 
is  no  fee  for  members. 

Contact:  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin  78701, 
secretary. 


AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFILIATE,  INC. 

“Prevention  and  Management  of  Heart  Disease,  1971”  will  be 
presented  by  American  Heart  Association,  Texas  Affiliate,  Inc., 
in  cooperation  with  The  University  of  Texas  Medical  School 
at  San  Antonio,  Sept.  23-25,  in  San  Antonio. 

Contact:  Dudley  H.  Hafner,  PO  Box  9928,  Austin  78757,  execu- 
tive director. 


HIGHUGHIS 

or 

COMING 

MEiTINGS 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  GENERAL 
PRACTICE  has  selected  Miami  Beach  as 
the  site  of  its  annual  scientific  assembly 
Oct.  4-7.  Dr.  Denton  Cooley,  Houston,  will 
discuss  "Surgical  Treatment  of  Advanced 
Heart  Disease:  Repair  and  Replacement." 
Other  presentations  will  be  “Mental  Health 
and  the  Physician,”  “The  Psychology  of 
Dying,”  and  “Current  Treatment  of  In- 
fertility.” Clinical  television  series  will 
cover  estrogen  deficiencies,  office  derma- 
tology, techniques  in  office  gynecology, 
hyperlipidemia,  recognition  and  treatment 
of  acute  respiratory  failure,  ophthalmology, 
and  criteria  for  early  surgery  in  knee  in- 
juries. Contact:  Mac  F.  Cabal,  Volker 
Blvd.  at  Brookside,  Kansas  City,  Mo. 
64112,  executive  director. 


AMERICAN  ACADEMY  OF  PEDIAT- 
RICS has  scheduled  its  40th  annual  meet- 
ing Oct.  16-21  at  the  Palmer  House  in 
Chicago.  Features  of  the  meeting  are  sym- 
posiums on  such  subjects  as  teen-age  preg- 
nancy, behavior  modification  by  drugs, 
divorce:  its  effects  on  children,  immuniza- 
tions— progress  and  problems,  environmen- 
tal hazards,  and  new  developments  in 
pediatrics;  paper  presentations  covering 
all  facets  of  pediatrics:  and  round  table 
discussions  on  family  therapy,  seizures, 
allergy,  failure  to  thrive,  cardiology,  visual 
diagnosis  of  neurology,  and  renal  disease. 
Allergy,  antibiotics,  immunology,  neurol- 
ogy, endocrinology,  dermatology  and  other 
areas  will  be  covered  in  seminars.  Con- 
tact: Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60204,  executive  di- 
rector. 


AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS announces  its  37th  annual 
meeting  at  the  Sheraton  Hotel  in  Philadel- 
phia, Oct.  24-28.  Features  of  the  program 
are  a workshop  on  self-instruction  in 
medical  education;  a demonstration  of 
techniques  in  physical  diagnosis  in  diseases 
of  the  chest:  tutorial  sessions:  an  hour 
with  the  clinician-teacher;  round  table 
luncheons  and  fireside  conferences:  and 
symposia  devoted  to  incipient  lung  dis- 
ease, clotting  in  the  heart  and  lung, 
assessment  of  heart  chambers  and  regur- 
gitant factors,  arrhythmias — primary,  res- 
piratory and  metabolic,  and  cardiorespira- 
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tory  intensive  care.  Contact:  Dr.  Alfred 
Soffer,  112  E.  Chestnut  St.,  Chicago  60611, 
executive  director. 


AMERICAN  COLLEGE  OF  SURGEONS’ 
B7th  Annual  Clinical  Congress  is  scheduled 
for  Oct.  18-22  in  Atlantic  City.  The  pro- 
gram will  include  17  postgraduate  courses, 
more  than  2B0  research-in-progress  re- 
I)orts  called  the  Forum  on  Fundamental 
Surgical  Problems,  panel  discussions  and 
symposia  in  general  surgery  and  the  surgi- 
cal specialties,  si>ecial  sessions  in  cancer, 
trauma,  and  undergraduate  surgical  educa- 
tion, a review  of  “What’s  New’’  in  sur- 
gery, and  motion  picture  films  and  cine 
clinics.  Contact:  Dr.  C.  Rollins  Hanlon, 
66  E.  Erie  St.,  Chicago  60611,  director. 


AMERICAN  DIETETIC  ASSOCIATION 
will  focus  on  critical  issues  in  national 
health  care  at  its  64th  annual  meeting  in 
Philadelphia.  “Responding  to  Challenge  of 
Change”  is  the  theme  of  the  meeting,  which 
is  scheduled  for  Oct.  4-8.  Subjects  to  be 
considered  are  health  care  in  the  commu- 
nity— role  of  the  dietitian  and  nutritionist 
in  comprehensive  health  care,  care  of  the 
disadvantaged,  regional  medical  programs, 
and  coordination  of  services  in  health  care 
delivery  systems;  quality  food  management 
in  the  department  of  dietetics;  rationale 
for  diets  in  gastrointestinal  disease;  ailied 
health  education — development  and  ac- 
creditation; ecology,  economics,  drugs,  and 
nutrition;  and  regulation  of  food  intake 
in  normal  and  obese  patients.  Contact: 
Ruth  M.  Yakel,  620  N.  Michigan  Ave., 
Chicago  60611,  executive  director. 


AMERICAN  MEDICAL  RECORD  ASSO- 
CIATION will  convene  Oct.  24-29  at  the 
Palmer  House  in  Chicago.  Topics  to  be 
discussed  include  “Problem  Oriented  Medi- 
cal Information  Service,”  “Achieving  Uni- 
form Hospital  Discharge  Data,”  “Union- 
ism, Its  Impact  on  Hospitals,  Employees 
and  Patients,”  “Medicine  and  the  Law: 


Recent  Changes  of  Interest  and  Concern,” 
“New  Standards  of  JCAH,”  “Better  Uti- 
lization of  Staff  and  Facilities  in  the 
Medical  Record  Department,”  and  “Na- 
tional Health  Insurance.”  Contact:  Mary-j 
Waterstraat,  211  E.  Chicago  Ave.,  Chi- 
cago 60611,  executive  director. 


AMERICAN  ROENTGB»r  RAY  SOCIETY 
will  hold  its  72nd  annual  meeting  at  the 
Sheraton-Boston  Hotel  in  Boston,  Sept. 
28-Oct.  1.  Primary  gastric  stump  carci- 
noma, unfamiliar  roentgen  findings  in 
pancreatic  disease,  intestinal  ischemia, 
skeletal  changes  associated  with  congenital 
heart  disease,  pulmonary  interstitial  em- 
physema in  the  newborn,  evaluation  of 
renal  masses  by  roentgenologic  and  ultra- 
sonic methods,  the  opaque  lung  in  lobar 
emphysema,  superior  vena  caval  obstruc- 
tion in  histoplasmosis,  and  recent  ad- 
vances in  the  management  of  Hodgkin’s 
disease  will  be  discussed.  Contact:  Dr.  Ted 
F.  Leigh,  Emory  University  Clinic,  At- 
lanta 30322,  executive  secretary. 


AMERICAN  SOCIETY  OF  CLINICAL 
HYPNOSIS  will  present  a workshop  on 
clinical  hypnosis  and  hypnotherapy  dur- 
ing its  Oct.  10-16  meeting  in  Chicago. 
“Concepts,  Terminology,  and  Therapeutic 
Expectations  in  Hypnosis”  and  “Con- 
frontation Techniques  and  Hypnosis  in 
Brief  Psychotherapy”  are  topics  to  be  pre- 
sented at  the  workshop.  Scientific  sessions 
will  feature  seminars  on  teaching  hypnosis 
and  communication,  and  a symposium  on 
perspectives  in  clinical  hypnosis.  Contact: 
F.  D.  Nowlin,  800  Washington  Ave.,  SE, 
Minneapolis  66414,  executive  secretary. 


AMERICAN  SOCIETY  OF  CLINICAL 
PATHOLOGISTS  will  offer  several  work- 
shops, seminars,  and  symposia  at  its  1971 
fall  meeting  in  Boston  Oct.  22-30.  Eve- 
ning symposia  will  feature  discussions  on 
lymphomas  and  leukemias,  electron  micros- 


copy in  surgical  pathology,  problems  in 
cytology,  multiphasic  screening,  problems 
in  enzymology,  cytogenetics,  blood  compo- 
nent therapy,  lipoprotein  phenotyping, 
and  problems  in  morphologic  hematology. 
A wide  range  of  topics  will  be  discussed 
in  scientific  assemblies.  Contact:  Albert  G. 
Boeck,  Jr.,  710  S.  Wolcott  Ave.,  Chicago 
60612,  executive  officer. 


FLYING  PHYSICIANS  ASSOCIATION 
will  meet  Sept.  26-Oct.  1 at  the  Grand 
Hotel,  Mackinac  Island,  Mich.  Scientific 
and  medical  lectures  will  be  presented  by 
Joe  A.  Diblin,  AVCO  Corporation:  Dr. 
Harry  Gibbons,  research  chief  for  the 
FAA;  John  J.  Kennelly,  legal  specialist 
in  litigation  and  trial  of  air  crash  cases; 
Donald  Long,  president  of  Interceptor 
Aircraft,  Inc.;  Dr.  Stan  R.  Mohler,  office 
of  aviation  medicine  of  the  FAA;  David 
Thomas,  president  of  the  Flight  Safety 
Foundation;  and  Drs.  Don  Huelke  and 
Gerry  Snyder  of  the  American  Associa- 
tion for  Automotive  Medicine.  Contact: 
Harriett  C.  Carriere,  801  Green  Bay  Rd., 
Lake  Bluff,  111.  60044,  secretary. 


CURRENT  REGIONAL  MEETINGS 


OKLAHOMA  CITY  CLINICAL  SOCIETY 
will  present  symposiums  on  “Gastroenter- 
ology” and  “Sex  Education  in  Medicine” 
at  its  annual  fall  conference,  Oct.  11-13, 
at  the  Skirvin  Hotel  in  Oklahoma  City. 
Speakers  will  be  Drs.  Byron  J.  Bailey, 
Galveston;  Garter  M.  Ballinger,  Salt  Lake 
City:  Allan  S.  Chrisman,  Washington, 
DC;  Abraham  T.  K.  Cockett,  Rochester, 
NY;  Heinz  F.  Eichenwald,  Dallas:  Albert 
W.  Hartman,  San  Antonio;  Edmund  D. 
Lowney,  Columbus,  Ohio;  J.  Paul  Shively, 
San  Francisco:  Marvin  Turck,  Seattle; 
and  Edward  A.  Tyler,  Indianapolis.  Con- 
tact: Alma  O’Donnell,  601  Northwest  Ex- 
pressway, Oklahoma  City  73118,  executive 
secretary. 
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OF 
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■ Denotes  Texas  meetings. 


ALSO  IN  SEPTEMBER 


AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Las  Vegas,  Sept.  20-24,  1971.  Dr. 
C.  M.  Kos,  16  Second  St.,  SW,  Rochester  65901,  Exec. 
Sec.-Treas. 

AMERICAN  MEDICAL  ASSOCIATION,  13th  National 
Conference  on  Physicians  and  Schools,  Chicago,  Sept.  30- 
Oct.  2,  1971.  AMA,  Department  of  Health  Education, 
636  N.  Dearborn  St.,  Chicago  60610. 


ALSO  IN  OCTOBER 


AMERICAN  ACADEMY  OF  CLINICAL  TOXICOLOGY, 
Philadelphia,  Oct.  21-23,  1971.  Dr.  Eric  G.  Comstock, 
PO  Box  2565,  Houston  77001,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  LABORATORY  ANI- 
MAL SCIENCE,  New  York  City,  Oct,  11-16,  1971,  Joseph 
J.  Garvey,  PO  Box  10,  Joliet,  111,  60434,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSI- 
CIANS, Miami  Beach,  Oct.  11-16,  1971.  Arthur  E.  Auer, 
120  W.  Saginaw,  East  Lansing,  Mich.  48823,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  GASTROENTEROLOGY,  At- 
lanta, Oct,  24-30,  1971.  Daniel  Weiss,  299  Broadway, 
New  York  10007,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE 
and  ASSOCIATION  OF  TEACHERS  OF  PREVENTIVE 
MEDICINE,  Minneapolis,  Oct,  10,  1971.  Ward  Bentley, 
801  Old  Lancaster  Rd.,  Bryn  Mawr,  Pa.  19010,  Exec.  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  Atlantic  City, 
Oct.  10-14,  1971.  Dr.  C.  Gordon  Watson  (DDS),  211  E. 
Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  Guadalajara, 
Mexico,  Oct.  9-16,  1971.  Dr.  H.  W.  Wellmerling,  610 
Griesheim  Bldg.,  Bloomington,  111,  61701,  Sec. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Regional  Postgraduate  Day,  San  Antonio.  Oct.  23, 
1971.  Mrs.  Frances  T.  Chalmers,  Box  190,  McLean,  Va. 
22101. 

AMERICAN  HUMANE  ASSOCIATION,  annual,  Roches- 
ter. NY,  Oct.  17-21,  1971.  Rutherford  T.  Phillips.  PO 
Box  1266,  Denver  80201,  Exec.  Dir. 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  annual. 
Minneapolis,  Oct.  11-15,  1971.  Dr.  James  R.  Kimmey, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS.  At- 
lanta, Oct.  16-20,  1971.  John  W.  Andes.  616  Busse  High- 
way, Park  Ridge,  111.  60068,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  INC.,  annual.  Montreal.  Can- 
ada, Oct.  3-8,  1971.  Dallas  F.  Whaley,  29  E.  Madison  St., 
Suite  812,  Chicago  60602,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Washington,  DC,  Oct.  28-31,  1971.  Dr.  John  A.  D.  Cooper, 
1 Dupont  Circle,  Washington,  DC  20036,  Pres. 

ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS.  INC.,  St.  Louis,  Oct.  7-9,  1971.  Frank  K. 
Woolley,  230  N.  Michigan  Ave.,  Suite  1000,  Chicago 
60601,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  Chicago.  Oct.  6-8,  1971.  Dr. 
Arthur  E.  Brown,  601  Boylston  St.,  Boston  02117,  Sec. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  "Management  of 
Renal  Disease — 1971,"  Houston,  Oct.  21-23,  1971.  Dr.  C. 
E.  Carlton,  Jr.,  Baylor  College  of  Medicine,  1200  Mour- 
sund  Ave.,  Houston  77026. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS.  Houston,  Oct.  14-16, 
1971.  William  E.  Russell,  4429  N.  Central  Expressway. 
Dallas  75206,  Exec.  Dir. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO. 
Scottsdale,  Ariz.,  Oct.  13-16,  1971.  Mrs.  Virginia  E. 
Bryant,  333  W.  Thomas  Rd.,  No.  207,  Phoenix  85013, 
Exec.  Sec. 

SOUTHERN  PSYCHIATRIC  ASSOCIATION,  Charleston. 
SC.  Oct.  3-5,  1971.  Mrs.  Annette  S.  Boutwell,  PO  Box 
10387,  Raleigh,  NC  27605,  Exec.  Sec. 

■ TEXAS  ACADEMY  OF  GENERAL  PRACTICE,  Dal- 
las. Oct.  17-20,  1971.  Donald  C.  Jackson,  1905  N.  Lamar 
Blvd.,  Austin  78705,  Exec.  Sec. 

TEXAS  DERMATOLOGICAL  SOCIETY,  Mexico  City, 
Oct.  14-16,  1971.  Dr.  Coleman  Jacobson,  3707  Gaston  Ave., 
Dallas  76246,  Sec.-Treas. 

■ TEXAS  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION SOCIETY,  October.  1971.  Dr.  Ariel  Bar-Sela,  1717 
Medical  Towers.  Houston  77026,  Sec.-Treas. 
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NOVEMBER 


AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE 
AND  REHABILITATION,  annual,  San  Juan,  Puerto 
Rico,  Nov.  7-12,  1971.  Crcston  C.  Herold,  30  N.  Michigan 
Ave.,  Chicago  60602,  Exec.  Officer. 

AMERICAN  ASSOCIATION  FOR  INHALATION  THER- 
APY, Philadelphia,  Nov.  14-17,  1971.  Mark  T.  Bowers, 
3654  9th  St.,  Riverside,  Calif.  92601,  Exec.  Officer. 

AMERICAN  ASSOCIATION  OF  MEDICAL  ASSIS- 
TANTS, Atlanta,  Nov.  9-13,  1971.  Mrs.  Dene  R.  Murray, 
200  E.  Ohio  St.,  Chicago  60611,  Exec.  Sec. 

AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City, 
Nov.  4-6,  1971.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  10017,  Exec.  V-Pres. 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
SOUTHERN  CHAPTER,  Miami  Beach,  Nov.  1,  1971. 
ACCP,  112  E.  Chestnut  St.,  Chicago  60611. 

AMERICAN  CONGRESS  OF  REHABILITATION  MEDI- 
CINE, annual,  San  Juan,  Puerto  Rico,  Nov.  7-12,  1971. 
Creston  C.  Herold,  30  N.  Michigan  Ave.,  Chicago  60602, 
Exec.  Officer. 

AMERICAN  HEART  ASSOCIATION,  Anaheim,  Calif., 
Nov.  9-18,  1971.  Dr.  James  M.  Hundley,  44  E.  23rd  St., 
New  York  10010,  Exec.  Dir. 

AMERICAN  MEDICAL  ASSOCIATION,  New  Orleans, 
Nov.  28-Dec.  1.  1971.  AMA,  535  N.  Dearborn  St.,  Chi- 
cago 60610. 

AMERICAN  SOCIETY  OF  CYTOLOGY.  Washington. 
DC,  Nov.  3-6,  1971.  Dr.  Warren  R.  Lang,  7112  Lincoln 
Dr.,  Philadelphia  19119,  Sec.-Treas. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  annual  pediatric 
postgraduate  symposium.  Houston,  Nov.  11-13,  1971.  Dr. 
Katharine  H.  K.  Hsu,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77026,  Prog.  Chairman. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  annual.  El 
Paso,  Nov.  12-13,  1971.  Dr.  John  Emmett,  1900  N.  Ore- 
gon, El  Paso,  Sec. 

INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIA- 
TION OF  NORTH  AMERICA.  New  Orleans,  Nov.  16-19, 
1971.  Roy  T.  Ragatz,  PO  Box  6446,  Madison,  Wis. 
63701,  Exec.  Dir. 

NATIONAL  SOCIETY  FOR  THE  PREVENTION  OF 
BLINDNESS,  INC.,  New  York  City,  Nov.  17-19,  1971. 
Margaret  S.  Banks,  79  Madison  Ave.,  New  York  10016, 
Admin.  Asst. 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA, 
INC.,  Chicago,  Nov.  28-Dec.  3,  1971.  Mrs.  Marguerite  H. 
Henry,  713  E.  Genesee  St.,  Syracuse,  NY  13210,  Exec. 
Dir. 

SOUTHERN  MEDICAL  ASSOCIATION.  Miami  Beach, 
Nov.  1-4,  1971.  Robert  F.  Butts,  2601  Highland  Ave., 
Birmingham,  Ala.  35206,  Exec.  Dir. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Nov.  11-13,  1971.  Bob  Reid,  723  Mills  Bldg.,  El 
Paso  79901,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  FOR  CHILDREN  WITH 
LEARNING  DISABILITIES,  Dallas,  Nov.  11-13,  1971. 
Mrs.  Marjorie  Morehead,  4326  Bobbitt,  Dallas  75229. 


DECEMBER 


AMERICAN  ACADEMY  OF  DERMATOLOGY,  Chicago, 
Dec.  4-9,  1971.  Mrs.  Dorothy  P.  Compton,  2250  NW 
Flanders  St.,  Portland,  Ore.,  Exec.  Sec. 


AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT 
OF  SCIENCE,  Philadelphia,  Dec.  26-31,  1971.  Dr.  William 
Bevan,  1615  Massachusetts  Ave.,  NW,  Washington,  DC, 
Exec.  Officer. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
INC.,  New  Orleans,  Dec.  1-4,  1971.  Gertrude  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  Washington,  DC,  Dec.  6-8,  1971. 
RADM  Walter  Welham,  MC  USN  Ret.,  8602  Connecticut 
Ave.,  Chevy  Chase,  Md.,  20016,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION,  Hot  Springs, 
Va.,  Dec.  6-8,  1971.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC,  Sec. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec.  2-4,  1971.  Dr.  Frank  C.  Council,  900  W.  Randol 
Mill  Rd.,  Arlington  76010. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE.  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE.  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78206,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  OPH-raALMOLOGY  AND 
OTOLARYNGOLOGY,  San  Antonio.  December,  1971.  Dr. 
Bland  H.  Schwarting,  304  Medical  Prof.  Bldg.,  San  An- 
tonio 78205,  Sec. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Austin.  Dec.  6-8,  1971.  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JANUARY 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS, Washington,  DC.  Jan.  29-Feb.  3,  1972.  Dr. 
Charles  V.  Heck,  430  N.  Michigan  Ave.,  Chicago  60611, 
Dir. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Austin,  Jan. 
20-21,  1972.  Gordon  L.  Wright,  PO  Box  4663,  Austin 
78761,  Dir.  of  Ed.  & Pub.  Info. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  21-23, 
1972.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 


FEBRUARY 


AMERICAN  ACADEMY  OF  ALLERGY,  San  Francisco, 
Feb.  4-9,  1972.  James  O.  Kelley,  226  E.  Michigan,  Mil- 
waukee 53202,  Exec.  Sec. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Feb.  17-18,  1972. 
S.  E.  Cockrell.  Jr.,  202  W.  French  Place,  San  Antonio 
78212,  Exec.  Dir. 

PAN-PACIFIC  SURGICAL  ASSOCIATION,  Honolulu, 
Feb.  2G-March  3,  1972.  Harriet  N.  DeVault,  236  Alex- 
ander Young  Bldg.,  Honolulu  96813,  Exec.  Sec. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Hollywood,  Fla.,  Feb.  27-March  3,  1972.  Dr.  John  Bellows, 
30  N.  Michigan,  Chicago  60602,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  Feb.  26. 
1972.  Gordon  L.  Wright.  PO  Box  4553,  Austin  78761, 
Dir.  of  Ed.  & Pub.  Info. 

■ TEXAS  UROLOGICAL  SOCIETY,  Houston,  Feb.  11- 
12,  1972.  Dr.  C.  E.  Carlton,  2210  Maroneal,  Houston 
77026,  Sec. 
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MARCH 


■ AMERICAN  COLLEGE  OF  ALLERGISTS,  Dallas, 
March  4-9,  1972.  Dr.  John  D.  Gillaspie,  2141  14th  St., 
Boulder.  Colo.  80302,  Exec.  Sec. 

■ AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS,  Houston,  March  9-10. 
1972.  Dr.  Richard  T.  Smith.  1718  Gallagher  Rd.,  Norris- 
town, Pa.  19401,  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  20-22,  1972.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  76201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  6-9,  1972.  Frances  Shumaker,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Ft.  Worth,  March  10-11,  1972.  Dr. 
Dennis  M.  Voulgaris,  2100  N.  Fulton  St.,  Wharton 
77488,  Sec. 


APRIL 


AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  Palm  Beach,  April 
23-26,  1972.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St., 
Durham.  NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  St.  Louis, 
April  24-29,  1972.  Stanley  A.  Nelson,  4006  W.  66th  St., 
Minneapolis  66436,  Exec.  Sec. 

■ AMERICAN  ACADEMY  OF  PSYCHOANALYSIS. 
Dallas,  April  28-30,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  April 
29-30,  1972.  Dr.  Nicholas  J.  Pisacano,  University  of 
Kentucky  Medical  Center,  Annex  No.  2,  Room  229, 
Lexington  40606,  Sec. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  At- 
lanta, April  4-7,  1972.  James  W.  Dilley,  2807  Central 
St.,  Evanston,  111.  60201,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Puer- 
to Rico,  April  13-18,  1972.  Dr.  Carl  T.  Nelson,  161  Ft. 
Washington  Ave.,  New  York  10032,  Pres. 

AMERICAN  GERIATRICS  SOCIETY,  INC.,  New  York 
City,  April  6-6,  1972.  Edward  Henderson,  10  Columbus 
Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS, 
Chicago,  April  22-26,  1972.  Dr.  Blaise  F.  Alfano,  676 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Philadelphia, 
April  16-20,  1972.  Howard  N.  Schulz,  66  E.  Washington, 
Chicago  60G02,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  San 
Diego,  April  7-14,  1972.  Dr.  Alfred  J.  Cantor,  147-41 
Sanford  Ave.,  Flushing,  NY  11366,  Exec.  Officer. 

■ TEXAS  SURGICAL  SOCIETY,  Dallas,  April,  1972. 
Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400,  Dallas 
76204,  Sec. 

■ TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DIS- 
EASE ASSOCIATION,  Austin,  April  21-22,  1972.  Thelma 
Outlaw,  2406  Manor  Rd.,  Austin  78722. 


MAY 


AEROSPACE  MEDICAL  ASSOCIATION,  Bal  Harbour, 
Fla.,  May  8-11,  1972.  Dr.  Merrill  H.  Goodwin,  Washing- 
ton National  Airport,  Washington,  DC  20001,  Sec. 


AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles.  May  1-3,  1972.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER.  San  Antonio,  May  18,  1972.  Dr. 
Byron  N.  Dooley,  7703  Floyd  Curl  Dr.,  San  Antonio 
78229,  Prog.  Chrmn. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Chicago,  May  1-4,  1972.  Dr.  Michael 
Newton,  79  W.  Monroe,  Chicago  60603,  Exec.  Dir. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION.  Dallas, 
May  1-6,  1972.  Dr.  Walter  E.  Barton,  1700  18th  St.,  NW, 
Washingon,  DC  20009,  Med.  Dir. 

AMERICAN  THORACIC  SOCIETY,  Kansas  City,  Mo., 
May  21-24,  1972.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  Wash- 
ington, DC,  May  22-26,  1972.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May  11,  1972.  Dr.  Lewis  M. 
Heifer.  208  Medical  Prof.  Bldg.,  San  Antonio  78212, 
Prog.  Chrmn. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  Kansas  City,  Mo.,  May  21-24, 
1972.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New  York 
10019,  Mng.  Dir. 

SOUTHWESTERN  SURGICAL  CONGRESS.  Albuquer- 
que, May  1-4,  1972.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  AIR-MEDICS  ASSOCIATION.  San  Antonio. 
May  11,  1972.  Dr.  C.  F.  Miller,  Box  1388,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  An- 
tonio, May  13-14,  1972.  Dr.  Harold  L.  Dobson,  Hermann 
Hospital,  Houston  77026,  Prog.  Chrmn. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
San  Antonio,  May  12,  1972.  Dr.  C.  Hunter  Montgomery, 
PO  Box  2180,  Houston  77027,  Prog.  Chrmn. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio, 
May  10-14,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar 
Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio, 
May  11,  1972.  Dr.  Lewis  E.  Tucker,  804  M & S Tower, 
730  N.  Main,  San  Antonio  78206,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
May,  1972.  Dr.  Earle  U.  Scharff,  Jr.,  800  Fifth  Ave., 
Ft.  Worth  76104,  Pres. 


JUNE 


AMERICAN  MEDICAL  ASSOCIATION,  San  Francisco, 
June  18-22,  1972.  AMA,  636  N.  Dearborn  St.,  Chicago 
60610. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
Las  Vegas,  June  10-16,  1972.  Royce  Noland,  1166  16th 
St.,  NW,  Washington,  DC  20006,  Exec.  Dir. 

AMERICAN  PROCTOLOGIC  SOCIETY.  New  York  City. 
June  11-14,  1972.  Harriette  Gibson.  320  W.  Lafayette, 
Detroit  48226,  Admin.  Sec. 


JULY 


ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver, 
July  21-22,  1972.  F.  C.  Schmidt,  1764  Gilpin.  Denver 
80218,  Exec.  V-Pres. 
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Transfer  a patient  to  a Medi- 
center.  This  frees  a hospital  bed 
for  a seriously  ill  patient  who 
needs  acute  care  services.  All 
Medicenters  are  conveniently 
near  hospitals.  Thus  transfers 
are  quick,  easy  and  usually  at 
no  cost  to  the  patient. 

Medicenter  patients  are  on 
the  road  to  recovery.  And,  at 


Medicenter,  these  patients  con- 
tinue to  receive  professional  care 
at  a sub-acute  level  at  significantly 
less  cost  than  is  possible  in  an 
acute  hospital. 

Medicenter  offers  a number 
of  benefits  to  both  patients  and 
physicians.  The  greatest  advan- 
tage to  physicians  is  that  Medi- 
center frees  beds  in  hospitals  for 


more  of  his  seriously  ill  patients. 
In  addition  to  considerably  lower 
costs,  the  patients  enjoy  a pleas- 
ant, restful  atmosphere  which  is 
conducive  to  rapid  recovery. 

If  you  would  like  to  know 
more  about  Medicenter  and  how 
it  can  help  serve  you  and  your 
hospital,  we  invite  yoUr  inquiry. 


How  to  gi\e  a bed 
to  your  favorite 
hospital. 


Medicenter  of  America 
701  West  Randol  Mill  Road 
Arlington,  Texas  76013 


1314  Third  Street 
Corpus  Christi,  Texas  78404 


2301  North  Oregon  Street 
El  Paso,  Texas  79902 


815  Eighth  Avenue 
Fort  Worth,  Texas  76104 
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Orthopedics:  American  Academy  of 
Orthopaedic  Surgeons  will  sponsor  a 
postgraduate  course  on  the  “Foot,” 
Sept.  29-Oct.  1,  in  San  Antonio.  Dr. 
Charles  A.  Rockwood,  Jr.,  professor 
and  chairman  of  orthopaedic  surgery, 
LIT  Medical  School  at  San  Antonio,  will 
direct  the  three-day  course  of  lectures 
and  panel  discussions.  Designed  for 
orthopaedic  surgeons  and  residents, 
the  course  will  be  held  at  the  San 
Antonio  Convention  Center  and  at  the 
Hilton  Palacio  Del  Rio  Hotel,  in  coop- 
eration with  the  American  Orthopaedic 
Foot  Society,  Inc.,  and  the  LIT  Medical 
School  at  San  Antonio. 

Subjects  will  include  surgical  anato- 
my, examination  technique,  and  trau- 
ma to  the  foot,  including  fractures, 
dislocations,  amputations,  infections, 
and  tendon  injuries.  Two  morning  ses- 
sions will  be  devoted  to  foot  problems 
in  the  adult,  and  symposia  on  bunions 
and  the  forepart  of  the  foot  are 
scheduled.  A special  evening  session 
will  be  devoted  to  a consultation  con- 
ference with  the  faculty,  to  which  reg- 
istrants are  invited  to  bring  their  prob- 
lem cases  and  roentgenograms. 

For  application  forms  and  further  in- 
formation, contact  Dr.  Charles  A.  Rock- 
wood,  Jr.,  UT  Medical  School  at  San 
Antonio,  7703  Floyd  Curl  Dr.,  San 
Antonio  78229. 

Otolaryngology:  A postgraduate  course 
in  otolaryngology  for  the  family  physi- 
cian will  be  presented  Oct.  8-9  at  the 
Sheraton  Four  Ambassador  Hotel  in 
Miami.  The  department  of  otolaryngol- 
ogy, University  of  Miami  School  of 
Medicine  is  sponsoring  the  course, 
which  is  acceptable  for  9 hours  credit 
by  the  AAFP.  Course  director  is  Dr. 
F.  W.  Pullen,  II,  Neuro-Otologic  Lab- 
oratory, University  of  Miami  School  of 
Medicine,  PO  Box  875,  Biscayne  An- 
nex, Miami  33152. 

Leukemia:  A symposium  on  leukemia 
will  be  sponsored  by  Wadley  Institutes 
of  Molecular  Medicine  on  Oct.  16  at 
the  Long  Memorial  Building  Auditorium 
in  Dallas.  Guest  speaker  will  be  Dr.  G. 
Denman  Hammond,  professor  of  pedi- 


atrics, University  of  Southern  Califor- 
nia, and  head,  division  of  hematology. 
Children’s  Hospital,  Los  Angeles.  Dr. 
Hammond  will  speak  on  "Perspectives 
of  Chemotherapy  in  Acute  Leukemia.” 
Other  topics  will  be  combination  chem- 
otherapy of  acute  granulocytic  leuke- 
mia, supportive  therapy  in  acute  leu- 
kemia, coagulation  defects  in  leukemia, 
survey  of  infection  and  antibiotics  in 
leukemia,  immunity  and  immunother- 
apy in  leukemia,  platinum  compounds 
in  mouse  leukemia,  and  clinical  experi- 
ence with  cis-Platinous  Diamminodi- 
chloride.  Contact:  Dr.  Amanullah  Khan, 
Chairman,  Department  of  Immunother- 
apy, Wadley  Institutes  of  Molecular 
Medicine,  9000  Harry  Hines  Blvd.,  Dal- 
las 75235. 

Renal  Disease:  “Management  of  Renal 
Disease”  is  the  title  of  a symposium 
to  be  presented  by  the  faculties  of 
Baylor  College  of  Medicine  and  The 
University  of  Texas,  Oct.  21-23,  at  the 
Jesse  H.  Jones  Library  Auditorium  in 
Houston.  Topics  to  be  discussed  are 
bacteriuria  of  pregnancy,  management 
of  the  pregnant  patient  with  renal  dis- 
ease, current  therapy  of  children  with 
Wilm’s  Tumor,  current  therapy  of  geni- 
tourinary tuberculosis,  medical  and 
surgical  aspects  of  renal  calculous  dis- 
ease, and  medical  and  surgical  aspects 
of  urinary  tract  obstruction.  “The  Kid- 
ney in  Pregnancy”  and  “Aspects  of 
Hereditary  Renal  Disease”  will  be  cov- 
ered in  panel  discussions. 

Registration  fee  for  physicians  is 
$25.  Contact:  Dr.  C.  E.  Carlton,  Division 
of  Urology,  Baylor  College  of  Medicine, 
Texas  Medical  Center,  Houston  77025. 

Gastroenterology:  American  Gastroen- 
terological Association  announces  a 
Regional  Postgraduate  Day  in  San  An- 
tonio, Oct.  23.  The  session  is  designed 
to  inform  the  primary  care  physician 
of  the  latest  and  most  acceptable 
methods  of  diagnosis  and  treatment  of 
gastrointestinal  problems.  Postgastrec- 
tomy problems — with  particular  atten- 
tion to  postoperative  diarrhea,  and 
jaundice  after  colectomy  will  be  stud- 
ied. Tuition  fee  is  $50.  Contact:  Mrs. 
Frances  T.  Chalmers,  AGA  Postgradu- 


ate Courses,  Box  190,  McLean,  Va. 
22101. 

Gynecological  Cancer:  Texas  Radiologi- 
cal Society,  Regional  Medical  Program 
of  Texas,  and  Texas  Regional  Medical 
Physicists  will  sponsor  a program  for 
radiologists  on  Oct.  30  at  UT  M.D. 
Anderson  Hospital  and  Tumor  Institute 
at  Houston.  Gynecological  cancer  will 
be  studied  in  panel  discussions  on 
carcinoma  of  the  cervix,  ovary,  and 
endometrium.  Contact:  Dr.  Herman  C. 
Sehested,  1550  W.  Rosedale  St.,  Ft. 
Worth  76104. 

Pediatrics:  The  annual  Pediatric  Post- 
graduate Symposium  of  the  Depart- 
ment of  Pediatrics,  Baylor  College  of 
Medicine,  cosponsored  by  the  San  Ja- 
cinto Tuberculosis  and  Respiratory  Dis- 
eases Association,  will  be  held  Nov. 
11-13  at  Texas  Children’s  Hospital  in 
Houston.  The  symposium  will  be  de- 
voted to  “Respiratory  Disease  in  Chil- 
dren,” and  interest  areas  will  cover 
acute  respiratory  infections,  chronic 
pulmonary  diseases,  and  recent  ad- 
vances in  methodology  in  pediatric 
pulmonary  diseases. 

Contact:  Dr.  Katharine  H.  K.  Hsu, 
Professor  of  Pediatrics  and  Director  of 
Pediatric  Chest  Section,  Baylor  College 
of  Medicine,  Texas  Medical  Center, 
Houston  77025. 

Tumors:  The  University  of  Texas  M.D. 
Anderson  Hospital  and  Tumor  Institute 
at  Houston  and  the  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  will  present  the 
16th  Annual  Clinical  Conference,  “En- 
docrine and  Non-endocrine  Hormone 
Producing  Tumors,”  Nov.  11-12  at  the 
Shamrock-Hilton  Hotel  in  Houston. 

Seven  sessions  will  deal  with  clini- 
cal, diagnostic  and  research  aspects 
of  non-endocrine  hormone  producing 
tumors,  pituitary  tumors,  pancreatic 
tumors,  primary  aldosteronism  and 
other  adrenal  tumors,  parathyroid 
tumors  and  the  thyroid  tumors,  hyda- 
tidiform,  and  choriocarcinoma. 

Contact:  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor 
Institute,  Texas  Medical  Center,  Hous- 
ton 77025. 
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Versapen* 

(hetacillin) 


Once  in  the  patienfs  body,  it  rapidly  hydrolyzes  into  ampicillin. 
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TEXAS  MEDICINE 


Extensive  clinical  experience  has 
shown  that  thisampicillin 
derivative  offers  unique  advantages 
over  the  ampicillin  you  may  be 
presently  prescribing: 


V A uniform  adult  and  a uniform  pediatric 
dosage  In  glj  mild-to-moderate  infections 
due  to  susceptible  organisms-respiratory, 
genitourinary,  G.I.,  skin  and  soft  tissue. 

Adults:  225  mg.  q.i.d. 

Children:  10  mg./lb./day  in  4 equally  divided 
doses. 

The  recommended  dosage  for  Versapen 
(hetacillin)  does  not  depend  on  site  of  infec- 
tion, but  on  severity.  Therefore,  in  mild-to-mod- 
erate infections  due  to  susceptible  organisms, 
you  can  prescribe  Versapen  (hetacillin)  forthe 
genitourinary  tract  at  the  same  dose  recom- 
mended for  the  respiratory  tract.  Or  any  other 
infection  site. 

2/ A low  dosage  for  mild-to-moderate  genl- 
tourinary  infections  due  to  susceptible 
organisms. 

3/A  low  dosage  for  mild-to-moderate  pedi- 
atric infections  due  to  susceptible  organisms. 

4/  Parenteral  forms  remain  stable  up  to  six 
hours  after  reconstitution  with  sterile  water 
...longer  than  any  ampicillin. 

5/ Lower  patient  cost.  Inherent  with  lower  dos- 
ages for  many  indications  is  the  benefit  of 
lower  cost  to  the  patient.  And,  in  these  many 
instances,  Versapen  is  significantly  more  eco- 
nomical to  the  patient  than  ampicillin  brands. 


Side  Effects.  As  with  any 
penicillin  serious  allergic 
reactions,  including  ana- 
phylaxis, can  occur.  The  type 
of  side  effects  most  frequently 
encountered  are  the  same 
as  with  ampicillin,  namely: 
diarrhea,  loose  stools,  rash 
and  nausea. 

Please  see  next  page 
for  brief  summary 
of  prescribing  information. 

BRISTOL 
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Versapen®  (hetacillinj 
Versapen®-K  (potassium  hetacillin) 


■ Versatile  dosage  forms... for  all  patients... of  all  ages.  ■ A uniform  adult 
and  a uniform  pediatric  dosage  for  all  susceptible  mild-to-moderate 
infections. ..respiratory  genitourinary  G.I.,  skin  and  soft  tissue.  Recom- 
mended dosage  varies  with  severity  not  site,  of  infection.  ■ Parenteral 
forms  remain  stable  up  to  six  hours  after  reconstitution  with  sterile  water 
...longer than  any  ampicillin.  ■ Economical  therapy 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
(A)  12/28/70 

For  complete  information,  consult  Official  Package  Circular, 
Actions:  Hetacillin  provides  bactericidal  levels  of  ampicillin  but 
has  no  antibacterial  activity  itself.  It  hydrolyzes  to  ampicillin  and 
has  a half-life  of  20  minutes  at  pH  7. 1 , 

Indications:  Hetacillin  is  indicated  in  the  treatment  of  susceptible 
strains  of  the  following  organisms  in  the  diseases  listed.  Bacteriol- 
ogy studies  to  determine  the  causative  organisms  and  their  sensi- 
tivity should  be  performed.  Therapy  may  be  instituted  prior  to 
obtaining  results  of  sensitivity  testing. 

Group  A beta-hemolytic  Streptococcus:  Tonsillitis,  pharyngitis, 
otitis  media,  skin  and  soft  tissue  infections. 

Diplococcus  pneumoniae:  Broncho-  and  lobar  pneumonia,  otitis 
media. 

Nonpenicillinase-producing  Staphylococcus  aureus:  skin  and 
soft  tissue  infections,  otitis  media. 

H.  influenzae:  Bronchitis  and  bronchopneumonia. 

Escherichia  coli:  Cystitis,  pyelonephritis,  prostatitis/urethritis, 
skin  and  soft  tissue  infections. 

Proteus  mirabilis:  Cystitis,  pyelonephritis,  skin  and  soft  tissue 
infections. 

Enterococcus  (Streptococcus  faecolis):  Cystitis,  pyelonephritis, 
prostatitis/urethritis. 

Shigella  species:  Shigellosis. 

Salmonella  species:  Salmonellosis  (parenteral  only). 

Indicated  surgical  procedures  should  be  performed. 

Use  parenteral  drug  only  in  severe  infections  or  in  patients  un- 
able to  take  oral  medications. 

Contraindications:  A history  of  allergic  reactions  to  penicillins 
or  lidocaine. 


Recommended  dosages  (expressed  in  terms  of  ampicillin  activity)  in  susceptible  mild-to-moderate  infections* 

Versapen* 

(hetacillin) 

1 1 2.5  mg. 

Chewable  Tablets 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 

For  a 45  lb.  child;  one  tablet  q.i.d. 

Oral  Suspension 
( 1 1 2.5  mg./5  ml.) 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 

For  a 45  lb.  child:  1 tsp.  q.i.d. 

Available  in  40  ml.,  80  ml.,  and  new  100  ml.  bottles. 

Pediatric  Drops 
( 1 1 2.5  mg. /ml.) 

Usual  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 

For  a 10  1b.  child:  '-4  dropper  q.i.d. 

Available  in  10  ml.  bottles. 

Versa  pen*-K 

(potassium 

hetacillin) 

225  mg. 

Capsules 

Usual  adult  dosage:  one  225  mg.  capsule  q.i.d. 

I.V. 

I .M.  with  Lidocaine  HCI 

(20  mg. /vial) 

For  patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 

For  patients  weighing  less  than  90  lbs.: 

1 0 mg./lb./day  in  4 equally  divided  doses. 

'For  severe  infections— Adults:  450  mg.  q./.d.  Children  up  to  90  lbs.:  20  mg./lb./day  in  4 equally  divided  doses. 

Very  serious  infections  may  require  very  high  doses  and  prolonged  therapy.  Note:  Versapen®  has  been  issued  Patent  No.  31  98804. 


Warning:  Anaphylaxis  may  occur,  particularly  after  parenteral 
administrationand  especiallyinpatientswithan  allergic  diathesis. 
Checkforahistoryof  allergy  to  penicillins,  cephalosporins  or  other 
allergens.  If  an  allergic  or  anaphylactic  reaction  occurs,  discon- 
tinue hetacillin  and  institute  appropriate  treatment. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  is  not  estab- 
lished. 

Precautions:  Mycotic  or  bacterial  superinfections  may  occur.  As- 
sess renal,  hepatic  and  hematopoietic  function  periodically  dur- 
ing long-term  therapy.  Because  intravenous  administration  of 
potassium  hetacillin  in  doses  in  excess  of  5 mg  ./Kg.  has  been  noted 
to  enhance  the  vasopressor  effect  of  epinephrine  in  dogs,  precau- 
tions should  be  taken  with  patients  receiving  epinephrine  con- 
currently. 

Adverse  Reactions:  Untoward  reactions  include;  Glossitis,  stoma- 
titis, black  "hairy  " tongue,  nausea,  vomiting  and  diarrhea,  skin 
rashes,  urticaria,  exfoliative  dermatitis,  erythema  multiforme  and 
anaphylaxis  (usually  with  parenteral  administration).  Anemia, 
thrombocytopenia,  thrombocytopenic  purpura,  eosinophilia,  leu- 
kopenia, and  agranulocytosis  have  been  noted,  are  usually  revers- 
ible and  are  believed  to  be  hypersensitivity  phenomena. 

Elevations  in  one  or  more  liver  function  tests  have  been  reported 
without  any  evidence  of  hepatic  toxicity. 

Local  reactions;  Thrombophlebitis  at  the  site  of  intravenous  in- 
jection has  been  reported. 

Usual  Dosage:  Patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 
Patients  weighing  less  than  90  lbs.;  2.5  mg./lb.  q.i.d. 

Group  A beta-hemolytic  streptococcal  infections  should  be 
treated  for  at  least  1 0 days.  Administer  oral  preparations  in  a fast- 
ing state  to  insure  maximum  absorption. 
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LABORATORIES/Division  of  Bristol-Myers  Company/Syracuse, 


New  York  1 3201 


IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


i 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  he  followed  with  14  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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if  slati  is  infected, 
or  open  to  infection  ••• 

choose  the  topicals 
that  ^ive  yoiir  patient 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporiif  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

^anishing  (]lream  Base 

Neosporin-G  Oedin 

(polymyxin  B-neomycin-gramicidin) . 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  | 

units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene  ; 

polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g.  | 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in- 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may  y 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appreciate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  \ 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

t 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is'| 
perforated.  These  products  are  contraindicated  in  those  individuals 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML  /(I, 


Wellcome 


f 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED^ 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  cliewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  j)henobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  w-ith  liciuids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer)-. 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 
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Editorials 

FEDERAL  INSURANCE  BILL  SHOULD  INCLUDE  INCENTIVES 


The  climate  in  Washington  is  such 
that  I believe  a form  of  national 
health  insurance  will  be  enacted  in 
this  term  of  Congress.  I can 
sense  a gathering  momentum 
from  all  quarters  toward  the  enact- 
ment of  some  kind  of  health 
insurance  bill.  There  are  major 
basic  differences  among  the  vari- 
ous groups  propounding  their 
ideas,  but  the  differences  do  not 
involve  whether  or  not  to  have 
a program  of  national  health 
insurance  but  rather  how  to 
implement  it. 

We  have  to  face  disturbing 
statistics:  the  82%  rise  in  hospital 
costs  in  the  past  five  years, 
the  claimed  shortage  of  up  to 
50,000  doctors,  the  growing  num- 
ber of  middle-income  families  whose 
futures  are  mortgaged  because 
of  catastrophic  illness. 

Although  I am  not  wedded  to 
any  particular  plan,  I have 
reviewed  them  all  and  I do  have 
some  prejudices.  First,  I am 
convinced  that  no  plan  can  be 
successful  unless  it  includes 
a major  role  for  the  creativity  and 
the  economic  discipline  of 
private  enterprise.  A health  insur- 
ance program  totally  under 
government  sponsorship  and  con- 
trol is  not  only  alien  to  our 
system,  it  would  also  deny  us  the 
obvious  flexibility  and  the  incentive 
for  quality  improvements  that 


are  inherent  in  the  present 
system  when  it  is  utilized  properly. 

Second,  I want  to  see  a plan 
adopted  only  if  it  preserves 
the  traditional  doctor-patient  rela- 
tionships. I have  no  sympathy 
for  legislation  which  would  place 
excessive  restraints  upon  the 
practices  and  procedures  of  the 
medical  profession. 

There  are  some  other  points 
that  should  be  considered  also.  A 
key  issue  is  whether  a health  insur- 
ance program  should  be  simply 
a method  to  better  finance 
health  care  or  whether  it  should  be 
considered  a vehicle  for  some 
change  in  the  health  care  delivery 
system  itself.  I believe  the 
American  health  system  is  the 
finest  in  the  world.  At  the  same 
time,  I believe  all  of  us  recognize 
that  improvements  in  health 
delivery  can  and  should  be  made. 

If  we  simply  change  the  financing 
mechanism,  we  will  be  shifting 
the  burden  of  rising  health 
costs  from  the  consumer  to  the 
federal  treasury,  and  that  could 
scarcely  be  called  an  advance.  I 
believe  that  the  government 
is  obligated  to  encourage  greater 
efficiency  in  vital  public  services 
that  are  largely  supported  by 
government  money,  but  I do  not 
condone  government  control 
or  domination.  Its  encouragement 
should  take  the  form  of  incentives 
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provided  in  many  of  the  plans  now  being 
considered. 

I support  incentives,  for  example,  to 
encourage  the  growth  of  group  practice,  to 
encourage  physicians  to  locate  in  rural 
areas,  and  to  encourage  medical  schools  to 
increase  their  output  of  physicians  and 
dentists. 

I also  want  to  see  more  money  provided  for 
health  profession  scholarships  for  low- 
income  and  minority  students;  our  needs  in 
this  area  simply  are  not  being  met. 

I doubt  that  any  single  plan  now  before  us 
will  be  accepted  in  its  entirety;  instead,  I 
anticipate  a series  of  compromises.  I hope  that 
we  will  come  up  with  a reasonable  bill 
that  physicians  can  accept. 

We  do  have  a major  health  problem  in  this 
country,  but  it  won’t  be  resolved  by  criti- 
cizing the  health  professions.  What  we  need 
now  is  a national  dialogue  on  the  nation’s 
health  care  problems;  we  do  not  need  an  acri- 
monious debate  which  obscures  the  issues 
and  stifles  our  will  to  act. 

If  health  becomes  a political  football 
then  all  of  us  will  be  the  losers,  including  the 
poor  and  the  sick  for  whose  benefit  the 
proposed  legislation  is  primarily  intended. 

I commend  the  individual  physicians 
and  the  American  Medical  Association  for  their 
constructive  contributions  to  our  present 
discussions.  No  one  can  claim  that  doc- 
tors or  their  associations  have  tried  to  impede 
debate  on  this  matter.  They  have  con- 
tributed constructively,  and  have  earned  my 
profound  respect. 

Sen.  Lloyd  Bentsen,  Houston. 


ALL  SCHOOL  PERSONNEL  NEED 
REGULAR  HEALTH,  TB  EXAMINATIONS 

All  Texas  school  personnel  must  have  an 
annual  examination  for  tuberculosis,  but  the 
scope  and  cost  of  the  examination,  as  well 
as  who  pays  for  it,  varies  widely  throughout 
the  state. 


Teachers  have  no  objection  to  the  required 
examination;  they  are  concerned  because 
the  cost  of  it  depends  upon  the  local  custom. 

In  some  districts  the  requirement  is  met 
via  mass  screening  through  the  health 
department  or  other  agencies  and  it  costs  the 
teacher  nothing.  In  other  districts  the 
costs  range  from  a few  dollars  up  to  $25  and 
may  or  may  not  be  paid  by  the  local  school 
district.  Also,  the  examination  may  consist 
of  a tine  test  only,  or  fall  anywhere  along  a 
scale  ranging  up  to  and  including  a complete 
physical  examination  with  a chest  x-ray. 

This  inconsistency  came  to  the  attention  of 
the  TMA  Committee  on  School  Health  last 
year;  in  September,  the  Committee  invited  a 
representative  of  the  Texas  State  Teachers 
Association  to  attend  its  meeting  in  the 
hope  that  the  two  groups  might  work  together 
to  bring  about  a greater  degree  of  equity 
and  uniformity. 

Subsequently,  the  Committee  prepared 
and  sent  a letter  to  all  county  medical  societies 
and  provided  a copy  for  TSTA  to  send  to 
its  local  units.  The  letter  endorsed  the  concept 
of  regular  health  examinations  for  all 
school  personnel.  It  suggested  that  a county 
medical  society  representative  meet  with 
school  personnel,  and  discuss  and  settle  on  a 
local  basis  such  questions  as  frequency 
and  completeness  of  examination,  who  will 
pay,  and  fees  commensurate  with  the 
professional  service  rendered. 

Enclosed  was  a copy  of  the  pamphlet, 
“Things  You  Should  Know  About  Tuberculosis 
Examination  Requirement  for  School 
Personnel,’’  which  is  available  from  TSTA. 

Although  medical  societies  were  invited  to 
comment  regarding  their  experiences  with 
health  and  tuberculosis  examinations  for 
school  personnel,  few  responded.  In  fact, 
there  were  only  four  replies. 

Nevertheless,  even  these  four  reflected 
a wide  variation  in  requirement  and  practice. 
Only  one  indicated  that  an  annual 
physical  examination,  including  tuberculosis 
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testing,  was  required  by  the  school  board; 
the  others  reported  that  the  statutory 
requirement  for  an  annual  tuberculosis  test  is 
met.  Reported  fees  were  variable,  but  in 
one  area  the  TSTA  chapter  opposed  required 
annual  or  semiannual  examinations  at 
the  expense  of  the  individual. 

The  TMA  House  of  Delegates  has  approved 
the  Committee  on  School  Health’s  action 
concerning  regular  health  examination, 
including  tuberculosis  testing,  for  all  school 
personnel.  It  is  hoped  that  this  will  become 
the  general  practice  in  Texas  as  more 
and  more  physicians  and  teachers  become 
aware  of  the  background  and  importance 
of  the  concept. 

Robert  S.  Ray,  MD,  Seguin,  Chairman, 

TMA  Committee  on  School  Health. 

MEDICAL  CARE  IN  THE  COMMUNITY 

One  of  the  greatest  problems  today  is  the 
proper  distribution  of  physicians. 

Thirty  or  40  years  ago,  a young  physician 
looked  for  a neighborhood  having  few  or 
no  physicians  and  rented  an  office  over  a drug 
store.  True,  some  specialists  congregated 
in  medical  buildings  and  centers,  but  enough 
physicians  went  where  they  were  needed. 

Today,  doctors  are  so  busy  that  they  do  not 
need  to  make  themselves  easily  available, 
but  they  congregate  in  medical  centers 
chiefly  because  solo  practitioners  can  hardly 
afford  the  sophisticated  equipment 
necessary  for  modern  diagnosis  and  treatment. 
The  practice  of  medicine  now  is  so  com- 
plicated that  it  takes  a brave  soul  to  venture 
into  a general  practice  where  the  doctor 
is  supposed  to  know  everything  about  every- 
thing. Thus,  more  and  more  specialists 
gather  where  equipment  is  available,  trans- 
portation is  good,  and  parking  is  easy 
and  inexpensive. 

Also,  physicians  tend  to  adopt  the  8 am  to 
5 pm  business  hours.  What  do  sick  people 
do  after  5 pm?  They  go  to  the  only  place  where 
they  know  someone  is  available — the  hos- 


pital emergency  room.  Often  they  are 
treated  by  doctors  who  are  still  in  training; 
usually  there  is  no  time  for  adequate  history 
taking  or  examination.  Most  of  the  time 
there  is  no  follow  up;  and  certainly  there  is  no 
record  of  a patient’s  previous  illness  and 
a list  of  medications  being  used.  Clearly, 
emergency  room  care  for  the  average 
nonemergency  illness  is  inadequate. 

How  can  we  improve  this  situation,  and 
what  can  be  done  to  make  good  medical  care 
available  in  neighborhoods  that  are  not 
near  the  medical  center,  or  for  people  who 
have  no  transportation? 

The  day  of  the  solo  practitioner  is  over, 
but  the  doctor  may  return  to  the  residential 
area  if  other  doctors  come  with  him  in  an 
arrangement  where  equipment  for  diagnosis 
and  treatment  can  be  readily  available. 

Such  a facility  could  answer  the  need  for 
medical  care  and  relieve  the  hospital  out- 
patient department.  Many  medical  students 
now  favor  group  practice  because  it  provides 
needed  equipment  plus  assistance  in 
nonmedical  as  well  as  medical  aspects  of 
practice.  During  the  past  decade,  group 
practice  has  increased  four-fold;  by  1980  we 
should  have  three-fifths  of  our  doctors 
practicing  in  groups. 

These  health  care  facilities  will  be  located  in 
shopping  centers,  medical  centers,  and 
in  residential  areas.  Some  will  be  in  or  near 
neighborhood  hospitals.  Some  will  be  highly 
specialized,  but  others  will  not.  Of  course 
some  physicians  will  continue  solo  practice. 

Neighborhood  clinics  could  provide 
service  from  daylight  to  dark  and  have  some- 
one on  duty  all  of  the  time.  Then,  people 
who  need  medical  care  at  night  would  go  to 
the  facility  where  they  are  accustomed 
to  getting  medical  care.  Their  records  would  be 
there;  the  night  physician  could  call  the 
staff  member  who  knows  the  patient;  if 
necessary,  hospitalization  could  be  arranged. 
The  medical  clinic  would  be  the  “general 
practitioner’’  for  the  neighborhood. 
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How  will  care  be  provided  in  rural  areas? 

The  group  practice  in  the  county  seat 
could  establish  a branch  clinic,  or  spot  where 
they  can  send  a doctor  as  many  days  as 
needed  each  week.  A local  nurse  could  be 
available  for  emergencies;  she  could  be 
involved  in  decision-making  far  more  than  is 
the  custom  today.  These  group  clinics  also 
could  fit  into  the  picture  of  education  for  our 
young  doctors.  We  now  train  our  interns 
and  residents  chiefly  in  a medical  center, 
where  only  1 in  1,000  patients  go.  More 
should  be  trained  at  the  community  hospital, 
where  9 out  of  1 ,000  go,  or  9 out  of  250 
that  are  sick.  Better  yet,  why  not  give  them 
part  of  their  training  where  all  of  the  250 
who  see  a doctor  appear  for  diagnosis 
and  treatment. 

Another  subject  that  needs  attention 
is  infant  mortality.  True,  if  all  countries  used 
similar  methods  of  calculation,  the 
United  States  would  improve  its  position.  But 
the  important  point  is  the  baby,  not  the 
position  of  the  United  States  on  the  statistical 
ladder.  In  the  past  two  decades  the  infant 
mortality  in  this  country  has  been  reduced  from 
47/1,000  to  20/1,000,  but  in  the  deprived 
areas  it  is  still  far  too  high.  The  causes  are  poor 
nutrition,  high  incidence  of  teen-age  pregnancy 
and  illegitimacy,  unwanted  babies  causing 
expectant  mothers  to  refuse  prenatal 
care,  poverty,  lack  of  available  care,  and  a 
host  of  other  social  conditions.  Physicians 
are  to  be  congratulated  for  saving  as  many  as 
they  do,  but  the  morbidity  is  high  when 
babies  are  not  born  well  and  do  not  develop 
normally.  The  social  conditions  over  which  the 
physician  has  had  no  control  are  a barrier 
to  improvement. 

If  no  one  else  will  correct  these  situations, 
then  physicians  must  be  given  control  of 
the  social  conditions.  A foundation  created  by 
the  local  medical  society,  possibly  with 
the  health  department,  could  accept  and 
manage  funds  to  accomplish  these  aims. 


Federal  agencies  should  provide  funds  to 
establish  a maternity  center  in  every 
appropriate  population  center  in  deprived 
areas.  These  centers  should  be  within 
walking  distance  for  most  people,  and  should 
be  staffed  with  physicians,  nurses,  and 
outreach  people  to  contact  pregnant  girls 
and  women. 

Visiting  nurses  should  bring  at  least  some 
prenatal  care  to  the  mother  who  has  no  one 
to  baby-sit  with  her  family.  The  center 
should  hold  classes  in  family  planning.  Sex 
education  could  be  taught  for  teen-agers 
and  even  ten-year-olds.  The  center  should 
be  equipped  to  deliver  those  patients  who  are 
expected  to  deliver  normally.  Visiting 
nurses  could  give  follow-up  care. 

Nutrition  must  have  attention.  A pregnant 
woman  who  lives  on  sweet  rolls  and  candy 
bars  cannot  beget  a normal  child;  all  she  gets 
is  fat  and  eclampsia.  Additional  food 
stamps  must  be  provided  where  needed,  and 
someone  must  see  that  good  protein  food 
is  used  properly. 

All  of  these  factors  will  increase  the  possi- 
bility of  delivering  a healthy  baby  at  term 
instead  of  a premature  or  otherwise  unhealthy 
child.  We  will  save  money  in  the  long  run 
by  reducing  the  incidence  of  the  retarded 
and  slow  learners. 

We  cannot  work  alone;  we  need  a partner- 
ship with  the  government.  We  are  no  longer 
afraid  of  government;  Congress  has  learned 
that  its  schemes  are  the  most  costly 
and  inefficient.  They  will  listen  if  we  are  rea- 
sonable and  willing  to  work  in  a partnership  in 
solving  the  problems  of  our  people. 

There  is  room  for  improvement,  and 
health  care  is  being  improved.  Improvement 
will  be  speeded  up  so  that  within  this  decade 
we  will  have  enough  doctors  and  one  level 
of  medical  care  readily  available  to  all, 
provided  in  a manner  that  is  suitable  to  the 
people  of  the  United  States. 

Walter  C.  Bornemeier,  MD,  Chicago, 

Immediate  Past  President,  AMA. 
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TEXAS  MEDICAL  ASSOCIATION 


AFRICAN  ADVENTURE 

DEPARTING  DALLAS  AND  HOUSTON  ON  FEBRUARY  10,  1972 


SPOIL  YOURSELF  WITH  A VISIT  TO  UNSPOILED  AFRICA 


Our  two  week  completely  non-regimented 
Adventure  offers  you  the  continent  of  Africa 
...its  magic,  its  excitement  and  its  unspoiled 
beauty.  All  for  only  $968.  African  Adventure 
includes  these  exclusive  features  at  charter 
cost  savings: 

• Direct  flights  via  private  jet 

• The  finest  first  class  hotels 

• Complete  American  breakfasts 

• Dinners  at  a selection  of  the  finest 
restaurants 


• 70  pound  baggage  allowance. ..expedited 
custom  facilities 

• Optional  sightseeing  tours. .. plenty  of  time 
for  shopping 

• Five  hosts  always  available  to  assist  you 

• Neverany  regimentation  . . do  as  you  please 

Space  is  limited.  Complete  the  reservation 
form  below  and  return  it  today. 


Home  Address 


J City  State  Zip  Code  Phone 

I □ Please  send  full  color  brochure. 
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For  Insomnia... 

NoludarSOO 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
INDICATION:  Relief  of  insomnia,  of  varied  etiology, 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  chiid- 
bearing  age  against  possible  hazards  to  mother  and 


PRECAUTIONS;  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
Intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
i significantly  increase  hypnotic  benefits, 
k ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
i been  rare  occurrences  of  morning  drowsiness,  dizziness, 
^ mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ ■’  V ROCHE  LABORATORIES 

< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

^ X Nutley,  New  Jersey  07110 


ANNOUNCING  the  1971 

ANNUAL  FALL  CONFERENCE  - OKLAHOMA  CITY  CLINICAL  SOCIETY 

October  11,  12,  13,  1971  - SKIRVIN  HOTEL 


BYRON  J.  BAILEY,  M.D.,  Wiess  Professor  and  Chairman,  Department 
of  Otolaryngology,  University  of  Texas  Medical  Branch,  Galveston, 
Texas. 

CARTER  M.  BALLINGER,  M.D.,  Associate  Professor  and  Chairman, 
Division  of  Anesthesiology,  College  of  Medicine,  University  of  Utah, 
Salt  Lake  City,  Utah. 

ALLAN  S.  CHRISMAN,  M.D.,  Deputy  Medical  Director  of  American 
National  Red  Cross  Blood  Program,  Washington,  D.C. 

ABRAHAM  T.  K.  COCKETT,  M.D.,  Professor  and  Chairman,  Division  of 
Urology,  University  of  Rochester  School  of  Medicine,  Rochester,  New 
York. 

HEINZ  F.  EICHENWALD,  M.D.,  Professor  and  Chairman,  Department 
of  Pediatrics,  University  of  Texas  Southwestern  Medical  School,  Dal- 
las, Texas. 


ALBERT  W.  HARTMAN,  M.D.,  Clinical  Professor  of  Surgery,  University 
of  Texas  Medical  School,  San  Antonio,  Texas. 

EDMUND  D.  LOWNEY,  M.D.,  Professor  of  Medicine,  Director,  Division 
of  Dermatology,  Ohio  State  University  Medical  School,  Columbus, 
Ohio. 

J.  PAUL  SHIVELY,  M.D.,  Associate  Professor  of  Obstetrics  and  Gyneco- 
logy, University  of  California  School  of  Medicine,  San  Francisco,  Cali- 
fornia. 

MARVIN  TURCK,  M.D.,  Professor  of  Medicine,  University  of  Washington 
School  of  Medicine,  Seattle,  Washington. 

EDWARD  A.  TYLER,  M.D.,  Professor  of  Psychiatry,  Indiana  University 
School  of  Medicine,  Indianapolis,  Indiana. 


SYMPOSIUM:  "GASTROENTEROLOGY.” 
“What’s  New  and  What’s  Useable 
of  What’s  New.” 

0.  U.  MEDICAL  CENTER 


SYMPOSIUM:  “SEX  EDUCATION 
IN  MEDICINE.” 

Edward  A.  Tyler,  M.D.  Indianapolis,  Ind. 


ROUNDTABLE  LUNCHEONS 
HAWAIIAN  BANQUET 
ENTERTAINMENT  by  the 
OKLAHOMA  BAPTIST  UNIVERSITY  CHORAL 
GROUP,  Dean  Warren  Angell,  Directing 


Registration  Fee  of  $25.00  includes  Lectures  - 3 Luncheons 


ACCEPTABLE  FOR  24  HOURS  PRESCRIBED  CREDIT  by  the 
AMERICAN  ACADEMY  OF  GENERAL  PRACTICE. 


For  Further  Information,  write: 

Executive  Secretary,  Oklahoma  City  Clinical  Society 
601  Northwest  Expressway,  Oklahoma  City,  Okla.  73118 
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What  Texas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that's  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


OASUAIJY INOEMNITY  EXCHANGE 

754  Insurance  Exchange  Building  • Denver,  Colo.  80202  • (303)  825-0161 


TMA-017J 


Ortho-Novum  1/50d21  is  for  people. 

People  who  want  no  more  hormonal  activity  than 
is  needed  for  effective  contraception  — 

50  meg  of  mestranol  and  1 mg  of  norethindrone. 

People  who  want  a pill  to  stay  with— like  the 
1 ,719  patients  on  Ortho-Novum  1 / 50  nil  in  a 
controlled  study.  Of  these,  only  2.3%  dropped 
out  for  drug-related  reasons.^ 

People  who  appreciai 
the  unique  qualities  of 
the  Dialpak^—theTablet 
Dispenser  preferred 
by  an  overwhelming 
majority  of  women.^ 

People  who  like  the 
simplicity  of  the  21 -day 
regimen ...3  weeks  on, 

1 week  off. 

Yes,  Ortho-Novum  1 /50n21  is  for  people.  That’s 
why  people  are  for  Ortho-Novum  1 / 50  u21. 


1.  Data  on  file.  Ortho  Research  Foundation,  Raritan,  N.  J.,  2.  Oral  Contraceptive 
Packaging  Test,  Suburban  Research  Associates,  Ridgewood,  N.  J.,  June  1970. 


0rtho-Novuml/50°21 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone 
and  0.05  mg  mestranol 


•TRADEMARK 


See  next  page  for  prescribing  information. 


Ortho-Novuml/50°2I 

TRADEMARK 

Each  tablet  contains  1 mg  norethindrone  and  0.05  mg  mestranol 


PRESCRIBING  INFORMATION 


DESCRIPTION:  Each  ORTHO-NOVUM  1/50D21  Tablet  contains  1 mg  of  the 
potent  progestational  substance,  norethindrone  (T7  a/pha-ethinyl-17-hydroxy- 
4-estren-3-one)  together  with  0.05  mg  of  the  estrogenic  compound,  mestranol 
(ethinyl  estradiol  3-methyi  ether). 

SPECIAL  NOTE:  Oral  contraceptives  have  been  marketed  in  the  United  States 
since  1960.  Reported  pregnancy  rates  vary  from  product  to  product.  The 
effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower  than 
that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  the  studies  conducted  in 
both  Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  ele- 
vated blood  pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates, 
have  not  been  quantitated  with  precision. 

Long  term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  fre- 
quency for  some  animal  carcinomas.  These  data  cannot  be  transposed 
directly  to  man.  The  possible  carcinogenicity  due  to  the  estrogens  can 
neither  be  affirmed  nor  refuted  at  this  time.  Close  clinical  surveillance  of 
all  women  taking  oral  contraceptives  must  be  continued. 

INDICATION:  Contraception. 

CONTRAINDICATIONS:  1.  Thrombophlebitis,  thromboembolic  disorders,  cere- 
bral apoplexy,  or  a past  history  of  these  conditions. 

2.  Markedly  impaired  liver  function. 

3.  Known  or  suspected  carcinoma  of  the  breast. 

4.  Known  or  suspected  estrogen  dependent  neoplasia. 

5.  Undiagnosed  abnormal  genital  bleeding. 

WARNINGS:  1.  The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmo- 
nary embolism,  and  retinal  thrombosis).  Should  any  of  these  occur  or  be 
suspected,  the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  in  Great  Britain  and 
studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  in  Great  Britain’-^  leading  to  this  conclusion, 
and  one"  m this  country  The  estimate  of  the  relative  risk  of  thromboembo- 
lism in  the  study  by  Vessey  and  DolP  was  about  sevenfold,  while  Sartwell  and 
associates  in  the  United  States  found  a relative  risk  of  4.4,  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease  with- 
out evident  cause  as  non-users.  The  American  study  also  indicated  that  the 
risk  did  not  persist  after  discontinuation  of  administration,  and  that  it  was 
not  enhanced  by  long  continued  administration.  The  American  study  was 
not  designed  to  evaluate  a difference  between  products.  However,  the  study 
suggested  that  there  might  be  an  increased  risk  of  thromboembolic  disease 
in  users  of  sequential  products.  This  risk  cannot  be  quantitated,  and  further 
studies  to  confirm  this  finding  are  desirable. 

2.  Discontinue  medication  pending  examination  if  there  is  sudden  partial 
or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia 
or  migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions, 
medication  should  be  withdrawn. 

3.  Since  the  safety  of  ORTHO-NOVUM  1/50D21  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed  two 
consecutive  periods,  pregnancy  should  be  ruled  out  before  continuing  the 
contraceptive  regimen.  If  the  patient  has  not  adhered  to  the  prescribed 
schedule,  the  possibility  of  pregnancy  should  be  considered  at  the  time  of 
the  first  missed  period. 

4.  A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long  range  effect 
to  the  nursing  infant  cannot  be  determined  at  this  time. 

PRECAUTIONS:  1.  The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  breasts  and  pelvic  organs,  including 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals. 

2.  Endocrine  and  possibly  liver  function  tests  may  be  affected  by  treatment 
with  ORTHO-NOVUM  l/50n21.  Therefore,  if  such  tests  are  abnormal  in  a 
patient  taking  ORTHO-NOVUM  1/50D21,  it  is  recommended  that  they  be 
repeated  after  the  drug  has  been  withdrawn  for  two  months. 

3.  Under  the  influence  of  estrogen-progestogen  preparations,  pre-existing 
uterine  fibromyomata  may  increase  in  size. 

4.  Because  these  agents  may  cause  some  degree  of  fluid  retention,  condi- 
tions which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation. 

5.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per  vagi- 
nam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed- 
ing per  vaginam,  adequate  diagnostic  measures  are  indicated. 

6.  Patients  with  a history  of  psychic  depression  should  be  carefullyobserved 
and  the  drug  discontinued  if  the  depression  recurs  to  a serious  degree. 


7.  Any  possible  influence  of  prolonged  ORTHO-NOVUM  1/50D21  therapy 
on  pituitary,  ovarian,  adrenal,  hepatic  or  uterine  function  awaits  further 
study. 

8.  A decrease  in  glucose  tolerance  has  been  observed  in  a significant  per- 
centage of  patients  on  oral  contraceptives.  The  mechanism  of  this  decrease 
is  obscure.  For  this  reason,  diabetic  patients  should  be  carefully  observed 
while  receiving  ORTHO-NOVUM  l/50n21  therapy. 

9.  The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treat- 
ment with  ORTHO-NOVUM  1/50D21  may  mask  the  onset  of  the  climacteric. 

10.  The  pathologist  should  be  advised  of  ORTHO-NOVUM  1/50D21  therapy 
when  relevant  specimens  are  submitted. 

11.  Susceptible  women  may  experience  an  increase  in  blood  pressure  follow- 
ing administration  of  contraceptive  steroids. 

ADVERSE  REACTIONS  OBSERVED  IN  PATIENTS  RECEIVING  ORAL  CONTRA- 
CEPTIVES: A statistically  significant  association  has  been  demonstrated  be- 
tween use  of  oral  contraceptives  and  the  following  serious  adverse  reactions: 
Thrombophlebitis  Pulmonary  embolism  Cerebral  thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions: 

Neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving 
oral  contraceptives: 


Edema 

Chloasma  or  Melasma 
Cholestatic  jaundice 
Migraine 
Rash  (allergic) 

Mental  depression 
Change  in  weight 
(increase  or  decrease) 


Nausea 
Vomiting 

Gastrointestinal  symptoms 
(such  as  abdominal 
cramps  and  bloating) 

Breakthrough  bleeding 
Spotting 

Change  in  menstrual  flow 
Amenorrhea  during  and  after  treatment 
Breast  changes:  tenderness,  enlargement  and  secretion 
Changes  in  cervical  erosion  and  cervical  secretions 
Suppression  of  lactation  when  given  immediately  post-partum 
Rise  in  blood  pressure  in  susceptible  individuals 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 

Anovulation  post  treatment;  Premenstrual-like  syndrome;  Changes  in 
libido;  Changes  in  appetite;  Cystitis-like  syndrome;  Headache;  Nervousness; 
Dizziness;  Fatigue;  Backache;  Hirsutism;  Loss  of  scalp  hair;  Erythema  multi- 
forme; Erythema  nodosum;  Hemorrhagic  eruption;  Itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: 

Hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests; 

Coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX,  and  X; 
Thyroid  function:  increase  in  PBI,  and  butanol  extractable  protein  bound 
iodine  and  decrease  in  T^  uptake  values; 

Metyrapone  test;  Pregnanediol  determination. 

DOSAGE  AND  ADMINISTRATION:  The  dosage  of  ORTHO-NOVUM  l/50o21  for 
the  initial  cycle  of  therapy  is  one  tablet  administered  daily  from  the  5th 
through  the  25th  day  of  the  menstrual  cycle,  counting  the  first  day  of  men- 
strual flow  as  "Day  1”.  The  use  of  ORTHO-NOVUM  1/50D21  for  contracep- 
tion can  be  initiated  immediately  postpartum.  (If  ORTHO-NOVUM  l/50n21 
is  first  taken  later  than  the  fifth  day  of  the  first  menstrual  cycle  of  medica- 
tion or  postpartum,  contraceptive  reliance  should  not  be  placed  on  ORTHO- 
NOVUM  1/50D21  until  after  the  first  seven  consecutive  days  of  administra- 
tion. The  possibility  of  ovulation  and  conception  prior  to  initiation  of  medi- 
cation should  be  considered.)  For  subsequent  cycles,  no  tablets  are  taken 
for  7 days,  then  a new  course  is  started  of  one  tablet  a day  for  21  days.  The 
dosage  regimen  then  continues  with  7 days  of  no  medication  followed  by 
21  days  of  medication,  instituting  a three  weeks  on,  one  week  off  dosage 
regimen. 

HOW  SUPPLIED:  ORTHO-NOVUM  1/50D21  Tablets  (as  yellow  unscored  tab- 
lets with  "Ortho”  and  "1"  debossed  on  each  side)  are  available  in  DIALPAK* 
Tablet  Dispenser  containing  21  tablets  and  DIALPAK  3-cycle  Tablet  Dis- 
penser containing  63  tablets  arranged  for  3 cycles  of  administration. 
REFERENCES:  1.  Royal  College  of  General  Practitioners:  Oral  Contraception 
and  Thromboembolic  Disease.  J.  Coll.  Gen.  Pract.,  73:267-279,  1967.  2.  In- 
man, W.  H.  W.  and  Vessey,  M.  P.  Investigation  of  Deathsfrom  Pulmonary  Coro- 
nary and  Cerebral  Thrombosis  and  Embolism  in  Women  in  Child-Bearing 
Age,  Brit.  Med.  J.,  2:193-199,  1968.  3.  Vessey,  M.  P.  and  Doll,  R.  Investigation 
of  Relation  between  Use  of  Oral  Contraceptives  and  Thromboembolic  Dis- 
ease. A Further  Report,  Brit.  Med.  J.,  2:651-657,  1969.  4.  Sartwell,  P.  E.,  Masi, 
A.  T.,  Arthes,  F.  G.,  Greene,  G.  R.,  and  Smith,  H,  E.,  Thromboembolism  and 
Oral  Contraceptives:  An  Epidemiological  Case-Control  Study, 

Am.  J.  Epidem.  90:365-380,  (Nov.)  1969.  ‘trademark 
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Nursing  Profession  Needs  Our 
Cooperation,  Continuing  Support 


The  75th  Anniversary  this  year 
of  the  American  Nurses’  Association 
prompts  consideration  of 
current  problems  which  will  influ- 
ence the  future  of  nursing. 

One  of  three  registered  nurses 
currently  is  not  employed  in  nursing 
and  21%  of  licensed  practical 
nurses  are  not  working.  Geographic 
maldistribution  of  nurses  and 
educational  facilities  for  nurses  also 
add  to  the  problem  of  providing 
nursing  services. 

Faculty  qualified  for  academic 
appointments  for  schools  of 
nursing  are  in  short  supply.  Quality 
of  the  nurse’s  educational  experi- 
ence is  as  important  as  increasing 
the  number  of  graduates. 

Attempts  are  being  made  to 
create  an  opportunity  for  nurses  to 
function  in  jobs  with  more  responsi- 
bility such  as  the  pediatric  nurse 
practitioner,  the  clinical  special- 
ist, and  family  nurse  practitioner. 

Of  utmost  priority  is  the  need 
to  change  the  inappropriate  use  of 
nursing  skills  found  in  hospitals, 
home  health  agencies,  and 
physicians’  offices  where  nurses 
have  been  used  for  managerial 
and  clerical  duties  not  directly 
related  to  patient  care.  These 
changes  will  require  the  involvement 
of  physicians,  administrators, 
nurses,  and  the  public.  Although 
progress  is  being  made  in  redirecting 
nursing  into  clinical  responsi- 
bilities, it  is  agonizingly  slow. 

Of  concern  also  is  the  emerging 
occupation  of  physician’s  assistants. 
Their  relationship  to  nurses 
and  physicians,  their  education 
and  utilization  will  have  an  impact 
on  patient  care. 

The  American  Medical  Associa- 
tion’s House  of  Delegates,  in 
June,  1970,  adopted  six  objectives 
developed  by  the  Committee  on 
Nursing,  which  recognize  the  need 
for  supporting  efforts  to  increase  the 
number  of  nurses;  recognize  the 
need  for  facilitating  the  expan- 
sion of  the  role  of  the  nurse  in 
providing  patient  care;  encourage 
and  support  all  levels  of  nurse 
education;  promote  the  development 
of  a hospital  nursing  service 


aimed  at  increased  involvement 
in  direct  medical  care  of  the  patient; 
recognize  that  delivery  of  medical 
care  is,  by  its  nature,  a team 
operation;  declare  that  constructive 
collaboration  of  medicine  with 
the  various  elements  of  the  nursing 
profession  is  essential  to  implement 
these  objectives.  The  American 
Nurses’  Association,  the  National 
League  for  Nursing,  and  the 
American  Medical  Association  now 
have  a formal  liaison  commniittee. 

The  AMA’s  Committee  on  Nurs- 
ing and  the  Board  of  Trustees  have 
endorsed  the  four  major  recom- 
mendations of  a three  year  study  by 
the  independent  National  Com- 
misssion  for  the  Study  of  Nursing 
and  Nursing  Education.  The 
AMA’s  Committee  on  Nursing  and 
the  ANA’S  Congress  for  Nursing 
Practice  are  planning,  with 
the  staff  of  the  NCSN&NE,  the 
development  of  the  National  Joint 
Practice  Commission  between 
medicine  and  nursing. 

Only  with  continued  cooperation, 
communication,  and  coordina- 
tion will  progress  toward  improved 
patient  services  be  possible. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 


Conference  on 

MEDICAL  PRACTICE 

October  2, 1971 

Texas  Medical  Association 
presents  a program  of  special 
interest  to  practicing  physicians 
in  the  state. 

Proposals  for  national  health  care 
Physician  manpower 
Medical  education 

New  standards  for  hospital  accreditation 

Foundations  for  medical  care 

Peer  Review 

Direct  billing 

Orientation  program 

Conference  to  be  held  in  new  Joe  C. 
Thompson  Conference  Center, 
located  on  The  University 
of  Texas  Campus,  Austin. 


Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 

Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect;  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate. 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea. unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  Include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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Experimental  studies  of 
cardiac  function  during 
irreversible  hemorrhagic  shock 

ROYCE  D.  BROUGH,  JR,  BA 


Despite  years  of  study,  the  mechanisms  of  clinical 
shock  are  poorly  understood.  Therapy  which  re- 
mains speculative  must  be  based  on  accurate 
and  complete  knowledge  of  pathophysiology.  Ex- 
perimental studies  of  cardiac  function  have  con- 
tributed important  steps  toward  this  obfective. 

EXTENSIVE  EXPERIMENTAL  study  of  hemorrha- 
gic shock  has  been  undertaken  due  to  the  fea- 
sibility of  grading  the  insult  and  standardizing 
the  procedure.  Many  of  the  current  explana- 
tions of  the  pathophysiology  of  the  human  clin- 
ical shock  syndrome  have  been  derived  from 
these  studies.  Since  it  is  probable  that  the 
mechanism  of  the  various  categories  of  shock 
v\/ill  be  resolved  in  terms  of  a common  denomi- 
nator,^ a reviev/  of  the  experimental  studies  of 
cardiac  function  during  hemorrhagic  shock  will 
be  helpful  in  formulating  current  concepts  of 
the  heart’s  role  during  the  “shock  syndrome.’’ 

One  of  the  important  questions  that  remains 
to  be  answered  is  the  effect  of  hemorrhagic 
hypotension  on  cardiac  function. ^ The  results 
of  some  studies  suggest  that  the  deterioration 
and  failure  of  the  heart  are  responsible  for  the 
onset  and  progression  of  the  circulatory  col- 
lapse,2'  while  other  studies  indicate  the  pri- 
macy of  peripheral  vascular  failure  with  cardiac 
failure  occurring  only  as  a terminal  event. ^ 
Historical  Notes:  Cycles  of  thought  are  quite 
common  in  scientific  investigation,  and  this  is 
the  case  with  the  pathogenesis  of  shock.  Be- 
fore 1890,  shock  was  attributed  to  cardiac  fail- 
ure with  therapy  consisting  of  application  of 
cardiac  stimulants.  With  the  publication  of 
Groenigen’s  monograph  in  1885  and  Crile’s 
treatise  in  1890,  deficient  peripheral  circulation 
and  decreased  venous  return  came  to  be  con- 
sidered the  major  factors  in  initiating  shock. 

In  1942,  the  cycle  of  thought  was  completed 


when  Wiggers  and  associates  standardized  the 
methods  of  study  of  hemorrhagic  shock,  and 
provided  evidence  that  cardiac  failure  plays  a 
major  role  in  the  development  of  the  so-called 
irreversible  shock  state. 

During  the  following  two  decades,  many  in- 
vestigators confirmed  the  existence  of  cardiac 
depression  with  hypotension  and  shock.  Weak- 
ening of  the  heart  was  indicated  by  distur- 
bances in  cardiac  electrical  activity  (ECG),-®’^^ 
coronary  circulation,---'^  and  myocardial  me- 
tabolism.22. 20-28  Ip  contrast,  other  evidence 
indicated  that  the  heart  did  not  play  a primary 
role.  During  the  conference  on  shock  in  1960,2'* 
Simeone  pointed  out  that,  even  if  on  the  verge 
of  failure,  the  myocardium  will  pump  blood  into 
the  aorta  with  almost  normal  force  until  the 
very  end.  He  attributed  the  problems  of  myo- 
cardial function  described  by  others  to  de- 
creased venous  return  rather  than  failure  of  the 
heart.'*'* 

Recent  studies*  '*'2*’-23  which  have  evaluated 
cardiac  function  during  shock  are  also  in  con- 
flict over  the  existence,  mechanisms,  and  sig- 
nificance of  cardiac  depression.  Ten  of  these 
studies  are  summarized  in  Fig  1. 

Experimental  Procedures:  Preparation:  Experi- 
mental shock  is  usually  studied  by  the  hemor- 
rhagic model  standardized  by  Wiggers.***  In 
this  preparation,  the  femoral  artery  of  the  ex- 
perimental animal  (usually  an  adult  mongrel 
dog)  is  catheterized  and  connected  to  a reser- 
voir bottle  maintained  at  a constant  hydro- 
static pressure.'**  Often  the  animal’s  tricuspid 
valve  is  used  as  the  zero  pressure  reference 
level  as  shown  by  Guyton  and  Greganti.**** 

Various  surgical  procedures  are  carried  out 
depending  on  the  investigator’s  experimental 
design.  Since  it  has  been  suggested  that  thora- 
cotomy may  weaken  cardiac  function  and  alter 
the  physiology  of  the  preparation,  it  is  neces- 
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INVESTIGATOR 

YEAR 

ANESTHESIA 

SURGICAL  PROCEDURE 

HYPOTENSION 

1 

Crowell-' 

1961 

■'Pb  30  mg /kg 

Thoracotomy;  catheter  in  LA 

30  mm  Hg  until  death 

30  mm  until  uptake  then 

100  mm  Hg  until  death 

2 

Crowell' 

1962 

Pb  30  mg/kg 

Thoracotomy;  catheter  in  LA; 
massive  infusion 

30  mm  Hg  until  20%  uptake 

3 

Rothe® 

1964 

M 1 mg/ kg 

Closed-chest 

35  mm  Hg  until  30%  or 

Pb  15  mg /kg 

40%  uptake 

4 

Gomer"' 

1964 

Pb 

Thoracotomy;  catheter  in  LA 

30  mm  Hg  for  90,  190 

for  massive  infusion 

and  240  minutes 

5 

Weidner= 

1964 

none 

Surgical  preparation  seven 
days  before  closed  chest 

35  mm  Hg  for  two  hours 

6 

Regan"' 

1965 

Pb  25  mg /kg 

Closed-chest,  vagotomized 

30  mm  Hg  for  three  to 
four  hours 

7 

Rothe” 

1966 

M 1 mg/kg 

Closed-chest 

35  mm  Hg  until  2%,  20% 

Pb  15  mg/ kg 

or  40%  uptake 

8 

Goodyer'" 

1967 

Dial-urethane 

Closed-chest 

Group  1:  45-50  mm  Hg 

Group  2:  30  mm  Hg 

Both  until  oxygen  debt  of 

160  mg/ kg  accumulated. 

9 

Jones" 

1970 

Pb  30  mg/ kg 

Group  1:  Closed-chest 

Group  2:  Thoracotomy  and  can- 

30  mm  Hg  until  20%  uptake 

nulation  of  circumflex  artery 
to  determine  blood  flow 

10 

SiegeF 

1970 

Pb  30  mg/kg 

Thoracotomy; 

30  mm  Hg  for  two  hours 

aortic  cannulation; 
aorlicocaval  shunt  for  control 
of  VE 


METHOD  OF  CARDIAC 

INVESTIGATOR  YEAR  FUNCTION  MEASUREMENT  RESULTS 


1 

Crowell" 

1961 

LA  & RA  pressure  rise 

Acute  heart  failure  LA  pressure 
rise  concurrent  with  uptake 

Progressive  LA  rise  until  death 

2 

Crowell' 

1962 

LA  pressure  rise;  cardiac  function  curves 

Progressive  heart  failure,  decreased 
cardiac  function 

3 

Rothe" 

1964 

Plot  of  LVEDP  vs  LV  stroke  work 
without  massive  infusion 

Cardiac  weakening  in  some  cases; 
reversible  with  transfusion 

4 

Gomez"" 

1964 

Ventricular  function  curves 

Progressive  cardiac  incapacity; 
decreased  ventricular  function  curves 

5 

Weidner"" 

1964 

Central  venous  pressure;  pulmonary 
arterial  pressure 

Low  CVP  & PA  pressures  until  death; 
no  evidence  of  heart  failure 

6 

Regan"' 

1965 

MRPR 

LVEDP 

Decreased  contractility  in  dogs  which 
died;  no  decrease  in  survivors 

7 

Rothe" 

1966 

Same  as  no.  3 

Cardiac  weakening  in  many  experiments; 
frank  failure  in  one  experiment 

8 

Goodyer'" 

1967 

max  dP/dt 

P12.5 

Ventricular  contractility  increase 
temporarily  impaired  with  |3  blockade 

9 

Jones" 

1970 

Reversal  time  compared  to  controls; 
coronary  blood  flow 

Significant  greater  reversal  time  (p  < .05) 

and  significant  greater  circumflex  flow  with  Persantin 

10 

Siegel' 

1970 

Ventricular  function  curves; 

SV  10;  Max  dP/dt 

Decreased  left  ventricular  contractility 
during  hypotension;  irreversible  to  reinfusion 

7.  Recent  experimental  studies  of  cardiac  function. 
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2.  Schematic  representation  of  protocol. 

Changes  in  blood  volume  and  mean  arterial 
pressures  were  used  to  define  arbitrarily 
designated  stages  at  the  top  of  the  graph.  These 
stages  are  of  variable  length  depending 
on  the  experimental  design  and  the  pre-experiment 
condition  of  the  animal.  The  reversal  of 
blood  flow  during  has  been 
correlated  with  the  onset  of  irreversible  shock. 

Blood  is  often  retransfused  after  a certain 
percent,  in  this  case  20%,  is  taken  up 
spontaneously.  The  sequence  of  cardiac  output 
changes  as  determined  experimentally  is 
presented.  (Modified  from  CrowelH  and 

Shoemaker.^ '<) 

sary  to  classify  studies  as  closed-chest  or 
open-chest  according  to  the  surgical  proce- 
dure*5’®’^®  (Fig  1).  Anesthesia  has  also  been 
suspected  of  altering  the  physiology  of  cardiac 
function;^-  thus,  different  experimental  de- 
signs call  for  various  anesthetic  procedures. 
Since,  in  most  studies,  experimental  animals 
are  compared  to  controls,  the  factors  may  not 
be  as  important  as  has  been  suggested  by 
some. 

Protocol:  (Fig  2)  After  a control  period  (stage 
A),  the  animal  is  allowed  to  bleed  rapidly 
(stage  Bi)  into  the  reservoir  set  at  various 
levels  between  30  and  50  mm  Hg,  depending 
on  the  investigator’s  protocol.  The  animal  is 
thus  plunged  into  profound  shock  with  mean 
arterial  pressures  maintained  by  the  level  set 
by  the  reservoir  (stage  B2).  After  a varying 
time,  the  animal  is  retransfused  with  the  shed 
blood  (stage  C)  and  monitored  during  the  “nor- 
movolemic” post-transfusional  period  (stage 
D),  the  preterminal  period  (stage  E),  and  death 
(stage  F). 

Methods:  Various  hemodynamic  parameters 
are  measured  depending  on  the  protocol.  Right 
atrial  pressure,  left  atrial  pressure,  central  ven- 
ous pressure,  mean  arterial  pressure,  left  ven- 
tricular pressures,  and  left  ventricular  end  dias- 
tolic pressures  are  monitored  by  standard  cath- 
eter-transducer procedures.  Cardiac  output  is 
monitored  by  an  electronic  flow  probe,  the  Fick 
method,  or  indicator  dilution  techniques.  Arte- 
rial and  mixed  venous  blood  samples  are  some- 
times collected  periodically  and  various  para- 
meters determined  chemically.  Stroke  volume, 
stroke  work,  systematic  vascular  resistance, 
and  oxygen  consumption  are  derived  by  stan- 
dard formulas  (Fig  3). 

Various  procedures  have  been  used  by  inves- 
tigators to  assess  the  function  of  the  heart 
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(Figs  1,  3,  4).  Among  them  are  cardiac  and 
ventricular  function  curves^^-^®(Fig  4)  and 
various  contractility  indices’^-^o  ^i  (Fig  5). 

Specialized  procedures  and  designs  will  be 
presented  in  the  discussion  of  cardiac  deterio- 
ration during  shock. 

The  Irreversible  Phase:  When  using  the  Wiggers 
model,  the  point  at  which  shock  becomes  irre- 
versible has  been  accurately  established  (Fig 
2).  During  the  period  of  hypotension  (stage 
B2),  the  blood  level  in  the  reservoir  remains 
relatively  constant  or  increases  slowly.  After  a 
variable  period  of  hypotension,  the  animal  is 
unable  to  maintain  the  experimentally  estab- 
lished arterial  pressure. Blood  then  flows 
from  the  reservoir  into  the  animal.  “Reversal” 
and  continued  uptake  of  blood  by  the  animal 
is  an  excellent  statistical  indication  of  the  on- 
set of  irreversible  shock. wiggers  and 
Frank  documented  that  animals  left  with  low 
pressures  more  than  a few  minutes  after  this 
point  rarely  survived.  Transfusion  of  blood  after 
this  point  fails  to  maintain  normal  cardiac  out- 
put and  arterial  pressure. 

The  onset  of  irreversibility  has  also  been 
characterized  by  an  accumulated  tissue  “oxy- 
gen debt”  of  more  than  140  ml/kg.  Crowell 
and  associates  have  shown  that  all  dogs  sur- 
vive if  the  oxygen  debt  accumulated  during 
hypotension  does  not  exceed  100  ml/kg.  Oxy- 
gen deficits  of  120  ml/kg  produced  an  LD50, 
and  140  ml/kg  produced  inevitable  death. 
Jones  found  significant  correlation  (r  = 0.86 
p < .01)  between  the  time  required  to  produce 
an  oxygen  deficit  of  120  ml/kg  and  the  time 
of  flow  reversal. Oxygen  debt  has  been  used 
experimentally  to  indicate  that  the  animal  had 
passed  the  point  of  reversibility.^®  Despite  the 
fact  that  other  investigators  have  failed  to  con- 
firm these  correlations,^®  oxygen  debt  may  still 
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3.  Standard  formulas  for  computation  of  parameters  used  in  shock  studies.^^ 


Stroke  volume  (SV)  = Cardiac  output  (CO)  (ml/ min) 

(ml)  Heart  rate  (HR)  (beats/min) 

Stroke  work  (SW)  = SV  (ml)  x mean  arterial  pressure  (MAP)  (mm  Hg)  x 13.5 
(gm.m.)  Cardiac  output  (CO)  (ml/min) 

Systematic  vascular  = MAP  (mm  Hg)  right  atrial  pressure  (RAP) 

- — y VQQy 

resistance  (SVR)  Cardiac  output  (CO) 

(dyne-sec) 

(cm'’’  m=) 

Oxygen  consumption  (ml/min)  = A-V  oxygen  difference  (ml/ml)  x CO  (ml/min) 
(Often  measured  by  spirometer) 


be  a good  indication  that  ischemic  damage  has 
progressed  beyond  repair.  Decreased  oxygen 
availability  has  definitely  been  shovi/n  to  be 
associated  with  irreversible  shock. 

A third  indication  of  irreversibility  is  the  on- 
set of  progressive  hemoconcentration.^^  Dur- 
ing the  early  period  of  hypotension,  Hollenberg 
and  Nickerson  found  that  both  hematocrit  and 
plasma  protein  concentration  decrease  progres- 
sively, indicating  movement  of  low  protein  fluid 
into  the  vascular  space.  With  the  uptake  of 
blood  by  the  animal  (stage  Bo),  hemodilution 
suddenly  changed  to  hemoconcentration.  Evi- 
dence was  presented  that  hemoconcentrations 
resulted  from  changes  in  precapillary  and  post- 
capillary resistances  with  ultrafiltration  of  fluid 
and  sequestration  of  blood  into  the  tissues.®^ 
The  degree  of  hemoconcentration  was  closely 
correlated  with  survival. 

Cardiac  Deterioration:  The  onset  of  irreversibil- 
ity in  experimental  models  has  been  correlated 
with  the  onset  of  cardiac  failure.  In  the  studies 
of  Crowell  and  Guyton  a sudden  rise  in  left 
atrial  pressure  occurred  concurrently  with  the 
reversal  of  blood  flow.®  There  was  no  signifi- 
cant change  in  cardiac  output,  oxygen  con- 


Lt  ATRIAL  PRESSURE  or  U VENTRICULAR  END  DIASTOLIC  PRESSURE 
( mm  Hg  ) 


sumption,  or  peripheral  resistance  during  the 
period  in  which  the  animal  changed  from  rever- 
sible to  irreversible  shock.  Acute  cardiac  failure 
was  suggested  by  progressive  rise  of  both  right 
and  left  atrial  pressures  which  continued  until 
the  death  of  the  animal.  To  rule  out  inadequate 
return,  in  some  animals  the  blood  was  rein- 
fused after  irreversibility  had  developed.  By 
adding  several  liters  of  blood  to  the  reservoir, 
the  normal  arterial  pressure  was  maintained. 
Yet,  the  atrial  pressure  continued  to  rise  until 
the  final  values  at  death  were  100  mm  Hg. 

In  another  series,'*  cardiac  output  was  main- 
tained normal  by  the  transfusion  of  additional 
blood.  Despite  adequate  venous  return,  cardiac 
function  was  impaired.  Higher  and  higher  atrial 
pressure  was  necessary  to  keep  cardiac  output 
normal.  Cardiac  output  curves  were  normal  dur- 
ing the  early  stages  of  hypotension,  but  were 
shifted  downnward  to  the  right  after  irreversi- 
bility had  developed.  Successive  curves  during 
the  normovolemic  period  indicated  progressive 
heart  failure.  From  these  studies,  Guyton  and 
Crowell  have  concluded  that  cardiac  deteriora- 
tion is  the  key  factor  in  the  progression  and  ir- 
reversibility of  shock.®* 

4.  Typical  cardiac  and  ventricular  function 
curves.  Cardiac  function  curves  are  derived  by 
plotting  cardiac  output  against  atrial 
pressure.  Ventricular  function  curves  are  a plot 
of  either  stroke  volume  or  stroke  work  against 
left  ventricular  end  diastolic  pressure 
(LVEDP).  In  either  case,  a shift  of  the  curve 
downward  and  to  the  right  indicates  decreased 
ability  of  the  heart.  Note  that  decreased 
cardiac  ability  with  a constant  output  is 
associated  with  elevated  atrial  pressures  and 
LVED  pressures.  Also  at  constant  LVEDP, 
decreased  ability  of  the  heart  is 
manifested  by  smaller  stroke  volumes. 
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5.  Contractility'  indices  used  in  shock  studies. 


Max  dP/dt 
(mm  Hg/sec) 
MRPR 
LVEDP 
(sec  ■*) 

Pii’  Index 
(mm  Hg) 

SVio 


Maximum  rate  of  change  of  left  ventricular  pressure 
during  isovolemic  contraction 

Ratio  of  max  dP/dt  to  left  ventricular  end  diastolic 
pressure  (LVEDP) 

Peak  systolic  ventricular  pressure  at  an  LV  end  diastolic 

pressure  of  12.5  mm  Hg 

Stroke  volume  when  LVEDP  = 10  mm  Hg 


Decreases  with  decreasing  contractility' 

Decreases  with  decreasing  contractility  at  comparable 
aortic  pressure^* 

Reflects  maximum  peak  pressure  during  aortic  outflow 
obstruction;  increases  with  increasing  contractility^ 

SV  decreases  with  decreasing  contractile  state  if  heart 
rate  and  LVEDP  are  constant'' 


Recent  stu(dies  have  supporteid  these  conclu- 
sions.Siegel  an(d  Downing  found  that  the 
left  ventricular  contractility  is  irreversibly  de- 
pressed after  a prolonged  period  of  hypoten- 
sion. Stroke  volume  at  a left  ventricular  end 
diastolic  pressure  of  10  and  max  dP/dt  (Fig  5) 
progressively  decreased  during  the  two  hours 
of  hypotension.  Reinfusion  of  blood  did  not 
improve  these  parameters.  Jones  and  others 
have  supported  earlier  evidence  that  myocar- 
dial failure  secondary  to  decreased  coronary 
blood  flow  is  a significant  factor  in  irreversibil- 
ity. He  and  his  associates  found  that  the  vaso- 
dilator Persantin  significantly  delays  the  onset 
of  the  irreversible  phase.® 

Recent  pathological  evidence  indicates  that 
a period  of  hypotension  known  to  produce  irre- 
versibility will  cause  ischemic  necrosis  of  the 
myocardium  if  survival  is  prolonged  by  rigor- 
ous therapy.  While  other  organs  showed  patho- 
logical changes,  the  most  extensive  damage 
occurred  in  the  heart.® 

The  various  mechanisms  which  have  been 
proposed  to  explain  cardiac  depression  have 
been  summarized  in  Figs  6 and  7.  Guyton 
and  Crowell  clearly  outlined  multiple  positive 
feedback  loops  which  act  to  depress  cardiac 
function. As  the  dying  myocardial 
fibers  become  weaker  and  weaker,  the  declin- 
ing ability  of  the  heart  to  maintain  cardiac 
output  and  arterial  pressure  constitutes  a pos- 
itive reflex  causing  the  heart  to  become  weaker 
and  weaker.® 

Fig  7 summarizes  both  positive  and  negative 
feedback  factors  which  may  contribute  to  car- 
diac deterioration  during  hemorrhagic  shock. 
If  the  myocardial  contractile  state  is  irreversibly 
depressed,  as  suggested,’^  and  reserve  mechan- 
isms exceeded,  a vicious  cycle  would  develop 
resulting  in  death. 

Inadequate  Venous  Return:  The  decrease  in 


cardiac  output  during  the  irreversible  phase 
has  been  attributed  to  decreased  venous  return 
secondary  to  peripheral  failure. is, 32, 33 
Studies  by  Rothe  and  Selkurt  indicate  progres- 
sive loss  of  intravascular  fluid  during  the  peri- 
od following  reinfusion.®  They  suggest  that  in- 
adequate cardiac  performance  results  from 
decreased  filling  pressure  rather  than  primary 
cardiac  failure.  In  many  cases,  transfusion  of 
blood,  plasma  and  dextran  maintained  arterial 
pressure  and  prolonged  life.  Massive  continuing 
loss  of  fluid,  indicated  by  increases  in  hemato- 
crit and  plasma  concentrations,  was  correlated 
with  irreversibility.®  Cardiac  weakening,  judged 
by  cardiac  function  curves,  was  present  in 
many  experiments,  but  cardiac  failure  was  rare. 
Proper  function  of  the  heart  will  be  maintained 
only  if  filling  pressure  is  adequate  and  the  myo- 
cardium is  not  seriously  depressed.®  Rothe’s 
studies  indicate  that  although  both  factors  are 
involved,  primary  cardiac  failure  is  not  neces- 
sary for  the  development  of  the  irreversible 
state.  Peripheral  failure,  fluid  loss,  and  de- 
creased venous  return  are  significant  factors 
which  may  also  lead  to  irreversibility.®® 

Other  studies  indicate  that  the  heart  is  not 
involved,  and  that  irreversibility  is  determined 
primarily  by  peripheral  mechanisms. 
Weidner  and  associates  found  that  central  ven- 
ous and  pulmonary  arterial  pressure  remained 
low  in  a group  of  dogs  which  did  not  survive. 
There  was  no  evidence  of  heart  failure.  How- 
ever, Rothe  suggested  that  perhaps  an  increase 
in  central  venous  pressure  associated  with 
heart  failure  was  balanced  by  a decrease  asso- 
ciated with  fluid  loss.® 

Goodyer  found  that  the  ventricular  contrac- 
tility was  enhanced  well  beyond  the  point  of 
irreversibility.  This  enhanced  contractility  was 
attributed  to  increased  sympathetic  drive.  After 
/^-blockade  with  propranolol,  ventricular  func- 


54 


TEXAS  MEDICINE 


6.  Proposed  nicclnuiisiiis  of  cardiac  depression. 


Decreased  coronary  blood  flow"' 
Ischemia-'  ^ 

Acidosis-"'”' 

Toxins'” 

Toxic  meiabolites"- 

( Myocardial  depressant  factor) 
Purine  base  loss'”-'”-  ”” 

Intestinal  factors”-”'^ 


tion  was  temporarily  impaired  during  the  early 
period  after  retransfusion  (stage  D).  It  was 
concluded  that  irreversibility  is  primarily  deter- 
mined by  peripheral  mechanisms,  but  myocar- 
dial damage  with  progressive  deterioration  of 
sympathetic  drive  was  not  excluded. In  this 
study,  Goodyer  measured  cardiac  function  us- 
ing max  dP/dt  and  P12.5  (Fig  5)  as  indices 
of  contractility:  previous  investigators  evalu- 
ated cardiac  performance  with  cardiac  function 
curves.  It  is  generally  agreed  that  measure- 
ment of  pump  function  and  muscle  function  are 
different  aspects  of  cardiac  evaluation. 
Perhaps  differences  in  the  results  obtained  by 
various  investigators  are  due  to  differences  in 
methods. 

The  basic  factors  involved  in  diminished  car- 
diac performance  due  to  peripheral  failure  and 
reduced  venous  return  are  also  summarized  in 
Fig  7. 

Conclusions:  Recent  experimental  studies  of 
cardiac  function  during  irreversible  hemorrhag- 
ic shock  have  not  established  the  nature  and 
significance  of  cardiac  deterioration.  However, 
possible  factors  have  been  characterized  and 
studied.  Myocardial  depression  does  occur  in 
experimental  hemorrhagic  shock  and  may  ac- 
count for  the  onset  of  irreversibility.  At  the 
same  time,  peripheral  failure  can  account  for 
decreased  filling  pressure  with  resulting  inade- 
quate cardiac  performance. 

Peripheral  perfusion,  which  has  been  empha- 
sized clinically, depends  on  adequate  car- 
diac output  as  well  as  peripheral  hemodynam- 
ics. Both  cardiac  depression  and  inadequate 
venous  return  will  contribute  to  progressive 
inadequate  perfusion.  Perhaps  pharmacologic 
agents  which  improve  myocardial  contractil- 
ity will  prove  to  have  a role  in  therapy  of 
shock. Further  studies  are  clearly  nec- 


7.  Cardiovascular  function  during  hemorrhagic 
shock  is  determined  by  multiple  factors. 
Cardiac  output  depends  both  on  myocardial 
contractility  and  adequate  venous  return. 

The  various  proposed  mechanisms 

and  feedback  loops  are  illustrated.  {Guyton, 

Rothe,^^  Rushmer^'^) 
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essary  in  order  to  evaluate  conflicting  evidence 
concerning  the  role  of  the  heart  in  the  patho- 
physiology of  hemorrhagic  shock. 
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Anesthetic  agents  can  cause  problems,  but  pa- 
tients must  be  anesthetized  and  anesthesiologists 
must  choose  the  agent  and  technique  that  will 
work  best  for  specific  patients  having  specific 
procedures.  Careful  selection  based  on  strict  cri- 
teria, plus  the  physician’s  own  knowledge  of  avail- 
able agents,  can  reduce  the  incidence  of  untoward 
side  effects. 

SELECTING  AN  ANESTHETIC  for  a specific  pro- 
cedure is  becoming  increasingly  difficult;  ad- 
verse reports  concerning  each  of  the  current 
agents  available  appear  daily  in  the  medical 
and  lay  press.  This  problem  becomes  even 
more  complex  v\/hen  one  considers  the  selec- 
tion of  the  optimal  anesthetic  for  a patient  who 
must  be  exposed  to  multiple  anesthetics  during 
a therapeutic  regimen.  One  can  scarcely  pick 
up  a general  interest  medical  journal  or  anes- 
thesia journal  without  finding  reports  of  prob- 
lems associated  with  current  agents  and  tech- 
niques.'*’ Unfortunately  many  of  these  ad- 
verse reports  are  based  on  single  cases,  or  are 
editorials  or  letters  to  the  editor  by  individuals 
having  limited  experience  with  the  specific  drug 
or  technique. 

To  compound  the  situation,  it  is  well  known 
that  an  adverse  report  is  newsworthy  in  the  lay 
press  where  it  deals  with  a medical  treatment 
procedure.^-'"  A clinical  report  involving 
years  of  experience  and  many  administrations 
with  specific  treatment  without  complications 
scarcely  attracts  reader  attention  and  decreas- 
es editorial  interest.  All  of  the  various  anesthet- 
ic drugs  and  combinations  of  techniques  have 
been  criticized  during  the  past  12  months  in 
various  places  in  the  medical  literature.  In  the 
April  1971  issue,  Texas  Medicine  carried  re- 
ports of  hepatitis  following  use  of  halothane  in 
a Texas  institution. i-*  The  title  of  this  article. 


as  well  as  of  many  others,  implies  serendipity. 
This  indeed  is  the  case  under  most  circum- 
stances. As  Drs.  Mendel  and  Boyett  truly  state, 
“It  is  impossible  to  categorically  associate  the 
anesthetic  agent  with  hepatitis  . . but  they 
further  suggest  that  “.  . . hepatocellular  dam- 
age in  cases  associated  with  halothane  sug- 
gests a cause  and  effect  relation.’’ 

For  the  past  13  years,  one  of  us  (ROW)  has 
been  involved  in  three  different  institutions, 
each  of  which  has  a high  percentage  of  patients 
undergoing  repeated  anesthesia  for  surgical 
procedures.  Our  article  deals  with  various  seg- 
ments of  our  recent  experience  in  anesthetizing 
patients  for  multiple  procedures,  a large  per- 
centage of  which  have  been  for  burns  and  oth- 
er forms  of  trauma.  Certainly  if  one  follows  the 
literature,  he  would  find  himself  advised  not  to 
induce  multiple  anesthesias  with  halothane  be- 
cause of  liver  problems,  methoxyflurane  be- 
cause of  renal  problems,  ketamine  because  of 
psychotomimetic  problems,  cyclopropane  and 
ether  because  of  the  explosion  hazard  and  pa- 
tient unacceptability  from  their  side  effects, 
nitrous  oxide  muscle  relaxant  techniques  be- 
cause of  inadequate  sensory  blockade  and  psy- 
chological problems  attendant  thereunto  as 
noted  by  the  British  in  recent  months,  spinal 
anesthesia  or  conduction  anesthesia  of  any 
type  because  of  medicolegal  implications  and 
vulnerability.  This  leaves  us  little  choice  of 
methods  for  anesthetizing  patients  other  than 
the  Egyptian  calabash  technique — again,  it 
probably  would  be  poorly  accepted  by  modern 
patients.'® 

Our  anesthetic  techniques  have  covered  the 
entire  gamut;  we  have  selected  the  agent  that 
we  believe  is  most  suitable  for  the  patient  on 
the  many  counts  that  must  be  considered  for 
use  in  multiple  procedures.  In  choosing,  we  de- 
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pended  upon  our  own  clinical  acumen  rather 
than  current  literature. 

During  the  height  of  the  initial  halothane 
hepatitis  controversy,  we  reported  on  our  expe- 
riences with  more  than  10,000  patients  who 
received  halothane  anesthesia. Of  these,  110 
had  been  anesthetized  three  or  more  times  in 
less  than  three  months  with  halothane  or  the 
halothane  ether  azeotrope.  Three  patients  had 
more  than  20  anesthetics.  None  of  these  pa- 
tients had  changes  in  serum  enzymes  or  other 
clinical  conditions  identifiable  with  halothane 
hepatitis.  Not  included  in  these  110  patients 
were  an  additional  47  burn  patients  who  had 
had  multiple  halothane  anesthetics;  two  of 
them  had  been  anesthetized  more  than  40 
times  in  one  year,  34  had  from  3 to  10  anes- 
thetics, and  11  had  between  10  and  40  anes- 
thetics. To  this  previously  reported  multiple 
anesthetic  administration  we  have  added  addi- 
tional case  reports  concerning  repeated  admin- 
istration of  anesthetics  with  ketamine  as  our 
sole  agent. In  this  report  we  present  ad- 
ditional data  utilizing  not  only  these  individual 
techniques,  but  combinations  of  the  techniques 
and  the  results  obtained. 

Criteria  for  Choice:  In  dealing  with  patients  who 
receive  multiple  anesthetics,  we  have  followed 
six  criteria  for  anesthesia  selection  based  on 
our  opinions  and  knowledge  of  the  agents: 

The  Psychology  of  Patient  Acceptance:  The 
technique  must  be  one  that  from  induction 
through  complete  recovery  is  psychologically 
acceptable  to  the  patient.  The  problems  that 
one  encounters  in  the  patient  having  multiple 
anesthesias  are  frequent  and  are  compounded 
many  fold  when  the  techniques  are  completely 
unacceptable  to  him.  The  patient  can  relate  the 
entire  surgical  procedure  and  postoperative 
period  only  to  the  anesthetic;  therefore,  psy- 
chologically and  ultimately,  the  physiological 


l . Anatomical  cpiiescence  is 
necessary  for  acute  burn  patients 
during  the  initial  recovery 
stage.  Also,  multiple  procedures 
involve  repeated  exposure 
to  anesthetic  agents. 


2.  Later,  when  the 
burn  patient  presents 
for  reconstructive 
plastic  surgeiy,  the 
anesthetic  agent  must 
he  selected  with  a 
view  toward  its 
effects  during  sequen- 
tial procedures. 


3.  To  repair  the  facial 
disfigurement  resulting  from  a 
shotgun  injury,  multiple  surgical 
procedures  with  attendant 
anesthetics  are  necessary. 
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4.  Multiple  O 4) 
halothane  anesthetics. 

impact  of  this  patient’s  concept  of  the  anes- 
thetic can  be  of  considerable  importance  in 
repeated  and  long-term  therapy. 

The  Intraoperative  Physiological  and  Bio- 
chemical Homeostasis  provided  constitutes  a 
prime  consideration  in  selecting  the  anesthetic 
agent  and/or  technique  to  be  employed.  To 
the  informed  anesthesiologist,  this  is  axiomatic. 

Procedural  Practicality:  If  we  are  doing  a pro- 
cedure that  does  not  require  muscle  relaxation, 
then  muscle  relaxing  techniques  are  of  little 
value  and  may  actually  produce  adverse  reac- 
tions. By  the  same  token,  if  a procedure  re- 
quires complete  muscle  relaxation  or  total  im- 
mobility, different  decisions  must  be  made.  The 
anesthetic  technique  selected  must  be  com- 
patible with  the  demands  of  the  surgical  pro- 
cedure. 

Minimal  After-effects:  The  selection  of  the 
agent  and  technique  that  produce  the  least 
postoperative  physiological  and  biochemical 
derangements  is  of  the  utmost  importance. 

Interrelated  Heeds  and  Conditions:  The 
agents  should  provide  postoperative  and  recov- 
ery needs  that  will  allow  the  patient  to  recover 
in  such  a way  that  it  will  be  complementary 
to  the  postoperative  surgical  needs  and  de- 
mands.(A  patient  who  will  be  in  four- 
extremity  traction  is  scarcely  a suitable  candi- 
date for  an  anesthetic  technique  that  will  make 
him  active  during  the  postoperative  period). 

Earliest  Resumption  of  Preanesthetic  Rou- 
tines: Selecting  an  agent  and  technique  that 
will  early  return  to  normal  routines  constitutes 
a major  consideration. 

Some  of  our  patients  are  shown  in  Figs  1-3; 
they  represent  problems  that  must  be  correct- 
ed in  sequential  surgical  procedures  and  neces- 
sarily require  multiple  anesthetics.  The  criteria 
for  anesthesia  selection  were  carefully  weighed 
in  relationship  to  the  available  agents,  tech- 
niques, and  familiarity  of  the  administrator  with 


60  patients 

373  anesthetics 

817  hours  of  anesthesia 

48,225  cc  of  operative  whole  blood  to  33  patients* 

Mean  recovery  time,  70  min 

Mean  time  until  food  intake,  3.6  hrs 

Postoperative  nausea,  13%  (of  anesthetics) 

*0ne  patient  in  this  series  subsequently  developed  hepatitis  more 
than  three  weeks  following  the  last  halothane  exposure. 


these  techniques  and  his  ability  to  make  them 
assume  their  appropriate  place  in  the  criteria 
selection  analysis. 

We  have  reported  the  use  of  both  halothane 
and  ketamine  for  burn  procedures,  and  from 
our  institutions  have  been  reported  experiences 
with  large  numbers  of  patients  anesthetized 
with  nitrous  oxide,  cyclopropane,  and  methoxy- 
flurane  also.^^  Recently  we  have  reviewed  the 
experience  of  patients  who  have  been  man- 
aged either  with  multiple  halothane  anesthetics 
or  halothane  and  ketamine  anesthetics  inter- 
mixed, based  on  the  criteria  previously  pre- 
sented. Our  purpose  was  to  evaluate  the  possi- 
ble differences  in  the  results  obtained  retro- 
spectively, based  on  the  criteria  we  use  for 
selecting  them  prospectively.  We  evaluated  the 
records  of  60  patients  who  had  a total  of  373 
anesthetics  (Fig  4)  each  of  whom  had  Fluo- 
thane  more  than  four  times  within  one  year. 
In  each  case,  anesthesia  was  induced  with  a 
sleep  dose  of  methohexital  (Brevital)  following 
premedication  with  hydroxyzine  (Vistaril)  and 
scopolamine.  Each  of  the  patients  received 
halothane  in  a closed-system  circle  absorption 
utilizing  controlled  respirations  in  a technique 
we  have  described  elsewhere.  Thirty-three  of 
these  patients  had  transfusions  during  the  op- 
erative procedure,  receiving  a total  of  48,225 
cc  of  blood  or  a mean  of  1,460  cc  per  patient. 
In  taking  the  mean  weight  of  this  group  of  pa- 
tients in  relationship  to  the  time  over  which  the 
blood  was  given,  all  of  these  patients  received 
in  excess  of  20  cc  of  blood/kg/hour  of  admin- 
istration, which  by  our  definitions  constitutes  a 
“massive  transfusion.”  In  all  of  these  patients 
the  duration  of  recovery,  the  time  from  anes- 
thesia end  until  the  patient  took  food,  post- 
operative complications,  and  weekly  serum  en- 
zyme levels  were  evaluated.  The  patients  were 
then  compared  with  10  additional  patients  (Fig 
5)  who  had  a total  of  154  anesthetic  proce- 
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10  patients 

154  anesthetics 

264  hours  of  anesthesia 

23,450  cc  of  operative  whole  blood  during  51  anesthetics 
(all  patients  one  time  or  more) 

55  anesthetics  with  halothane  and  ketamine  or  methohexital 
99  anesthetics  with  ketamine  alone 

Mean  recovery  time  with  halothane  and  others,  65  min 
Mean  recovery  time  with  ketamine,  35  min 
Mean  time  to  eat  with  halothane  and  others,  3.4  hrs 
Mean  time  to  eat  with  ketamine,  1 hr  40  min 
Nausea  with  halothane  and  others,  11%* 

Nausea  with  ketamine,  5%* 

•Individual  patients  usually  appear  in  both  groups. 


(dures  representing  264  hours  of  anesthesia. 
Fifty-one  of  these  procetdures  necessitateid 
transfusions  totaling  23,450  cc  of  blootd  for  the 
patient  series  or  a mean  of  460  cc  per  trans- 
fusion. These  patients  received  from  12  to  36 
anesthetics  each.  Ninety-nine  of  the  anesthet- 
ics consisted  of  ketamine  as  a primary  anes- 
thetic or  as  the  anesthetic  used  for  induction 
and  the  major  portion  of  maintenance;  55  were 
with  halothane  without  ketamine  used  for  in- 
duction. Each  of  these  10  patients  received 
both  types  of  anesthetics  in  the  study.  In  com- 
paring the  patients  in  the  mixed  series  with  the 
patients  in  the  multiple  halothane  series,  both 
had  an  average  recovery  time  of  70  minutes, 
there  being  no  difference  with  halothane  in  ei- 
ther series.  The  mean  time  from  completion  of 
anesthesia  until  first  food  was  taken  was  3.6 
hours  in  the  multiple  halothane  group — the 
same  as  for  those  patients  in  the  series  of  ten 
who  received  halothane  (55  administrations). 
In  those  patients  receiving  ketamine  (in  the 
series  of  ten),  the  time  until  first  food  was 
taken  was  approximately  half  that  of  those 
patients  who  received  combinations  of  keta- 
mine and  halothane  or  halothane  alone.  Of  the 
patients  who  had  multiple  halothane  anesthet- 
ics, 13%  reported  postoperative  nausea.  This 
same  percentage  was  observed  in  the  control 
group  among  patients  who  had  both  types  of 
anesthetics  when  halothane  was  the  anesthetic 
employed,  but  the  incidence  of  nausea  among 
those  who  received  both  types  of  anesthetic 
was  less  than  5%  where  ketamine  alone  was 
employed.  It  was  a firm  clinical  impression  that 
in  those  patients  receiving  halothane,  the  post- 
operative analgesia  was  notably  absent  where, 
by  contrast,  those  patients  receiving  ketamine 
had  a noticeable  degree  of  postoperative  anal- 
gesia. 

Careful  observations  were  made  during  the 
postanesthetic  period  for  possible  anesthesia- 


5.  Multiple  "mixed” 
anesthetics. 

related  hepatitis  or  symptoms  that  might  be 
referable  to  anesthetic  damage  to  the  liver.  In 
five  years  of  operation  of  our  hospital,  11  cases 
of  hepatitis  have  been  diagnosed.  None  of  the 
cases  had  their  onset  within  the  three-week  in- 
terval following  exposure  to  an  anesthetic.  In 
only  two  of  these  cases  has  the  Australian 
antigen  typing  been  possible;  there  was  a posi- 
tive reaction  in  one  case.  In  the  ten  remaining 
cases,  only  three  have  had  more  than  four 
anesthetics  in  a short  period  of  time  and  none 
are  included  in  the  study  reported.  All  of  the 
patients  having  had  hepatitis  were  exposed  to 
blood  and  blood  products  as  a result  of  their 
therapy.  Therefore,  while  we  cannot  completely 
rule  out  the  possibility  of  liver  damage  in  these 
patients,  we  can  state  that  of  the  70  patients, 
60  in  one  series  and  10  in  the  other,  represent- 
ing 527  multiple  anesthetics,  none  have  had 
symptomatology  analogous  with  that  reported 
associated  with  halothane  sensitivity  of  the 
liver.  Only  two  patients  that  have  received  the 
multiple  halothane  anesthetics  have  developed 
hepatitis  at  any  state,  and  both  had  had  prior 
exposure  to  blood  products.  We  do  not  pretend 
to  deny  the  occasional  existence  of  an  associ- 
ated hepatocellular  damage  and  halothane  re- 
lationship, but  wish  to  reemphasize  that  the 
potential  in  our  group  of  patients  is  extremely 
great  because  of  their  multiple  exposures;  this, 
compounded  with  the  multiple  and  often  mas- 
sive transfusions  our  patients  also  receive, 
must  be  equated  with  the  value  of  the  anes- 
thetic. In  a like  manner,  the  frequently  distress- 
ing and  increasingly  prevalent  reports  of  hallu- 
cinations and  psychotomimetic  activity  in  pa- 
tients receiving  ketamine  has  not  been  a part 
of  our  experience.  We  believe  that  there  are 
definite  explanations  for  the  absence  of  such 
observations  in  our  series.  This  concerns  our 
unique,  specific,  and  rigid  method  of  manag- 
ing these  patients  from  a psychological  stand- 
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point  which  avoids  all  psychotomimetic  prob- 
lems. Because  of  the  nature  of  surgery  in- 
volved, had  we  failed  in  this  endeavor  then  this 
drug  would  be  totally  unacceptable  for  our  use; 
indeed,  the  opposite  has  been  our  experience. 
Summary:  Our  experience  has  been  that  the 
selection  and  criteria  for  the  anesthetic  agent 
for  multiple  administrations  should  be  based  on 
six  explicit  factors  rather  than  on  the  current 
prevailing  “expert”  opinions  expressed  in  med- 
ical publications.  To  this  end  we  have  utilized 
two  techniques  quite  satisfactorily.  The  patient 
acceptance  has  been  greater  and  postoperative 
complications  considerably  less  where  keta- 
mine is  employed,  but  for  a number  of  limiting 
factors  in  the  selection  criteria,  the  universal 
use  of  ketamine  for  multiple  anesthetics  has 
been  impractical.  Therefore,  under  these  cir- 
cumstances, we  have  chosen  a technique  em- 
ploying halothane  or  a combination  of  keta- 
mine and  halothane  and  have  had  acceptable 
results.  One  factor  is  not  included  in  our  cri- 
teria for  selection,  but  we  think  it  is  a major 
consideration:  the  anesthesiologist’s  personal 
familiarity  and  experience  with  the  technique 
to  be  employed.  We  urge  practicing  anesthesi- 
ologists to  make  careful  personal  evaluations 
of  each  of  the  available  agents  and  techniques, 
especially  in  light  of  his  own  experience  and 
adaptability  to  his  own  type  of  practice. 

If  we  accept  at  face  value  the  damning  re- 
ports of  each  of  the  anesthetic  agents,  we  are 
left  in  the  position  of  being  a therapeutic  anni- 
hilator  and  therefore  abstaining  from  all  availa- 
ble types  of  anesthetics.  To  be  sure,  other  new 
and  different  anesthetics  are  under  investiga- 
tion, but  today’s  anesthesiologist  should  em- 
ploy the  suggested  criteria  for  his  personal 
selection  of  the  anesthetic;  he  should  not  be 
motivated  by  the  latest  scientific  publication 
decrying  the  pharmacological  and  pathophy- 
siological trespasses  of  our  current  armamen- 
tarium. 
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CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS’*  INTO  EXCHANGE  LISTS 


• These  recommendations  are  based  on  a one  cup  portion  wtien  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement. 


Exchange  Substilution  lor 
1 Bread  and '/;  Fat 

Tomato 

Tomato,  Bisque  ol 
Tomato  Rice,  Old  fashioned 


Exchange  Substitution  for 
1 Meat  and  tVa  Bread 

Hot  Dog  Bean 
Spilt  Pea  with  Ham 


Exchange  Substitution  lor 
Vi  Bread  and  Ve  Fat 

Asparagus,  Cream  of 


Exchange  Substitution  for 
Va  Meat  and  Ve  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell’s  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  N.J.  08101. 
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for  almost  every  patient  and  diet 
.for  every  meal 
and,  it's  made  by 


An  excerpt  from  the  Searle  serie^s  ‘‘The  Ecology  of  Birth  Control”* 


Unwanted 

Child& 


In  his  daily  practice  the  physician  witnesses  the 
human  suffering  caused  by  uncontrolled  fertility. 
Perhaps  one  of  its  most  tragic  effects  is  the  unwanted 
child,  who  so  often  experiences  parental  rejection. 
The  rejected  child  in  a family  may  be  neglected, 
nagged  and  severely  punished.  Sometimes  he  is 
criminally  abused.  Child  abuse  is  common  enough 
to  have  become  a separate  clinical  entity:  the 
"battered  child"  syndrome.  Reliable  statistics  are 
difficult  to  obtain,  but  it  has  been  estimated  that  in 
this  country  alone  roughly  10,000  children  are 
"battered”  per  year,  and  their  number  may  be 
increasing. 

A revealing  picture  of  child  abuse  patterns  is 


provided  by  one  study  of  the  American  Humane 
Society.  More  than  half  of  the  662  children  involved 
[all  reported  in  newspapers  within  a single  year] 
were  less  than  4 years  of  age.  One  fourth  of  the 
battered  youngsters  died;  most  of  these  deaths  were 
of  children  less  fhan  2 years  of  age.  Fathers  were 
more  often  guilty  of  child  abuse  than  mothers,  but 
sometimes  both  parents  participated.  The  study 
indicated  that  battered  children  are  not  limited  to 
any  particular  socioeconomic  stratum. 

*For  the  complete  brochure,  and  others  in  the  series 
as  they  appear,  please  write  to  Searle  or  ask  your 
Searle  representative.  Explored  in  the  forthcoming 
issues  will  be  the  history  of  birth  control,  the  influence 
of  poverty,  ethnic  factors  and  marital  status,  its  role 
in  illness,  its  genetic  implications  and  its  effects  on 
the  emotional  and  behavioral  life  of  the  individual. 


Searle  contributions 

to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

Ovulen*  • DemulenT 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  1 mg  /ethinyl  estradiol  50  meg 

Each  pink  tablet  in  Ovulen-28®  and  Demulen’'  -28  is  a placebo,  containing  no  active  ingredients 

Demulen . . .for  its  low  estrogen  and  Searle's  progestin -or  Ovulen . . .with  its  wide  physician 
and  patient  acceptance.  Both  offer  almost  complete  contraceptive  effectiveness  and  a 
low  incidence  of  side  effects.  Both  with  a choice  of  pill-taking  schedules . . simple 
‘'Sunday-starting"  and  patient-proof  Compack®  tablet  dispensers. 


Actions  - Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  output 
of  gonadotropins  from  the  pituitary  gland  Ovulen  and  Demulen  depress  the  out- 
put of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) 

Special  note-Oral  contraceptives  have  been  marketed  m the  United  States 
since  1960  Reported  pregnancy  rates  vary  from  product  to  product  The  effec- 
tiveness of  the  sequential  products  appears  to  be  somewhat  lower  than  that  of 
the  combination  products  Both  types  provide  almost  completely  effective  con- 
traceptioh 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of  hor- 
monal contraceptives  has  now  been  shown  in  studies  conducted  in  both  Great 
Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  subpn- 
mate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency  of 
some  animal  carcinomas  These  data  cannot  be  transposed  directly  to  man 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication-Ovulen  and  Demulen  are  indicated  tor  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic  disor- 
ders. cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  impaired 
liverfunction,  known  or  suspected  carcinoma  of  the  breast,  known  or  suspected 
estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital  bleeding. 

Warnings— The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospectivestudies  of  morbidity  and  mortality  conducted  in  Great  Britain  and 

studies  of  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cere- 
bral thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have 
been  three  principal  studies  in  Britain’'^  leading  to  this  conclusion,  and  one'  in 
this  country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vesseyand  DolF  wasaboutsevenfold.  while  Sartwell  and  associates'  in  the  United 
States  found  a relative  risk  of  4 4.  meaning  that  the  users  are  several  times  as  likely 
to  undergo  thromboembolic  disease  without  evident  cause  as  nonusers.  The 
American  study  also  indicated  that  the  risk  did  not  persist  after  discontinuation  of 
administration,  and  that  it  was  not  enhanced  by  long-continued  administration 
The  American  study  was  not  desig  ned  to  evaluate  a difference  between  products 
However,  the  study  suggested  that  there  might  be  an  increased  risk  of  throm- 
boembolic disease  in  users  of  sequential  products  This  risk  cannot  be  quanti- 
tated. and  further  studies  to  confirm  this  finding  are  desirable 
Discontinue  medication  pending  examination  if  there  is  sudden  partial  or  com- 
plete loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis.  diplopia  or  migraine 
If  examination  reveals  papilledema  or  retinal  vascular  lesions  medication  should 
be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated. It  IS  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuiog  the  contraceptive  regi- 
men If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possibility  of 
pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 
A small  fraction  of  the  hormohal  agents  in  oral  contraceptives  has  been  identi- 
fied inthe  milkof  mothers  receivingthesedrugs.  The  long-rangeeffecttothe  nurs- 
ing infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations  should 
include  special  reference  to  the  breasts  and  pelvic  organs,  including  a Papani- 
colaou smear  since  estrogens  have  been  known  to  produce  tumors,  some  of 


them  malignant,  in  five  species  of  subprimate  animals  Endocrine  and  possibly 
liverfunction  tests  may  be  affected  by  treatment  with  Ovulen  or  Demulen  There- 
fore, if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen,  it  is  rec- 
ommended that  they  be  repeated  after  the  drug  has  been  withdrawn  for  two 
months  Under  the  influence  of  progestogen-estrogen  preparations  preexisting 
uterine  fibromyomas  may  increase  in  size  Because  these  agents  may  cause 
somedegree  of  fluid  retention,  conditions  which  might beinfluenced  by  thisfactor 
such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction,  require  careful 
observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  undiagnosed  bleed- 
ing per  vaginam  adequate  diagnostic  measures  are  indicated  Patients  with  a 
history  of  psychic  depression  should  be  carefully  observed  and  the  drug  discon- 
tinued if  the  depression  recurs  to  a serious  degree  Any  possible  influence  of 
prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance  has  been 
observed  in  a significant  percentage  of  patients  on  oral  contraceptives  The 
mechanism  of  this  decrease  IS  obscure.  Forthis  reason,  diabetic  patients  should 
be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy.  The  age  of  the 
patient  constitutes  no  absolute  limiting  factor,  although  treatment  with  Ovulen  or 
Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  should  be  ad- 
vised of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are  submitted. 
Susceptible  women  may  experience  an  increase  in  blood  pressure  following 
administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contraceptives -A 

statistically  significant  association  has  been  demonstrated  between  use  of  oral 
contraceptives  and  the  following  serious  adverse  reactions,  thrombophlebitis, 
pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions  neuro-ocular  lesions,  eg,  retinal  thrombosis  and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight  (in- 
creaseor  decrease),  chahges  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  laundice, 
migraine,  rash  (allergic),  rise  ih  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of  oral 
contraceptives,  an  association  has  been  neither  confirmed  nor  refuted  anovu- 
lation post  treatment,  premenstrual-like  syndrome,  changes  In  libido,  changes 
in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizziness,  fatigue, 
backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  erythema  nodo- 
sum, hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contracep- 
tives hepatic  function  increased  sulfobromophthalein  retention  and  other  tests; 
coagulation  tests:  increase  in  prothrombin.  Factors  VII,  VIII,  IX  and  X:  thyroid 
function:  increase  in  FBI  and  butanol  extractable  protein  bound  iodine,  and  de- 
crease in  r uptake  values,  metyrapone  test  and  pregnanediol  determination 
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Usual  clinical  si^ns  for  thromboemholism  are  fre- 
quently unreliable  or  absent,  the  authors  report. 
A high  degree  of  suspicion  is  important.  In  treat- 
ment, anticoagulation  with  heparin  is  the  crux. 
Vena  cava  interruption  sometimes  is  indicated, 
such  as  in  pulmonary  embolism  when  anticoagu- 
lants fail  or  are  contraindicated.  The  authors  also 
discuss  time-honored  preventive  measures  and 
prophylactic  clipping  of  the  vena  cava. 

DESPITE  THE  NUMEROUS  and  significant  gains 
that  have  been  made  in  the  past  decade  in  the 
diagnosis,  treatment,  and  prevention  of  venous 
thromboembolism,  this  complication  remains 
an  enigma.  Since  about  8%  of  patients  treated 
for  coronary  artery  disease  die  from  pulmonary 
embolism,  and  31%  of  all  postoperative 
deaths  are  caused  by  pulmonary  embolism,^ 
the  constant  concern  and  wariness  of  the  phy- 
sician and  surgeon  are  justified. 

Our  understanding  of  the  pathogenesis  of 
venous  thrombosis  has  not  progressed  far  be- 
yond the  triad  which  Virchow  described  in 
1859,  namely,  venous  stasis,  hypercoagulabil- 
ity, and  changes  in  the  vessel  wall.  Considera- 
ble investigative  work  is  in  progress  on  a mo- 
lecular level  to  clarify  these  aspects  further.  On 
a clinical  level,  recent  interest  has  focused  on 
the  possible  role  of  oral  contraceptives  as  an 
etiologic  agent  in  thromboembolism. ^ Although 
there  appears  to  be  an  increased  incidence 
among  young,  otherwise  healthy  women,  the 
study  of  Drill  and  Calhoun®  concludes  that  con- 
traceptives do  not  increase  the  incidence  or 
recurrence  rate  of  thromboembolism  in  non- 
pregnant women  of  childbearing  age.  Yet  in  a 
recent  two-year  period,  we  saw  nine  young 
women,  ages  19  to  40,  in  whom  massive  ilio- 
femoral thrombosis  and/or  pulmonary  embo- 
lism developed  while  they  were  taking  oral  con- 


traceptives. They  were  enjoying  perfectly  good 
health  otherwise.  One  of  these,  a 19-year-old 
housewife,  presented  with  massive  pulmonary 
embolism,  as  shown  by  pulmonary  arterio- 
graphy, no  leg  signs,  and  shock.  Her  vena  cava 
was  interrupted  the  same  day,  and  in  spite  of 
heparinization,  her  condition  became  worse  and 
she  died  seven  days  later.  Autopsy  showed 
multiple  bilateral  pulmonary  emboli  and  mas- 
sive lung  infarction.  The  source  of  her  pulmo- 
nary emboli  was  shown  to  be  her  leg  veins 
which,  incidentally,  had  remained  asymptomat- 
ic and  nonswollen.  Experiences  such  as  these 
lead  one  to  conclude  that  oral  contraceptives 
play  some  role  in  the  pathogenesis  of  venous 
thrombosis,  even  though  large  statistical  stud- 
ies may  not  support  such  a role. 

The  purpose  of  this  report  is  to  review  the 
recent  advances  in  diagnosis  and  treatment  of 
venous  thromboembolic  disease  and  to  suggest 
means  of  prevention. 

Diagnosis:  The  covert  nature  of  many,  and 
probably  of  most,  cases  of  venous  thrombosis 
and  pulmonary  embolism  renders  the  diagnosis 
questionable  where  one  has  only  the  usual  clin- 
ical signs  and  symptoms  and  plain  chest  films 
to  rely  upon.  The  classic  study  by  Coon  and 
Coller‘  showed  that  only  19%  of  autopsy- 
proved  pulmonary  emboli  had  produced  any 
clinical  signs  of  deep  venous  thrombosis  during 
life.  Only  7.1%  of  pulmonary  emboli  were  diag- 
nosed in  life.  They  further  showed  that  venous 
thrombosis  of  the  asymptomatic  variety  out- 
numbered the  symptomatic  variety  by  ten  to 
one,  and  that  only  one  in  four  cases  in  which 
clinical  signs  suggested  thrombophlebitis  had 
the  fullblown  classic  picture.  Bernard  and 
others®  performed  phlebography  on  25  pa- 
tients referred  with  the  diagnosis  of  thrombo- 
phlebitis, and  11  were  normal.  Kakkar  and  his 
colleagues'*  concluded  that  clinical  signs  are 
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1.  Phlebograni  of  patient 
with  unilateral  iliac- 
femoral  occlusion;  note 
large  collateral  vessel 
crossing  over  to  opposite 
femoral  vein. 


2.  Phlebogram  of  same  patient  following 
saphenous  vein  crossover  graft,  with  complete 
relief  of  edema. 


not  adequate  for  diagnosis  of  deep  venous 
thrombosis.  Our  own  experience  suggests  that 
this  often  is  the  case,  and  has  led  us  to  more 
frequent  use  of  phlebography. 

Perhaps  the  most  significant  advances  in  the 
overall  management  of  venous  thromboembolic 
disease  during  the  past  decade  have  been  in 
diagnosis.  Among  these  diagnostic  technics  are 
phlebography,  the  iodine  125  fibrinogen  test, 
lung  scan  and  pulmonary  angiography.  Phlebog- 
raphy is  a simple  and  safe  procedure  that  can 
be  performed  in  any  x-ray  unit  by  injecting  30 
cc  of  radiopaque  dye  into  a dorsal  foot  vein 
and  exposing  one  long  film  or  two  smaller  films 
to  show  the  entire  leg.  In  doubtful  or  border- 
line cases,  phlebography  is  diagnostic,  and 
proper  treatment  can  be  instituted  with  confi- 
dence. In  an  occasional  case  of  post-phlebitic 
syndrome  where  only  one  leg  is  involved,  ob- 
struction of  the  iliac  or  common  femoral  vein 
in  that  extremity  may  be  demonstrated  by 
phlebography,  so  that  a saphenous  vein  cross- 
over graft  to  the  unobstructed  side  may  be 
feasible  (Figs  1,  2).  In  such  cases  dramatic  re- 
lief of  edema  and  symptoms  is  obtained.  We 
have  performed  this  procedure  in  three  cases, 
all  with  excellent  results.  Dale  and  Harris'^  re- 
ported this  procedure  in  23  patients.  Thirteen 
were  completely  relieved  and  four  were  im- 
proved. Phlebography,  therefore,  seems  manda- 
tory in  cases  of  unilateral  involvement  from 
postphlebitic  syndrome. 

A useful  way  to  detect  leg  thrombosis  early 
is  the  iodine  125  fibrinogen  test.  After  blocking 
the  thyroid  with  an  oral  dose  of  sodium  iodide, 
iodine  125-labeled  fibrinogen  is  injected  intra- 
venously the  day  before  surgery,  and  radioac- 
tivity is  measured  over  the  leg  at  two  to  three- 
day  intervals  beginning  in  the  immediate  post- 
operative period.  Any  sudden  rise  in  the  count 
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3.  Lung  scan  of  J 9-yea i -old  woman  who, 
while  taking  norethynodrel,  sustained 
massive  pulmonary  embolism  with  eventual 
fatal  outcome.  Note  filling  defects 
in  both  lung  fields,  most  severe  on  left. 


indicates  thrombus  formation  in  that  part  of 
the  leg. 

Lung  scanning  is  performed  by  injecting  (in- 
travenously) iodine  131  macro-aggregated  al- 
bumin particles,  which  subsequently  are  filtered 
out  in  the  capillary  bed  of  the  lungs.  Where  a 
perfusion  defect  exists  in  the  lung,  the  scan  will 
show  an  absence  of  activity  in  that  area  (Fig 
3).  A lung  scan  is  easily  performed  and  is  an 
accurate  guide  to  defects  in  lung  perfusion,  but 
unfortunately  it  is  not  specific  in  differentiating 
other  causes  of  reduced  perfusion  such  as  em- 
physematous blebs  and  pneumonia.  A positive 
lung  scan  is  most  suggestive  of  pulmonary  em- 
bolism when  plain  x-ray  of  the  chest  is  normal. 

The  most  accurate  test  for  pulmonary  embo- 
lism remains  the  pulmonary  angiogram.  This  is 
helpful  not  only  in  revealing  emboli  in  the  pul- 
monary arterial  tree,  but  also  in  showing  the 
size  and  distribution  of  the  emboli  (Fig  4). 

Other  tests  for  pulmonary  embolism  should 
be  mentioned,  but  they  are  less  reliable.  The 
ECG  often  fails  to  help,  mainly  because  the 
character  changes  do  not  occur  or  are  evanes- 
cent. Serum  enzyme  studies,  especially  with 
serum  lactic  acid  dehydrogenase  (LDH)  and 
serum  glutamic  oxaloacetic  transminase,  may 
likewise  be  helpful,  but  are  not  specific.  Rarely, 
the  chest  x-ray  will  show  the  classic  picture  of 
pulmonary  infarction,  but  it  is  most  helpful  in 
excluding  other  pulmonary  disease. 

Treatment:  Superficial  Thrombophlebitis:  The 
mainstay  of  treatment  is  symptomatic,  and 
generally  may  be  conducted  on  an  outpatient 
basis.  Bed  rest,  elevation,  and  warm  packs  re- 
sult in  rapid  subsidence  of  symptoms.  Phenyl- 
butazone is  helpful  in  reducing  the  pain  of  in- 
flammation. Where  the  long  saphenous  vein  is 
involved  above  the  knee,  especially  near  the 
femoral  triangle,  we  prefer  high  ligation  with  or 


4.  Pulmonary  angiogram  on  same  patient  as  in 
Fig  3.  showing  multiple  pulmonary 
emboli  in  all  mafor  pulmonary  arteries. 
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5.  Thrombectomy  for  phlegmasia  alba  doleiis. 


Cases 

Late  Edema 

Female 

None 

Moderate 

Marked 

9 on  the  "pill" 

7 

2 

0 

1 on  estrogen 

Males 

0 

0 

1 

3 

2 

1 

0 

Totals  13 

9 

3 

1 

6.  Phlegmasia  cerulea  dolens  (ileofemoral  venous 
thrombosis  with  gangrene).  Note  edema 
and  cyanosis  of  left  leg,  and  early 
gangrenous  changes  in  toes. 


7.  Thrombophlebitis  versus  phlebothrombosis. 


Primary  Manifestation 

No.  of  Patients 

Fatal  P-E 

T-P  (Spontaneous) 

119 

2 

(1.6%) 

P-E- 

80 

20t 

(25%) 

* Pulmonary  embolus  initial  sign,  legs  negative.  Of  69  survivors  41 
(54%)  later  developed  leg  signs. 

tEleven  (11)  emboli  initially  fatal.  Of  remaining  69  survivors,  18 
had  recurrent  pulmonary  emboli,  9 fatal. 


without  stripping.  This  afforijs  faster  sympto- 
matic relief  and  earlier  ambulation,  and 
prevents  extension  of  thrombosis  to  the  (deep 
veins. 

Deep  Leg  Thrombophlebitis:  These  patients 
are  treate(d  routinely  in  the  hospital.  Anticoagu- 
lation with  heparin  is  the  crux  of  therapy.  As 
reported  in  a previous  study,®  the  intravenous 
route  appears  to  be  most  successful  in  pre- 
venting pulmonary  embolism  or  recurrent 
thrombophlebitis.  Where  it  is  not  feasible,  the 
patient  initially  may  be  started  on  heparin  in- 
travenously, followed  by  subcutaneous  injec- 
tions in  three  or  four  equal  doses  per  day.  A 
typical  dosage  schedule  is  75  mg  of  heparin 
every  six  hours.  The  dosage  of  heparin  is  con- 
trolled by  obtaining  Lee-White  clotting  times 
every  morning  for  three  or  four  days  until  the 
clotting  time  is  around  20  to  24  minutes.  Ini- 
tially, bed  rest  with  elevation  is  prescribed. 
After  the  patient  is  asymptomatic  he  may  walk. 
The  heparin  is  continued  until  he  is  ambula- 
tory for  two  or  three  days  without  symptoms. 
We  do  not  employ  long-term  oral  anticoagu- 
lants since  it  is  our  belief,  based  upon  our 
previous  study,  that  the  coumadin  drugs  have 
little  to  offer  in  prevention  of  pulmonary  embo- 
lism or  recurrent  thrombophlebitis.  If  anticoag- 
ulation is  desired  for  a period  following  dis- 
charge from  the  hospital,  it  may  be  accom- 
plished on  an  outpatient  basis  by  a single  daily 
injection  of  200  mg  of  heparin  deep  subcu- 
taneously. 

Considerable  investigative  work  is  in  prog- 
ress using  other  treatment  regimens,  usually 
in  addition  to  heparin.  Clinical  dextran  has 
been  shown  to  reduce  the  tendency  toward 
platelet  adhesiveness  and  thromboembolism,'’ 
but  it  has  several  disadvantages  including  the 
necessary  intravenous  infusion  of  large  volumes 
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of  fluid,  which  may  be  hazardous  in  debilitated 
patients  with  heart  disease,  and  prolongation 
of  bleeding  time.  Urokinase  offers  much  prom- 
ise as  a thrombolytic  agent,  and  is  relatively 
safe  and  free  from  side  effects. Its  greatest 
use  will  probably  be  for  treatment  of  massive 
pulmonary  embolism,  once  it  becomes  clini- 
cally available  in  sufficient  quantity. 

Ilio-Femoral  Thrombosis:  Phlegmasia  Alba 
Dolens:  In  the  past  decade  it  was  popular  to 
treat  this  entity  (which  is  simply  a more  ex- 
tensive form  of  deep  leg  thrombophlebitis  in- 
volving the  iliac  and  femoral  veins,  associated 
with  massive  leg  edema  to  the  groin)  by  means 
of  iliofemoral  thrombectomy,  as  first  suggested 
by  Mahorner  and  associates^  in  1957.  The  ad- 
vantages of  early  thrombectomy  were  theorized 
to  be  (1)  immediate  relief  of  edema,  (2)  preser- 
vation of  venous  valves,  (3)  prevention  of  pul- 
monary embolism,  (4)  prevention  of  post-phle- 
bitic  syndrome,  and  (5)  decreased  morbidity, 
earlier  ambulation,  etc.  Unfortunately,  late  fol- 
low-up studies  showed  that  the  procedure  failed 
on  virtually  all  counts.  Lansing  and  Davis, in 
a report  on  39  patients  so  treated,  found  that 
three  had  postoperative  pulmonary  embolism, 
two  of  which  were  fatal.  Of  25  survivors  fol- 
lowed five  or  more  years,  all  but  one  had  ve- 
nous stasis  disease;  and  of  15  who  underwent 
phlebography,  all  had  deep  venous  insufficien- 
cy with  incompetent  valves. 

Our  personal  experience  with  thrombectomy 
for  phlegmasia  alba  dolens  (Fig  5)  has  been 
gratifying  in  the  immediate  postoperative  re- 
sults. However,  we  have  no  long-term  follow-up 
studies  to  substantiate  earlier  optimism.  If  one 
contemplates  performing  iliofemoral  thrombec- 
tomy, it  would  seem  advisable  to  first  place  a 
clip  around  the  inferior  vena  cava,  for  the 
thrombectomy  may  dislodge  an  embolus.  We 


have  had  this  experience,  and  subsequent  in- 
spection showed  a large  embolus  lodged  im- 
mediately below  the  clip. 

In  view  of  the  report  of  Lansing  and  Davis, 
it  probably  is  wise  at  this  time  to  treat  all  cases 
of  phlegmasia  alba  dolens  in  the  nonoperative 
method  described  above  for  deep  leg  throm- 
bophlebitis until  more  follow-up  studies  are 
available. 

Phlegmasia  Cerulea  Dolens  (Fig  6):  This  form 
of  iliofemoral  thrombosis  is  most  virulent  and 
frequently  fatal,  because  not  only  is  there  mas- 
sive venous  thrombosis,  but  also  acute  arterial 
insufficiency  as  well,  resulting  in  gangrene.  The 
latter  probably  is  the  result  of  arterial  spasm 
and  secondary  arterial  thrombosis,  though  it 
may  also  be  related  to  retrograde  thrombosis 
through  the  capillaries  to  the  arterioles  and  fin- 
ally to  major  arteries.  The  overall  mortality  rate 
is  25%  and  the  major  amputation  rate  is  50%. 
About  one  in  three  patients  will  have  pulmo- 
nary embolism,  and  at  least  50%  of  the  sur- 
vivors will  have  post-phlebitic  syndrome. 
Aggressive  surgical  management  is  indicated. 
Thrombectomy  may  be  limb-salvaging  and  life- 
saving. As  in  the  case  of  thrombectomy  of 
phlegbasia  alba  dolens,  it  should  be  preceded 
by  interruption  of  the  vena  cava.  Stallworth^^ 
reported  eight  patients  managed  by  thrombec- 
tomy without  interruption  of  the  vena  cava; 
four  died,  all  of  pulmonary  embolism.  But  of 
27  patients  managed  by  inferior  vena  cava  in- 
terruption and  thrombectomy,  the  mortality 
rate  was  11%.  In  the  early  hours  following  on- 
set of  phlegmasia  cerulea  dolens,  lumbar  sym- 
pathetic blocks  may  convert  the  process  to  the 
more  benign  phlegmasia  alba  dolens  form.  Fol- 
lowing interruption  of  the  vena  cava  and  throm- 
bectomy, heparin  is  started  immediately.  Eleva- 
tion, vigorous  fluid  replacement,  and  early  am- 
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8.  Teflon  clips  preferred  by  authors. 


putation  of  gangrenous  tissue  is  essential  in 
the  further  care  of  these  patients. 

Pulmonary  Embolism:  Interruption  of  the 
vena  cava  is  clearly  indicated  in  the  following 
situations:  (1)  where  the  patient  has  recurrent 
pulmonary  embolism  while  receiving  adequate 
anticoagulation  treatment;  (2)  where  anticoag- 
ulation is  contraindicated;  (3)  for  septic  pelvic 
thrombophlebitis  with  pulmonary  embolism; 
and  (4)  for  recurrent  pulmonary  embolism  with 
cor  pulmonale. 

In  addition  to  these  indications,  we  believe 
that  where  the  patient’s  initial  manifestation  of 
thromboembolic  disease  is  proven,  life-endan- 
gering pulmonary  embolism,  and  the  legs  are 
free  of  signs  of  thrombosis  (so-called  phlebo- 
thrombosis),  then  vena  cava  interruption  is  in- 
dicated. This  conclusion  is  based  upon  the 
grave  prognostic  significance  of  phlebothrom- 
bosis  compared  to  the  classic  case  of  thrombo- 
phlebitis which  is  subsequently  associated  with 
pulmonary  embolism.  As  shown  in  Fig  7,® 
among  a group  of  119  patients  whose  initial 
manifestation  of  thromboembolic  disease  was 
thrombophlebitis,  only  2 (1.6%)  had  fatal  pul- 
monary embolism;  whereas,  of  80  patients  who 
presented  with  pulmonary  embolism,  only  20 
(25%)  were  fatal.  Among  the  69  survivors  in 
the  latter  group,  41  (54%)  later  developed  leg 
signs  of  thrombophlebitis.  The  concept  of  phle- 
bothrombosis  versus  thrombophlebitis^®  is  a 
valid  one,  even  though  undoubtedly  each  is 
part  and  parcel  of  the  same  disease  process, 
because  of  the  prognostic  significance  of  the 
manner  in  which  each  presents.  Thrombophle- 
bitis, associated  with  an  earlier  and  more  in- 
flammatory process,  is  less  likely  to  dislodge  a 
fatal  pulmonary  embolus  than  the  “blander” 
but  more  malignant  phlebothrombosis.  Fre- 
quent recurrence  of  pulmonary  embolism  in  the 
latter  group,  even  during  anticoagulant  ther- 
apy, is  a well  recognized  fact.®’i^ 

Pulmonary  embolectomy  should  be  per- 
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formed  only  rarely,  then  only  if  mean  arterial 
blood  pressure  is  intolerably  low  despite  pres- 
sor support.^'  Successful  completion  of  pul- 
monary angiography  virtually  precludes  the 
need  for  embolectomy.  If  performed,  it  is  initi- 
ated on  peripheral  cardiopulmonary  bypass  and 
followed,  if  successful,  by  interruption  of  the 
inferior  vena  cava. 

In  the  usual  case  of  pulmonary  embolism, 
the  authors  prefer  clipping  the  inferior  vena 
cava  with  one  of  the  Teflon  clips  (Fig  8)  to 
other  forms  of  interruption,  but  ligation  is  indi- 
cated for  septic  pelvic  thrombophlebitis  asso- 
ciated with  pulmonary  embolism,  or  for  pulmo- 
nary embolism  associated  with  cor  pulmonale. 
We  prefer  clipping  to  ligation  or  plication  be- 
cause we  believe  that  clipping  is  associated 
with  less  venous  stasis  and  leg  edema.  For  us, 
it  is  easier  than  the  Spencer  plication^®  or  the 
DeWeese  filter  procedure, and  avoids  the  po- 
tentially thrombotic  properties  of  intravascular 
suture  material.  Using  the  Moretz  clip,  we  have 
found  on  measuring  pressure  gradients  above 
and  below  the  clip  that  little  or  no  gradient  is 
produced,  whereas  the  Miles  clip  may  be  asso- 
ciated with  a gradient  of  up  to  150  mm  of 
water.  In  applying  one  of  the  Teflon  clips  to 
the  vena  cava  in  more  than  100  patients,  we 
have  encountered  no  unusual  technical  diffi- 
culty and  there  has  been  no  fatal  pulmonary 
embolism  or  complication  relating  to  the  clip. 

Fig  9 summarizes  the  overall  plan  of  treat- 
ment outlined. 

Prevention:  The  time-honored  practices  of  elas- 
tic leg  support,  elevation,  active  and  passive 
leg  exercise,  and  early  ambulation  to  prevent 
venous  thrombosis  cannot  be  reemphasized  too 
much.  Wilkins-®  showed,  in  a well  controlled 
study,  the  effectiveness  of  elastic  stockings 
worn  by  hospitalized  patients  in  preventing 
thromboembolic  disease.  Yet  this  simple  prac- 
tice is  largely  ignored  by  most  physicians.  Re- 
cently, the  point  has  been  reemphasized  by 


Superficial  thrombophlebitis:  Hot  packs,  elevation,  bed  rest;  heparin 
if  already  in  hospital.  High  ligation  and  stripping  and  possible 
thrombectomy  if  extension  into  femoral  vein  suspected. 

Deep  leg  thrombophlebitis:  IV  heparin  initially,  followed  by  SC 
heparin,  minimum  7-10  days,  with  patient  ambulatory  and  asymp- 
tomatic. Often  managed  as  outpatient  after  5-7  days. 

Iliofemoral  thrombosis:  Phlegmasia  alba  dolens  (no  arterial  spasm): 
Heparin  probably  treatment  of  choice.  Long-term  value  of  throm- 
bectomy in  doubt;  if  performed,  clip  IVC  first. 

Phlegmasia  cerulea  dolens  (with  arterial  spasm):  IVC  clip,  throm- 
bectomy, heparin. 

Pulmonary  embolism:  Legs  negative,  with  proven  major  embolism 
(phlebothrombosis):  Clip  or  ligate  IVC;  heparin. 

Legs  positive:  Heparin,  with  or  without  IVC  clip. 

Chronic,  with  cor  pulmonale;  Ligate  IVC. 

Septic  pelvic  thrombophlebitis:  Ligate  IVC  and  ovarian  veins;  start 
heparin  on  table;  antibiotics. 


9.  A proposed  plan  for  the  overall  tnanagement 
of  venous  thromboembolic  disease. 


Vascular 

Cases 

Non-Vascular 

Cases 

Totals 

Clip  Series 

59 

42 

91 

Postoperative  phlebitis 

4 

4 

8 

Postoperative  pulmonary 
embolus 

2 

1 

3 

Control  Series 

52 

36 

88 

Postoperative  phlebitis 

6 

3 

9 

Postoperative  pulmonary 
embolus 

1 

3" 

4 

*0ne  fatal  embolus 

10.  Prophylactic  clipping  of  vena  cava. 
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Husni  and  others-'  who  demonstrated  by  phle- 
bography and  pressure  studies  that  knee-high 
elastic  support  of  16  to  20  mm  Hg  effects  sig- 
nificant reduction  in  the  venous  pool  of  the  leg 
with  improved  venous  return.  Routine  wearing 
of  knee-high  elastic  compression  by  confined 
patients  who  do  not  have  arterial  insufficiency 
to  their  legs  would  undoubtedly  lower  the  inci- 
dence of  thromboembolism. 

Anticoagulants  have  been  used  prophylacti- 
cally  following  hip  surgery--  and  pelvic  sur- 
gery,-^ but  most  surgeons  are  reluctant  to  risk 
the  complications  inherent  in  such  usage. 

Since  1967,  we  have  employed  prophylactic 
clipping  of  the  inferior  vena  cava  as  an  inci- 
dental procedure  in  high-risk  patients  where 
the  abdomen  or  right  retroperitoneal  area  is 
entered  for  other  surgical  reasons.  Our  experi- 
ence has  been  reported  elsewhere  in  greater 
detail. Most  of  the  patients  underwent  some 
major  vascular  reconstructive  procedure,  usual- 
ly in  conjunction  with  lumbar  sympathectomy. 
Most  were  elderly  and  all  qualified  as  high-risk 
candidates  for  thromboembolism.  Concurrent- 
ly a control  series  of  similar  patients  was  fol- 
lowed where  the  clip  had  not  been  applied  (Fig 
10).  No  significant  differences  were  found  be- 
tween the  two  groups.  The  major  conclusion 
from  this  experience  is  that  if  one  is  in  the 
retroperitoneal  area  at  the  time  of  surgery,  a 
vena  caval  clip  may  be  applied  easily  and 
safely  without  subsequent  deleterious  effects 
on  the  patient,  and  an  occasional  fatal  pulmo- 
nary embolism  may  be  prevented. 

Summary:  Thromboembolism  remains  a major 
problem  for  physicians  and  surgeons.  Recent 
advent  of  radioactive  lung  scanning  and  pul- 
monary angiography  and  more  frequent  use  of 
phlebography  renders  diagnosis  more  accurate. 
The  usual  clinical  signs  are  frequently  unrelia- 
ble or  absent.  A high  degree  of  suspicion 
should  be  exercised  in  all  inactive  patients. 

Anticoagulation  with  heparin  is  the  crux  of 
treatment  of  venous  thrombosis.  Vena  cava  in- 
terruption is  indicated  for  pulmonary  embolism 
where  anticoagulants  fail  or  are  contraindicat- 
ed; for  septic  pelvic  thrombophlebitis  associ- 
ated with  pulmonary  embolism,  and  for  pul- 
monary embolism  associated  with  cor  pulmo- 
nale. In  addition,  interruption  is  recommended 
for  the  case  where  a life-threatening  major  em- 
bolism occurs  in  the  absence  of  leg  signs  (so- 


called  phlebothrombosis)  because  of  the  much 
graver  prognosis  of  this  form  of  the  disease. 

The  time-honored  preventive  measures  such 
as  elastic  leg  support,  elevation,  and  early  am- 
bulation are  discussed  and  reemphasized.  Ex- 
perience with  prophylactic  clipping  of  the  vena 
cava  is  also  discussed. 
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VhSOdLAN 


the  compatible  vasodilator 


• has  not  been  reported  to  complicate  the 
treatment  of  hypertension. 

• conflicts  have  not  been  reported  with  con- 
currently administered  antihypertensives, 
diuretics,  corticosteroids  or  miotics. 

• complications  in  the  treatment  of  diabetes, 
peptic  ulcer,  coronary  insufficiency,  glaucoma 
or  liver  disease  have  not  been  reported. 

In  fact,  there  are  no  known  contraindications 
in  recommended  oral  doses  other  than  it  should 
not  be  given  in  the  presence  of  frank  arterial 
bleeding  or  immediately  postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 


investigators'  ''  have  reported  favorably  on  the  effects  of  isoxsuprine.  Effects  have  been 
demonstrated  both  by  objective  measurement'  ''  and  observation  of  clinical  improvement.'  ' 


Composition:  VasodIlan  tablets,  isoxsuprine  HCI,  10  mg.  and  20  mg.  Vasodilan  syrup, 
isoxsuprine  HCI,  10  mg.  per  5 ml.  teaspoonful.  Indications:  In  cerebral  ‘vascular  dis- 
orders, for  relief  of  symptoms  due  to  vascular  insufficiency  associated  with  various  con- 


ditions such  as  arteriosclerosis  and  hypertension.  In  peripheral  ‘vascular  disorders , for 


relief  of  symptoms  such  as  intermittent  claudication,  coldness,  numbness,  pain  and  cramp- 
ing of  the  extremities — in  the  management  of  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphle- 
bitic  conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities 
(arteriosclerotic,  diabetic,  thrombotic).  Dosage  and  Administration:  In  peripheral  and 
cerebral  vascular  disorders — 10  to  20  mg.  three  or  four  times  daily.  Contraindications  and 
Cautions:  There  are  no  known  contraindications  to  oral  use  when  administered  in  recom- 
mended doses.  Should  not  be  given  immediately  postpartum  or  in  the  presence  of  arterial 
bleeding.  Adverse  Reactions:  On  rare  occasions,  oral  administration  of  the  drug  has  been 
associated  in  time  with  the  occurrence  of  severe  rash.  When  rash  appears,  the  drug 
should  be  discontinued.  Occasional  overdosage  effects  such  as  transient  palpitation  or 
dizziness  are  usually  controlled  by  reducing  the  dose.  Supplied:  Tablets,  10  mg. — bottles 
of  100  and  1000,  and  Unit  Dose, ’20  mg. — bottles  of  100  and  500.  Syrup,  10  mg.  per  5 ml. 
teaspoonful — bottles  of  1 pint.  References:  1.  Clarkson,  1.  S.,  and  LePere,  D.  M. : Angi- 
ology  77:190-192  (June)  1960.  2.  Horton,  G.  E.,  and  Johnson,  P.  C.,  Jr.:  Angiology 
75:70-74  (Feb.)  1964.  3.  Dhrymiotis,  A.  D.,  and  Whittier, 


J.  R. : Curr.  Ther.  Res.  7:124-128  (April)  1962.  4.  Whittier, 
J.  R. : Angiology  75 :82-87  (Feb.)  1964. 
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replacement  therapy 
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Restore  her  sense  of  "wel 
Tablets  ...  for  predictable 
estrogen  deficiency. 

Predictable  response  because  GLYESTRIN  is  stan- 
dardized for  uniform  estro- 
genic activity  according  to 
USP  requirements.  Manufac- 
tured to  exacting  specifica- 
tions, it  undergoes  79  control 
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the  estrogen 
to  remember  is 


Glyestriri 


Esterified  Estrogens  USP 
Standardized  for  Uniform  Activity 


tests  during  production.  Careful  attention  is  given 
every  aspect...  basic  ingredients,  formulation, 
coating  and  packaging.  The  result  is  a standardized, 
dependable  product. 

Predictable  relief  because  GLYESTRIN  comes  in 
three  therapeutic  potencies  for  individual  dosage 
determination:  0.625  mg.  (green);  1.25  mg.  (yellow); 
2.5  mg.  (pink).  GLYESTRIN  Tablets  are  the  water- 
soluble  esterified  form  of  estrogens,  extracted  from 
natural  sources  and  standardized  within 
narrow  limits  for  known  estrogen  con- 
tent and  estrone/equilin  ratio.  So  dos- 
age adjustments  may  be  reliably  pre- 
scribed. And  your  specified  dosage 
potency  is  consistently  available  for 
continued  patient  response. 

So  give  her  predictable  relief.  Get  pre- 
dictable response.  With  GLYESTRIN. 
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the  name 

to  remember  is 


Glyeslriri 

^ V Esterified  Estrogens  USP 

mm  Standardized  for  Uniform  Activity 

(Water  Soluble) 


Tablets 


( 0.625  mg.  (Green) 
{ 1.25  mg.  (Yellow) 
( 2.5  mg.  ( Pink  ) 


DESCRIPTION  , . , . . 

GIvestrin  Tablets  are  standardized,  estenfied  water-soluble 
estrogens.  Since  the  ratio  of  estrone  to  equilin  in  equine 
pregnancy  urine  varies  with  the  period  of  gestation,  Glyestrm 
Tablets  are  standardized  for  uniform  activity  with  the  addition  ot 
sodium  estrone  sulfate,  and  sodium  equilin  sulfate. 


CHEMISTRY 

Naturally-occurring  esterified  estrogens,  equine,  contain  the 
sulfate  esters  of  estrone,  equilin  and  equilenin  with  trace  amounts 
of  a-diols.  The  major  component  of  the  mixture  is  sodium  estrone 
sulfate. 

Glyestrin  Tablets  are  the  water-soluble  esterified  form  of  estro- 
gens, extracted  from  natural  sources  and  standardized  with  the 
addition  of  synthetic  sodium  estrone  sulfate,  and  sodium  equilin 
sulfate.  This  chemical  addition  and  the  adjustment  of  the  estrone- 
equilin  ratio  produces  a stable  product  of  uniform  potency  and 
activity. 


INDICATIONS 

Management  of  the  menopause,  natural  or  surgically  induced. 
Treatment  of  senile  vaginitis  and  kraurosis  vulvae. 

CONTRAINDICATIONS 

Estrogens  should  not  be  administered  to  patients  having  a per- 
sonal or  family  history  of  breast  cancer.  Recent  endometriosis 
may  also  be  a contraindication  to  estrogen  therapy. 

PRECAUTIONS 

Because  they  may  cause  sodium  retention  and  edema,  all  steroid 
sex  hormones  should  be  used  with  caution  in  the  presence  of 
heart  or  kidney  disease. 

Although  no  relationship  has  been  definitely  established  between 
continued  use  of  estrogens  and  carcinogenesis,  patients  who 
are  kept  on  this  therapy  over  long  periods  of  time  should  have 
regular  physical  examinations  at  not  less  than  6 month  intervals 
and  a Papanicolaou  smear  no  less  frequently  than  every  12 
months. 

Female  — When  estrogens  are  used  alone,  it  is  recommended 
that  cyclic  therapy  be  followed  (a  3-week  regimen  followed  by 
a 7-day  rest  period)  to  avoid  continuous  stimulation  of  breast 
and  uterus.  Withdrawal  bleeding  may  occur  during  this  rest 
period. 

Male  — Continuous  therapy  over  long  periods  may  produce 
testicular  atrophy,  gynecomastia  and  loss  of  libido. 

ADVERSE  EFFECTS 

The  most  frequent  unpleasant  symptom  associated  with  the  use 
of  estrogens  is  nausea  which  usually  disappears  with  continued 
treatment.  If  necessary,  the  dosage  may  be  reduced  or  adjusted 
in  relation  to  meals  or  bedtime. 

In  rare  cases,  abdominal  cramps,  vertigo  and  headaches  may 
occur. 

DOSAGE  AND  ADMINISTRATION 

Menopausal  syndrome,  natural  or  artificial  — Glyestrin  (esteri- 
fied estrogens  ) should  be  administered  in  divided  doses.  Initial 
dosage  is  1.25  mg.  daily.  If  satisfactory  response  is  not  obtained 
within  4 or  5 days  the  dosage  is  increased  to  2.5  to  3.75  mg. 
daily.  When  the  symptoms  are  fully  under  control,  the  dosage 
may  be  gradually  reduced  to  a maintenance  level  of  0.625  mg. 
daily. 

In  mild  menopausal  symptoms  the  dose  range  is  usually  0.625 
mg.  to  1.25  mg.  daily. 

Senile  Vaginitis,  Kraurosis  Vulvae  — 1.25  mg.  to  3.75  mg.  daily. 
Some  adjustment  of  the  dose  may  be  made  by  the  physician, 
depending  on  response  of  the  patient. 

Caution:  Federal  law  prohibits  dispensing  without  a prescription. 

HOW  SUPPLIED 

Glyestrin  ( esterified  estrogens)  Tablets  are  supplied  in  three 
strengths. 

Each  pink  tablet  contains  2.5  mg. 

Each  yellow  tablet  contains  1.25  mg. 

Each  green  tablet  contains  0.625  mg. 

All  tablet  strengths  are  available  in  bottles  of  100,  500,  and  1000. 
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DAN  NOURANI,  MD 


Cardiac 
catheterization 
and  cine  coronary 
arteriography 
in  a community 
hospital 


The  importance  of  coronary  arteriography  in  the 
diagnosis  and  modern  treatment  of  coronary  ar- 
tery disease  is  obvious.  However,  until  not  long 
ago,  this  procedure  was  confined  only  to  the  big 
medical  centers.  The  purpose  of  this  article  is  to 
show  that  this  procedure  can  be  performed  safely 
in  the  community  hospital  when  the  necessary 
equipment  is  available. 

SINCE  JULY  1970,  about  100  cardiac  catheteri- 
zations have  been  performed  in  Odessa  Medi- 
cal Center  and  the  patients  who  needed  surgi- 
cal help  have  been  sent  to  Houston  or  Dallas 
for  it. 

Method:  Sones’  technique  has  been  used  with 
cut-down  in  the  right  antecubital  area  after 
premedication  with  sodium  phenobarbital.  Mul- 
tiple selective  opacification  of  the  right  and  left 
coronary  artery  in  different  angles  of  right  an- 
terior oblique  and  left  anterior  oblique  projec- 
tion has  been  performed  in  each  patient  by 
manual  injection  of  76%  Renografin.  Each  pa- 
tient also  had  a ventriculogram  done  in  the 
right  anterior  oblique  projection  to  estimate  the 
left  ventricular  function  and  myocardial  con- 
tractility. Right  heart  catheterization  and  addi- 
tional study  have  been  added  to  this  proce- 
dure in  cases  of  rheumatic  or  congenital  heart 
disease. 

Result:  During  the  seven  months,  100  patients 
underwent  cardiac  catheterization  and  cine  cor- 
onary arteriography  as  shown  in  Fig  1. 

Twenty-two  cases  were  sent  for  surgery  as 
follows:  Seventeen  patients  underwent  simple 
or  multiple  saphenous  vein  graft  to  the  coro- 
naries and  seven  cases  were  studied  after  the 
operation.  Five  had  excellent  results  and  in  two 
patients  the  grafts  were  closed. 

One  patient  had  aortic  valve  replacement; 
one  had  a huge  inferior  left  wall  ventricular 
aneurysmectomy;  and  one  had  correction  of  the 
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1.  Diagnoses  of  WO  patients  who  had  cardiac 
catheterization  and  cine  coronary  arteriography. 


Diagnosis 

No.  of  Patients 

Arteriosclerotic  heart  disease 

69 

Normal 

14 

Rheumatic  heart  disease 

5 

Calcific  aortic  stenosis 

3 

Primary  myocardial  disease 

3 

Congenital  heart  disease,  one  with  mild  pulmonary 
stenosis  and  second  atrial  septal  defect  with  a 

large  left-to-right  shunt 

2 

Obstructive  cardiomyopathy  (idiopathic 

hypertrophic  subaortic  stenosis) 

2 

Primary  pulmonary  hypertension 

1 

Dissecting  aneurysm  of  ascending  aorta 

1 

Total  patients 

100 

dissecting  aneurysm  of  the  ascending  aorta.  All 
three  are  doing  well. 

One  patient  had  mitral  and  tricuspid  valve 
replacement,  but  died  of  hepatic  failure  two  or 
three  weeks  after  the  operation. 

Complications:  Three  episodes  of  right  brachial 
thrombosis  were  successfully  corrected.  One 
episode  of  ventricular  fibrillation  (due  to  ma- 
nipulation of  the  catheter  in  the  left  ventricle) 
was  immediately  converted  to  normal  sinus 
rhythm  by  electroshock. 

Comment:  Since  coronary  artery  disease  is  the 
major  cause  of  death  in  the  United  States  and 
since  there  have  been  recent  surgical  advances 
in  the  treatment  of  this  disease,  precise  diag- 
nosis of  coronary  artery  disease  by  proper  and 
adequate  cine  coronary  arteriography  is  man- 
datory. Most  of  these  patients  are  being  re- 
ferred to  the  big  centers  for  work  up.  As  they 
usually  have  long  waiting  periods — some  hav- 
ing to  wait  two  months  or  more,  and  a few  die 
during  this  waiting  period — the  community  hos- 
pitals need  to  be  able  to  perform  this  proce- 
dure. It  will  be  safe  to  do  cine  coronary  arterio- 
graphy when  enough  equipment  and  experi- 
enced personnel  are  available. 

Addendum:  Since  the  date  of  this  paper,  about 
90  more  heart  catheterizations  and  selective 
coronary  arteriography  have  been  performed 
without  a single  case  of  complication. 
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2a.  Dominant  right  coronary  artery  in 
left  anterior  oblique  projection  with 
three  significant  obstructive  lesions  before 
operation. 


2b.  Saphenous  vein  graft  to  distal 
right  coronary  artery  of  the  same  patient 
in  LAO  projection. 


Dr.  Nourani,  Department  of  Cardiovascular  Disease 
and  Cardiac  Catheterization  Laboratory,  Odessa  Medi- 
cal Center,  Odessa,  Tex  79760. 
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For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


Peritrate'SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Peritrate*SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications;  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 
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Radiographic  clues  to 
cytogenetic  disease 

A.  EDWARD  O’HARA,  MD  STEPHEN  E.  ABRAM 


The  author  cites  the  importance  of  radiographic 
studies  as  a valuable  screening  aid  for  detection 
of  possible  chromosome  abnormalities,  caution- 
ing, however,  that  the  absence  of  x-ray  findings 
does  not  rule  out  possible  abnormalities. 

SINCE  THE  ADVENT  of  methods  for  analyzing 
human  karyotype, a number  of  syndromes 
have  been  identified  which  are  associated  with 
specific  chromosome  aberrations.^-®  In  many 
of  these  abnormalities  the  clinical  findings  are 
inconsistent,  and  the  diagnosis  is  not  only  diffi- 
cult to  make,  but  is  sometimes  unsuspected. 
In  many  instances  radiograhic  findings  are 
helpful  in  suggesting  the  possibility  of  a chro- 
mosome abnormality  and  in  pointing  out  the 
need  for  karyotype  analysis. 

Sex  Chromosome  Abnormalities:  Turner’s  syn- 
drome: Of  all  the  sex  chromosome  aberrations, 
the  one  in  which  roentgenographic  examina- 
tion is  most  helpful  in  making  a diagnosis  is 
Turner's  syndrome.  Turner^  in  1938,  described 
the  syndrome  as  consisting  of  sexual  infantil- 
ism, short  stature,  webbing  of  the  neck  and 
cubitus  valgus.  Since  then,  other  abnormalities 
such  as  a shield  chest,  low  irregular  nuchal 
hairline,  high  palate,  osteoporosis,  multiple  pig- 
mented nevi,  keloid  formation,  coarctation  and 
hypertension  of  unknown  cause  have  been  re- 
ported.®!^ The  ovaries  are  present  merely  as 
streaks  in  the  broad  ligaments,  and  there  is  a 
failure  of  development  of  the  secondary  sex 
characteristics.  With  the  discovery  of  sex  chro- 
matin determinations  it  was  found  that  most 
Turner’s  patients  were  sex  chromatin  negative, 
giving  rise  to  the  hypothesis  that  only  one  X 
chromosome  was  present.  Later,  karyotype  an- 
alysis proved  that  this  was  indeed  the  case, 
and  that  complete  monosomy  was  present.  Fur- 
ther investigation  has  revealed  that  partial 


monosomy  may  exist  in  which  there  is  a struc- 
turally altered  second  X chromosome.  Mosaic- 
ism involving  XO  and  another  sex  karyotype  or 
finally  X plus  a severely  deleted  Y are  chro- 
mosomal variations.  In  many  patients  with 
Turner’s  syndrome  the  diagnosis  is  first  sus- 
pected during  adolescence,  since  somatic  stig- 
mata are  often  absent  or  not  apparent.  The 
first  obvious  manifestation  is  failure  of  the 
menses  and  absence  of  the  prepubertal  growth 
spurt. 

There  is  another  group  of  patients  who  show 
some  of  the  typical  somatic  abnormalities  of 
Turner’s  syndrome,  such  as  short  stature, 
webbed  neck,  and  increased  carrying  angle, 
but  who  have  no  chromosome  abnormality  and 
on  reaching  puberty  may  or  may  not  demon- 
strate amenorrhea  and  failure  of  the  secondary 
sex  characteristics.  This  so-called  “pseudo- 
Turner’s”  syndrome  includes  a group  of  male 
patients  with  “male  Turner’s”  syndrome,  who 
have  normal  XY  karyotypes  and  who  exhibit,  in 
addition  to  these  somatic  stigmata,  a range  of 
sexual  development  from  anorchia  to  normal. 
It  is  thought  that  some  of  these  patients  may 
be  XY/XO  mosaic. 

In  1963,  Noonan  and  Ebrnke^®  reported  on 

9 cases,  seven  of  whom  were  males  who  pre- 
sented with  valvular  pulmonic  stenosis,  and 
stigmata  of  Turner’s  syndrome.  An  additional 

10  cases  were  later  reported  by  Noonan,  and 
now  are  recognized  as  Noonan’s  syndrome.^® 
Many  authors  feel  that  this  is  a preferable  term 
to  male  Turner’s  syndrome  or  pseudo-Turner’s 
syndrome.!'!  Noonan’s  syndrome  is  clinically 
and  etiologically  different  from  Turner’s  syn- 
drome, primarily  in  that  they  have  a normal 
karyotype,  but  a few  isolated  cases  of  mosaic- 
ism have  been  reported.  They  differ  also  from 
the  standpoint  that  shortness  of  stature  is 
more  variable  than  in  Turner’s  syndrome,  and 


84 


TEXAS  MEDICINE 


gonadal  development  may  vary  from  agonadism 
to  normal.  The  cardiac  lesions  are  primarily  on 
the  right  side  of  the  heart.  Pulmonary  valvular 
stenosis  is  the  most  frequent  and  a few  cases 
of  patent  ductus  arteriosus  have  been  reported. 
Turner’s  syndrome  is  mainly  left  sided,  coarc- 
tation being  the  most  common  finding.  Mental 
retardation  and  dental  malocclusion  are  com- 
mon in  Noonan’s  syndrome  but  not  a feature 
of  Turner’s  syndrome.  Dermatoglyphics  is  use- 
ful in  differentiating  these  two  syndromes. 
Noonan’s  syndrome  has  a total  ridge  count  of 
100-123  whereas  in  Turner’s  syndrome  the 
count  reaches  178.  Renal  abnormalities  are 
rare  in  Noonan’s  syndrome  and  frequently  en- 
countered in  Turner’s  syndrome.  Hypertelorism, 
as  reported  by  Noonan,  is  a prominent  feature 
of  her  syndrome. 

A third  category  which  causes  problems  in 
the  differential  diagnosis  of  Turner’s  syndrome 
is  the  Klippel-Feil  syndrome,  which  is  charac- 
terized by  fusion  and  lack  of  segmentation  of 
several  or  all  the  cervical  vertebrae,  short  neck 
with  painless  limitation  of  motion,  a low  pos- 
terior hairline,  and  a high  or  cleft  palate.  The 
trapezius  extends  from  the  mastoid  area  direct- 
ly to  the  shoulders,  producing  a web-like  de- 
formity of  the  neck.  Here  also,  there  is  no 
chromosome  abnormality. 

Radiographic  Findings:  Radiographic  skeletal 
surveys  may  be  of  great  help  in  distinguishing 
Turner’s,  pseudo-Turner’s  or  Noonan’s  syn- 
drome and  Klippel-Feil  syndromes.  The  follow- 
ing are  the  most  consistent  roentgen  findings 
seen  in  true  Turner’s  syndrome. 

Skeletal  in  general:  The  bone  age,  as  deter- 
mined by  the  appearance  of  ossification  cen- 
ters, is  usually  normal.  However,  fusion  of  the 
epiphyses  is  generally  delayed.  Therefore,  esti- 
mation of  skeletal  maturation  will  usually  show 


Fig  1.  Turners  syndrome,  a.  Radiographic 
examination  of  both  hands  shows 
bilateral  positive  metacarpal  signs,  normal 
carpal  angles  of  145°  and  135°  and 
phalangeal  preponderance,  in  a true  Turner’s 
syndrome. 

b.  This  radiographic  study  shows  a positive 
bilateral  metacarpal  sign,  no  evidence  of 
phalangeal  preponderance  but  positive 
carpal  angles  of  114°  and  104°  in  a patient  with 
Turner’s  syndrome. 
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Fig  2.  Turner's  syndrome. 
Small  pituitary  fossa  with  bony 
bridging  of  the  clinoid 
processes  seen  in  some  cases 
of  Turner  s syndrome. 


Fig  3.  Turner’s  syndrome.  AP  radiographs  of 
the  elbows  can  demonstrate  the  increase 
in  carring  angles  seen  as  one  of  the  classic 
findings  in  Turner's  .syndrome,  due  to  the  radial 
tilt  of  the  trochlea.  This  is  best 
evaluated  by  physical  examination. 


retardation  only  after  about  15  years  of  age. 
Decreased  skeletal  density,  osteoporosis,  may 
be  seen  in  patients  of  all  ages,  but  most  fre- 
quently and  most  severely  in  those  over  18 
years. 

Hand  and  wrist:  The  metacarpal  sign  de- 
scribed by  Archibald’^®  in  1959  indicates  short- 
ening of  the  fourth  metacarpal  and  is  seen  fair- 
ly consistently  (Fig  la).  A line  drawn  tangen- 
tially to  the  heads  of  the  fourth  and  fifth  meta- 
carpals  normally  passes  distal  to  the  head  of 
the  third.  If  it  intersects  the  third  metacarpal, 
the  sign  is  positive.  If  it  touches  the  head  of 
the  third  metacarpal  it  is  considered  borderline. 
This  finding  may  be  found  in  pseudo-pseudo- 
hypoparathyroidism,  melorheostosis,  ectoderm- 
al chondroplasia  and  isolated  brachydactylia, 
and  is  therefore  not  pathognomonic  of  Turner’s 
syndrome.  Keates^®  emphasizes  that  when  a 
metacarpal  sign  is  positive  in  more  than  one 
generation  of  the  same  family  no  endocrine 
significance  can  be  attached  to  it. 

Phalangeal  preponderance  is  another  indica- 
tor of  shortening  of  the  fourth  metacarpal.  It  is 
said  to  be  present  if  the  sum  of  lengths  of  the 
proximal  and  distal  phalanges  of  the  fourth  fin- 
ger exceeds  the  length  of  the  fourth  metacarpal 
by  3 or  more  millimeters. 

A positive  carpal  sign  is  indicated  by  the 
presence  of  an  angle  formed  by  the  proximal 
row  of  the  carpal  bones  of  less  than  117°  (Fig 
lb).  This  angle  is  normally  130°.  Phalangeal 
preponderance  and  the  carpal  angle  findings 
were  described  by  Kosowicz^®  in  1959.  Levin 
reports  anomalous  middle  phalanges  (brachy- 
mesophalangia)  involving  not  only  the  fifth  fin- 
ger but  also  the  index  finger.  Such  shortening 
of  the  phalanx  is  also  seen  in  mongolism. 

Skull:  Lateral  projections  of  the  skull  some- 
times show  a small  bridged  sella  turcica  (Fig 
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Fin  ‘f-  Turner's  syndrome,  a.  The  radiographic 
examination  of  44-year-old  woman  with  true  Turner’s 
syndrome  shows  generalized  osteoporosis  and 
changes  simulating  osteochondritis. 

b.  In  this  14-year-old  patient  with 

Turner’s  syndrome,  a small  posterior  arch  of  C j 

is  demonstrated. 


2),  an  increase  in  the  basal  angle  above  140° 
and,  less  commonly,  basilar  impression. 

Elbows  and  forearms:  Evidence  of  an  in- 
creased carrying  angle  may  be  seen  radio- 
graphically as  a radial  tilt  of  the  articular  sur- 
face of  the  trochlea.  This  finding  is  better  eval- 
uated by  clinical  rather  than  radiological  means 
(Fig  3). 

Spine:  Scoliosis,  kyphosis,  and  changes  re- 
sembling osteochondritis  may  be  seen  (Fig  4a). 
Anomalous  development  of  Ci  and  Co  are  fairly 
common,  particularly  hypoplasia  of  the  neural 
arch  of  Ci  (Fig  4b). 

Thoracic  cage:  The  ribs  and  clavicles  may 
show  tapering  laterally  and  abnormalities  of 
contour,  such  as  pseudo-notching. 

Knees:  There  are  sometimes  changes  resem- 
bling Blount’s  disease,  and  these  are  usually 
bilateral  and  symmetrical. 


The  metacarpal  sign  is  probably  the  most 
consistent  and  easiest  finding  to  recognize  in 
Turner’s  syndrome,  and  may  be  of  at  least 
some  value  in  the  differential  diagnosis.  Anoma- 
lies of  the  cervical  spine  are  also  seen  fairly 
consistently.  In  older  patients,  osteoporosis 
may  provide  a useful  basis  for  differentiation. 

There  were  several  cases  in  this  study  which 
point  out  the  difficulty  in  making  a diagnosis 
on  clinical  and  radiographic  criteria.  One  of 
these  was  a 24-year-old  female,  5’ 4”  in  height, 
with  no  history  of  spontaneous  menstrual 
bleeding.  She  had  no  webbing  of  the  neck,  nor- 
mal nuchal  hairline,  and  slight  cubitus  valgus. 
The  uterus  was  small,  but  she  had  a normal 
breast  development  and  normal  female  escut- 
cheon. Urinary  gonadotropins  were  96  mu/24 
hours  and  estrogen  12  mu/24  hours.  Radio- 
graphic  findings  included  a positive  metacarpal 
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sign,  carpal  angle  of  110°,  phalangeal  prepon- 
derance of  3.7  mm,  and  a normal  skeletal  den- 
sity. The  buccal  smear,  however,  was  sex  chro- 
matin positive,  and  karyotype  analysis  revealed 
a normal  44  XX  chromosome  complement. 

This  first  case  illustrates  a patient  whose 
clinical  picture  was  ambiguous  and  whose  radio- 
graphic  findings  were  highly  suggestive  of  Tur- 
ner’s snydrome.  On  the  basis  of  the  karyotype 
analysis,  however,  she  would  have  to  be  con- 
sidered as  having  pseudo-Turner’s  or  Noonan’s 
syndrome. 

A second  case  was  a 14-year-old  female 
whose  only  typical  somatic  abnormality  was 
short  stature  (4’  5”  with  a little  growth  since 
age  8),  and  a questionable  increase  in  carrying 
angle.  She  had  failed  to  menstruate,  there  had 
been  no  indication  of  breast  development,  and 
the  uterus  was  infantile.  Urinary  FSH  was  96 
mu/24  hours.  Radiographic  studies  revealed 
borderline  measurements  for  metacarpal  sign, 
the  carpal  angle  was  125°,  and  phalangeal 
preponderance  was  3.0  mm.  The  neural  arch 
of  Cl  was  somewhat  small.  Her  bone  age  was 
within  normal  limits,  and  there  was  no  evidence 
of  osteoporosis.  She  was  found  to  be  sex  chro- 
matin negative  and  demonstrated  a 44  XO 
karyotype. 

This  second  case  was  a young  girl  who  ap- 
pears to  have  absent  or  delayed  menarche,  but 
who  presented  few  of  the  stigmata  of  Turner’s 
syndrome.  Her  x-ray  picture  was  completely 
ambiguous.  On  the  basis  of  her  karyotype  anal- 
ysis, however,  she  had  a true  Turner’s  syn- 
drome. 

A third  case  was  an  18-year-old  female,  5’  0” 
in  height  with  obvious  webbing  of  the  neck, 
low  irregular  nuchal  hairline,  cubitus  valgus  and 
high  arched  palate.  Since  her  menarche  at  age 
14,  she  had  menstruated  irregularly  (every  4 
to  5 months).  There  was  fair  development  of 


the  secondary  sex  characteristics.  FSH  was 
found  to  be  less  than  6 mu/24  hours  and  es- 
trogen greater  than  200  mu/24  hours.  There 
were  no  radiographic  stigmata  of  Turner’s  syn- 
drome. Radiographs  of  the  cervical  spine  re- 
vealed complete  fusion  of  C1-C7  typical  of  Klip- 
pel-Feil  syndrome  (Fig  5).  Her  buccal  smear 
was  sex  chromatin  positive. 

This  third  case  presented  a clinical  picture 
fairly  typical  of  a Turner’s  patient  who  is  on 
replacement  estrogen  therapy.  However,  her  XX 
karyotype,  history  of  spontaneous  menses  and 
fusion  of  the  cervical  vertebrae,  obvious  on 
radiographic  study,  made  this  a certain  diag- 
nosis of  Klippel-Feil  syndrome. 

The  rest  of  the  patients  studied  are  fairly 
easy  to  diagnose  as  either  Turner’s  or  pseudo- 
Turner’s  or  Noonan’s  syndrome  on  the  basis  of 
both  their  clinical  and  radiographic  findings.  It 
would  appear  that  those  cases  of  mosaic  Tur- 
ner’s and  those  with  isochromosome  or  other 
X chromosome  abnormalities  tend  to  reduce 
both  the  clinical  and  radiographic  findings  of 
this  syndrome. 

Klinefelter’s  syndrome:  Klinefelter’s  syn- 
drome occurs  in  sex  chromatin  positive  males 
who  on  karyotype  analysis  reveal  a total  of  47 
chromosomes  and  an  XXY  sex  chromosome 
complement.  The  clinical  features,  which  are 
somewhat  variable,  include  small  testes  (in  all 
cases),  sterility,  eunuchoid  habitus,  gyneco- 
mastia, elevated  gonadotropins,  and  slightly 
low  to  markedly  decreased  17  ketosteroid  lev- 
els. Klinefelter’s  patients  generally  have  normal 
muscular  development  and  masculinization  of 
the  secondary  sex  characteristics.  Histological- 
ly the  tests  show  hyalinization  of  the  seminifer- 
ous tubules  with  loss  of  the  Stertoli  cells  and 
spermatogonia  elements  and  with  either  atro- 
phic, normal,  or  hypertrophic  interstitial  cell 
elements.  The  incidence  of  mental  retardation 
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Fig  5.  KUppel-Feil  syndrome.  Fusion  of  the 
segments  of  the  cervical  spine 
documents  this  case  as  Klippel-Feil 
syndrome,  thus  distinguishing  it  from 
Turner’s  syndrome. 


is  somewhat  higher  than  in  the  general  popu- 
lation. 

The  radiographic  findings  are  usually  unre- 
markable. The  metacarpal  sign  may  be  positive 
and  a small  bridged  sella  is  occasionally  seen. 
Skeletal  density  and  maturation  are  normal. 
When  skeletal  maturation  is  retarded,  it  usually 
involves  delayed  fusion  of  ossification  centers. 

One  case  of  Klinefelter’s  syndrome  was  re- 
viewed in  this  study  (Fig  6).  The  patient  was 
a Negro  with  a proven  XXY  karyotype  whose 
history  was  complicated  by  known  sickle  cell 
thalassemia  disorder.  At  age  17,  he  was  5’ 2” 
in  height,  had  a high  voice,  did  not  shave,  and 
had  sparse  pubic  and  no  axillary  hair.  His 
testes  were  small  and  firm  bilaterally.  His  penis 
was  normal  and  the  prostate  was  of  normal 
size.  Testicular  biopsy  demonstrated  bilateral 
atrophy  with  thickened  basement  membranes 
and  Leydig  cell  hyperplasia.  By  the  age  of  20, 
he  had  grown  to  a height  of  5’ 8”.  Physical 
examination  at  this  time  revealed  prominent 
areolar  and  nipple  development  of  the  breast, 
the  presence  of  pubic  hair  and  adequate  devel- 
opment of  the  penis  and  scrotum.  The  most 
prominent  feature  of  the  radiographic  examina- 
tion was  a marked  delay  in  the  bone  age.  At 
age  17  he  had  a bone  age  equivalent  to  12 
years.  It  was  readily  apparent  that  the  patient’s 
delayed  skeletal  maturation  involved  retarda- 
tion of  both  appearance  and  fusion  of  the  ossi- 
fication centers.  In  evaluating  this  patient’s 
grov/th  pattern,  it  must  be  kept  in  mind  that 
his  sickle-thalassemia  disease  may  be  partially 
or  entirely  responsible  for  his  retardation  in 
bone  maturation. 

Other  radiographic  findings  included  border- 
line metacarpal  sign,  normal  carpal  angle,  and 
no  phalangeal  preponderance.  Accessory  epi- 
physis of  the  second  metacarpal  was  seen  bi- 
laterally. The  sella  was  normal.  There  was  com- 


Fig  6.  Klinefelter's  .syndrome.  Hand  of  a 
17-year-old  male  with  Klinefelter’s 
syndrome  demonstrates  moderate  retardation 
in  bone  maturation,  equivalent  to  about 
the  age  of  12  years. 


Volume  67,  September,  1971 


89 


Fig  7.  Mongolism,  a.  Infant  mongo!  pelvis 
demonstrates  the  typical  finding  of 
decreased  iliac  and  acetabular  angles  and  an 
iliac  index  of  62.  The  ischial  rami  are  tapered. 

b.  The  “.squat  shot"  shows  an  increase  in 
posterior  curvature  of  the  ilium. 


plete  failure  of  development  of  the  frontal  sin- 
uses. The  overall  findings  were  essentially  non- 
specific, with  a retardation  of  bone  age,  which 
was  probably  due  to  his  superimposed  disease, 
the  most  prominent  finding. 

Patients  with  an  XXXY  karyotype--  usually 
present  with  findings  typical  of  Klinefelter’s 
syndrome,  but  have  an  increase  in  the  inci- 
dence and  degree  of  mental  retardation  and 
more  severe  genital  hypoplasia.  A number  of 
patients  have  been  described  whose  sex  chro- 
mosome complement  was  proven  to  be  XXXXY, 
which  may  be  considered  to  be  the  extreme 
end  of  the  “Klinefelter’s  spectrum.’’  They  gen- 
erally have  abnormal  faces,  somewhat  sugges- 
tive of  mongolism,  hypertelorism,  malformed 
ears,  incurving  fifth  fingers,  muscular  hypoton- 
ia, hypogonadism,  and  severe  mental  retarda- 
tion. Roentgen  examination  uncovers  extensive 
bony  abnormalities  which  may  involve  almost 
any  part  of  the  body.  Among  the  most  frequent 
are  retarded  bone  age,  radioulnar  synostosis  or 
dislocation,  metacarpal  accessory  epiphyses, 
elongated  distal  ulna,  coxa  valga,  scoliosis  and 
kyphosis,  and  a thick  or  abnormal  segmented 
sternum.  Also  included  in  the  Klinefelter’s  spec- 
trum are  XXYY  and  XXXYY  males.  They,  like  the 
XXXY  males,  sometimes  exhibit  acromegalic 
features  in  addition  to  the  typical  manifesta- 
tions of  the  syndrome.  Among  the  other  sex 
chromosome  abnormalities  which  have  been  re- 
ported are  the  XXX,  XXXX,  and  XXXXX  features. 
Unlike  the  analogous  “super  females”  found  in 
the  insect  world,  they  generally  have  a surpris- 
ingly normal  phenotype.  Radioulnar  synostosis 
is  sometimes  seen  in  these  groups.  Recently  an 
XXY  karyotype  has  been  described  in  normal 
appearing  males.  Typically  they  are  over  six 
feet  tall,  are  of  subnormal  intelligence,  and 
often  exhibit  antisocial  behavior.  No  cases  have 
been  reported  which  have  no  X chromosomes. 
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Fif;  8.  Monfiolism.  a.  The  chest  radiograph 
of  this  mongol  infant  demonstrates  the 
presence  of  only  11  pairs  of  ribs  and  slight 
cardiomegaly. 

b.  Lateral  view  of  this  mongol  infant 
demonstrates  multiple  ossification  centers  in 
the  manubrium. 


presumably  because  at  least  one  X chro- 
mosome is  necessary  in  producing  a viable 
embryo. 

Autosomal  Abnormalities:  In  1866,  Down^^  de- 
scribed mongolian  idiocy.  Smith  in  1896  dem- 
onstrated on  radiographs  the  findings  in  the 
fifth  finger  which  is  evident  on  clinical  examin- 
ation. In  1932  Wardenburg2<  suggested  that 
“Down’s  syndrome’’  might  be  due  to  either  an 
excess  or  deficiency  of  chromosomal  material. 
This  was  firmly  documented  in  1959  by  Le- 
jeune-^-27  by  karyotype  analysis  showing  that 
there  were  47  chromosomes  rather  than  the 
normal  46,  and  that  this  additional  chromatin 
material  involved  the  G-group  (21-22). 

Down’s  syndrome  is  due  in  95%  of  cases  to 
trisomy  of  a G (21-22)  group  chromosome,  with 
a total  chromosome  number  of  47.  In  the  re- 
maining 5%,  the  number  of  chromosomes  is 


normal,  but  there  is  an  extra  G-“Group’’  chro- 
mosome material  present  attached  through 
translocation  to  another  chromosome,  either  a 
D or  another  G chromosome. Both  types  of 
mongolism  present  with  the  same  familiar  pic- 
ture, which  most  commonly  includes  simian 
crease,  hypotonia,  mental  retardation,  a higher 
than  usual  incidence  of  leukemia,  and  congeni- 
tal heart  disease  usually  of  a “A-V  communis 
variety.’’ 

Radiographic  studies  hardly  seem  necessary 
for  diagnosing  a syndrome  as  clinically  typical 
as  mongolism.  However,  in  the  early  newborn 
period,  when  accurate  diagnosis  is  most  impor- 
tant, the  clinical  stigmata  are  often  absent  or 
difficult  to  assess.  The  skeletal  abnormalities 
seen  on  x-ray  surveys  in  mongols  are  reason- 
ably consistent  and  although  only  one  or  two 
findings  may  be  seen,  their  presence  is  a 
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Fig  9.  Mongolism.  This  mongol  infant  has  obvious 
heart  disease  as  evidenced  by  marked 
cardiomegaly , and  an  increased  pulmonary  blood 
flow  secondary  to  a left  to  right  shunt, 
which  was  proved  to  be  due  to  an  A V communis. 


Fig  10.  Mongolism.  Positive  lumbar  indices 
are  demonstrated  in  these  two  mongol  infants 
with  rather  severe  anterior  concavity  of 
the  vertebral  bodies  in  illustration  b. 


good  indication  to  have  karyotype  analysis  per- 
formed. The  following  abnormalities  have  been 
reported  in  significant  frequency. 

Pelvis:  Both  the  acetabular  angle  and  iliac  an- 
gle are  found  to  be  below  normal  with  a con- 
sequent marked  decrease  in  the  iliac  index 
(half  the  sum  of  the  two  iliac  and  acetabular 
angles)-'’-^®  (Fig  7a).  An  iliac  index  below  66 
is  very  good  evidence  of  mongolism.  Nicolis 
and  Sacchetti^^  have  devised  a slightly  differ- 
ent criteria  for  distinction  between  the  normal 
mongol  pelvis  which  statistically  proves  better 
discrimination.  It  is  termed  the  pelvic  index 
and  is  defined  by  the  formula  0.30  x (mean 
acetabular  angle)  -f  0.42  x (mean  iliac  angle). 
The  discriminant  value  between  normals  and 
mongols  is  25.2.  The  other  findings  in  the  pel- 
vis are  flaring  of  the  iliac  crest,  seen  on 
“squat”  films  (Fig  7)  and  tapering  of  the 
ischial  rami. 

Thorax:  Chest  radiographs  may  show  11  pairs 
of  ribs^^’^^  and  on  the  lateral  projection  two 
or  sometimes  three  centers  of  ossification  in 
the  manubrium  instead  of  the  usual  one^^'^® 
(Fig  8).  Cardiac  enlargement  and  evidence  of 
increased  pulmonary  blood  flow,  suggesting  left 
to  right  shunt,  is  commonly  seen.^®'^®  (Fig  9). 
Lumbar  spine:  On  lateral  views  the  anterior 
border  of  the  bodies  of  the  lumbar  vertebrae 
appear  straight  or  concave  rather  than  convex. 
In  addition,  the  bodies  of  these  vertebrae  are 
higher  and  narrower  than  normal.  Rabinowitz 
and  Moseley^o  have  devised  a method  for 
analyzing  this  finding  by  determining  the  later- 
al lumbar  index,  the  ratio  of  the  horizontal  to 
the  vertical  diameter  of  the  vertebral  body  of 
L/2  (LI  = Ff  ^ V)  (Fig  10).  They  have  found  that 
the  mean  value  for  mongols  is  0.32,  and  that 
for  normal  children  is  1.28.  Most  mongols 


92 


TEXAS  MEDICINE 


Fig  11.  Mongolism.  Radiographic  examination 
of  the  hand  of  a mongol  infant  demonstrates 
the  classic  changes  of  shortening  and 
triangular  configuration  of  the  middle  phlanx  of 
the  fifth  finger. 


Fig  12.  17-18  Trisomy,  a.  Chest  radiograph 
shows  marked  cardiomegaly  and 
finely  tapered  ribs. 

b.  The  same  patient  shows  a lack  of 
osseous  development  of  the  right  clavicle 
simulating  cleidocranial  dysostosis. 
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Fig  13.  17-18  Trisomy,  a.  Radiograph  of  the  hand 
of  the  same  case  as  illustrated  in  Fig  12 
demonstrates  the  characteristic  overlapping  of  the 
fingers  seen  in  this  trisomy  syndrome, 
b.  Lateral  view  in  this  same  infant  shows  a 
vertical  talus  which  is  a frequent 
finding  in  the  17-18  trisomy  syndrome. 


under  two  years  of  age  have  indices  of  1.00 
or  less. 

Hand:  The  middle  phalanx  of  the  fifth  finger  is 
often  hypoplastic  and  triangular  in  shape^^  (Fig 
11)  causing  clinodactyly. 

Skull:  Persistence  of  the  metopic  suture  is 
found  with  greater  frequency  than  in  the  nor- 
mal population.  Absence  or  underdevelopment 
of  the  frontal  sinuses  is  found  in  the  majority 
of  patients  over  10  years  of  age.  Austin^-  re- 
ported the  hard  palate  to  be  short  in  mongols, 
and  a reliable  finding  in  the  newborn  infant 
(25  mm  ± 3 mm). 

Abdomen:  At  times  mongol  infants  present  with 
upper  gastrointestinal  obstruction.  On  radio- 
graphic  studies  the  point  of  obstruction  is  de- 
monstrated in  the  second  part  of  the  duode- 
num caused  by  an  annular  pancreas  or  duode- 
nal atresia. 

Twenty-six  cases  of  proven  Down’s  syndrome 
were  studied  in  our  series.  One  patient  revealed 
a D-G  translocation,  a second  G-G  translocation 
and  the  rest  “G  group  trisomy.”  In  this  series 
the  pelvic  abnormalities  appeared  to  be  some- 
what less  reliable  for  the  diagnosis  of  mongol- 
ism than  many  authors  indicate. 

Using  an  iliac  index  of  66  as  the  critical 
value  for  distinguishing  between  normal  and 
mongol  patients,  only  39%  fell  in  the  mongol 
group.  A positive  pelvic  index,  however,  was 
present  in  45%  of  these  same  cases,  and  55% 
had  tapered  ischial  rami.  A low  lumbar  index 
was  found  in  56%,  curved  anterior  vertebral 
bodies  of  the  lumbar  spine  in  68%,  hypoplastic 
middle  phalanges  of  the  fifth  finger  in  50%, 
multiple  center  of  ossification  40%,  cardiomeg- 
aly  in  66%  and  11  pairs  of  ribs  in  22%.  Al- 
though no  one  finding  is  of  great  diagnostic 
value,  most  mongols  do  exhibit  one  or  more 
of  these  typical  abnormalities.  Of  26  cases  with 
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appropriate  studies,  only  one  did  not  show  any 
skeletal  or  cardiac  malformation. 

Trisomy  E (16-18):  Trisomy  involving  the  E 
group  of  chromosomes,  most  likely  number  18, 
produce  very  severe  anomalies  which  usually 
results  in  death  during  early  infancy.  A wide 
range  of  anomalies  are  associated  with  the 
syndrome,  the  most  consistent  of  which  are 
small  mandible,  prominent  occiput,  high  arched 
palate,  short  sternum,  overlapping  fingers, 
rocker-bottom  or  clubbed  feet  deformity,  small 
pelvis  with  limitation  of  abduction,  diaphrag- 
matic eventration,  and  cardiac  and  renal  de- 
fects.All  cases  showed  severe  psychomo- 
tor retardation. 

Roentgen  examination  is  helpful  in  that  it 
demonstrates  many  fairly  unspecific  abnormali- 
ties rather  than  a few  fairly  consistent  ones,  as 
seen  in  Down’s  syndrome.  In  the  trisomy  18 
infant,  one  sees  a large  number  of  congenital 
abnormalities,  many  of  which  are  found  occa- 
sionally as  isolated  defects  in  otherwise  normal 
children.  Few  of  them  are  found  consistently 
in  this  syndrome.  However,  some  of  the  find- 
ings such  as  rocker-bottom  deformity  with  a 
vertical  talus,  short  sternum  with  decreased 
segmentation,  and  angulation  of  overlapping  of 
the  fingers,  when  seen  along  with  numerous 
other  abnormalities  are  highly  suggestive  of  tri- 
somy 18,  and  indicate  that  karyotype  analysis 
is  warranted. 

Two  cases  of  proven  trisomy  E were  studied. 
One  of  these  infants  was  delivered  by  cesar- 
ean section  for  intrauterine  malnutrition  at  37 
weeks’  gestation.  The  birth  weight  was  2 lb 
93/4  oz.  The  clinical  features  were  microcephaly, 
elfin  facies,  high  arched  palate,  microphthal- 
mia, low  set  ears,  left  polydactyly,  fusiform 
fingers  with  overlapping  and  ulnar  deviation, 
rocker-bottom  feet,  ventricular  septal  defect, 
endocardial  fibroelastosis,  and  congestive  heart 


failure.  The  child  died  at  3 months  of  age  in 
severe  congestive  heart  failure  and  marked 
anemia.  Roentgen  examination  revealed  multi- 
ple anomalies,  some  of  which  were  suggestive 
of  Down’s  syndrome.  The  lateral  lumbar  index 
was  very  low  (0.71);  only  11  pairs  of  ribs  were 
present,  and  AP  views  of  the  skull  showed  per- 
sistence of  metopic  suture.  The  fifth  lumbar 
vertebra  was  markedly  flattened.  Lateral  chest 
radiographs  showed  the  sternum  to  be  very 
short,  with  one  ossification  center  for  the  ma- 
nubrium and  only  one  center  for  the  body, 
which  usually  has  three  or  four.  The  distal 
phalanx  of  the  fifth  finger  was  minute.  The  feet 
showed  the  suggestion  of  a rocker-bottom  de- 
formity with  a somewhat  vertical  talus.  At  age 
10  weeks  the  distal  femoral  epiphysis  was  bare- 
ly visible.  This  should  be  present  at  term.  The 
skull  appeared  small  with  relationship  to  the 
face.  Moderate  cardiomegaly  and  exaggerated 
pulmonary  vasculature  were  evident.  The  over- 
all picture,  though  not  diagnostic  of  trisomy 
18,  is  certainly  typical  of  the  syndrome. 

The  second  case  presented  similar  findings. 
Cardiomegaly  was  present  on  physical  examina- 
tion and  radiologic  examination  (Fig  12a).  Fine- 
ly tapered  ribs  were  present  and  poor  ossifica- 
tion was  noted  in  the  right  clavicle  (Fig  12b), 
simulating  findings  of  cleiocranial  dysostosis. 
Overlapping  of  the  fingers  was  present,  (Fig 
13a)  and  bilateral  rocker-bottom  deformities 
were  present  with  splaying  of  the  toes  (Fig 
13b).  The  skull  was  small  and  a persistent 
metopic  suture  was  evident  on  radiographic  ex- 
amination (Fig  14).  Corneal  opacities  were  pres- 
ent and  low  set  ears  were  noted  on  physical 
examination. 

Chromosomal  studies  of  both  these  infants 
documented  them  as  17-18  trisomy. 

Trisomy  D (13-15):  Trisomy  of  the  D group  of 
chromosomes  causes  a syndrome  very  similar 
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Fig  14.  17-18  Trisomy.  Radiographic 
examination  of  the  skull  of  the  .same  patient  as 
illustrated  in  Figs  12  and  13  demonstrates  a 
persistence  in  metopic  suture  in  this  trisomy 
syndrome. 

Fig  15.  Cri  Du  Chat.  A lateral  radiographic- 
examination  of  this  infant’s  skull  reveals 
an  obvious  microcephaly  and  small  mandible. 
Lateral  radiograph  of  the  neck  revealed 
no  abnormalities. 


both  clinically  and  radiologically  to  trisomy  18. 
It  is  also  characterized  by  multiple  severe  ano- 
malies.®^®® Cleft  lip  and  palate  and  eye  defects 
including  microphthalmia,  anophthalmia,  cor- 
neal opacities  and  abnormalities  of  the  optic 
nerve  and  chiasm,  are  particularly  common. 
Hypoplasia  of  the  first,  11th  and  12th  ribs  has 
been  reported.  Although  there  are  differences 
betv/een  these  two  syndromes,  the  findings  in 
both  are  so  variable  that  final  diagnosis  must 
be  made  by  chromosome  analysis. 

Cri  du  chat  syndrome:  The  cri  du  chat  syn- 
drome, so  named  because  of  the  peculiar  high 
pitched  cat-like  quality  of  the  cry  heard  during 
infancy,  is  associated  with  deletion  of  the  short 
arm  of  a B group  chromosome,  probably  num- 
ber five.®®'®^  Other  features  include  low  set  ears, 
hypertelorism,  microcephaly,  strabismus  and 
abnormal  dermatoglyphics.  Mental  and  growth 
retardation  are  constant  findings.  The  cause  of 
the  peculiar  cry  is  not  known.  Although  the 
larynx  does  not  appear  to  be  markedly  abnor- 
mal grossly  or  functionally,  it  and  the  supra- 
glottis may  be  somewhat  small. 

The  radiographic  findings  are  not  striking 
in  this  syndrome.  The  abnormalities  most  fre- 
quently reported  are  microcephaly,  hypertelo- 
rism, and  a high  iliac  angle.  The  interorbital 
distance  to  the  skull  width  is  abnormally  high. 

Two  cases  of  cri  du  chat  syndrome  were  re- 
viewed. Clinical  histories  were  not  available.  In 
one,  a two-month-old  male  had  a typical  cry, 
and  a small  cranial  cavity  and  small  mandible 
were  evident  on  radiologic  examination  (Fig 
15).  The  first  three  toes  of  both  feet  were 
splayed.  The  middle  phalanx  of  the  fifth  finger 
was  small  and  triangular  (mongoloid  configura- 
tion). The  iliac  index  was  normal.  The  lateral 
views  of  the  neck  revealed  no  abnormalities  of 
the  tongue,  vallecula,  epiglottis  or  aryepiglottic 
folds. 
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A second  case  was  a newborn  male  also  with 
a typical  cry.  Radiographic  studies  showed  a 
small  cranial  vault  and  rocker-bottom  deformity 
of  the  feet.  The  iliac  angles  averaged  59°,  a 
value  slightly  above  the  mean  for  normal  in- 
fants (55°)  but  certainly  within  normal  limits. 
It  is  apparent  from  these  two  cases  that  a diag- 
nosis is  best  made  on  clinical  and  cytologic 
rather  than  radiologic  examinations. 

Other  cases  of  partial  chromosome  deletions 
have  been  reported.  Partial  deletion  of  a G 
group  chromosome  results  in  a disorder  charac- 
terized by  mental  and  grov/th  retardation,  hy- 
pertonicity, large  ears,  heart  disease,  genito- 
urinary defects  and  abnormal  dermatoglyphics. 
Partial  deletion  of  the  long  arm  of  an  E group 
chromosome  results  in  mental  retardation,  mid- 
facial hypoplasia,  deeply  folded  ears  and  long 
gracile  fingers.  E group  short  arm  deletion  gives 
rise  to  a variable  picture  which  includes  ptosis, 
low  set  ears,  short  hands,  wide  chest,  and 
pterygium  coli. 

Summary:  The  diagnosis  of  syndromes  involv- 
ing the  chromosome  aberrations  is  ultimately 
made  on  the  basis  of  cytological  studies.  How- 
ever, these  studies  are  not  done  routinely,  so 
the  possibility  of  a chromosomal  defect  must 
be  suggested  by  evidence  obtained  through 
routine  methods.  Since  clinical  findings  are 
often  minimal,  particularly  in  the  newborn  peri- 
od, radiographic  studies  can  be  of  great  value 
in  screening  the  possible  chromosome  abnor- 
malities. It  must  be  emphasized,  however,  that 
the  absence  of  x-ray  findings  does  not  rule  out 
such  abnormalities. 
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TEXAS  MEDICINE 


(diethylpropion  hydrochloride,  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — potients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstoble  patients  susceptible  to  drug  abuse. 

Warning:  Although  generolly  safer  than  the  amphetamines,  use  with  greet  coution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  Is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety. 


ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
an  Increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  Include  ones  such  as  tachycardia,  precordial  pain, 
arrhythmia,  palpitotion,  and  Increased  blood  pressure.  One  published  report 
described  T-wove  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  on  Isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  Include  such  conditions  as  rash, 
urticaria,  ecchymosis,  ond  erythema.  Gostro/ntestino/  effects  such  as  diarrhea, 
constipation,  nousea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  agronulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  poin,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets;  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  In 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  Is  not 
recommended.  t-»07/4/7i/u  s patent  no  3.001,910 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC. 

PHILADELPHIA,  PENNSYLVANIA  19144 


unwelcome  bedfellow  tor  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition;  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications;  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications;  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions;  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage;  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 

THE  NATIONAL  DRUG  COMPANY 

DIVISION  OF  RICHARDSON-MERRELL  INC, 

PHILADELPHIA,  PENNSYLVANIA  19144 

0103  2/71 
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(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 


Specific  therapy  for  night  leg  cramps 


fr^ncisT 

HOSPiTELS 

INCORPORATED 


FRANCI^r 

CONVALESCENT 
CENTERS 

^•VISION  Of  riUNCIS  HOSPilElS,  INC 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  "Hospi- 
telble”  Francis  way. 


FRANCIS  HOSPITELS,  INC., 


Suite  204,  7700  Chevy  Chase  Drive,  Austin,  512  454-5101 


FRANCIS  CONVALESCENT  CENTERS— WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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Bitknts  fell  asleep  quick! 


Dalmane  (flurazepam  HCi)  30  mg  reduced  awake 
time— both  before  and  after  failing  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
withinsomnia.^-2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  targe  numbers 
of  subjects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies,  instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J.  D.,  Jr.;  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,  1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


!^nd  slept  through  the  night 


On 

Dalmane 
(flurazepam  HCi) 


Time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


verage  sleep  laboratory  measurements  in  cited  studies 


['arameter 


Before  Dalmane  On  Dalmane 


‘ime  required  to  fall  asleep 
jiake  time  after  onset  of  sleep 
jiumber  of  wakeful  periods  after 
: onset  of  sleep 
jolal  sleep  time 
otal  sleep  percent 


33.6  min. 

17.6  min. 

48.7  min. 

22.6  min. 

12.2 
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420.0  min. 

447.5  min. 

88.6 
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Clinical  effectiveness  as 
)roven  in  the  sleep  laboratory 

Dalmane 

iflunazepam  HCD 

line  30-mg  capsule  h.s.— usual  adult  dosage. 
>ne  1S>mg  capsule  h.s.— initial  dosage  for 
Iderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCi. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions;  in  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  aiso  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 
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Conference 


A 53-year-old  white  man  was  admitted  to  the  hos- 
pital because  of  productive  cough,  chills,  fever, 
and  shortness  of  breath.  Twenty-three  years  be- 
fore he  had  been  treated  for  pulmonary  tubercu- 
losis. His  present  symptoms  progressed  and  he 
died  after  one  month’s  hospitalization. 

PROTOCOL:  Dr.  Raleigh:  This  53-year-old  white 
man  was  admitted  to  the  VA  Hospital  in  Hous- 
ton for  the  fifth  time  on  Oct  28,  1968,  com- 
plaining of  cough,  expectoration,  fever,  chills, 
and  shortness  of  breath  which  had  grown  pro- 
gressively worse  during  the  four  weeks  prior  to 
admission. 

Past  Medical  History:  The  patient  had  pul- 
monary tuberculosis  while  he  was  in  military 
service  in  Czechoslovakia  in  1945.  The  diag- 
nosis was  based  on  an  abnormal  chest  x-ray, 
positive  tuberculin  skin  test  (first-strength 
PPD),  and  the  finding  of  M tuberculosis  in  cul- 
ture of  gastric  aspirate  on  two  occasions.  After 
a period  of  bed  rest,  he  was  discharged  from 
military  service  and  was  seen  by  a private  phy- 
sician with  additional  follow-up  visits  to  the 
VA  Regional  Office  in  Houston.  In  1948,  be- 
cause of  unstable  chest  x-rays  with  develop- 
ment of  a cavity  in  the  right  lung,  pneumo- 
peritoneum was  initiated  and  continued  for  five 
years,  1948-1953.  With  the  exception  of  two 
positive  cultures  in  January  1953  and  Decem- 
ber 1954,  numerous  specimens  of  sputum  and 
gastric  washings  grew  no  M tuberculosis.  In 
1955  and  1956,  bilateral  hilar  lymph  node  en- 
largement was  noted,  and  in  1957,  a cavity  in 
the  right  lung  again  appeared.  Because  of  pro- 
gressive x-ray  changes  and  the  reappearance 
of  cavity,  streptomycin  and  isoniazid  therapy 
was  prescribed  from  June  1957  to  June  1958. 
Thereafter  the  patient  received  isoniazid,  PAS, 
and  streptomycin  in  various  combinations  until 


November  1962,  and  isoniazid  alone  from  1962 
to  1964.  In  May  1964  the  patient  developed 
an  ulcer  in  his  right  nostril  which  crusted  over 
but  failed  to  heal.  One  biopsy  failed  to  provide 
a diagnosis;  a second  biopsy  in  July  1964  re- 
vealed a granulomatous  lesion  containing  or- 
ganisms resembling  H capsulatiim  in  stained 
sections.  No  culture  of  the  lesion  was  obtained. 
His  skin  tests  at  that  time  yielded  12  x 10  mm 
of  induration  with  histoplasmin,  and  his  serum 
yielded  complement  fixation  (CF)  titers  of  1:64 
with  both  yeast  phase  antigen  and  with  histo- 
plasmin antigen.  Results  of  skin  tests  and  CF 
tests  for  coccidioidomycosis  and  blastomycosis 
were  negative.  The  patient  received  amphoteri- 
cin B,  1.58  gm,  between  Aug  4 and  Oct  16, 
1964.  His  CF  titers  on  Oct  13,  1964  were  still 
1:64,  and  on  Jan  4,  1965,  1:64  and  1:32,  re- 
spectively. Treatment,  which  had  been  inter- 
rupted because  of  rising  blood  urea  nitrogen 
and  creatinine  levels,  was  resumed  and  an 
additional  0.4  gm  given  between  Feb  16  and 
March  18,  1965,  with  one-tube  drop  in  his  CF 
titers  to  1:32  and  1:16  respectively.  During  this 
hospital  admission  the  patient  had  pulmonary 
function  studies  showing  rather  mild  obstruc- 
tive and  restrictive  defects,  and  an  open  lung 
biopsy  from  the  right  upper  lobe  was  interpret- 
ed as  showing  diffuse,  fibrous,  granulomatous 
nodules  containing  lymphocytes,  mononuclear 
cells,  and  giant  cells.  No  organisms  were  seen 
on  special  staining  and  no  areas  of  necrosis 
were  described.  The  patient  was  re-admitted 
complaining  of  severe  headaches  in  1965,  and 
detailed  neurologic  workup  was  not  enlighten- 
ing. His  only  symptoms  between  1965  and 
1968  were  fatigue  and  recurrent  headaches  for 
which  various  analgesics  including  Darvon  were 
prescribed.  In  May  1968  the  patient  noted 
shortness  of  breath,  increasing  fatigue,  palpita- 
tions, and  weight  loss.  On  examination  he  was 
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found  to  have  normal  temperature  and  a pulse 
of  110/minute,  with  signs  suggestive  of  con- 
gestive heart  failure  (third  sound  gallop  and 
cardiac  enlargement).  There  was  laboratory 
evidence  of  progression  of  restrictive  pulmo- 
nary disease  with  a significant  drop  in  forced 
vital  capacity,  total  lung  capacity,  forced  expi- 
ratory volumei.o,  FEF,  and  DLco  between  May 
1967  and  May  1968.  His  oxygen  pressure  was 
down  slightly  (65  mm  Hg,  room  air,  resting), 
but  his  carbon  dioxide  pressure  and  pH  were 
normal  and  unchanged.  His  chest  x-ray  showed 
little,  if  any,  recent  increase  in  parenchymal 
densities,  but  his  cardiac  silhouette  was  en- 
larged. Results  of  his  serum  CF  tests  for  histo- 
plasmosis had  become  negative  in  1967  and 
were  still  negative  in  April  and  May  1968.  Re- 
sults of  serological  studies  in  this  patient  are 
shown  in  Fig  1.  Sputum  examinations  for  acid- 
fast  bacilli,  fungi,  and  neoplastic  cells  were 
negative.  A lumbar  puncture  done  because  of 
headaches  revealed  clear  fluid  with  no  cells  on 
direct  or  India  ink  preparation,  sugar  67  mg/ 
100  ml  and  protein  53  mg/100  ml.  Cultures  of 
cerebrospinal  fluid  were  negative  for  acid-fast 
bacilli,  fungi,  and  other  pathogens.  Results 
of  liver  function  tests  were  normal,  including 
SCOT,  SORT,  alkaline  phosphatase,  serum  bili- 
rubin, BSP,  and  thymol  turbidity  values.  His 
serum  calcium  level  ranged  from  9.7  to  11.0 
mg/100  ml.  His  urinary  calcium  excretion  on 
a hospital  diet  was  322  mg/24  hours;  on  a 
200  mg  calcium  diet  it  was  218  to  274  mg/24 
hours.  The  patient  was  digitalized  with  no  sig- 
nificant diuresis  or  change  in  symptoms.  Based 
on  the  opinion  that  sarcoidosis  might  be  a sig- 
nificant component  of  his  pulmonary  problem, 
the  patient  was  started  on  prednisone  20  mg 
three  times  a day,  with  isoniazid,  300  mg  daily, 
on  June  20,  1968.  His  symptoms  improved 
promptly,  and  on  June  26,  1968  his  pulmonary 
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function  studies  also  showed  definite  improve- 
ment. The  change  in  his  chest  x-rays  was 
less  impressive.  His  steroid  doses  were  tapered 
to  10  mg  three  times  a day,  and  he  was 
discharged  on  a regimen  of  prednisone,  digi- 
toxin  0.1  mg  daily,  and  isoniazid.  He  was  seen 
monthly  in  follow-up  clinic,  and  in  late  July  was 
reported  to  be  doing  well.  His  x-ray  was  un- 
changed. In  late  September  1968  the  patient 
complained  of  fever,  chilly  sensations,  and 
headaches  but  refused  hospitalization.  Predni- 
sone was  reduced  to  10  mg  daily,  and  the 
patient  was  started  on  Rondomycin  and  urged 
to  return  to  the  hospital  if  he  did  not  improve. 

Hospital  Course:  On  Oct  28,  1968  the  pa- 
tient returned  complaining  of  cough,  expectora- 
tion, fever,  chilly  sensations,  and  headaches, 
and  was  admitted  for  further  treatment.  On 
admission  his  temperature  was  102  F,  pulse 
100-120/minute,  respirations  22/minute,  and 
blood  pressure  140/100  mm  Hg.  On  examina- 
tion a left  pleural  friction  rub  was  heard,  and 
the  heart  was  thought  to  be  enlarged  with  a 
left  precardial  heave  and  intermittent  gallop 
noted.  No  rales  or  neck  vein  distension  were 
described.  The  white  blood  cell  count  was 
7,450/cu  mm,  with  54  neutrophils,  28  bands, 
2 myelocytes,  5 metamyelocytes,  4 lympho- 
cytes, 5 monocytes,  1 eosinophil,  1 basophil, 
hematocrit  46  volumes,  and  hemoglobin  14.9 
gm/100  ml.  Urinalysis  showed  rare  hyaline 
casts  and  1-3  WBC/hpf  in  the  sediment,  other- 
wise it  was  normal.  Serum  sodium  was  136 
mEq/liter,  potassium  5.3  mEq/liter,  chlorides 
93  mEq/liter,  calcium  9.6  mg/100  ml,  BUN 
24  mg/100  ml,  and  creatinine  1.4  mg/100  ml. 
Results  of  liver  function  tests  were  normal.  Ar- 
terial blood  gas  values  on  admission  showed 
hypoxemia,  with  p02  45  mg  Hg,  PCO2  35,  and 
pH  7.52.  Pulmonary  function  studies  are  sum- 
marized in  Fig  2.  His  chest  x-ray  showed  in- 
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3.  Chronological  order  of  treatment  and  diagnosis. 
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crease  in  parenchymal  densities  bilaterally.  The 
patient  was  treated  with  oxygen  by  mask;  iso- 
niazid,  prednisone,  and  digitoxin  were  contin- 
ued and  tetracycline  added.  Sputum  was  sub- 
mitted for  acid-fast  bacilli,  fungi,  and  other 
pathogen  culture;  blood  was  sent  for  fungal 
serology,  and  consideration  was  given  to  rein- 
stitution of  amphotericin  B while  studies  were 
pending.  He  continued  to  run  fever  of  101  to 
103  F,  and  showed  severe  respiratory  distress 
with  arterial  PO2  below  50  mm  Hg  despite  oxy- 
gen by  mask.  He  initially  refused  amphotericin, 
but  when  it  was  finally  initiated  he  reacted 
severely  with  fever  to  104  F and  hypotension, 
despite  prednisone  and  Solu-Cortef,  and  the  in- 
fusion had  to  be  discontinued.  His  condition 
deteriorated  rapidly:  he  became  hypotensive, 
and  died  on  Nov  22,  1968. 

Discussion:  Dr.  Williams:  It  is  evident  that  this 
is  a complex  problem  that  concerns  the  pro- 
gressive destruction  of  this  patient’s  lungs  by 
a number  of  agents  over  a period  of  some  23 
years  (Fig  3).  Pulmonary  disease  was  first  diag- 
nosed in  1945,  when  tuberculosis  was  diag- 
nosed by  an  abnormal  chest  film,  a positive, 
first-strength  PPD,  and  positive  cultures  for  M 
tuberculosis  from  gastric  aspirates  on  two  oc- 
casions. He  was  treated  with  bed  rest  and  sub- 
sequently with  pneumoperitoneum  from  1948 
to  1953,  because  of  the  development  of  cavi- 
tary lung  disease.  In  1955  and  1956,  bilateral 
hilar  node  enlargement  appeared  and  persisted. 
In  1957,  a new  cavity  appeared  and  was  treat- 
ed with  INH  and  streptomycin;  PAS  was  added 
to  the  treatment  program  in  1958,  and  contin- 
ued then  in  varying  combinations  until  1962, 
and  then  INH  was  used  alone  until  1964.  In 
1964,  the  patient  developed  a skin  lesion  in 
the  nose;  it  was  granulomatous  and  contained 
fungi  compatible  with  H capsulatum.  Results 
of  his  skin  test  and  serum  CF  titers  were  posi- 


tive, and  a diagnosis  of  disseminated  histo- 
plasmosis was  made.  He  was  treated  with  am- 
photericin B for  a total  dose  of  1.98  gm  be- 
tween October  of  1964  and  March  of  1965, 
with  a subsequent  drop  in  his  CF  titers.  Pul- 
monary function  studies  showed  mild  obstruc- 
tive and  restrictive  defects.  An  open  lung  biop- 
sy from  the  right  upper  lobe  showed  diffuse 
fibrous  granulomatous  nodules  with  lympho- 
cytes, mononuclear  cells,  and  giant  cells.  No 
necrosis  was  noted,  and  no  organisms  were 
found  on  special  stains.  Later  in  1965  he  was 
readmitted  because  of  headaches.  This  was  the 
first  mention  of  CNS  complaints.  A work-up  was 
unrewarding  at  that  time,  but  the  patient  con- 
tinued to  have  fatigue  and  headaches  for  the 
next  three  years.  In  1968,  weight  loss,  palpita- 
tions, fatigue,  and  shortness  of  breath  devel- 
oped. He  had  evidence  of  congestive  failure, 
and  there  was  laboratory  evidence  of  progres- 
sion of  the  restrictive  pulmonary  disease  with 
significant  drop  in  levels  recorded  during  the 
pulmonary  function  test.  His  PO2  was  down 
slightly  and  his  PCO2  and  pH  were  normal.  His 
chest  films  were  unchanged  except  for  enlarge- 
ment of  the  heart.  Sputum  examinations  for 
acid-fast  bacilli,  fungi,  and  tumor  cells  were 
negative  at  this  point.  Spinal  fluid  was  normal 
again  except  for  modest  elevation  of  the  pro- 
tein level.  Cultures  for  acid-fast  bacteria  and 
fungi  were  negative.  His  serum  calcium  values 
were  normal,  and  the  urine  calcium  was  only 
slightly  increased.  He  was  digitalized  but  had 
no  response.  Based  on  the  opinion  that  sarcoid 
might  be  a significant  portion  of  his  pulmonary 
problems,  steroids  were  begun  with  INH  cover- 
age. He  responded  dramatically  symptomatic- 
ally,  and  his  pulmonary  function  improved  but 
without  much  change  in  his  chest  films.  He  then 
did  well  for  about  four  months  on  tapering-off 
doses  of  steroids.  In  late  September  of  1968, 
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he  complained  of  fever,  chilliness,  and  head- 
aches. He  was  treated  with  tetracycline  and  his 
steroids  were  reduced,  but  he  continued  to  feel 
bad  and  on  Oct  28,  1968  was  admitted  for  the 
last  time.  He  had  persistent  headaches,  fever, 
chilly  sensations  and  a productive  cough.  He 
had  a temperature  of  102  F.  His  pulse  rate 
ranged  between  100  and  120/minute.  Respira- 
tions were  22/minute  and  his  blood  pressure 
was  140/100  mm  Hg  on  admission.  A left 
pleural  friction  rub  was  present  and  also  car- 
diomegaly  with  what  was  said  to  be  a left  ven- 
tricular lift  and  intermittent  gallops.  No  rales  or 
neck  vein  distension  were  present.  His  WBC 
was  7,450  with  a marked  left  shift  and  a lym- 
phopenia. His  hemoglobin  was  14.9  gm/100 
ml.  The  urine  contained  hyaline  casts  and  1 to 
3 WBCs/hpf,  both  compatible  with  his  febrile 
state.  Arterial  blood  gases  at  this  time  showed 
hypoxemia  resulting  from  increased  intrapul- 
monic shunting,  with  respiratory  and  slight 
metabolic  alkalosis.  Chest  films  showed  in- 
crease in  parenchymal  disease,  particularly  in 
both  lower  lobes.  Treatment  included  INH,  ste- 
roids, digitalis,  continuation  of  the  tetracycline 
and,  preterminally,  amphotericin  B.  In  spite  of 
this  treatment  the  patient  died  approximately 
three  weeks  after  admission.  Certainly  there  is 
a multitude  of  possibilities  as  to  etiology  of  this 
final  illness.  I hope  that  we  can  get  some  help 
from  a critical  review  of  the  chest  roentgeno- 
grams. Dr.  North,  do  you  consider  the  last 
chest  film  as  being  suggestive  of  either  dis- 
seminated histoplasmosis  or  tuberculosis? 

Dr.  Luceil  North:  The  first  chest  film  was 
made  11  years  after  his  diagnosis  of  tubercu- 
losis and  therapy  by  bed  rest  and  pneumoperi- 
toneum. He  had  an  infiltrate  in  the  right  upper 
lobe  and  a few  scattered  nodular  densities  on 
both  sides.  The  major  disease  was  concentrat- 
ed in  the  upper  lobe.  He  did  not  have  pleural 


effusion  and  at  no  time  during  his  course  could 
I identify  anything  that  I think  is  fluid.  I’m  not 
sure  that  I could  see  adenopathy  at  any  time. 
Three  years  later,  after  he  had  been  said  to 
have  a cavity  in  the  upper  lobe,  the  cavity  was 
closed.  There  was,  however,  a conglomerate 
density  in  the  upper  lobe  and  retraction  of  the 
hilum  toward  this  area.  The  bilateral  nodular 
densities  had  increased  in  size.  The  next  ex- 
amination (after  PAS  and  streptomycin  were 
discontinued  but  INH  was  continued)  showed 
the  persistence  of  the  conglomerate  density.  He 
also  had  more  infiltrate  in  the  remainder  of  his 
lung,  some  irregularity  along  the  diaphragm, 
no  pleural  effusion  and  progression  of  the  infil- 
trate in  the  left  lung.  A film  made  just  before 
his  lung  biopsy  demonstrated  considerable  pro- 
gression on  the  left  side.  The  chest  film  after 
his  lung  biopsy  showed  pleural  changes  related 
to  biopsy.  In  the  next  film  there  was  progres- 
sion of  the  disease  on  the  left  side,  but  the 
right  remained  stable.  For  the  past  year  the 
disease  on  the  left  side  had  been  stable  and 
remained  so  for  about  one  year.  Two  months 
after  his  prednisone  therapy  began  there  had 
been  no  change  radiographically. 

During  his  final  admission  there  were  strik- 
ing changes.  He  had  extensive  infiltrate  of  the 
right  lower  lobe  and  in  the  retrocardiac  area. 
The  heart  size  was  larger  in  the  single  view  on 
the  lateral  film.  It  was  difficult  to  identify  the 
heart  because  of  the  extensive  pulmonary  infil- 
trates. He  also  had  distended  upper  lobe  veins 
along  with  his  cardiac  failure.  At  this  point  I 
think  it  would  be  difficult  to  say  whether  he 
had  progression  of  his  initial  disease  following 
his  cortisone  therapy  or  whether  with  the  corti- 
sone therapy  he  had  superimposed  infection. 

I don’t  think  there  is  any  way  radiographically 
that  one  could  establish  a diagnosis  at  this 
point.  A film  a month  later  showed  progression 
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rather  than  regression.  On  the  left,  the  upper 
lobe  and  the  lingula  were  involved  by  an  acute 
infiltrative  process.  As  to  a differential  diagno- 
sis I think  one  is  stuck  with  some  type  of  gran- 
ulomatous disease.  I believe  that  with  this  re- 
lentless progress  and  the  chemotherapy,  tuber- 
culosis was  unlikely.  One  has  to  consider  other 
diseases  such  as  sarcoid  or  histoplasmosis  plus 
the  possibility  that  he  might  have  had  some- 
thing superimposed,  perhaps  Pneumocystis 
carinii  or  a fungus  infection  such  as  nocardia. 

Dr.  Williams:  The  other  possible  source  of 
help  might  be  interpretation  of  the  pulmonary 
function  studies.  In  reviewing  the  problem  I 
found  that  Dr.  Boushy  had  written  an  article  on 
the  problem  of  pulmonary  functions  in  sarcoid. 

Dr.  Samuel  Boushy:  Pulmonary  function 
studies  can’t  make  etiologic  diagnoses.  Physio- 
logic diagnoses  can  be  made.  The  first  study 
in  1964  is  almost  within  the  normal  limit  and 
that,  of  course,  is  interesting  with  the  exten- 
sive roentgenographic  changes.  This  can  be  ex- 
plained. Let’s  say  the  predicted  vital  capacity 
is  4.6  and  the  patient  had  3.8.  This  is  80%  of 
normal;  we  have  to  call  it  normal.  If  he  started 
at  4.6  and  dropped  to  3.8  it  would  still  be 
within  normal  limits.  In  other  words,  there  is 
a wide  range  of  normal,  and  that’s  what  limits 
the  specificity  of  pulmonary  function  studies. 
During  three  years  he  did  lose  some  volume, 
and  diffusion  capacity  dropped  in  spite  of 
stable  chest  films.  We  cannot  say  that  pulmo- 
nary functions  are  not  sensitive.  We  have  no 
control  studies  on  this  patient  for  comparison 
in  follow-up  studies.  These  function  studies  can 
go  with  sarcoid  since  they  did  progress  over 
three  to  four  years.  Whether  other  granuloma- 
tous diseases  will  do  the  same,  I really  don’t 
know. 

Dr.  Williams:  We’re  still  left  with  a problem. 
There  are  many  interesting  facets  to  this  man’s 


illness,  and  some  of  the  most  interesting  to 
me,  with  my  interest  in  mycology,  include  co- 
existence of  histoplasmosis  and  tuberculosis. 
This  is  not  common.  The  frequency  of  cultur- 
ally proved  cases  of  cavitary  histoplasmosis 
among  patients  with  tuberculosis  was  found  to 
be  about  2.4%  by  Furcolow.^  Spencer  and 
Gray2  likewise  reported  2.5%  incidence  of  his- 
toplasmosis with  tuberculosis  in  a naval  hospi- 
tal. And  the  VA  Armed  Forces  Cooperative 
Study  found  histoplasmosis  to  complicate  tu- 
berculosis of  10%  of  their  cases,  but  keep  in 
mind  that  their  cases  are  primarily  admitted 
with  chronic  cavitary  disease  with  fewer  cases 
of  other  forms  of  tuberculosis.  Thus,  the  occur- 
rence of  histoplasmosis  in  patients  admitted  to 
tuberculosis  hospitals,  though  uncommon,  is 
sufficiently  frequent  to  require  physicians  work- 
ing with  such  patients  to  be  aware  of  the  need 
to  search  for  fungi  as  well  as  tuberculosis  as 
a cause  of  chronic  pulmonary  disease.  The  clin- 
ical and  radiographic  manifestations  of  chronic 
cavitary  histoplasmosis,  as  well  as  of  other  pul- 
monary fungal  infections,  is  often  similar  if  not 
identical  with  those  of  pulmonary  tuberculosis. 
It  is  most  important  that  the  exact  etiologic 
agent  be  established  so  that  appropriate  and 
specific  therapy  can  be  initiated.  If  histoplas- 
mosis is  not  recognized  and  treated  early, 
there  may  be  chronic  progressive  destruction 
of  the  lungs. 

Fungal  disease  should  be  diagnosed  cultur- 
ally from  appropriate  samples  or  by  identifica- 
tion of  the  fungus  by  special  stains  on  biopsy 
samples.  So  far  as  I am  concerned,  the  Gomori 
methenamine  silver  stain  is  the  best  screening 
stain  for  tissues,  although  once  you’ve  identi- 
fied fungi  in  tissues,  then  other  special  stains 
may  be  more  appropriate  for  specific  identifica- 
tion. A positive  skin  reaction  or  a single  low 
titer  of  complement  fixating  antibodies  is  not 
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4.  Liver  shows  two  young  granulomas 
composed  of  epithelioid  cells  and  leukocytes. 
Hematoxylin  and  eosin,  x 64. 


5.  Lung  shows  necrotizing  pneumonia. 
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adequate  justification  for  the  use  of  a toxic 
drug  such  as  amphotericin  B. 

In  this  patient  it  is  interesting  to  follow  the 
CF  titers  (Fig  1).  Fie  had  a positive  skin  re- 
action, 12  X 10  mm  induration,  and  presuma- 
bly on  the  same  date  had  serum  CF  titers  of 
1:64  with  both  the  whole  yeast  phase  and  the 
histoplasmin  antigen.  Both  tests  are  usually 
utilized  with  histoplasmosis  because  there  are 
differences  not  only  in  the  solubility  of  the  anti- 
genic components  of  these  two  preparations, 
but  there  are  also  other  advantages.  A signifi- 
cant titer  of  each  is  1:32  or  greater,  and  per- 
forming both  tests  is  most  useful  in  helping 
rule  cut  a cross-reactivity  with  blastomycin. 
There  is  a high  percentage  of  cross  reactivity 
in  patients  with  culturally  proved  histoplasmo- 
sis with  the  blastomycin  skin  test  antigen.  The 
yeast  phase  antigen  for  histoplasmosis  seldom 
cross-reacts  with  the  blastomycin.  The  other 
advantage  of  the  yeast  phase  antigen  is  that 
the  titer  is  not  so  frequently  elevated  following 
a strongly  positive  skin  reaction.  Fiowever,  the 
CF  titers  can  be  elevated  from  negative  or  less 
than  1:8  to  1:8  to  1:56  in  a majority  of  patients 
following  a strongly  positive  skin  test  result.  In 
one  study,  a number  of  volunteers  had  rises 
in  their  CF  titers  following  strongly  positive  skin 
reactions.  The  initial  elevations  in  their  titers  oc- 
curred between  the  fifth  and  the  tenth  day 
after  the  positive  skin  reactions  and  persisted 
for  as  long  as  80  days.  Hence,  in  an  acute  dis- 
ease the  best  approach  to  diagnosis  is  to  get 
serum  titers  and  avoid  the  skin  test.  The  better 
way  is  to  get  adequate  samples  of  tissue  for 
culture  and  histologic  identification  of  the  fun- 
gus. This  patient  had  a rise  and  fall  in  titer 
with  treatment,  which  is  expected  with  ade- 
quate treatment  for  the  disease.  He  had  a total 
dose  of  about  2 gm  (of  amphotericin  B).  This 
might  be  adequate  treatment,  although  the 
relapse  rate  in  disseminated  histoplasmosis 
would  be  lower  with  a total  dose  of  2.5  to 
3.5  gm. 

The  second  interesting  facet  of  this  case  is 
the  diagnosis  or  suspicion  of  sarcoid  as  part 
of  the  illness.  Sarcoidosis  is  a systemic  granu- 
lomatous disease  of  undetermined  etiology 
and  pathogenesis.  Mediastinal  and  peripheral 


nodes,  lungs,  liver,  spleen,  skin,  eyes,  phalan- 
geal bones,  and  parotid  glands  are  most  often 
involved,  but  other  organs  and  tissues  may  be 
affected  as  well.  The  Kveim  reaction  is  fre- 
quently positive.  Tuberculin  type  hypersensitiv- 
ity reactions  are  frequently  depressed.  Other 
important  laboratory  findings  include  hypercal- 
ciuria,  as  was  present  in  this  patient,  and  in- 
creased serum  globulins.  The  characteristic  his- 
tologic appearance  of  epithelioid  tubercles  with 
little  or  no  necrosis  is  not  pathognomonic, 
however.  Tuberculosis,  fungal  infections,  beryl- 
lium disease,  and  local  sarcoid  reactions  must 
be  excluded.  The  diagnosis  should  be  regarded 
as  established  for  clinical  purposes  when  pa- 
tients have  consistent  clinical  features  together 
with  biopsy  evidence  of  epithelioid  tubercles  or 
a positive  Kveim  reaction.  Sarcoidosis  usually 
follows  one  of  three  courses.  The  first,  and 
most  common,  is  characterized  by  mediastinal 
lymph  node  enlargement  and  at  times  by  pul- 
monary mottling:  the  so-called  silent  or  sub- 
acute form  usually  lasts  for  about  two  years 
unless  it  is  accompanied  by  erythema  nodo- 
sum, and  it  can  run  its  full  course  and  regress 
without  ever  being  diagnosed.  In  the  second  or 
chronic  form,  patients  have  pulmonary  mot- 
tling and  often  extrathoracic  organ  involvement; 
it  persists  from  two  to  seven  years.  Healing  is 
slow  and  the  affected  sites  frequently  display 
residual  scarring  although  not  often  to  the  point 
of  disability.  The  third  characteristic  course  of 
sarcoidosis  is  even  more  chronic  and  involves 
mottled  infiltration  in  the  patient’s  lungs  and 
hilar  adenopathy.  Often  dense  fibrosis  and  bul- 
lae can  be  seen  as  well  as  slowly  advancing 
lesions  in  other  organs.  In  a few  cases  the  prog- 
nosis is  poor  primarily  because  these  lesions 
persist  and,  in  healing,  lead  to  pulmonary  in- 
sufficiency, right  heart  failure,  blindness,  renal 
disease,  and  even  death.  Steroid  therapy  is 
often  suppressive  and  is  indicated  in  up  to 
30%  of  patients  with  sarcoidosis  for  one  of 
two  reasons:  either  for  immediate  suppression 
of  lesions  that  threaten  permanent  damage  to 
a vital  organ,  or  for  serious  but  relatively  less 
urgent  circumstances  such  as  symptomatic 
pulmonary  lesions.  Our  patient  didn’t  fit  into 
any  of  the  three  categories.  Certainly  many  of 
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6.  One  of  many  small  areas  of  necrosis 
within  the  lung.  Hematoxylin  and  eosin,  x 64. 


7.  Yeast  forms  of  H capsulatum  within  the  lung. 
Some  cells  show  budding.  Hematoxylin  and 
eosin,  x 64. 


8.  Hyalinized  granuloma  within  the  liver. 
Hematoxylin  and  eosin,  x 64. 


9.  Renal  cortex  shows  dark  flecks  of 
calcium  within  the  convoluted  tubules  secondary 
to  amphotericin  B therapy.  Hematoxylin 
and  eosin,  x 64. 
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the  symptoms,  including  the  headaches,  could 
have  been  caused  by  diffuse  involvement  in 
sarcoid.  I tend  to  think  this  is  an  unlikely  fac- 
tor in  the  patient’s  terminal  illness.  However, 
we  might  review  some  of  these  facets.  The  in- 
cidence of  neurologic  involvement  in  sarcoid 
varies  from  2 to  15%.  The  CSF  frequently 
shows  a mild  elevation  of  protein  plus  or  minus 
a moderate  pleocytosis,  usually  less  than  50 
cells  in  a normal  sugar.  Our  patient  had  protein 
elevation  but  no  pleocytosis  in  a normal  sugar. 
Steroid  therapy  usually  brings  a dramatic  im- 
provement in  the  CNS  manifestations. 

The  patient’s  cardiac  symptoms  likewise 
could  be  explained  by  involvement  with  sar- 
coid. Involvement  of  the  heart  occurs  in  10  to 
20%  of  patients  with  sarcoid  coming  to  autop- 
sy. Myocardial  sarcoid  has  three  or  four  mani- 
festations; a conduction  disturbance,  progres- 
sive myocardial  failure,  cardiac  arrhythmias 
usually  ventricular  in  origin,  or  cor  pulmonale. 

Other  findings  compatible  with  sarcoid  in 
this  patient  include  the  lymphopenia,  which  oc- 
curs in  one-third  of  patients  with  sarcoidosis 
and  provides  a rough  quantitative  guide  to  the 
degree  of  impairment  of  delayed  hypersensitiv- 
ity and  is  found  most  often  in  patients  that  are 
most  seriously  ill  with  their  sarcoidosis.  Exuda- 
tive pleurisy  (which  the  history  would  lead  us 
to  believe  might  have  been  present  in  the  ter- 
minal illness)  is  reported  to  occur  in  sarcoid 
but  is  extremely  rare.  Therefore,  despite  the 
presence  of  some  findings  compatible  with  sar- 
coid, I don’t  believe  that  this  was  the  cause  of 
his  terminal  illness.  I would  be  reluctant  to 
make  a diagnosis  of  sarcoidosis  in  a patient 
who  definitely  had  had  tuberculosis  and  histo- 
plasmosis because  many  cases  diagnosed  as 
typical  sarcoid  turn  out  to  be  cases  of  slightly 
atypical  tuberculosis  or  disseminated  histo- 
plasmosis at  autopsy. 

If  this  patient  didn’t  have  sarcoid,  then  what 
was  his  terminal  illness?  The  obvious  tempta- 
tion is  to  incriminate  a relapse  of  tuberculosis 
with  histoplasmosis.  Certainly  the  pleural  in- 
volvement and  abnormal  shift  in  the  white 
cells  toward  immaturity  in  the  peripheral  blood 
smear  are  suggestive  of  tuberculosis.  However, 
this  patient  supposedly  had  taken  his  INH  since 


institution  of  the  steroid  therapy  in  June  of 
1968.  If  he  did,  I think  it  would  be  less  likely 
that  he  would  relapse  with  typical  mycobac- 
terial disease.  Also,  the  terminal  chest  film  is 
not  typical  of  what  I would  expect  for  miliary 
tuberculosis  associated  with  corticosteroid  ther- 
apy. If  he  did  indeed  have  disseminated  tuber- 
culosis, why  were  his  liver  function  test  results 
normal? 

Histoplasmosis  then  would  seem  to  be  a 
more  likely  choice  since  his  initial  course  of 
amphotericin  B was  only  1.98  gm.  The  recom- 
mended total  dose  for  treatment  of  dissemi- 
nated histoplasmosis  is  between  35  and  50 
mg/kg,  which  would  mean  a total  dose  be- 
tween 2.5  and  3.5  gm  for  the  average-sized 
adult.  Chronic  cavitary  pulmonary  disease  can 
be  suppressed,  although  I’m  not  sure  that  it 
can  be  cured,  with  a dose  of  less  than  2 gm, 
but  again  the  patient  had  the  typical  chronic 
disseminated  form  of  the  disease.  He  had  dif- 
fuse nodular  lung  lesions  and  a nasal  lesion. 
Nasopharyngeal  lesions  associated  with  a nod- 
ular pulmonary  disease  lead  one  to  think  of 
chronic  disseminated  histoplasmosis.  His  symp- 
toms at  the  time  of  the  last  admission  were 
compatible  with  relapse  of  disseminated  histo- 
plasmosis, but  the  chest  film  is  not  suggestive 
of  this  infection  in  its  disseminated  form.  The 
liver  was  spared.  This  would  be  even  less  logi- 
cal in  histoplasmosis  than  in  tuberculosis,  be- 
cause histoplasmosis  is  primarily  a reticulo- 
endothelial disease  and  diffuse  infiltration  of 
the  liver  and  spleen  and  lymph  nodes  is  com- 
mon. His  headache  and  terminal  shock  could 
have  been  caused  by  CNS  and  adrenal  involve- 
ment by  histoplasmosis  or  by  tuberculosis,  re- 
spectively. What  other  fungal  diseases  might 
cause  his  terminal  illness?  Certainly,  Cryptococ- 
cus neoformans,  Coccidioides  immitis  and  blas- 
tomycosis all  begin  with  pulmonary  infections 
and  spread  from  there  to  other  organ  systems 
and  can  be  exacerbated  by  corticosteroid  ther- 
apy. We  don’t  have  travel  or  work  history  to 
suggest  exposure  to  the  environments  or  the 
animal  vectors  that  transmit  these  diseases,  so 
I think  they  are  less  likely.  However,  a more 
likely  opportunistic  fungal  infection  in  this  de- 
bilitated patient  who  was  taking  corticosteroids 
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would  be  aspergillosis.  Aspergillosis  is  a fungal 
infection  caused  by  several  species  of  Asper- 
gillus. It  varies  from  a localized  infection  like 
otomycosis  to  a fulminating  systemic  infection, 
and  can  terminate  in  death  in  debilitated  pa- 
tients on  corticosteroid  therapy.  This  fungus 
has  become  increasingly  important  in  debilitat- 
ed patients — in  patients  with  underlying  dis- 
eases which  require  chemotherapeutic  agents 
that  suppress  the  normal  immunity.  It  is  seen 
particularly  in  patients  with  lymphomas  or  car- 
cinomas treated  by  chemotherapeutic  agents, 
diabetes,  or  in  patients  with  chronic  infection 
treated  with  a broad  spectrum  of  antibiotics 
with  or  without  steroids.  Aspergilli  are  among 
the  most  common  fungi  in  the  world.  The  lower 
respiratory  tract  is  the  most  common  site  of 
involvement.  Aspergillosis  may  present  as  a 
suppurative  lesion  much  like  bacterial  pneu- 
monia; later  there  may  be  nonsuppurative  dis- 
ease with  either  granulomatous  formation  or 
spreading  coagulation  necrosis  leading  to  pleu- 
ral involvement,  empyemas,  and  possibly 
death.  Establishment  of  Aspergillus  infection 
requires  a local  cavitary  lesion  and  an  inhala- 
tion of  the  fungus.  This  patient  had  many  local 
cavitary  lesions  related  to  his  previous  pulmo- 
nary disease.  Because  of  its  characteristic  ro- 
entgenographic  manifestation,  the  mycetoma 
or  fungus  ball  is  the  most  clearly  defined  form 
of  pulmonary  aspergillosis.  It  generally  develops 
in  a preexisting  cavitary  lesion,  and  usually  is 
in  the  upper  lobes  and  less  frequently  in  the 
apical  segment  of  the  lower  lobes.  Bilateral  oc- 
currence has  been  reported,  but  it  is  uncom- 
mon. The  symptoms  include  spontaneous  small 
repeated  episodes  of  hemoptysis  and,  termi- 
nally, a massive  episode  of  hemoptysis. 

Less  well  defined  types  of  bronchopulmonary 
aspergillosis  include  a purely  bronchitic  type 
characterized  by  bronchial  casts  in  the  sputum 
and  sporulating  patches  in  the  bronchial  mu- 
cosa on  biopsy,  or  the  colonization  of  the  lung 
tissue  which  has  become  necrotic.  The  organ- 
ism may  cause  pulmonary  infarction  by  inva- 
sion and  thrombosis  of  blood  vessels.  Asper- 
gilli may  extend  from  a pulmonary  focus  to 
involve  the  pleura  and  lead  to  empyema.  Our 
patient  did  have  pleural  involvement,  and  cer- 


tainly this  would  be  compatible  with  aspergil- 
losis. The  allergic  manifestations  of  pulmonary 
aspergillosis  presumably  are  caused  by  the 
fungus  or  its  breakdown  products  in  the  lungs 
and  are  characterized  clinically  by  a picture  re- 
sembling bronchial  asthma.  Cultural  diagnosis 
of  bronchopulmonary  aspergillosis  is  difficult 
since  it  is  ubiquitous  and  is  a frequent  con- 
taminant in  the  laboratory.  Therefore,  a tissue 
biopsy  obtained  prior  to  death  is  necessary  to 
document  the  diagnosis  of  pulmonary  aspergil- 
losis. Also,  aspergillosis  can  become  a bactere- 
mic  disease  and  involve  the  CNS.  Thus,  this 
patient’s  CNS  symptoms  and  headache  might 
well  have  resulted  from  the  dissemination  of 
this  disease  from  the  lungs  to  the  brain.  Since 
he  lacked  radiographic  evidence  of  a fungus 
ball  and  we  do  not  yet  have  access  to  a tissue 
biopsy,  we  can  only  speculate  that  he  might 
have  had  this  disease. 

Only  2 of  35  species  of  Nocardia,  common 
in  our  environment,  are  important  pathogens 
for  man.  Nocardia  braziliensis  is  important  as 
a cause  of  mycetoma,  a peripheral  extremity 
disease  due  to  puncture  wound  with  subse- 
quent infection,  and  Nocardia  astroides  is  a 
mycelial  fungus  with  septate  hyphae  which 
may  fragment  into  rod  or  coccoid  forms  which 
are  gram-positive  and  acid-fast  using  0.5% 
sulfuric  acid  to  destain.  In  contrast  to  actino- 
mycosis, sulfur  granule  formation  is  exceeding- 
ly rare.  The  disease  is  worldwide  in  distribu- 
tion, and  it  is  more  frequent  in  older  adults 
and  two  times  as  frequent  in  men  as  in  women. 
Pathologically  there  is  early  suppuration  and 
abscess  formation,  and  granulomatous  disease 
later.  The  organism  in  tissue  is  stained  well  by 
gram  stain  or  the  Brown  and  Brenn  special 
stain.  It  will  not  be  seen  on  hematoxylin  and 
eosin  or  on  routine  Gomori  methenamine  silver 
stains,  however.  If  one  suspects  this  disease 
as  a cause  of  suppurative  pneumonitis,  one 
should  tell  the  pathologist  that  Nocardia  is 
being  considered  and  ask  him  to  do  specific 
gram  stains  on  the  tissue  or  to  modify  the 
screening  of  Gomori  methenamine  silver  stain. 

The  clinical  types  of  nocardiosis  include  the 
pulmonary  form.  Of  patients  with  culturally 
proved  nocardiosis,  75%  have  some  type  of 
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parenchymal  infiltrate.  The  patient  may  be 
either  asymptomatic  or  simply  have  mild 
symptoms  of  lower  respiratory  infection,  often 
thought  to  be  bronchitis.  In  the  more  severe 
progressive  form,  as  occurs  in  debilitated,  im- 
munosuppressed  patients,  the  disease  frequent- 
ly is  symptomatic  with  a productive  cough,  and 
in  25%  of  the  patients  pleurisy  with  or  without 
effusion  occurs.  It  may,  if  not  properly  diag- 
nosed and  treated,  lead  to  a pleurocutaneous 
fistula.  Roentgenographically,  nocardiosis  var- 
ies from  localized  nodules  or  infiltrates  to 
dense  lobular  consolidation  with  abscess  for- 
mation, particularly  in  the  lower  lobes.  Miliary 
disease  is  rare.  But  again,  dissemination  can 
occur  hematogenously  and  spread  to  the  brain, 
usually  producing  a chronic  indolent  brain  ab- 
scess. Diagnosis  is  by  culture  of  the  organism 
and,  again,  the  laboratory  must  know  that  you 
suspect  nocardiosis  because  the  organism  will 
not  grow  on  the  usual  fungus  media  containing 
antibiotics  to  kill  bacteria  contaminating  the 
sputum. 

In  reviewing  44  cases  of  nocardiosis  on  rec- 
ord at  the  Armed  Forces  Institute  of  Pathology, 
Binford^  found  that  in  17  the  cause  of  death 
was  progressive  nocardiosis  with  pulmonary 
CNS  involvement,  or  both.  Three  had  underly- 
ing liver  disease,  three  had  underlying  chronic 
bowel  disease  with  malnutrition,  four  had  un- 
derlying chronic  lung  disease  and/or  preexist- 
ing tuberculosis  or  histoplasmosis,  and  one 
was  simply  debilitated  as  a result  of  multiple 
surgical  procedures.  Nine  of  these  17  patients 
had  been  taking  corticosteroids  for  varying 
periods  prior  to  the  time  of  diagnosis  of  the 
nocardiosis.  Overall,  then,  nocardia  was  an  op- 
portunistic pathogen  in  38%  of  the  patients, 
and  in  62%  of  the  patients  there  was  no  dem- 
onstrable underlying  disease. 

The  radiographic  and  clinical  pictures  in  our 
patient  are  compatible  with  nocardiosis  as  the 
terminal  infection,  I believe.  The  sputum  gram 
stain  and  the  sputum  acid-fast  stain  should 
have  given  a clue,  but  I think  an  even  better 
way  to  have  arrived  at  the  diagnosis  would 
have  been  to  do  a biopsy  of  either  lower  lobe. 

I wish  I had  access  to  one  of  these  now. 

Other  organisms  which  might  have  caused 


the  patient’s  disease,  as  mentioned  by  Dr. 
North,  include  Pneumocystis  carinii,  a parasite, 
and  that  may  be  found  in  debilitated  patients 
on  corticosteroids  and/or  cancer  chemothera- 
peutic or  immunosuppressive  drugs.  But  his 
disease  was  not  what  I would  consider  typical 
for  Pneumocystis.  I think  we  have  to  mention 
the  possibility  of  carcinoma  occurring  in  old 
calcified  lesions  of  either  histoplasmosis  or  tu- 
berculosis, which  could  have  occurred,  but  I 
think  that  I’ll  go  with  nocardiosis  with  or  with- 
out a brain  abscess.  My  second  choice  is  histo- 
plasmosis with  relapse  related  to  possibly  in- 
adequate treatment  during  the  first  course  plus 
the  corticosteroid  therapy  later.  Simply  because 
tuberculosis  can  do  everything,  I put  it  next 
although  I’m  not  terribly  convinced  about  that. 
For  completeness,  to  explain  the  bilateral  in- 
vasive lower  lobe  disease  in  this  patient,  one 
must  consider  aspergillosis. 

Dr.  Raleigh:  What  are  the  results  of  the  dis- 
cussions held  by  the  students  of  the  various 
hospitals? 

Student  from  Methodist  Hospital:  All  nine 
students  agreed  that  there  was  an  element  of 
tuberculosis,  with  one  holding  out  for  atypical 
tuberculosis.  All  agreed  that  histoplasmosis  was 
there;  one  thought  that  there  was  a compo- 
nent of  congestive  heart  failure.  As  to  the  ter- 
minal event,  five  students  believed  that  there 
was  a component  of  sarcoid,  and  four  that 
there  was  some  allergic  or  toxic  reaction  to 
amphotericin.  All  considered  a terminal  infec- 
tion such  as  Pseudomonas,  pneumocystis,  no- 
cardiosis, aspergillosis,  histoplasmosis,  or  re- 
activation of  tuberculosis. 

Physician:  Would  you  inform  the  students 
that  the  name  of  the  game  is  sticking  your 
neck  out? 

Student:  There  were  only  three  who  didn’t 
want  to  stick  their  necks  out. 

Physician:  They  should  have  five  lashes. 

Margaret  Massengill:  The  students  at  Ben 
Taub  General  Flospital  agreed  that  there  was 
pulmonary  tuberculosis,  cured  histoplasmosis 
and  cor  pulmonale.  Six  of  the  students  thought 
that  there  was  disseminated  tuberculosis.  Two 
thought  that  there  was  an  oat  cell  carcinoma. 
One  considered  bronchogenic  carcinoma  with 
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metastases,  another  nocardiosis,  one  lympho- 
ma and  two  aspergillosis. 

Steve  Harkness:  The  students  at  St.  Luke's 
Hospital  discussed  the  case,  and  three  of  them 
came  up  with  the  diagnosis  of  disseminated  his- 
toplasmosis with  terminal  sepsis.  Two  thought 
it  was  sarcoid  with  a disseminated  superinfec- 
tion of  infectious  granuloma.  One  thought  that 
the  myocardium  was  involved  and  there  was 
terminal  bacterial  sepsis.  One  student  thought 
there  was  recurrent  pneumonic  histoplasmosis 
or  sarcoid,  or  both,  giving  a restrictive  fibrotic 
lung  disease  including  myocardial  involvement. 

Brad  Wertman:  The  seven  students  at  the 
Veterans  Administration  Hospital  agreed  that 
there  was  basic  underlying  tuberculosis  and 
histoplasmosis,  although  only  two  thought  that 
either  of  these  were  responsible  for  the  progres- 
sive disease.  The  other  five  thought  the  under- 
lying lesion  was  sarcoidosis.  As  far  as  the  ter- 
minal illness  is  concerned,  two  thought  that  it 
was  a reactivation  of  the  histoplasmosis,  and 
one  reactivation  of  the  tuberculosis.  The  other 
four  spoke  of  an  opportunistic  fungus,  Nocar- 
dia,  Pneumocystis  or  aspergillosis. 

Dr.  Dew:  We  have  a lot  to  choose  from,  but 
I think  that  there  is  only  one  answer.  The  post- 
mortem examination  was  limited  to  the  trunk 
only,  so  we  won’t  know  what  happened  in  the 
brain.  I will  confine  my  comments  and  illus- 
trate only  the  organ  systems  involved.  Grossly, 
there  was  only  one  area  of  the  body  in  which 
lesions  were  found.  Microscopically,  they  were 
present  in  many  organs.  Within  the  liver,  small 
granulomas  were  seen  throughout  (Fig  4). 
These  were  composed  predominantly  of  epithe- 
lioid cells  and  leukocytes  with  rare  Langhans’ 
giant  cells.  Similar  granulomas  are  about  two 
weeks  old  since  epithelioid  cells  are  seen  at 
about  one  week,  and  Langhans’  cells  appear  at 
two  to  three  weeks.  Within  the  right  kidney  an 
area  of  necrosis  was  seen  at  the  corticomedul- 
lary  junction.  In  a section  from  the  medullary 
portion,  with  tubules  containing  lymphocytes 
and  amorphous  material,  we  saw  the  small  ab- 
scess with  an  inflammatory  infiltrate  consisting 
predominantly  of  lymphocytes  and  macrophag- 
es. Grossly,  the  only  lesions  seen  were  in  the 
hilar  lymph  nodes,  which  were  massively  en- 


larged by  granulomatous  disease,  and  in  the 
lungs.  In  the  lungs  we  saw  diffuse  pneumonic 
consolidation  with  foci  of  alveolar  hemorrhage 
and  anthracotic  foci.  Note  particularly  the 
small,  yellow,  discrete  punctate  areas  through- 
out the  lung  fields  (Fig  5).  Microscopically,  the 
lungs  presented  a picture  of  necrotizing  pneu- 
monia. The  abscesses  (punctate  areas)  were 
composed  of  a central  core  of  necrosis  sur- 
rounded by  a zone  of  lymphocytes  and  macro- 
phages and  a collar  of  epithelioid  cells  and 
lymphocytes  (Fig  6).  The  alveoli  were  filled  with 
acute  necrotic  inflammatory  cells  and  numer- 
ous macrophages  admixed  with  fibrin  and  de- 
generating red  blood  cells.  With  higher  mag- 
nification, amphophilic  spherical  bodies  with 
distinct  cell  boundaries,  smaller  than  the  red 
blood  cells,  were  seen  within  swollen  and  de- 
generating macrophages.  Silver  methenamine 
stains  of  this  same  area  revealed  the  ovoid 
bodies  typical  of  H capsidatum.  Budding  was 
seen  occasionally  (Fig  7).  Similar  yeast  forms 
were  seen  within  the  area  of  renal  necrosis, 
as  well  as  within  the  bone  marrow,  liver  and 
spleen.  Cultures  from  the  postmorten  lung  re- 
vealed the  diagnosic  tuberculate  chlamydos- 
pores  of  H capsulatum.  Burned  out  hyalinized 
granulomas  were  seen  in  the  spleen,  liver,  and 
lungs  (Fig  8).  Carbolfuchsin  and  fluorochrome 
stains  failed  to  show  mycobacteria.  Other  sec- 
tions from  the  lung,  particularly  the  upper 
lobes,  revealed  areas  of  fibrosis  with  concomit- 
ant cystic  dilatation  of  the  air  spaces.  A com- 
mon finding  in  the  kidneys  of  patients  treated 
with  amphotericin  B is  calcification  within  the 
convoluted  tubules  and  adjacent  interstitium 
(Fig  9).  This  is  well  demonstrated  by  calcium 
stains.  An  unexpected  finding  was  occult  carci- 
noma of  the  prostate  gland.  Here  we  saw  the 
small  neoplastic  glands,  many  in  a back-to- 
back  arrangement,  with  loss  of  stromal-epithe- 
lial relationship.  The  final  diagnosis  was  sys- 
temic histoplasmosis  with  diffuse  bilateral 
pneumonia.  The  histoplasmosis  probably  was 
present  in  a latent  phase  since  1967  with  a 
flare-up  in  the  lungs,  possibly  as  the  result  of 
steroid  therapy  or  possibly  as  a result  of  the 
natural  course  of  one  of  the  variants  of  the  dis- 
ease. Pulmonary  fibrosis  probably  was  second- 
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at7  to  the  repeated  pulmonary  insults,  and  al- 
though it  wasn't  discussed,  there  was  cardiac 
hypertrophy  involving  both  the  right  and  left 
ventricles,  secondary  to  pneumonic  and  arterio- 
sclerotic disease.  Renal  tubular  calcinosis  is  a 
well  documented  effect  of  amphotericin  B ther- 
apy. Finally,  occult  carcinoma  of  the  prostate 
gland  was  found. 

Physician:  How  long  does  it  take  to  develop 
the  renal  calcinosis  from  amphotericin? 

Dr.  Dew:  These  have  been  reported  by  Butler 
and  his  group.®  Renal  calcinosis  has  developed 
as  early  as  IVi  months  after  initiation  of  ther- 
apy, and  it  persists  for  long  periods  afterward. 

Physician:  Does  it  ever  go  away? 

Dr.  Dew:  Apparently  not.  This  patient  was 
treated  in  1967,  and  it  was  present  five  years 
later.  Renal  biopsies  have  shown  this  calcium 
deposit  eight  years  after  amphotericin  B ther- 
apy according  to  published  reports. 

Dr.  Williams:  If  you  had  not  grown  the  tuber- 
culate  chlamydospores,  could  you  have  dif- 
ferentiated this  disease  histologically  from  P 
carinii  pneumonia? 

Dr.  Dew:  Yes,  I think  by  seeing  the  organ- 
isms within  the  macrophages  and  by  use  of 
the  silver  methenamine  stains. 

Dr.  Williams:  Silver  methenamine  stain  is  the 
stain  we  use  to  look  for  P carinii.  The  organ- 
isms are  virtually  the  same  size.  I was  wonder- 
ing how  you  could  differentiate  the  two  if  you 
didn’t  have  a positive  culture  for  the  fungus. 

Dr.  Dew:  I don’t  think  Pneumocystis  buds. 
And  we  do  see  budding  yeasts  in  several  of 
these  smears. 

Dr.  Joyce  Davis:  You  could  have  done  elec- 
tron microscopy. 

Dr.  Williams:  That’s  a very  good  point.  I 
think  that  a biopsy  of  the  lung  during  life  might 
have  helped  us  treat  this  fellow.  I doubt  if  am- 
photericin B at  this  point  would  have  cured  this 
disease.  In  patients  who  receive  more  than  2.5 
gm  total  dose  of  amphotericin  B,  tubular  calci- 
fication is  almost  an  invariable  finding  and 
this  persists  resulting  in  internal  hydronephro- 
sis and  often  permanent  renal  insufficiency. 

Dr.  David  Graham:  Why  was  this  not  picked 
up  in  the  biopsy  of  1965? 

Dr.  Dew:  Within  the  lung,  terminally,  there 


were  numerous  hyalinized  granulomas,  and 
microscopically  this  biopsy  consisted  almost 
entirely  of  a hyalinized  granuloma.  Numerous 
preparations  and  special  stains  were  done,  and 
there  were  no  organisms  seen,  either  fungal  or 
mycobacterial. 

Dr.  Williams:  He  might  have  been  partially 
treated  at  this  point.  I’m  not  sure  when,  dur- 
ing that  admission,  the  lung  biopsy  was  made. 

Dr.  Raleigh:  The  lung  biopsy  was  made  after 
he  had  received  about  1 or  1.5  gm.  He  received 
some  amphotericin  B after  the  biopsy,  but  he 
also  received  some  before  the  biopsy.  Although 
we  didn’t  have  a bacteriologic  or  mycologic 
diagnosis  until  shortly  before  death,  we  did,  on 
clinical  grounds,  recommend  amphotericin  B 
therapy.  He  refused  it,  however,  until  just  a day 
or  two  before  he  died.  We  did  obtain  positive 
urine  cultures,  positive  sputum  cultures,  and 
one  positive  culture  from  his  bone  marrow; 
however,  these  were  not  reported  until  just  a 
day  or  two  before  he  died. 

Phy.sician:  Did  he  refuse  therapy  because  of 
the  severity  of  the  symptoms? 

Dr.  Raleigh:  Yes,  even  his  initial  course  of 
amphotericin  B had  to  be  given  in  three  stages. 
He  took  1 gm  and  then  refused  any  more;  his 
physicians  at  the  time,  influenced  by  the  fact 
that  his  BUN  went  up  to  60  mg/100  ml  and 
his  creatinine  up  to  about  4.5  mg/100  ml, 
agreed  at  least  to  interrupt  his  therapy.  He 
subsequently  received  another  .5  gm  and  again 
had  fever  and  headache  and  a lot  of  other 
symptoms,  and  refused  any  more.  Then,  final- 
ly, he  got  a third  course  of  .4  gm,  adding  up 
to  1.98  gm  all  together  but  given  with  consid- 
erable difficulty.  This,  I think,  was  the  reason 
he  refused  the  initial  suggestion  that  he  have 
amphotericin.  We  couldn’t  push  it  with  any 
great  conviction  since  we  didn’t  have  a precise 
diagnosis. 

Physician:  Did  you  consider  that  the  nasal 
lesion  might  be  a part  of  the  disease  and  get 
a biopsy  of  this? 

Dr.  Dew:  This  was  biopsied  and  it  did  show 
lesions  containing  Histoplasma. 

Dr.  Corbley:  What  were  the  results  of  fungal 
serology: 

Dr.  Raleigh:  There  was  a final  fungal  serology 
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in  which,  again,  the  results  were  not  known 
until  a day  or  two  before  death.  The  CF  titer 
had  gone  back  up  to  1:128.  So,  he  did  have 
serologic  and  mycologic  evidence  of  exacerba- 
tion of  histoplasmosis. 

Dr.  Graham:  Would  you  say  something  about 
the  fact  that  one-third  of  the  people  with  dis- 
seminated histoplasmosis  have  negative  fungal 
serologies? 

Dr.  Williams:  One’s  approach  to  the  diagno- 
sis of  systemic  fungal  disease  should  be  the 
approach  to  any  infectious  disease;  that  is,  one 
should  obtain  the  appropriate  samples  for  cul- 
tures and/or  histologic  examination  utilizing 
the  special  stain.  It  is  only  in  acute  fulminant 
disseminated  disease  in  children,  more  often 
than  in  adults,  that  you  can  rely  on  serial  CF 
titers  to  justify  the  use  of  amphotericin  B.  And, 
in  most  of  those  patients,  if  you  are  aggressive 
enough  to  get  a biopsy  of  liver  or  lung,  you  can 
find  the  organism  in  the  tissues.  I think  rather 
than  to  talk  about  fungal  serologies,  which  by 
and  large  are  worthless,  you  should  concen- 
trate on  getting  the  organism  from  appropriate 
samples.  If  you  remember  that  virtually  all  sys- 
temic fungal  infections  begin  with  a pulmonary 
infection,  the  sputum  culture  has  a very  high 
yield.  Once  it  disseminates  from  the  lungs,  the 
fungi  go  to  varying  organ  systems.  Histoplas- 
mosis is  primarily  a reticuloendothelial  disease, 
so  the  highest  yield  is  from  liver,  spleen,  lymph 
nodes  and  bone  marrow.  In  disseminated  dis- 
ease, these  mucocutaneous  ulcerations  in  the 
nose  or  mouth  are  frequent  and  certainly  more 
accessible.  In  this  form  of  disease,  with  nodu- 
lar infiltrates  in  the  lung  and  a nasopharyngeal 
lesion,  biopsy  with  appropriate  stain  often  es- 
tablishes the  diagnosis.  I would  concentrate  on 
getting  tissue  and/or  sputum  and  urine  sam- 
ples for  culture  rather  than  trying  to  make  an 
etiologic  diagnosis  by  serology  alone.  The  ex- 
ception to  this  is  coccidioidomycosis,  in  which 
the  antigens  are  really  good.  In  that  situation 
we  will  occasionally  treat  people  on  the  basis 
of  a positive  CF  titer  in  the  spinal  fluid,  or  a 
rising  CF  titer  even  before  the  fungus  cultures 
are  reported.  In  any  case,  a positive  culture  or 
tissue  diagnosis  is  better  justification  for  use 
of  amphotericin  B. 


Dr.  Henry  McIntosh:  What's  the  incidence  of 
false-positive  Kveim  test  results? 

Dr.  Davis:  I don’t  know. 

Physician:  I got  the  impression  that  it  was 
rather  high.  But,  would  you  say  that  you  would 
make  the  diagnosis  on  the  basis  of  a positive 
test  result? 

Dr.  Williams:  Not  on  the  basis  of  that  alone. 
If  one  has  a positive  Kveim  reaction  in  the  set- 
ting of  clinical  disease  suggesting  sarcoid,  I 
think  one  can  be  fairly  sure.  Again,  this  is  an 
exclusion  diagnosis. 

Final  Clinical  Diagnoses:  Chronic  pulmonary 
histoplasmosis  with  dissemination;  pulmonary 
tuberculosis,  inactive. 

Dr.  Williams’  Diagnoses:  Nocardiosis  with  pneu- 
monia and  brain  abscess;  possible  relapse  of 
histoplasmosis;  possible  relapse  of  tuberculo- 
sis; possible  aspergillosis. 

Final  Anatomical  Diagnoses:  Systemic  histo- 
plasmosis; pulmonary  fibrosis;  renal  tubular 
calcinosis;  adenocarcinoma  of  the  prostate 
gland,  focal. 
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Over  400  new  physicians  open  practices  in  the  state 


The  latest  issue  of  Distribution  of  Phy- 
sicians in  the  United  States  shows 
that  more  than  400  new  non-federal 
physicians  opened  practices  in  Texas 
between  1969  and  1970. 

The  total  number  of  non-federal 
MD's  in  Texas  in  1970  was  12,977; 
the  1969  figure  was  12,566. 

Of  the  total  in  Texas,  11,380  of  the 
non-federal  physicians  are  involved  in 
providing  patient  care,  194  are  teach- 
ers, 297  hold  administrative  positions, 
330  are  engaged  in  research,  and  70 
are  listed  under  the  “other”  category. 

Some  9,287  of  the  non-federal  phy- 
sicians providing  patient  care  in  the 
state  during  1970  had  office-based 
practices.  There  were  also  369  interns, 
1,222  residents,  and  502  full-time  phy- 
sician staff  members  in  hospitals. 

Statistics  in  Distribution  of  Physi- 
cians in  the  United  States,  1970  indi- 
cate that  2,936  of  the  non-federal 
physicians  in  Texas  are  general  prac- 
titioners, while  medical  specialists  total 
2,748  and  3,678  are  in  surgical  spe- 
cialties. A total  of  2,909  physicians 
responded  to  the  “other  specialty” 
category.  Four  MD’s  in  Texas  were  not 
classified,  and  the  tabulations  for  Tex- 
as do  not  include  data  on  the  702 
inactive  physicians  who  reside  in  the 
state. 

As  in  1969,  internists  made  up  the 
largest  group  of  medical  specialists  in 
1970,  and  there  were  more  general 
surgeons  than  any  other  type  in  the 
surgical  specialty  category.  Under  the 
“other  specialty”  heading,  the  most 
populous  group  were  psychiatrists  who 
numbered  619.  Psychiatrists  were  also 
the  largest  group  under  the  “other 
specialty”  category  in  1969. 

Twenty-two  Texas  counties  were 
without  active  non-federal  physicians 
in  1970,  two  less  than  in  1969.  Martin 
and  Rains  Counties  dropped  off  the 
list  last  year,  leaving  the  following 
counties  without  an  active  non-federal 
doctor  practicing  in  their  boundaries: 
Borden,  Briscoe,  Carson,  Glasscock, 


Hartley,  Hudspeth,  Irion,  Jeff  Davis, 
Kenedy,  Kent,  King,  Kinney,  Lipscomb 
Loving,  McMullen,  Oldham,  Real,  Rob- 
erts, San  Jacinto,  Sherman,  Stonewall, 
and  Terrell. 

In  1970,  493  Texas  hospitals  were 
in  operation  with  a total  of  45,996 
beds  available  for  patients.  The  com- 
parable figures  for  1969  were  496 
hospitals  with  43,059  beds.  Popula- 
tion in  the  state  has  increased  from 
11,101,300  on  Dec.  31,  1968,  to 

11,257,600  on  Dec.  31,  1969. 

Distribution  of  Physicians  in  the 
United  States,  1970  lists  some  310, 
845  physicians  with  known  addresses 
who  are  professionally  active  in  the 
US  and  its  possessions.  In  1969,  the 
figure  was  302,966.  These  totals  do 
not  include  inactive  physicians,  those 
with  address  unknown,  or  those  who 
were  not  classified. 

Statistics  in  the  book  point  out  that 
one  out  of  every  ten  physicians  is  in 
federal  service.  More  than  29,500 
MD’s  work  for  the  US  in  the  following 
branches:  Army,  7,136;  Navy,  4,944; 
Air  Force,  4,155;  Public  Health  Ser- 
vice, 3,570;  Veterans  Administration, 
7,979;  and  other,  1,717. 

Baylor  plans  to  reduce 
tuition  paid  by  Texans 

Baylor  College  of  Medicine  in  Houston 
plans  to  reduce  the  tuition  charged 
medical  students  who  are  Texas  resi- 
dents from  $700  to  $100  per  quarter, 
announced  L.  F.  McCollum,  chairman 
of  the  board  of  trustees  of  the  college. 

The  rate  reduction  will  become  ef- 
fective upon  execution  of  a contract 
between  the  college  and  the  Coordi- 
nating Board,  Texas  College  and  Uni- 
versity System,  after  the  beginning  of 
the  state’s  fiscal  year  this  month.  The 
rate  reduction,  which  will  not  be  retro- 
active, will  probably  come  in  the  sec- 
ond quarter  of  Baylor’s  1971-72  aca- 
demic year. 

The  new  tuition  charge,  approved 


at  the  board  of  trustees  annual  meet- 
ing, is  the  same  amount  currently 
charged  Texas  residents  by  state  medi- 
cal schools. 

The  tuition  reduction  for  the  1971- 
72  academic  year  is  made  possible  by 
a $2.5  million  appropriation  from  the 
62nd  Texas  Legislature. 

Baylor  is  also  planning  to  expand 
its  student  body  and  will  increase  the 
number  of  Texas  residents  attending 
the  college.  Of  144  freshmen  admitted 
in  July,  67  are  Texans. 

Program  proposed  to  train 
allied  health  teachers 

The  University  of  Texas  System  board 
of  regents  has  authorized  the  UT 
Southwestern  Medical  School  at  Dallas 
to  seek  approval  of  bachelor’s  degree 
and  certificate  programs  in  allied 
health  education  from  the  Coordinat- 
ing Board,  Texas  College  and  Univer- 
sity System. 

The  proposed  programs  were  rec- 
ommended by  Southwestern’s  dean. 
Dr.  Charles  C.  Sprague,  and  chancellor 
Charles  A.  LeMaistre  of  the  UT  System 
concurred. 

Dr.  LeMaistre  explained  that  the 
curriculum  in  the  programs  is  designed 
to  prepare  persons  as  teachers  in  the 
allied  health  professions  “who  already 
have  experience  and  credentials  in 
these  professions  but  need  to  develop 
skills  and  resources  as  effective  in- 
structors.” 

He  said  teaching  methods,  curricu- 
lar development,  and  the  use  of  vari- 
ous instructional  media  will  be  em- 
phasized. 

Candidates  for  the  programs  will  be 
expected  to  teach  in  vocational  school 
programs,  in-service  education  courses 
in  hospitals,  and  junior  college  and 
senior  college  allied  health  professions 
classes.  Students  will  also  work  in  pro- 
grams sponsored  by  state  and  federal 
health  delivery  agencies. 

Dr.  LeMaistre  said  general  academic 
support  courses  in  the  social  and 
behavioral  sciences  and  in  teaching 
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methodology  wih  be  provided  by  facul- 
ty members  at  The  University  of  Texas 
at  Arlington.  Existing  allied  health  pro- 
grams in  Dallas-area  hospitals  will 
provide  student  teaching  opportuni- 
ties, he  added. 

No  other  such  program  exists  in 
Texas,  said  Dr.  LeMaistre,  and  only 
four  are  in  operation  in  the  United 
States. 

Forms  for  basic  science 
exam  must  be  filed  soon 

Applicants  for  the  next  examination  of 
the  Texas  State  Board  of  Examiners  in 
the  Basic  Sciences  must  have  all  forms 
completed  and  returned  to  the  board 
by  Sept.  20. 

Dr.  Paul  C.  Witt  (Ph.  D.),  president 
of  the  board,  also  advised  that  all  oth- 
er necessary  information  and  docu- 
ments must  be  in  applicant’s  file  by 
that  date. 

The  examination  will  be  held  Mon- 
day, Oct.  18,  and  Tuesday,  Oct.  19,  in 
Houston. 

Dr.  Witt  pointed  out  that  the  certifi- 
cate which  is  presented  to  those  who 
pass  the  examination  is  the  only  one 
that  is  valid  for  reciprocity  with  other 
state  basic  science  boards. 

The  Texas  Basic  Science  Board  has 
reciprocity  with  Alabama,  Alaska,  Ari- 
zona, Colorado,  Iowa,  Kansas,  Michi- 
gan, Minnesota,  Nebraska,  Nevada, 
New  Mexico,  Oklahoma,  Oregon,  South 
Dakota,  Tennessee,  Washington,  Rhode 
Island,  and  Wisconsin. 

Applicants  who  have  not  filed  the 
appropriate  papers  should  contact 
the  board  immediately  at  201  E.  14th 
St.,  Austin  78701. 

Nutrition  lecture  series 
planned  in  Texas  colleges 

The  Texas  Medical  Association,  in  co- 
operation with  the  American  Medical 
Association,  is  planning  to  cosponsor 
a series  of  seminars  and  lectures  on 
nutrition  at  13  state  universities  during 
the  1971-1972  academic  year. 

The  lecture  series  was  originated  in 
1964  by  the  AMA  Council  on  Foods 
and  Nutrition.  This  year,  a total  of  83 
programs  will  be  presented  in  15  states 
— Arkansas,  Colorado,  Idaho,  Iowa, 
Kansas,  Kentucky,  Minnesota,  Montana, 


Nebraska,  North  Dakota,  Oklahoma, 
South  Dakota,  Texas,  Wisconsin,  and 
Wyoming. 

The  purpose  of  the  lectures  is  to 
inform  students  and  faculty  at  the 
schools  of  recent  developments  in  nu- 
trition and  to  stimulate  interest  in  the 
medical  sciences.  Lecturers  generally 
remain  on  campus  for  an  entire  day  to 
present  undergraduate  or  graduate 
seminars  and  to  meet  informally  with 
students  and  faculty  members  who  are 
interested  in  discussing  medical  and 

related  careers. 

Dr.  William  J.  McGanity,  professor 
and  chairman  of  the  department  of 
obstetrics  and  gyne- 
cology at  The  Univer- 
sity of  Texas  Medical 
Branch  at  Galveston, 
will  make  presentations 
at  six  Texas  schools 
during  the  academic 
year.  He  will  speak  on 
“Malnutrition  in  Ameri- 
ca— Fact  or  Fantasy”  to  students  and 
faculty  at  Stephen  F.  Austin  State  Uni- 
versity in  Nacogdoches  on  Sept.  29, 
1971;  at  Sam  Houston  State  Univer- 
sity in  Huntsville  on  Oct.  21,  1971;  at 
Texas  A&M  University  in  College  Sta- 
tion on  Nov.  18,  1971;  at  Southwest 
Texas  State  University  in  San  Marcos 
on  Nov.  19,  1971;  at  North  Texas 

State  University  in  Denton  on  Feb.  8, 
1972;  and  at  East  Texas  State  Univer- 
sity in  Commerce  on  Feb.  9,  1972. 

The  professor  and  vice-chairman  of 
the  department  of  medicine  at  the  Uni- 
versity of  New  Mexico 

t School  of  Medicine  in 
Albuquerque,  Dr.  David 
H.  Law,  will  talk  on 
“No  Guts:  A Nutrition- 
al Dilemma”  at  three 
schools.  He  will  be  in 
Abilene  on  Oct.  11  and 
12,  1971,  to  speak  to 
students  and  faculty  at  Hardin-Sim- 
mons  University  and  Abilene  Christian 
College,  respectively.  On  Oct.  13, 
1971,  he  will  travel  to  Canyon  to  ad- 
dress students  and  faculty  at  West 
Texas  State  University. 

Dr.  Robert  W.  McCammon,  director 
of  the  Child  Research  Council  at  the 
University  of  Colorado  Medical  Center 
in  Denver,  will  be  in  Wichita  Falls  on 
Nov.  5-6,  1971,  to  address  a gathering 
at  Midwestern  University.  The  topic  of 


his  speech  will  be  “Foods,  Fads,  Fat, 
and  Facts  in  Healthy  People.” 

Completing  the  list  of  lecturers  is 
Dr.  Jack  Metcoff,  professor  of  pediat- 
rics  and  professor  of 
biochemistry  and  mo- 
BF  t|P  lecular  biology  at  the 

-jr  jk'  University  of  Oklahoma 

^ IW  Medical  Center  in  Okla- 

A homa  City.  Dr.  Met- 

coffs  speech  is  enti- 
tied  “Malnutrition  Be- 
gins Before  Birth.”  His 
presentation  will  be  given  on  Nov.  10, 
1971,  at  Texas  Christian  University  in 
Fort  Worth;  on  Nov.  11,  1971,  at  Texas 
Woman’s  University  in  Denton;  and  on 
Nov.  12,  1971,  at  Texas  Tech  Univer- 
sity in  Lubbock. 

Baylor  given  traineeship 
by  German  drug  company 

A German  pharmaceutical  company 
has  presented  a two-year,  $20,000 
traineeship  to  Baylor  College  of  Medi- 
cine in  Houston  to  support  the  work 
of  a fellow  in  nephrology. 

The  award,  the  first  such  grant  to 
be  given  to  an  American  institution, 
was  made  by  the  Hoechst  Pharmaceu- 
tical Corporation.  Dr.  Harold  Dettel- 
bach,  the  corporation’s  medical  direc- 
tor, presented  the  traineeship  to  Bay- 
lor president  Dr.  Michael  E.  DeBakey 
on  Aug.  18. 

The  recipient  for  this  year’s  award 
is  Dr.  Nicholas  Tsaparas,  a second- 
year  nephrology  fellow.  The  recipient  of 
the  award  is  to  be  selected  by  the 
Baylor  renal  section  each  year. 

Journalists  honored 
for  health  reporting 

Two  Texas  reporters  were  selected  for 
honorable  mention  in  the  competi- 
tion for  the  1970  Medical  Journalism 
Awards  of  the  American  Medical  Asso- 
ciation. 

The  reporters,  both  of  whom  work 
on  newspapers,  were  Sue  Connally  of 
the  Dallas  Morning  News  and  Miriam 
Kass  of  the  Houston  Post. 

The  Medical  Journalism  Awards  are 
presented  annually  by  the  AMA  “to 
recognize  journalism  that  contributes 
to  a better  public  understanding  of 
medicine  and  health  in  the  United 
States.” 
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Nineteen  are  appointed 
to  faculty  of  UTMSH 

Nineteen  faculty  appointments  at  the 
new  University  of  Texas  Medical  School 
at  Houston  were  announced  recently 
by  the  school’s  dean,  Dr.  Cheves  Mc- 
Cord Smythe. 

Named  associate  dean  for  health 
affairs  and  planning  was  Dr.  John  Car- 
ter Bartlett  (Ph.  D.),  a former  assistant 
dean  for  health  affairs  at  the  Univer- 
sity of  Iowa,  Iowa  City. 

Four  full  professors  were  also  named 
to  the  faculty.  Dr.  John  A.  DeMoss 
(Ph.  D.),  former  professor  of  biology 
at  the  University  of  California  at  San 
Diego,  will  become  professor  and  direc- 
tor of  the  program  in  biochemistry  and 
molecular  biology.  The  professor  and 
chairman  of  the  department  of  phy- 
siology and  biophysics  at  the  Univer- 
sity of  Oklahoma  Medical  Center  in 
Oklahoma  City,  Dr.  Eugene  Donald 
Jacobson,  was  named  professor  and 
director  of  the  program  in  physiology 
at  UTMSH.  Dr.  Thomas  S.  Harle,  an 
associate  professor  of  radiology  at 
Duke  University  Medical  Center  in  Dur- 
ham, N.  C.,  accepted  an  appointment 
as  professor  of  radiology,  and  Dr.  Emil 
Steinberger  was  named  professor  of 
reproductive  biology  and  reproduc- 
tive endocrinology.  Dr.  Steinberger  was 
chairman  of  the  division  of  endocri- 
nology and  the  Reproduction  Research 
Laboratory  at  Albert  Einstein  Medical 
Center  in  Philadelphia. 

New  associate  professors  at  UTMSH 
include  Dr.  Thomas  F.  Burks  (Ph.  D.), 
pharmacology,  and  Dr.  John  M.  Phil- 
lips, radiology.  Dr.  Burks  was  an  asso- 
ciate professor  of  pharmacology  at  the 
University  of  New  Mexico  School  of 
Medicine  in  Albuquerque,  and  Dr.  Phil- 
lips was  with  the  department  of  radiol- 
ogy at  Hermann  Hospital  in  Houston. 

Receiving  appointments  as  assis- 
tant professors  at  the  new  medical 
school  were  the  following:  Dr.  James 
A.  Lloyd  (Sc.  D.),  reproductive  biology, 
former  assistant  member  of  Albert  Ein- 
stein Medical  Center;  Dr.  Roger  Alan 
Maupin,  radiology,  former  staff  radiolo- 
gist at  Veterans  Administration  Hospi- 
tal: Dr.  Warren  Lynn  McFarland,  radi- 
ology, former  assistant  in  radiology  at 
The  University  of  Texas  M.D.  Anderson 
Hospital  and  Tumor  Institute  in  Hous- 
ton; Dr.  Richard  G.  Peterson  (Ph.  D.), 


neurobiology,  former  assistant  re- 
search anatomist  at  the  University  of 
California  at  Los  Angeles;  Dr.  Mark 
Plisken,  radiology,  former  fellow  in  an- 
giography at  the  University  of  Califor- 
nia at  San  Diego;  Dr.  Linda  Livingston 
Shanbour,  (Ph.  D.),  physiology,  former 
assistant  professor  of  physiology  and 
biophysics  at  the  University  of  Okla- 
homa Medical  Center;  Dr.  Keith  D. 
Smith,  reproductive  biology  and  repro- 
ductive endocrinology,  former  associ- 
ate member  of  the  division  of  endo- 
crinology and  reproduction  at  Albert 
Einstein  Medical  Center  Research  Lab- 
oratories; and  Dr.  Anna  Steinberger 
(Ph.  D.),  reproductive  biology,  former 
assistant  member  of  the  division  of 
endocrinology  and  reproduction  at 
Albert  Einstein  Medical  Center. 

Dr.  David  K.  Brooks  and  Dr.  Harold 
Dobson  were  named  clinical  associate 
professors  of  medicine.  Dr.  Brooks  will 
continue  in  his  position  as  associate 
professor  of  medicine  at  Baylor  College 
of  Medicine  and  as  an  active  member 
of  the  Hermann  Hospital  staff.  Dr. 
Dobson  will  also  continue  on  the  ac- 
tive staff  of  Hermann  Hospital. 

Named  as  research  assistant  profes- 
sor in  reproductive  biology  was  Dr.  Ajit 
Kumar  Chowdhury  (Ph.  D.),  a former 
assistant  member  of  the  division  of 
endocrinology  and  reproduction  at 
Albert  Einstein  Medical  Center. 

A UTMSH  faculty  appointment  also 
went  to  Dr.  Thomas  J.  Sernka  (Ph.  D.), 
a postdoctoral  scholar  at  the  Gastro- 
intestinal Laboratory  at  the  University 
of  California  at  San  Francisco.  Dr. 
Sernka  will  be  an  instructor  in  physi- 
ology at  The  University  of  Texas  Medi- 
cal School  at  Houston. 

UT  San  Antonio  granted 
funds  for  cancer  studies 

The  American  Cancer  Society  has 
awarded  two  research  grants  totaling 
more  than  $48,000  to  The  University 
of  Texas  Medical  School  at  San  An- 
tonio. 

Extending  over  a one-year  period 
which  began  July  1,  the  funds  will 
finance  a $15,000  institutional  cancer 
grant,  and  $33,108  will  be  devoted  to 
a study  of  “Mechanism  of  Estrogen 
Action  in  Breast  Cancer,”  a research 
project  to  be  conducted  by  Dr.  William 
McGuire,  assistant  professor  of  physiol- 


ogy and  medicine. 

Dr.  McGuire’s  principal  goal  is  to 
gain  an  understanding  of  the  role  of 
hormones  in  the  induction,  growth, 
and  regression  of  cancer.  He  worked 
for  three  years  with  the  National  Can- 
cer Institute  in  Bethesda,  Md.,  prior 
to  joining  the  UTMSSA  faculty  in  1969. 

Federal  agencies  to  get 
programs  on  alcoholism 

Federal  agencies  have  been  instructed 
to  establish  programs  for  the  preven- 
tion and  treatment  of  alcoholism  by 
Dec.  1 of  this  year. 

The  agencies  were  directed  to  pro- 
vide such  programs  by  the  Civil  Service 
Commission,  under  the  authority  of 
Public  Law  91-616. 

Guidelines  for  the  programs  have 
already  been  provided  to  the  agencies, 
and  all  programs  must  contain  the 
following  policy  elements: 

1.  Alcoholism  is  recognized  as  a 
treatable  illness. 

2.  Alcoholism  is  defined  as  an  ill- 
ness in  which  the  employee’s  job  per- 
formance is  impaired  as  a direct  conse- 
quence of  the  abuse  of  alcohol. 

3.  An  employee  having  an  illness  or 
other  problems  related  to  the  use  of 
alcohol  will  receive  the  same  consider- 
ation and  offer  of  assistance  that  is 
presently  extended  to  employees  hav- 
ing other  illnesses. 

4.  The  employing  agency  is  not  con- 
cerned with  an  employee’s  use  of  alco- 
hol except  as  it  may  affect  his  job 
performance  or  the  efficiency  of  the 
service. 

5.  No  employee  to  whom  the  pro- 
gram applies  will  have  his  job  security 
jeopardized  by  his  request  for  counsel- 
ing or  referral  assistance. 

6.  Medical  records  of  employees 
with  drinking  problems  will  be  pre- 
served in  the  same  degree  of  confi- 
dence as  all  other  medical  records. 

7.  Sick  leave  will  be  granted  for 
treatment  or  rehabilitation  on  the  same 
basis  that  is  granted  for  any  other  ill- 
ness. 

8.  Employees  who  suspect  that  they 
may  have  an  alcoholism  problem  are 
encouraged  to  voluntarily  seek  counsel- 
ing and  information  on  an  entirely  con- 
fidential basis  by  contacting  the  indi- 
viduals designated  to  provide  such 
services. 
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Your  help  is  needed  to  inform 
Texans  about  the  seriousness 
of  venereal  disease. 


get  the  facts  / seek  early  treatment 


The  venereal  diseases  syphilis  and  gonorrhea  have 
become  the  number  one  infectious  disease  problem 
in  the  U.S.  More  than  one  million  new  cases  are 
contracted  each  year.  The  use  of  penicillin  and  other 
antibiotics  to  cure  VD  brought  a drop  in  reported  cases 
after  World  War  II,  but  in  the  last  10  years  the  rate 
has  increased  sharply  because  people  with  VD  have 
not  sought  treatment.  Texas  in  1969  had  the  highest 
syphilis  rate  in  the  nation  and  also  ranked  very  high 
in  the  incidence  of  gonorrhea. 

WHO'S  GETTING  IT?  Over  half  of  all  new  VO  in- 
fections are  found  in  teenagers  and  young  adults 
under  25  years  of  age.  Texas  now  is  reporting  10 
percent  of  all  the  venereally  infected  young  adults 
in  the  nation. 

Young  people  should  realize  the  possible  dangers 
of  promiscuous  sexual  behavior  or  "free  love."  VO 
IS  not  contracted  from  towels,  dishes,  or  public 
toilets.  It  is  spread  through  intimate  contact,  pri- 
marily sexual  intercourse,  with  someone  who  has  the 
disease. 


Venereal  disease  contin- 
ues to  strengthen  its  posi- 
tion as  the  number  one 
communicable  disease  in 
the  nation  simply  because 
people  are  not  aware  of  the 
seriousness  of  the  VD  prob- 
lem within  their  own  com- 
munities or  of  the  danger- 
ous consequences  of  the 
disease. 

Texas  had  the  highest 
syphilis  rate  in  the  nation 
last  year  and  also  ranked 
very  high  in  the  incidence 
of  gonorrhea. 

As  part  of  an  educational 
program  on  VD,  the  Texas 
Medical  Association  has 
produced  an  informative 
pamphlet  for  free  distribu- 
tion to  the  public.  You  can 
help  by  ordering  this 
pamphlet  and  distributing 
it  in  your  community. 

Particular  attention  needs 
to  be  directed  toward 
young  people.  The  majority 
of  venereal  disease  cases 
in  Texas  are  among  the  15 
to  24  year  old  age  group 
and  our  state  now  is  re- 
porting 10  percent  of  all 
the  venereally  infected 
young  adults  in  the  nation. 

Your  assistance  is  need- 
ed to  help  control  the  se- 
rious spread  of  VD  in 
Texas. 


ORDER  THIS 
INFORMATIVE 
PAMPHLET  TODAY 

- FREE  - 
FROM  TMA 


, , 

I CLIP  AND  MAIL  TO:  PUBLIC  RELATIONS  DIVISION  | 
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SALUTENSIH* 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg./  proto veratrine  A,  0.2  mg. 

Brief  Summary  of 

Prescribing  Information— 9-9/22/69. 

For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active  pep- 
tic ulceration,  ulcerative  colitis,  severe  depres- 
sion or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  in- 
dicated and  should  be  discontinued  immedi- 
ately if  abdominal  pain,  distension,  nausea, 
vomiting  or  gastrointestinal  bleeding  occurs. 
Use  cautiously,  and  only  when  deemed  essen- 
tial, in  fertile,  pregnant  or  lactating  patients. 
Use  in  Pregnancy:  Thiazides  cross  the  placenta 
and  can  cause  fetal  or  neonatal  hyperbiliru- 
binemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  electrolyte 
disturbances.  Fatal  reactions  may  occur  with 
reserpine  during  electroshock  therapy;  discon- 
tinue Salutensin  2 weeks  before  such  therapy. 
Increased  respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in 
infants  born  to  reserpine-treated  mothers. 
Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis  and 
corticosteroid  therapy)  may  occur,  particularly 
with  pre-existing  vomiting  and  diarrhea.  Po- 
tassium loss  or  protoveratrine  A may  cause 
digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or, 
if  necessary,  discontinuation  of  therapy.  Stop 
therapy  if  protoveratrine  A induces  digitalis 
intoxication.  Serum  ammonia  elevation  may 
precipitate  coma  in  precomatose  hepatic  cir- 
rhotics. Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  in  patients  with  chronic  ure- 
mia, angina  pectoris,  coronary  thrombosis  or 
extensive  cerebral  vascular  disease  or  bron- 
chial asthma  and  in  those  with  a history  of 
peptic  ulceration  or  bronchial  asthma;  in  post- 
sympathectomy patients;  in  patients  on  quini- 
dine;  and  in  patients  with  gallstones,  in  whom 
biliary  colic  may  occur.  Patients  who  have  dia- 
betes mellitus  or  who  are  suspected  of  being 
prediabetic  should  be  kept  under  close  obser- 
vation if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia, 
orthostatic  hypotension  (potentiated  with  alco- 
hol, barbiturates  or  narcotics),  allergic  glo- 
merulonephritis, acute  pancreatitis,  liver 
involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hy- 
peruricemia, hyperglycemia,  glycosuria,  mal- 
aise, weakness,  dizziness,  fatigue,  paresthe- 
sias, muscle  cramps,  skin  rash,  epigastric 
distress,  vomiting,  diarrhea  and  constipation. 
Reserpine:  Depression,  peptic  ulceration,  diar- 
rhea, Parkinsonism,  nasal  stuffiness,  dryness 
of  the  mouth,  weight  gain,  impotence  or  de- 
creased libido,  conjunctival  injection,  dull  sen- 
sorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy,  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Profoverafr/ne  A:  Nau- 
sea, vomiting,  cardiac  arrhythmia,  prostration, 
blurring  vision,  mental  confusion,  excessive 
hypotension  and  bradycardia.  (Treat  brady- 
cardia with  atropine  and  hypotension  with 
vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Service  items  pictured  at  right  and  Salutensin 
samples  are  available  on  request  from  your 
Bristol  Representative  or  on  written  request. 
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• Get  plenty  of  sleep. 

8 hoiirs  a night  is  good,  and 
a nap  a day  is  better. 

• Avoid  strenuous  activities 
that  you  aren’t  used  to. 

• Drink  alcoholic  beverages 
only  in  moderation. 

• Don’t  smoke. 

Especially  cigarettes. 

• TVy  to  avoid  undue  emotional 
strain  and  tension. 

• Guide  your  eating  habits  by 
the  restrictions  on  the 
reverse  of  this  reminder  card. 
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Exhibits  in  San  Antonio 
stimulate  safety 
among  school  children 


Knowing  what — and  what  not — to  do 
in  dangerous  or  potentially  harmful 
situations  is  what  safety  is  all  about. 
And  for  the  past  several  years,  the 
members  of  the  Woman’s  Auxiliary  to 
the  Bexar  County  Medical  Society  have 
attempted  to  teach  San  Antonio  school 
children  the  art  of  being  safe  through 
lively  educational  exhibits. 

This  past  year,  the  Auxiliary  co- 
sponsored with  the  Greater  San  An- 
tonio Safety  Council  an  extremely  suc- 
cessful safety  project,  "Safety  for  All 
San  Antonio.”  The  affair,  which  was 
held  in  HemisFair  Plaza,  attracted  sev- 
eral thousand  school  children  during 
its  11-day  run  in  May. 

Mrs.  Edward  Held,  president  of  the 
Auxiliary,  commented  that  the  May 
youth  safety  fair  was  the  second  one 
sponsored  by  the  Bexar  County  Auxil- 
iary. The  first  was  held  in  April  of 
1970;  it  lasted  9 days.  A total  of 
12,000  children  attended  the  two  fairs, 
seeing  a variety  of  fascinating  exhibits 
designed  to  stimulate  them  into  think- 
ing “safety.” 

The  idea  for  a fair  came  from  an 
across-the-border  Auxiliary  member, 
said  Mrs.  Held.  She  explained,  “After 
two  successful  one-day  youth  safety 
fair  seminars  attended  by  1,200  young 
people,  the  Woman’s  Auxiliary  to  the 
Bexar  County  Medical  Society  decided 
that  its  safety  project  was  not  as  broad 
as  it  should  be.  A need  existed  to 
reach  children  at  a younger  age  and  a 
larger  cross  section  of  children. 

“About  this  time,  an  Auxiliary  mem- 
ber from  Canada,  Mrs.  Charles  L. 
Branch,  told  the  Auxiliary  that  the 
Police  Department  in  Montreal  had 
formed  a permanent  exhibit  on  safety 
in  one  of  the  buildings  left  by  ‘Expo.’  ” 

Mrs.  Held  said  that  the  idea  seemed 
tailor-made  for  San  Antonio.  “The  clus- 
ter of  small  buildings  used  by  the 
foreign  boutiques  on  the  HemisFair 
grounds  were  ideal  for  the  fair,  as  each 


exhibit  could  have  its  own  room,”  she 
said. 

The  Auxiliary  took  its  idea  to  James 
Vanderburg,  executive  director  of  the 
Greater  San  Antonio  Safety  Council, 
and  with  the  council’s  approval  and 
cooperation,  plans  were  made  to  estab- 
lish the  safety  project. 

Mrs.  Held  explained  the  fair  and  how 
it  worked:  “The  project  was  geared  to 
the  elementary  school  level,  and  every 
San  Antonio  school — public,  private, 
and  parochial — was  notified  of  the 
fair  through  its  school  superintendent. 
Field  trips  were  scheduled  in  advance, 
with  300  students  coming  twice  a day 
for  a morning  or  afternoon  tour  lasting 
two  hours. 

“The  children  were  divided  into 
groups  of  30  and  were  guided  to  nine 
separate  exhibits  for  10-minute  lec- 
tures by  safety  professionals.  The  lec- 
tures or  demonstrations  consisted  of 
movies,  slide  presentations,  tape  re- 
cordings, and  visual  aids  such  as  bicy- 
cles, stop  signs,  traffic  lights,  and  fire 
equipment — anything  to  keep  the  chil- 
dren’s attention! 

“At  the  end  of  the  tour,  all  of  the 
students  were  treated  to  soft  drinks 
donated  by  a local  bottling  company.” 

Exhibits  at  this  year’s  fair  included 
the  following: 

Narcotics — Manned  by  Juvenile  Of- 
ficers from  the  Narcotics  Division  of 
the  San  Antonio  Police  Department, 
this  booth  featured  actual  samples  of 
heroin,  LSD,  marijuana,  barbiturates, 
cough  syrups,  and  pills.  As  the  stu- 
dents peered  intently  at  the  vial  of  her- 
oin— some  for  their  first  glimpse  of  the 
drug — officers  explained  with  graphic 
evidence  the  harm  that  can  be  caused 
by  abuse  of  drugs. 

Traffic  safety — A bicycle  was  a cen- 
tral feature  of  this  exhibit  by  the  San 
Antonio  Police  Department.  Using  the 
bicycle,  the  officers  showed  the  chil- 
dren safe  riding  habits.  They  also  ex- 


hibited traffic  signs  that  children  en- 
counter, a changing  traffic  light  to 
show  when  and  how  to  cross  the  street, 
and  a revolving  display  of  photographs 
showing  car-bicycle  accidents. 

Poisonous  snakes — ^This  exhibit  con- 
sisted of  an  excellent  film  on  the  poi- 
sonous snakes  that  can  be  found 
around  the  state.  The  movie  was 
presented  by  the  Texas  Parks  and  Wild- 
life Commission. 

Fire  prevention — Sponsored  by  the 
San  Antonio  Fire  Department,  this 
booth  featured  a Walt  Disney  cartoon 
on  fire  safety  in  the  home.  The  film 
demonstrated  various  fire  hazards  that 
may  be  found  in  a home  and  preven- 
tion measures  that  can  save  a home 
from  fire. 

Old  fire  engine — An  additional  ex- 
hibit on  the  hazards  of  fire,  the  old  fire 
engine  was  used  to  show  students  how 
fire  hoses  are  connected.  A lecture  fol- 
lowing the  demonstration  emphasized 
fire  fighting  in  the  city,  how  to  report 
a fire,  and  what  not  to  do  at  the  scene 
of  a blaze. 

Groups  of  students  gather  on 
the  grounds  of  HemisFair 
Plaza  to  begin  tour  of  Auxiliary’s 
Youth  Safety  Fair,  “Safety 
for  All  San  Antonio.” 
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Explosives  and  bomb  display — An 
ordnance  unit  from  Fort  Sam  Houston 
stressed  that  war  souvenirs  can  be 
dangerous — they  can  kill  or  cripple 
children  or  adults  who  mishandle  them. 
The  exhibit  included  samples  of  explo- 
sives so  that  children  would  recognize 
the  dangerous  devices. 

Electrical  safety — Putting  pennies  in 
fuse  boxes  is  just  one  of  the  "no-no’s” 
in  dealing  with  electricity,  according  to 
the  slide  presentation  by  the  City  Pub- 
lic Service  Board.  This  exhibit  also  ex- 
plained the  dangers  in  overloading 
electrical  circuits. 

Play  safety — The  City  Recreation 
Department  used  a slide  show  featur- 
ing “Snoopy,”  “Charlie  Brown,”  and 
“Lucy”  to  urge  children  to  be  safe  even 
when  playing. 

Water  safefs — The  star  of  this  ex- 
hibit was  “Resuscitation  Annie,”  a doll 
whose  chest  inflates  and  deflates  as 
proper  resuscitation  techniques  are 
applied.  Local  Red  Cross  volunteers 


“Riding  a bicycle  can  be 
dangerous,  unless  you  obey  all 
safety  and  traffic  rules,” 
explains  Abe  Flores  of  the  San 
Antonio  Police  Department. 


demonstrated  artificial  respiration  pro- 
cedures. 

Through  the  volunteer  services  of 
the  Auxiliary  members,  members  of  the 
Greater  San  Antonio  Safety  Council, 
and  the  groups  sponsoring  exhibits  at 
the  fair,  the  cost  of  the  project  has 
been  kept  to  a minimum,  says  Mrs. 
Held.  Some  90  Auxiliary  members  and 
approximately  100  high  school  stu- 
dents from  local  Junior  Safety  Councils 
served  as  fair  guides,  and  each  of  the 
departments  or  organizations  with  a 
booth  provided  professional  personnel 
to  man  their  exhibits  and  give  lectures 
and  demonstrations. 

The  largest  expense  of  the  1971 
fair,  reports  Mrs.  Held,  was  for  rental 
of  chairs  so  that  children  could  sit  for 
at  least  every  other  exhibit  lecture. 
Mrs.  Eugene  T.  Standley,  Auxiliary  pres- 
ident during  the  fair,  and  Ed  Lamm, 
president  of  the  Safety  Council,  com- 
mented that  the  expense  amounted  to 
less  than  $200  (or  one-half  cent  per 


While  crowded  around  the 
old  red  fire  engine,  students 
listen  to  lecture  on  how  to 
report  a fire. 


San  Antonio’s  City  Public 
Service  Board  had  an 
“electrifying”  exhibit  on  the 
do’s  and  don’ts  of  dealing 
with  electrical  appliances. 

child),  all  of  which  was  financed  by  the 
Auxiliary. 

Said  Mrs.  Held,  “Not  often  has  such 
an  impact  been  made  on  so  many  chil- 
dren for  so  little  money.  As  Betty  Smith 
(Mrs.  Forrest  M.  Smith,  Jr.,  wife  of  a 
San  Antonio  pediatrician,  who  served 
as  chairman  of  the  project  for  1970 
and  1971)  said  to  next  year’s  chair- 
man, Mrs.  W.  C.  Schorlemer,  ‘We  have 
accomplished  our  goal  if  even  a few 
children  go  home  with  a better  idea  of 
what  safety  is  about  and  if  only  one 
parent  or  teacher  pursues  the  idea  in 
depth!’  ” 

According  to  Mrs.  Held,  the  youth 
safety  fair  is  the  only  one  of  its  kind 
sponsored  by  a medical  society  auxil- 
iary in  the  United  States.  She  added 
that  the  project  has  been  so  success- 
ful that  inquiries  regarding  the  fair 
have  been  received  from  the  National 
Safety  Council,  and  many  San  Antonio 
parents  have  written  asking  that  the 
Auxiliary  sponsor  the  fair  on  a perma- 
nent basis. 


High  school  students  from 
local  Junior  Safety  Councils 
served  as  guides  for  the 
11-day  fair. 
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Southwestern  librarian 
wins  award  for  essay 

Mrs.  Violet  M.  Baird,  former  librarian 
at  The  University  of  Texas  South\west- 
ern  Medical  School  at  Dallas,  was 
named  the  recipient  of  the  Murray 
Gottlieb  Prize  of  the  Medical  Library 
Association,  Inc. 

Mrs.  Baird  won  the  award  for  her 
essay,  “Nineteenth  Century  Medical 
Journalism  in  Texas.”  She  was  recently 
appointed  historical  bibliographer  for 
Southwestern's  library. 

Box  full  of  odds  ’n  ends 
yields  air  pollution  data 

Package  together  a jar,  a small  plastic 
dish,  and  some  scraps  of  rubber, 
cloth,  and  metal,  and  what  do  you 
get?  No,  not  a boxful  of  junk — a useful 
new  tool  to  obtain  air  pollution  data! 

Such  boxes  of  odds  and  ends  were 
designed  by  the  Texas  State  Depart- 
ment of  Health’s  Air  Control  Division 
to  ascertain  the  effects  of  air  pollution 
on  common  materials.  Some  40  of 
these  “effects  packages”  are  now  lo- 
cated across  the  state.  The  devices 
are  so  simple  to  maintain  that  school 
children  can  operate  them  and,  in 
some  instances,  are  doing  so. 

The  idea  behind  the  packages  is 
simple,  but  effective:  place  a number 
of  common  materials  together  in  a 
package,  expose  them  in  comparable 
locations,  and  set  up  a formula  to 
translate  the  raw  data  into  an  index 
of  the  actual  effects  of  air  pollution. 

Packages  contain  fabric  samples,  a 
Petri  dish  of  lead  peroxide,  rubber 
strips,  a sticky-paper  jar,  and  silver, 
steel,  and  zinc  plates. 

The  packages  measure  wind-driven 
dust  particles  by  registering  the  aver- 
age number  of  particles  per  square 
inch  on  the  sticky-paper  jar.  The  effect 
on  fabrics  is  determined  by  measuring 
the  loss  of  light  reflectance  from  two 
samples.  Effects  on  metals  are  regis- 
tered by  measuring  the  weight  loss  of 
the  steel  and  zinc  plates  and  the  per- 
centage reflectance  loss  of  the  silver 
plate.  The  atmosphere’s  effect  on  rub- 
ber is  measured  by  the  depth  of  the 
cracks  in  the  rubber  strip.  The  amount 
of  sulphur  compound  in  the  air  is  de- 
termined by  measuring  the  amount  of 


sulphur  that  has  reacted  with  the  dish 
of  lead  peroxide. 

These  measurements  can  then  be 
related  to  the  rusting  of  plant  machin- 
ery and  automobiles,  to  damage  done 
to  automobile  tires,  and  to  damage 
of  drapes,  furniture,  upholstery,  and 
clothing. 

The  traditional  method  for  obtaining 
air  pollution  data  is  the  high-volume 
air  sampler,  a bulky  metal  box  that 
yields  that  volume  of  suspended  par- 
ticulate, benzene,  sulphate,  nitrate, 
and  lead  in  the  air  around  it.  There 
are  now  39  air  samplers  across  Texas. 

On  a pollution  scale  with  zero  at 
the  bottom  and  ten  at  the  top,  the 
lowest  yearly  average  in  the  state  in 
1970  was  1.8,  and  6.5  was  the  high- 
est. The  statewide  average  in  1970 
was  3.6. 

Four  named  to  faculty 
of  Tech  medical  school 

Dr.  John  A.  Buesseler,  dean  of  the 
Texas  Tech  University  School  of  Medi- 
cine, recently  announced  the  names 
of  four  men  who  will  join  the  faculty 
of  the  new  medical  school. 

Accepting  appointments  at  the  Lub- 
bock medical  school  were  Dr.  George 
S.  Tyner,  Dr.  William  G.  Seliger  (Ph.D., 
DDS),  Dr.  Francis  J.  Behai  (Ph.D.),  and 
Dr.  James  Theodore  Hartman. 

Dr.  Tyner  was  named  professor  and 
chairman  of  the  department  of  oph- 
thalmology. He  will  also  handle  respon- 
sibilities as  associate  dean  for  admin- 
istration. Dr.  Tyner  was  previously  with 
the  University  of  Colorado  School  of 
Medicine  in  Denver. 

Dr.  Seliger,  formerly  professor  of 
anatomy  for  the  School  of  Medicine 
and  professor  of  anatomy  and  coordi- 
nator of  anatomy  for  dentistry  for  the 
School  of  Dentistry  of  the  Medical  Col- 
lege of  Georgia  in  Augusta,  has  ac- 
cepted an  appointment  as  professor 
and  chairman  of  the  department  of 
anatomy. 

Dr.  Behai  will  join  the  TTUSM  fac- 
ulty as  professor  and  chairman  of  the 
department  of  biochemistry.  He  was 
formerly  professor  of  biochemistry  and 
microbiology  and  dean  of  the  School 
of  Graduate  Studies  at  the  Medical 
College  of  Georgia. 

Named  as  professor  and  chairman 


of  the  department  of  orthopaedics  at 
the  new  school  was  Dr.  Hartman.  Dr. 
Hartman  has  served  as  an  associate 
professor  of  orthopaedics  at  North- 
western University  in  Chicago  and  as 
chairman  of  the  department  of  ortho- 
paedic surgery  at  Cook  County  Hospi- 
tal, also  in  Chicago,  since  early  1968. 

Computer  system  links 
Houston  medical  libraries 

Three  Texas  Medical  Center  libraries — 
The  Houston  Academy  of  Medicine- 
Texas  Medical  Center  Library,  The  Uni- 
versity of  Texas  M.D.  Anderson  Hospi- 
tal And  Tumor  Institute  Research  Med- 
ical Library,  and  The  University  of 
Texas  Dental  Branch  Library — have 
joined  efforts  to  provide  improved 
library  services  for  Harris  County  medi- 
cal personnel  by  implementing  an 
online  automated  circulation  control 
system. 

One  of  only  a small  number  of  such 
systems  presently  operational  in  the 
United  States  today,  this  cooperative 
system  employs  an  input  and  an  out- 
put terminal  in  each  library  to  capture, 
instantaneously  and  accurately,  bor- 
rower and  book  data  and  to  transmit 
that  data  to  a shared  memory  bank 
in  a computer  located  in  the  medical 
center’s  Common  Research  Computer 
Facility.  Linked  to  the  computer  facility 
by  part  of  the  cable  system  which 
joins  the  institutions  participating  in 
the  new  Medical  Community  Television 
System,  the  terminals  enable  the  li- 
braries to  give  existing  and  additional 
circulation  services  with  greater  speed, 
convenience,  and  efficiency. 

Library  users  are  issued  a plastic, 
machine-readable,  identification  badge 
that  permits  quick  access  to  the  data 
stored  in  the  system.  Use  of  badges 
permits  faster  service  for  the  patron 
and  better  control  for  the  libraries.  The 
system  automatically  prepares  post- 
card notices  for  overdue  books  and 
hold  requests.  A daily  printout  lists  all 
books  currently  checked  out,  as  well 
as  statistics  on  the  items  loaned. 

By  using  this  new  system,  circulation 
staff  have  more  time  for  assisting 
patrons,  since  the  computer  takes 
care  of  most  of  the  housekeeping 
chores  which  formerly  required  many 
hours  each  day. 
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DISCIPLINE  AND  ETHICS: 

Sensitive  subjects  for  the  Board  of  Councilors 


Editor’s  note:  This  article  completes 
the  series  describing  the  functions  and 
responsibilities  of  the  Texas  Medical 
Association’s  Board  of  Councilors. 

Last  month,  the  board’s  general 
functions  were  described,  and  its  su- 
pervision of  component  medical  socie- 
ties of  the  Association  was  discussed. 

In  this  article,  the  sensitive  disci- 
plinary procedures  which  the  board  is 
called  upon  to  apply  are  outlined,  and 
recent  questions  of  medical  ethics  that 
councilors  and  vice-councilors  have 
considered  are  reviewed. 


Protecting  the  innocent  physician  is 
just  as  much  a concern  of  the  TMA 
Board  of  Councilors  as  is  correcting 
the  unethical  actions  of  a few  doctors 
in  the  state. 

To  protect  or  correct  physicians,  the 
board  follows  a well-established,  set 
disciplinary  procedure  designed  to  pre- 
serve the  civil  rights  of  the  individual 
physician  while,  at  the  same  time, 
allowing  an  equitable  hearing  on  each 
case  before  the  physician’s  peers. 

This  disciplinary  procedure,  as  set 
forth  in  the  TMA  By-Laws,  is  somewhat 
complicated,  but  its  complexity  serves 
a specific  purpose.  That  purpose  is  to 
provide  physicians  accused  of  wrong- 
doings with  several  levels  of  appeal  so 
that  full  consideration  can  be  made  of 
the  facts  surrounding  each  situation 
and  so  that  a wise,  impartial  decision 
based  on  the  facts  will  result. 

What  is  ethical? 

According  to  the  TMA  By-Laws,  “the 
Principles  of  Medical  Ethics  of  the 
American  Medical  Association  shall 
govern  the  members  of  component 
county  societies  in  their  relationship  to 
each  other,  to  their  societies,  and  to 
the  public.”  These  principles,  shown 
on  page  133,  basically  provide  broad 
guidelines  that  are  “intended  to  aid 
physicians  individually  and  collectively 
in  maintaining  a high  level  of  ethical 
conduct”  in  their  relationships  with  pa- 
tients, colleagues,  members  of  the  al- 
lied health  professions,  and  the  public. 

More  specific  rules  on  specific  ques- 
tions may  be  found  in  the  Opinions 
and  Reports  of  the  Judicial  Council  of 
the  American  Medical  Association.  In 
addition,  the  AMA  Judicial  Council  is 
like  the  TMA  Board  of  Councilors  in 
that  both  bodies  are  continually  re- 
viewing, discussing,  and  making  deci- 
sions on  questions  of  ethics  in  order 
to  keep  medical  ethics  on  a plane  with 
the  attitudes  and  atmosphere  of  the 
modern-day  world. 


Discipline:  local  to  national  levels 

A disciplinary  procedure  begins  at 
the  local  level  when  charges  are  filed 
against  a physician.  In  most  county 
medical  societies  in  Texas,  complaints 
are  investigated  initially  by  the  Public 
Grievance  Committee  or  a similar  body. 
The  chairman  of  the  committee  may 
assign  the  task  of  investigation  to 
either  one  committee  member  or  the 
entire  committee. 

At  a formal  investigation  by  the 
whole  committee,  verbatim  testimony 
may  be  taken,  but  transcripts  of  the 
proceedings  are  for  the  exclusive  use 
of  the  Public  Grievance  Committee. 
The  committee  may  at  any  time  give 
advice  to  a member  of  the  county  med- 
ical society  on  a “matter  of  profes- 
sional conduct.”  The  investigating  pro- 
ceedings are  closed;  only  committee 
members,  the  stenographer  taking  tes- 
timony, and  the  witness  being  heard  at 
the  time  are  allowed  to  be  present. 

After  the  investigation,  the  commit- 
tee must  present  the  matter  to  the 
Board  of  Censors  of  the  county  medical 
society  with  a recommendation  on 
whether  or  not  the  charge  should  be 
prosecuted.  If  the  opinion  on  the  rec- 
ommendation is  not  unanimous,  a 
minority  report  may  also  be  written 
and  submitted  to  the  Board  of  Censors 
along  with  the  report  of  the  entire  com- 
mittee. All  charges  and  complaints 
must  be  brought  before  the  Board  of 
Censors — even  if  cases  have  been  re- 
solved by  the  parties  prior  to  presenta- 
tion to  the  board. 

The  Public  Grievance  Committee, 
after  turning  the  case  over  to  the 
Board  of  Censors,  is  required  to  furnish 
a brief  written  statement  on  the  find- 
ings to  the  original  complainant  and 
the  accused  physician.  The  committee 
may  also  initiate  action  on  its  own 
“where  circumstances  warrant  such 
action.” 

After  the  matter  has  been  placed  in 
the  hands  of  the  Board  of  Censors  and 
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PRINCIPLES  OF  MEDICAL  ETHICS 


PREAMBLE 

These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high  level 
of  ethical  conduct.  They  are  not  laws  but  standards 
by  which  a physician  may  determine  the  propriety  of 
his  conduct  in  his  relationship  with  patients, 
with  colleagues,  with  members  of  allied  professions, 
and  with  the  public. 

SECTION  1 

The  principal  objective  of  the  medical  profession 
is  to  render  service  to  humanity  with  full  respect  for 
the  dignity  of  man.  Physicians  should  merit  the 
confidence  of  patients  entrusted  to  their  care,  render- 
ing to  each  a full  measure  of  service  and  devotion. 

SECTION  2 

Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill,  and  should  make  avail- 
able to  their  patients  and  colleagues  the  benefits 
of  their  professional  attainments. 

SECTION  3 

A physician  should  practice  a method  of  healing 
founded  on  a scientific  basis;  and  he  should  not  vol- 
untarily associate  professionally  with  anyone 
who  violates  this  principle. 

SECTION  4 

The  medical  profession  should  safeguard  the  public 
and  itself  against  physicians  deficient  in  moral 
character  or  professional  competence.  Physicians 
should  observe  all  laws,  uphold  the  dignity  and 
honor  of  the  profession  and  accept  its  self-imposed 
disciplines.  They  should  expose,  without  hesitation, 
illegal  or  unethical  conduct  of  fellow  members 
of  the  profession. 

SECTION  5 

A physician  may  choose  whom  he  will  serve.  In  an 
emergency,  however,  he  should  render  service 
to  the  best  of  his  ability.  Having  undertaken  the  care 
of  a patient,  he  may  not  neglect  him;  and  unless 
he  has  been  discharged  he  may  discontinue  his 


services  only  after  giving  adequate  notice.  He  should 
not  solicit  patients. 

SECTION  6 

A physician  should  not  dispose  of  his  services  under 
terms  or  conditions  which  tend  to  interfere  with 
or  impair  the  free  and  complete  exercise  of  his 
medical  judgment  and  skill  or  tend  to  cause  a deterio- 
ration of  the  quality  of  medical  care. 

SECTION  7 

In  the  practice  of  medicine  a physician  should  limit 
the  source  of  his  professional  income  to  medical 
services  actually  rendered  by  him,  or  under  his  super- 
vision, to  his  patients.  His  fee  should  be  commen- 
surate with  the  services  rendered  and  the  patient’s 
ability  to  pay.  He  should  neither  pay  nor  receive 
a commission  for  referral  of  patients.  Drugs,  remedies 
or  appliances  may  be  dispensed  or  supplied  by 
the  physician  provided  it  is  in  the  best  interests  of 
the  patient. 

SECTION  8 

A physician  should  seek  consultation  upon  request; 
in  doubtful  or  difficult  cases;  or  whenever  it 
appears  that  the  quality  of  medical  service  may  be 
enhanced  thereby. 

SECTION  9 

A physician  may  not  reveal  the  confidences  entrusted 
to  him  in  the  course  of  medical  attendance,  or 
the  deficiencies  he  may  observe  in  the  character  of 
patients,  unless  he  is  required  to  do  so  by  law 
or  unless  it  becomes  necessary  in  order  to  protect 
the  welfare  of  the  individual  or  of  the  community. 

SECTION  10 

The  honored  ideals  of  the  medical  profession  imply 
that  the  responsibilities  of  the  physician  extend 
not  only  to  the  individual,  but  also  to  society  where 
these  responsibilities  deserve  his  interest  and 
participation  in  activities  which  have  the  purpose  of 
improving  both  the  health  and  the  well-being 
of  the  individual  and  the  community. 
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if  further  action  is  deemed  necessary, 
they  hold  a more  formal  hearing,  using 
the  rules  and  regulations  set  forth  in 
Chapter  XI,  Section  3 of  the  TMA  By- 
Laws.  Then,  after  their  investigation  is 
complete,  the  Board  of  Censors  pre- 
sents all  testimony  gathered  in  the 
case  (or  a summary  of  testimony)  to 
the  Executive  Board  of  the  society  or, 
if  there  is  no  provision  for  a trial  before 
the  Executive  Board,  to  the  members 
of  the  society. 

The  procedure  shall  then  be  as  fol- 
low/s, according  to  Chapter  XI,  Section 
5(b)  of  the  By-Laws: 

“The  said  testimony  or  summary 
shall  be  read  to  the  society  [or  the 
Executive  Board],  which  shall  then 
proceed  to  vote  upon  the  guilt  or  inno- 
cence of  the  accused.  All  voting  shall 
be  by  written  ballot,  and  no  motion 
shall  be  necessary  to  initiate  voting, 
and  there  shall  be  no  discussion  or 
debate  of  the  issues  by  either  the  ac- 
cused or  any  member  of  the  compo- 
nent county  medical  society.” 

If  the  vote  declares  the  accused 
physician  “guilty,”  another  vote  is  re- 
quired to  determine  the  penalty.  Cen- 
sure and  suspension  each  require  a 
majority  vote  of  the  members  present 
and  voting;  for  expulsion,  a two-thirds 
vote  of  the  members  present  and  vot- 
ing is  necessary. 

An  accused  physician  who  is  not 
satisfied  with  the  verdict  of  his  county 
medical  society  still  has  an  avenue  of 
appeal:  the  TMA  Board  of  Councilors. 
Acting  as  an  appellate  court,  the  board 
may  grant  a review  of  a case  on  pro- 
cedural grounds,  but  not  on  a review 
of  the  facts.  Councilors  and  vice-coun- 
cilors will  then  designate  a date,  time, 
and  place  for  the  hearing  and  will  listen 
only  to  arguments  on  points  or  issues 
raised  in  the  “briefs  filed  with  the 
Board  of  Councilors  or  rebuttal  of  alle- 
gations in  the  opposing  party’s  brief.” 

Any  decision  by  the  board  will  be 


made  in  writing  and  will  list  the  rea- 
sons for  arriving  at  the  decision.  A 
copy  of  the  decision  will  be  placed  in 
the  office  of  the  Texas  Medical  Associ- 
ation, and  a copy  will  be  mailed  to  the 
appealing  member. 

The  Board  of  Councilors  also  re- 
ceives and  hears  appeals  that  individ- 
ual councilors  refer  to  the  entire  board 
for  discussion  and  decision. 

According  to  the  By-Laws,  “The  de- 
cisions of  the  Board  of  Councilors  in 
all  cases  shall  be  final,  except  that  a 
member  or  a component  county  medi- 
cal society  or  a district  society  may 
appeal  to  the  Judicial  Council  of  the 
American  Medical  Association  in  ac- 
cordance with  the  By-Laws  of  that  or- 
ganization.” Thus,  the  Board  of  Coun- 
cilors is  an  important  link  in  the  chain 
of  discipline  that  the  medical  profes- 
sion has  chosen  to  impose  upon  its 
members  in  order  to  protect  patients 
and  the  high  standards  of  the  pro- 
fession. 

Deciding  questions  of  ethics 

Over  the  years,  the  Board  of  Counci- 
lors has  made  numerous  decisions  re- 
lating to  questions  of  medical  ethics 
that  have  greatly  affected  the  lives  of 
physicians  and  their  patients. 

“I  think,”  said  Dr.  Charles  B.  Dry- 
den,  Jr.,  of  Wichita  Falls,  chairman  of 
the  Board  of  Councilors,  “that  two  of 
the  most  significant  actions  the  board 
has  taken  are  the  guidelines  for  con- 
sultative review  which  the  board  an- 
nounced about  a year  ago  and  the 
more  recent  work  that  we  are  doing  in 
redefining  the  relationship  between  the 
medical  doctor  and  the  osteopathic 
physician.” 

The  position  on  the  MD-DO  relation- 
ship began  changing  in  the  spring  of 
1967,  when  the  House  of  Delegates  of 
TMA  adopted  the  position  statement 
recommended  by  the  Board  of  Counci- 
lors: “Doctors  of  Osteopathy  who  prac- 


tice scientific  medicine  on  an  ethical 
basis  are  not  cultists.”  Prior  to  that 
time,  all  osteopathic  physicians  were 
classified  as  cultists. 

In  interpreting  the  statement  in 
1968,  the  Board  of  Councilors  stated, 
“It  is  the  full  responsibility  of  the  indi- 
vidual doctor  of  medicine  to  determine 
first  that  the  doctor  of  osteopathy  is 
both  ethical  and  practicing  scientific 
medicine  before  entering  into  consul- 
tation. If  these  criteria  are  established, 
it  is  then  ethical  for  a doctor  of  medi- 
cine to  consult  with  a doctor  of  osteo- 
pathy in  whatever  manner  is  both  ethi- 
cal and  scientific  for  the  benefit  of  the 
patient.” 

At  the  1971  Annual  Session,  then 
TMA  President  Dr.  Walter  Walthall,  him- 
self a past  member  of  the  Board  of 
Councilors,  urged  that  the  Association 
open  its  doors  to  osteopaths,  and  at  a 
joint  meeting,  the  Board  of  Councilors 
and  the  Council  on  Medical  Education 
and  Hospitals  heard  speakers  and  dis- 
cussed extensively  the  MD-DO  relation- 
ship. As  a result  of  these  discussions, 
the  House  of  Delegates  recommended 
changing  the  TMA  Constitution  and 
By-Laws  to  permit  membership  in  TMA 
for  state  osteopaths.  The  action  must 
lay  over  for  a year,  and  a vote  on  the 
recommendation  is  to  be  made  at  the 
1972  Annual  Session. 

Fee  splitting,  credit  cards,  etc. 

One  practice  that  the  board  has  de- 
clared to  be  unethical  is  fee  splitting. 
Although  the  definition  of  fee  split- 
ting is  generally  straightforward,  many 
questionable  situations  can  arise.  For 
example,  councilors  and  vice-council- 
ors were  recently  asked  to  give  an 
opinion  on  whether  or  not  a proposed 
contract  between  a physician  and  a 
hospital  met  all  the  requirements  nec- 
essary to  satisfy  medical  ethics.  One 
of  the  terms  of  the  contract  guaran- 
teed the  professional  income  of  the 
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physician.  This  contract  provision  con- 
stituted fee  splitting,  according  to 
board  members,  and  they  reiterated 
the  board’s  position  concerning  hospi- 
tal-physician relationships. 

Another  modern  phenomenon — med- 
ical credit  card  plans — -was  considered 
by  the  Board  of  Councilors  in  1968.  At 
that  time,  they  ruled  that  participation 
by  physicians  in  such  plans  must  be 
judged  in  light  of  the  individual  plan 
and  the  following  criteria: 

1.  The  plan  can  contain  no  aspect 
which  might  be  construed  as,  or  ap- 
pear to  be,  solicitation  of  patients  or 
advertising. 

2.  The  plan  may  not  compensate  or 
profit  the  physician  for  other  than  his 
professional  services. 

3.  There  can  be  no  exploitation  of 
the  patient. 

4.  There  can  be  no  unnecessary  in- 
crease in  the  cost  of  medical  care. 

The  yellow  pages  of  the  telephone 
book  are  yet  another  situation  which 
the  Board  of  Councilors  has  consid- 
ered. After  a study  by  a subcommittee 
of  the  board  several  years  ago,  council- 
ors issued  a report  on  the  matter, 
emphasizing  that  local  county  socie- 
ties should  be  the  proper  authority  to 
control  yellow  page  listings.  The  board 
did  suggest,  however,  that  telephone 
companies  be  advised  that  clinics 
should  be  designated  as  medical,  os- 
teopathic, et  cetera;  that  it  is  illegal  to 
use  “Dr.”  without  specifying  MD,  DO, 
et  cetera;  that  the  type  used  in  listings 
should  be  uniform  and  simple;  and 
that  listings  should  not  be  carried  in 
localities  other  than  that  where  the 
physician  has  an  office.  The  report 
also  recommended  that  specialty  list- 
ings be  discontinued;  however,  the 
board  stressed  that  this  was  an  option- 
al matter  for  local  county  medical  soci- 
eties to  decide.  The  board  also  com- 
mented that  if  specialty  listings  are 
desired  in  a community,  they  should 


be  entered  according  to  the  Directory 
of  Medical  Specialists. 

In  each  of  these  situations,  the 
Board  of  Councilors  had  to  consider 
what  would  be  in  the  best  interests  of 
the  physicians  in  the  state  and  their 
patients. 

Liaison  with  others 

Through  its  Subcommittee  on  Li- 
aison with  Allied  Health  Professions 
(pharmacy,  osteopathy,  and  optome- 
try) and  its  Committee  on  Liaison  with 
the  State  Bar  of  Texas,  the  Board  of 
Councilors  attempts  to  keep  up  with 
the  ideas  and  activities  of  other  groups 
who  deal  with  members  of  the  medical 
profession. 

Often  the  discussions  with  these 
groups  result  in  a statement  on  some 
matter  of  medical  ethics.  One  recent 
example  dealt  with  labeling  of  drugs. 
At  the  September,  1970,  meeting  of 
the  Board  of  Councilors,  the  Subcom- 
mittee on  Liaison  with  Allied  Health 
Professions  reported  the  results  of  dis- 
cussions with  members  of  the  Texas 
Pharmaceutical  Association.  The  entire 
board  then  reiterated  the  following 
policy: 

1.  Each  physician  should  establish 
a policy  within  his  office  concerning 
disposal  of  unused  drug  samples. 
Should  the  physician  dispense  sam- 
ples, each  sample  must,  by  law,  be 
labeled  with  (1)  the  doctor’s  name, 
(2)  the  patient’s  name,  (3)  directions 
for  dosage,  and  (4)  the  date. 

2.  The  labeling  of  prescriptions  with 
the  content  of  drugs  should  be  left  to 
the  discretion  of  the  prescribing  phy- 
sician. 

3.  The  subcommittee  also  consid- 
ered (1)  dispensing  physicians,  (2) 
prescription  pads  carrying  the  name  of 
a specific  pharmacy,  (3)  doctors  hav- 
ing a direct  telephone  line  to  a pharma- 
cist, (4)  medication  orders  in  nursing 
homes,  (5)  telephone  orders,  and  (6) 
changes  in  dosage  on  refills. 


What  about  the  future? 

What  will  the  Board  of  Councilors 
consider  in  the  future?  Peer  review  and 
governmental  control  of  private  prac- 
tice are  two  likely  topics  for  the  board, 
reports  Dr.  Dryden.  Others,  no  doubt, 
will  be  linked  to  the  changing  world — 
to  economics,  to  overpopulation,  to  the 
rapid  expansion  of  technology.  But  old, 
perennial  problems  will  be  around,  too. 
At  their  coming  meeting  in  October, 
councilors  and  vice-councilors  will  give 
attention  to  a familiar  problem,  drug 
experimentation  involving  humans. 

The  future  holds  problems  and 
promises  for  the  Board  of  Councilors — 
and  for  the  entire  medical  profession 
that  the  board  serves. 
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come  lo^elhei ! 

To  the  25th  AMA  Clinical  Convention  in  New  Orleans. 
Participation  will  be  the  key  at  this  medical 
meeting  — you  and  your  colleagues  getting  to- 
gether for  a useful  and  rewarding  learning 
experience.  Evaluating  and  discussing  the  problems 
of  clinical  medicine. 

The  scientific  program  is  outstanding,  with  three  in- 
depth  postgraduate  courses  on  Behavioral  Problems 
in  Children  and  Adolescents;  Cardiovascular 
Disease;  and  Fluid  and  Electrolyte  Balance.  Other 
sessions  you’ll  want  to  attend  include  Diagnostic 
Evaluation  and  Management  of  Joint  Diseases; 
Dermatological  Problems  in  Everyday  Practice; 

Current  Concepts  in  Gastroenterology;  Office 
Gynecology;  Management  of  Common  Problems,  and 
a Symposium  on  Diverticular  Disease  of  the  Colon. 

Along  with  these  sessions  are  dozens  of  scientific 
and  industrial  exhibits  to  help  Inform  you  of  the 
latest  research  and  the  newest  products  and  services. 

Plan  to  be  there.  See  the  complete  scientific 
program  and  registration  forms  in  the  October  18th 
issue  of  JAMA. 

25th 

flflin  Cliniccil  Convention 
november  28  - December  1. 1971 
the  RiYer9ote 
Convention  Center 
fleui  Orlectn/ 


PERSONALS 


Dr.  Asa  W.  DeLoach,  chief  of  the  psy- 
chiatry service  at  Presbyterian  Hospi- 
tal of  Dallas  since  1966,  assumed  the 
position  of  interim  chairman  of  the 
department  of  psychiatry  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas  on  July  1. 

Dr.  DeLoach  also  became  chief  of 
psychiatry  at  Parkland  Memorial  Hos- 
pital and  received  an  appointment  as 
professor  of  psychiatry  when  he  took 
over  the  position. 

The  Texas  Senate  passed  a resolution 
commending  Dr.  Aubrey  L.  Goodman, 
Waco  obstetrician-gynecologist,  for  his 
studies  in  the  field  of  drugs. 

Dr.  R.  B.  Marshall,  professor  and  direc- 
tor of  surgical  pathology  at  The  Uni- 
versity of  Texas  Medical  Branch  at  Gal- 
veston, was  recently  elected  a member 
of  the  Anatomical  Council  of  the  Amer- 
ican Society  of  Clinical  Pathologists. 

For  her  15  years  of  service  as  medical 
director  of  Blood  Services  in  El  Paso, 
Dr.  Rita  L.  Don  received  a special 
commendation  for  outstanding  com- 
munity service. 

The  award  was  presented  by  W. 
Quinn  Jordan,  president  of  Blood 
Services,  at  a conference  in  Scottsdale, 
Ariz. 

Dr.  Wayne  F.  Baden  of  Temple  will 
take  office  as  chairman  of  the  Texas 
section  of  the  American  College  of  Ob- 
stetricians and  Gynecologists  at  the 
annual  meeting  of  district  VII  of  the 
college  in  Wichita,  Kan.,  in  October. 

Dr.  Baden  is  director  of  the  division 
of  obstetrics  and  gynecology  at  Scott 
and  White  Clinic  Hospital. 

During  one  week  in  May,  Dr.  Vernie  A. 
Stembridge,  professor  and  chairman  of 
the  department  of  pathology  at  The 
University  of  Texas  Southwestern  Medi- 
cal School  at  Dallas,  served  as  "Con- 
sultant Pathologist  of  the  Week”  at 
the  Armed  Forces  Institute  of  Pathol- 
ogy. The  pathologist  lectured  to  the 
professional  staff  on  “Medical  Educa- 
tion— Change  or  Progress.” 

Dr.  Stembridge  is  a member  of  the 
Texas  Society  of  Pathologists. 


New  officers  of  the  International  Med- 
ical Assembly  of  Southwest  Texas  in- 
clude Drs.  J.  B.  Morrison  of  San  An- 
tonio, president;  Sam  Nixon  of  Flores- 
ville,  president-elect;  Edward  C.  Held 
of  San  Antonio,  vice-president;  Chester 
C.  Shotts,  Jr.,  of  San  Antonio,  vice- 
president;  and  Clifton  F.  Douglass,  Jr., 
of  San  Antonio,  secretary-treasurer. 

Directors  for  1972  include  Drs. 
John  B.  King,  Jr.,  Irwin  Kurtz,  and 
Merle  W.  Delmer,  all  of  San  Antonio. 

Baylor  professor  of  pharmacology.  Dr. 
Montague  Lane,  has  been  elected  pres- 
ident of  the  American  Society  for  Clini- 
cal Pharmacology  and  Therapeutics. 
Dr.  Lane  will  serve  a one-year  term  as 
leader  of  the  organization,  which  has 
a membership  of  more  than  1,000. 

Huntsville  general  practitioner  Dr.  Hal- 
ford R.  Conwell  was  a recent  recipient 
of  the  Safe  Pilot  Certificate,  the  high- 
est award  of  the  National  Pilots  As- 
sociation. 

Dr.  Conwell  accumulated  2,240  ac- 
cident-free hours  since  he  began  pilot- 
ing airplanes  in  1941  to  qualify  for  the 
award. 


Dr.  Ira  A.  Budwig,  vice-president  of  the 
El  Paso  County  Medical  Society  and 
vice-councilor  of  the 
First  District  Medical 
Society,  has  been  elect- 
ed vice-president  of  pro- 
gram services  for  the 
United  Cerebral  Palsy 
Association  of  Texas, 
Inc. 

Dr.  Budwig  has 
served  as  medical  di- 
rector of  the  Rehabilitation  and  Cere- 
bral Palsy  Center  and  as  a member  of 
the  Medical-Professional  Advisory  and 
Evaluation  Board  of  the  association 
since  1964. 

Dr.  Abel  J.  Leader,  Houston  urologist, 
was  recently  named  to  the  national 
medical  board  of  Planned  Parenthood 
— World  Population. 

Reappointed  by  Texas  Gov.  Preston 
Smith  to  another  six-year  term  on  the 
Texas  State  Board  of  Health  was  Hous- 
ton general  surgeon  Dr.  Hampton  C. 
Robinson. 

Dr.  Robinson  has  served  on  the 
board  for  many  years. 


Dr.  Charles  D.  Bussey  (right),  medical  director  of  Reserve  Life  Insurance  Com- 
pany in  Dallas,  was  honored  in  ceremonies  at  the  17th  annual  convention  of  the 
Southwest  Insurance  Association.  Dr.  Bussey  accepted  the  Golden  Insurance 
Award  “for  meritorious  service  rendered  the  insurance  industry  and  his  profes- 
sion” from  the  president  of  the  association,  Ron  Crowder  (left)  of  Group  Life 
and  Health  Insurance  Company  of  Dallas.  Dr.  Bussey  has  also  served  on  the 
Hospitals-Physicians-lnsurance  Joint  Advisory  Committee  of  Texas. 
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WHAT  ARE  AMPHETAMINES? 

When  drug  abuse  is  menlioned,  mosi  people  auioma- 
lically  ihink  of  the  “hard”  drugs— opium,  morphine  and 
heroin.  Few  people  consider  the  many  non-narcotic 
drugs  which,  when  administered  in  the  proper  doses 
under  a physician’s  care.liave  a therapeutic  effect.  How- 
ever, when  abused— taken  without  professional  super- 
vision—these  drugs  can  aggravate  personal  and  social 
problems.  Among  the  most  widely  abused  non-narcotic 
drugs  arc  amphetamines,  commonly  called  “pep-pills.” 

Amphetamines  have  chemical  properties  that  stimu- 
late (speed)  the  actions  of  the  central  nervous  system. 
In  many  ways,  the  effects  of  amphetamines  contrast 
with  those  of  another  non-narcotic  drug— barbiturates; 
barbiturates  slow  down  (depress)  the  actions  of  the 
central  nervous  system. 

WHY  DO  DOCTORS  PRESCRIBE 
AMPHETAMINES? 

Amphetamines  arc  used  medically  to  (1)  curb  the  appe- 
tite when  weight  reduction  is  necessary;  (2)  relieve  mild 
depression:  and  (3)  keep  patients  awake  in  narcolepsy 
—a  disease  characterized  by  uncontrollable  desire  to 
sleep. 

Although  the  efficacy  of  amphetamines  in  these  cases 
has  not  been  questioned,  controversy  surrounds  their 
ultimate  value  since,  when  taken  over  a long  period  of 
time,  the  patient  might  develop  dependence  upon  the 
drug— particularly  if  he  violates  his  physician’s 
precautions. 
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WHAT  IS  MARIHUANA? 
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ABUSED? 

ministration  of  LSD  by  college  and 
;nts  has  increased  rapidly  in  the  past 
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WHAI'  Alii:  The  effects  of  lsd? 

Although  much  research  must  still  be  done  regarding 
the  effects  of  LSD,  important  information  has  already 
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BaRBiTUR^TGS 


WHAT  ARE  BARBITURATES? 

When  administered  under  a doctor's  direction,  barbi- 
turates have  proven  to  be  effective  therapeutic  drugs 
for  a variety  of  medical  problems.  However,  barbiturate 
abuse— unsupervised  self-medication- presents  a dan- 
ger at  least  as  great  as  narcotic  abuse.  Extreme  mental 
and  emotional  confusion  with  eventual  tragic  conse- 
quences (death  is  not  uncommon)  may  result  from 
abuse  of  barbiturates. 

Barbiturates  are  the  main  depressant  drugs  used  in 
medical  practice  today  to  sedate  or  to  calm  patients 
and/or  to  induce  or  produce  sleep.  Their  effect  is 
opposite  to  that  of  amphetamines;  amphetamines  stim- 
ulate the  central  nervous  system  while  barbiturates  act 
as  depressants— slow  down  the  actions  of  the  central 
nervous  system. 

HOW  ARE  BARBITURATES  ABUSED? 

Some  people  have  used  the  sedative  or  hypnotic  effect 
of  barbiturates  as  a way  to  escape  serious  personal 
problems:  others  lake  barbiturates  to  counteract  the 
effect  of  stimulant  drugs  such  as  amphetamines,  estab- 
lishing a cyclical  pattern  of  sedation-stimulation. 

Frequently,  barbiturates  are  used  in  combination 
with  other  drugs,  mainly  alcohol  and/or  opiates,  both 
by  thrill  seekers  and  chronic  drug  abusers.  Such  experi- 
mental combinations  are  extremely  hazardous  since  all 
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Millions  of  Americans  are  abusing  drugs 


Drug  abuse  has  emerged  into  sharp  focus  as  a 
difficult  problem  of  growing  concern  to  the  medical 
profession  and  the  public.  Of  particular  concern  is 
the  fact  that  many  young  people  today  are  experi- 
menting with  marihuana  and  a wide  array  of  other 
drugs.  Although  many  are  highly  sophisticated,  young 
people  are  not  truly  aware  of  the  dangers  posed  by 
abuse  of  drugs. 


Because  of  the  severity  of  the  problem  and  the 
confusion  which  exists,  in  many  quarters,  about 
whether  certain  drugs  are  truly  dangerous,  there  is 
an  urgent  need  for  intensive  public  education. 

The  five  leaflets  shown  above  provide  facts  that 
will  be  eagerly  received  by  the  public.  Order  the 
quantity  you  need  today.  There  is  no  charge. 


ORDER  THESE  PAMPHLETS  TODAY— FREE— FROM  TMA! 
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Licensure  statistics 
announced  by  board 

At  the  last  meeting  of  the  Texas  State 
Board  of  Medical  Examiners,  a total  of 
351  licenses  were  issued  by  examina- 
tion, reports  board  secretary  Dr.  M.  H. 
Crabb. 

Of  this  number,  300  new  physicians 
receiving  licenses  were  from  Texas 
medical  schools,  44  were  foreign  grad- 
uates, and  7 were  from  out-of-state 
schools.  Failures  totaled  16. 

In  addition  to  licenses  issued  by  ex- 
amination, 135  reciprocity  applicants 
were  approved  for  licensure.  Of  these, 
17  were  graduates  of  foreign  medical 
schools.  Three  applicants  for  recipro- 
city were  denied  licensure. 

The  Board  of  Medical  Examiners  also 
issued  three  duplicate  licenses  at  their 
Aug.  19-22,  1971,  meeting. 

Seminar  dates  set 
by  UT  San  Antonio 

As  part  of  its  program  for  continuing 
medical  education,  The  University  of 
Texas  Medical  School  at  San  Antonio 
began  presenting  its  second  series  of 
Therapeutics  Seminars  on  Sept.  16. 

The  series  of  18  seminars  deals  with 
commonly  encountered  illness  on  a 
practical  patient-care  level  and  is  di- 
rected to  practicing  physicians,  medical 
students,  faculty,  and  house  staff. 

Physicians  from  all  over  South  Texas 
will  be  able  to  take  part  in  the  semi- 
nars through  a remote  “Teleconfer- 
ence” system,  a two-way  telephone 
communication  technique  which  allows 
the  physician  to  hear  the  speaker,  see 
the  slides,  and  participate. 

Twenty-five  hospitals  in  South  Texas 
are  participating  in  the  Teleconference 
program. 

They  include;  Alice  Physicians  and 
Surgeons  Hospital;  Holy  Cross  Hospital 
and  Bergstrom  Air  Force  Base  Hospi- 
tal, Austin;  Beeville  Memorial  Hospital; 
Mercy  Hospital,  Brownsville;  Memorial 
Medical  Center  and  Spohn  Hospital, 
Corpus  Christi;  Winter  Garden  Hospital, 
Crystal  City;  Cuero  Community  Hospi- 
tal; Val  Verde  Memorial  Hospital,  Del 
Rio;  Maverick  County  Hospital,  Eagle 
Pass;  Floresville  Memorial  Hospital;  Hill 
Country  Memorial  Hospital,  Fredericks- 
burg; Valley  Baptist  Hospital,  Harlin- 
gen; Sid  Peterson  Memorial  Hospital, 
Kerrville;  Kleberg  County  Hospital, 


Kingsville;  Mercy  Hospital,  Laredo;  Mc- 
Allen General  Hospital;  New  Braunfels 
Hospital;  Champ  Traylor  Hospital,  Port 
Lavaca;  Hayes  Memorial  Hospital,  San 
Marcos;  San  Antonio  State  Chest  Hos- 
pital; Guadalupe  Valley  Hospital,  Se- 
guin;  Uvalde  Memorial  Hospital;  and 
Knapp  Memorial  Methodist  Hospital, 
Weslaco. 

Each  seminar  will  be  presented  by  a 
moderator  and  three  or  four  expert  pan- 
elists. There  will  be  one  hour  of  dis- 
cussion followed  by  15  minutes  of 
questions  and  answers. 

Conferences  begin  at  12:30  p.m.  in 
the  medical  school  auditorium,  and  a 
buffet  luncheon  will  be  served  at  noon. 

Each  program  is  acceptable  for  one 
prescribed  hour  by  the  American  Acad- 
emy of  General  Practice,  whether  at- 
tended at  the  medical  school  in  San 
Antonio  or  any  of  the  hospital  telelec- 
ture sites. 

Additional  dates  and  subjects  of  the 


seminars  are: 

Sept.  30,  1971 

Thyroid 

Disorders 

Oct.  14,  1971 

Tuberculosis 

Oct.  28,  1971 

Pneumonia 

Nov.  11,  1971 

Cirrhosis 

Dec.  2,  1971 

Arrhythmias 

Dec.  16,  1971 

Diabetic  Coma 

Jan.  6,  1972 

Complicated 

Diabetes 

Jan.  20,  1972 

Aches  and  Pains 

Feb.  3,  1972 

Seizures 

Feb.  17,  1972 

Stroke 

March  2,  1972 

Status 

Asthmaticus 

March  16,  1972 

Anemia 

March  30,  1972 

Anticoagulants 

April  13,  1972 

Anxiety- 

Depression 

April  27,  1972 

Selected 

Gynecologic  Problems 

May  11,  1972 

Selected 

Pediatric  Problems 

May  25,  1972 

Sexual 

Inadequacy 

Fall  sports  and  heat 
can  prove  dangerous 

The  athlete  beginning  practice  for  foot- 
ball and  other  fall  sports  should  take 
a few  precautions  to  forestall  the 
threat  of  serious  heat  illness,  the  Amer- 
ican Medical  Association  warns. 

“Each  fall,  particularly  since  air  con- 
ditioning became  popular,  there  have 
been  cases  of  serious  illness — and 


even  some  deaths — from  heat  illness 
in  athletes,”  said  a spokesman  for  the 
AMA’s  Committee  on  the  Medical  As- 
pects of  Sports.  “Under  conditions  of 
very  warm  and  humid  weather  found 
in  many  parts  of  the  country,  special 
precautions  are  needed  to  prevent  heat 
fatigue,  heat  exhaustion,  and  heat 
stroke.” 

Heat  fatigue  dulls  the  athlete’s  alert- 
ness and  increases  the  possibility  of 
injury,  and  heat  exhaustion  and  heat 
stroke  can  do  serious  harm — or  even 
cause  death. 

Proper  precautions  can  prevent  all 
three. 

The  AMA  offers  these  suggestions 
which  physicians  may  want  to  pass  on 
to  coaches  and  athletes  for  avoiding 
heat  illness: 

1.  All  team  candidates  should  un- 
dergo a careful  medical  history  and 
checkup  by  a physician,  before  prac- 
tice begins,  to  spot  and  take  steps  to 
forestall  potential  physical  problems. 

2.  During  warm  weather,  workouts 
should  be  scheduled  for  cooler  morn- 
ing or  early  evening  hours. 

3.  Athletes  should  get  used  to  the 
weather  by  exercising  in  carefully  grad- 
uated schedules.  This  makes  good 
sense  for  any  kind  of  conditioning  and 
is  especially  important  in  hot  weather. 

4.  Rest  periods  of  15  to  30  minutes 
should  be  scheduled  whenever  work- 
outs last  an  hour  or  more. 

5.  Clothing  should  be  light-colored, 
to  reflect  heat;  loose  and  comfortable, 
to  allow  body  heat  to  escape;  and  ab- 
sorbent, to  help  get  rid  of  heat  through 
sweat  evaporation. 

6.  Anyone  doing  strenuous  activity 
should  take  water  at  least  once  an  hour 
and  use  extra  salt  on  food  to  restore 
water  and  salt  lost  through  sweating. 
Salt  tablets  can  irritate  the  stomach, 
but  salt  added  at  a rate  of  one  tea- 
spoon to  six  quarts  of  drinking  water 
will  help  restore  that  lost. 

7.  On  the  same  principle,  rubberized 
clothing  or  other  devices  designed  to 
“sweat  down”  athletes  can  be  hazard- 
ous to  health. 

8.  Coaches  must  watch  their  players 
carefully  for  signs  of  trouble — lethargy, 
stupor,  awkwardness,  or  unusual  fa- 
tigue— and  know  how  to  recognize  and 
provide  emergency  care  for  heat  ill- 
nesses. This  includes  having  a prear- 
ranged plan  for  getting  medical  help 
quickly. 
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For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physics!  and  Psychoiogicai  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 


ONCOLOGY  ASSOCIATES 

Oscar  L Morphis,  M.D.,  F.A.C.R. 

Marcus  J.  Sedimeir,  M.D.,  D.A.B.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Chemotherapy 

Consultant-Physicist 

Tom  B.  Bond, 

M.D.,  F.A.C.R. 

Consultant 

1550  West  Rosedale,  Suite  620 

Fort  Worth  336-2028 

Starlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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TEXAS  MEDICINE 


Empirin*  compound  with 
Codeine,  gri/j  or  gri 

Helps  overpower  i: 


Each  tablet  contains:  aspirin  gr.  3V2, 
phenacetin  gr.  2V2,  caffeine  gr.  V2. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  ¥2. 

No.  4contains codeine  phosphate* <64.8  mg.)  gr.  1. 
'(Warning— may  be  habit  forming.) 

% 

Empirin  Compound  with  Codeine  is  now  classified  in  Sc'tedule  III, 
Available  on  oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  State  law. 

Complete  literature  available  on  request  from  Professional  Services  Dept  PML 


iBiiii-hii 
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/ Burroufl^hs  Wellcome  Co 

, l/g  / Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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in  stable  adult  diabetes,  if  diet  alone fails... 

startwith 

DBFTD 

(phenformin  HCl) 

timed-disintegration  capsules  50  mg.  ' 


■V. 
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biguanide: 


not  a sulfonylurea 

Lowers  elevated  blood  sugar  without  increasing 
endogenous  insulin  secretion. 

Probably,  secondary  to  its  hypoglycemic  effect, 
decreases  insulin  oversecretion. 

This  may  help  to  reduce  lipogenesis  and  facilitate  lipolysis, 
which  may  account  fortheclinically  reported 
loss  of  excess  body  weight  and  lowering  of  elevated 
serum  cholesterol  levels  in  overweight, 
hypercholesteremic,  stable  adult  diabetics 
unresponsive  to  diet  alone. 


, i 


lowers  elevated 
blood  sugar 


Howto  prescribe  DBI®-TD  (phenformin  HCI) 

To  start  with  DBI-TD 

ef- 
be 


Week  2 Continue  effective  DBI-TD  dosage. 

If  necessary,  add  an  additional  cap- 
sule to  the  A.M.  or  P.M.  dose. 

There-  Continue  effective  DBI-TD  dosage. 

after 


Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  fail- 
ures, primary  and  secondary.  Contraindications:  Diabetes  mel- 
litus that  can  be  regulated  by  diet  alone;  juvenile  diabetes  that 
is  uncomplicated  and  well  regulated  on  insulin;  acute  compli- 
cations of  diabetes  (metabolic  acidosis,  coma,  infection,  gan- 
grene); surgery;  severe  hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse,  after  disease  states  associated 
with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided. 
Until  adequate  data  on  the  effects  of  DBIon  the  human  fetus 
are  available,  such  use  can  be  considered  experimental.  Pre- 
cautions: Starvation  Ketosis,  which  must  be  differentiated 
from  ‘‘insulin  lack"  ketosis,  and  is  characterized  by  ketonuria 
in  spite  of  relatively  normal  blood  and  urine  sugar,  may  result 
from  excessive  DBI  therapy,  excessive  insulin  reduction  or 
insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or 
insulin  dosage,  or  supplying  carbohydrates,  alleviates  this 
state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING 
BLOOD  AND  URINE  SUGARS.  Lactic  Acidosis:  DBI  is  not  rec- 
ommended in  the  presence  of  azotemia  or  in  any  clinical  situa- 
tion that  predisposes  to  sustained  hypotension  that  could  lead 
to  lactic  acidosis. To  differentiate  lactic  acidosis  from  ketoacido- 
sis, it  is  recommended  that  periodic  determinations  of  ketones 


USV  PHARMACEUTICAL  CORP.,  Tuckahoe,  N.Y.  10707 


Week  1 1 capsule  with  breakfast  may  be 
fective,  or  a second  capsule  may 
given  with  the  evening  meal. 


To  transfer  from  sulfonylurea  therapy  to  DBI-TD 
alone:  The  first  week,  withdraw  sulfonylurea;  start 
with  DBI-TD  as  indicated  in  the  chart. 

To  transfer  from  sulfonylurea  therapy  to  combined 
therapy  with  DBI-TD:  The  first  week,  continue  dos- 
age of  sulfonylurea;  add  DBI-TD  as  indicated  in  the 
chart.  When  effective  regulation  of  diabetes  is  at- 
tained, sulfonylurea  may  be  reduced  and/or  with- 
drawn. 


in  the  blood  and  urine  be  made  in  diabetics  previously  stabi- 
lized on  DBI,  or  DBI  and  insulin,  who  have  become  unstable.  If 
electrolyte  imbalance  is  suspected,  periodic  determinations 
should  also  be  made  of  electrolytes,  pH  and  the  lactate-pyruvate 
ratio.  DBI  should  be  withdrawn  and  insulin,  when  required, 
and  other  corrective  measures  instituted  immediately  upon 
the  appearance  of  any  metabolic  acidosis.  Hypoglycemia: 
Although  hypoglycemic  reactions  are  rare  when  DBI  is  used 
alone,  every  precaution  should  be  observed  during  the  dosage 
adjustment  period  particularly  when  insulin  or  a sulfonylurea 
has  been  given  in  combination  with  DBI.  Adverse  Reactions: 
Principally  gastrointestinal,  occurring  more  often  at  higher 
dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diarrhea.  Reduce 
dosage  at  first  sign  of  these  symptoms.  In  case  of  vomit- 
ing, DBI  should  be  immediately  withdrawn.  Although  rare, 
urticaria  and  gastrointestinal  symptoms  following  exces- 
sive alcohol  intake  have  been  reported.  Dosage:  1 to  3 
DBI-TD  50  mg.  capsules  daily.  FSN  6505-724-6331. 

Also  Available:  DBI  tablets  25  mg.  Supplied:  Bottles 
of  100  and  1000. 
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state  board  announces 
July  RN  test  results 

The  Board  of  Nurse  Examiners  for  the 
State  of  Texas  has  announced  that 
727  candidates  successfully  complet- 
ed the  July  8-9  examination  held  in 
Austin. 

This  brings  to  945  the  total  number 
of  nurses  registered  by  examination  in 
the  state  this  year.  Some  218  nurses 
were  registered  by  the  board  after  its 
April  examination. 

Thirty-three  of  the  July  candidates 
are  graduates  of  nursing  schools  out- 
side of  the  United  States  and  are 
also  registered  in  their  home  country. 
Twenty-four  are  out-of-state  nursing 
school  graduates  who  took  the  test  for 
licensure  in  Texas. 

The  board  announced  that  the  next 
State  Board  Test  Pool  Examination  will 
be  held  Oct.  5-6  in  Austin. 


PAMPHLETS 


From  a Voice  Behind  the  Wheel  comes 
statistics  dealing  with  traffic  mishaps 
during  1970. 

Voice  Behind  the  Wheel,  a pamphlet 
in  the  "A  Voice  in  Society”  series  pre- 
pared and  published  by  the  Travelers 
Insurance  Companies,  presents  a sta- 
tistical breakdovi/n  of  the  deaths  and 
injuries  produced  by  automobile  acci- 
dents during  the  past  year. 

Roger  C.  Wilkins,  chairman  of  the 
board  of  Travelers,  noted  in  the  pref- 
ace to  the  booklet,  "For  the  first  time 
in  more  than  ten  years,  we  can  report 
in  these  pages  that  total  highway 
deaths  through  accident  for  the  pre- 
ceding year  have  gone  down.”  More 
than  55,200  persons  were  killed  in 
traffic  accidents  during  1970,  while 
the  1969  death  toll  was  56,500. 
“Much  of  this  reduction  is  due  to  the 
new  safety  features  which  have  been 
installed  in  new  vehicles  since  1966,” 
said  Wilkins. 

The  number  of  injuries  suffered  in 
traffic  mishaps  increased,  however.  In 
1969,  some  4,700,000  drivers,  passen- 
gers, and  pedestrians  were  injured  on 
US  highways.  In  1970,  the  comparable 
figure  was  5,100,000. 

The  publication  also  notes  that  ex- 
cessive speed  was  a major  factor  in 


more  than  39%  of  the  traffic  deaths 
occurring  last  year,  and  nearly  half  of 
the  fatal  accidents  took  place  on  week- 
ends and/or  at  night.  Drivers  under  25 
years  old  were  involved  in  more  than 
one-third  of  all  accidents — fatal  and 
non-fatal — although  this  age  group 
accounts  for  only  one-fifth  of  all  li- 
censed drivers. 

Inquiries  pertaining  to  the  statistics 
or  requests  for  copies  of  the  booklet 
should  be  directed  to  John  G.  O’Brien, 
The  Travelers,  Hartford,  Conn.  06115. 

Joining  together  to  promote  a knowl- 
edge of  first  aid  procedures  among 
Mexican-Americans,  the  Texas  Chap- 
ter of  the  American  Academy  of  Pedi- 
atrics and  the  Texas  Pediatric  Society 
are  now  distributing  Spanish-language 
first  aid  charts. 

The  11-  by  18-inch  charts  were  orig- 
inally published  in  English  by  the 
American  Academy  of  Pediatrics.  The 
black-and-white  charts  outline  first  aid 
procedures  for  insect  and  animal  bites, 
burns,  falls,  cuts,  nosebleeds,  convul- 
sions, poisoning,  artificial  respiration, 
and  other  emergency  situations. 

Physicians,  medical  groups,  and 
hospitals  may  order  10  charts  for 
$1.50,  50  charts  at  $4.50,  or  100 
charts  for  $8,  Requests  and  checks  for 
the  charts  should  be  mailed  to  the 
Texas  Pediatric  Society  Administrative 
Office,  1801  N.  Lamar  Blvd.,  Austin 
78701. 

How  to  Cope  with  Crises  is  the  title 
of  a new  Public  Affairs  Pamphlet  au- 
thored by  Theodore  Irwin. 

This  new  pamphlet  looks  into  the 
definition  of  a crisis  and  suggests  ways 
of  triumphing  over  adversity.  It  dis- 
cusses such  questions  as  "Why  can 
some  people  bear  up  well  in  the  face 
of  personal  adversity  while  others 
flounder,  panic,  or  fall  apart?”  and 
"How  can  we  cope  constructively  with 
a difficult  situation  when  the  props 
seem  knocked  out  from  under  us?” 

Author  Irwin  offers  case  illustrations 
covering  a number  of  upsetting  expe- 
riences— serious  illness  or  accident, 
loss  of  job,  premature  birth,  divorce 
or  separation,  death  of  a loved  one, 
news  of  a fatal  illness,  and  various 
psychological  emergencies  of  children 
— to  show  the  many  different  ways 
people  deal  with  crises. 


Irwin  lists  several  positive  steps  in 
a "how  to  cope  and  conquer”  section 
of  the  booklet.  He  concludes,  "What 
it  comes  down  to  is  that  if  you  have 
a basic  commitment  to  life,  you  will 
stand  up  firmly  to  the  test.  Once  a rea- 
sonably healthy  equilibrium  has  been 
restored,  you  will  be  able  to  face  fu- 
ture threats  with  assurance — and  with 
a better  repertoire  of  coping  mea- 
sures.” 

How  to  Cope  with  Crises  is  No.  464 
in  the  Public  Affairs  Pamphlet  series, 
and  it  may  be  obtained  for  25  cents 
from  the  Public  Affairs  Committee, 
381  Park  Ave.  South,  New  York  10016. 

The  International  Commission  on  Radi- 
ation Units  and  Measurements  has 
just  released  a new  report  of  radiation 
quantities  and  units,  and  the  commis- 
sion has  announced  the  establishment 
of  a standing  order  system  for  publi- 
cations. 

The  new  publication.  Radiation 
Quantities  and  Units  (ICRU  Report 
19),  is  actually  a revision  of  the  com- 
mission’s definitions  of  basic  radiation 
quantities  and  units  as  published  in 
ICRU  Report  11  in  1968. 

Definitions  for  22  quantities  funda- 
mental to  radiation  measurement  (i.e., 
exposure,  absorbed  dose,  activity,  flu- 
ence,  and  kerma)  are  included  in  the 
new  report.  The  publication  also  de- 
fines two  new  terms  suitable  for  re- 
porting radiation  protection  data.  The 
new  terms  are  included  in  a separate 
section  of  the  report  which  treats 
quantities  and  units  in  radiation  pro- 
tection. 

Copies  of  Radiation  Quantities  and 
Units  are  available  from  ICRU  Publi- 
cations, P.  O.  Box  30165,  Washington, 
D.  C.  20014.  Prices  are  as  follows: 
1 to  9 copies,  $2.50  each;  10  to  99 
copies,  $2.25  each;  and  100  or  more 
copies,  $2  each. 

Individuals  and  organizations  who 
wish  to  automatically  receive  copies  of 
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TEXAS  MEDICINE 


THE  CHANGING  FACE  OF  TEXAS  MEDICINE 


Appropriations  and  advertisements 
were  only  two  of  the  subjects  in  the 
editorial  section  of  the  September, 
1921,  edition  of  the  Texas  State  Jour- 
nal of  Medicine.  Interesting  items  in 
the  50-year-old  journal  included  the 
following. 

H«>f:The  journal  editor  lambasted  the 
37th  Legislature  for  its  whack  at  the 
budget  of  the  State  Health  Depart- 
ment. The  department  had  requested 
$240,000  per  year  for  support  of  its 
activities,  but  legislators  trimmed  that 
amount  by  some  $136,000.  “The  Leg- 
islature,” wrote  the  editor,  “in  its  wis- 
dom and  over  the  protest  of  persons 
interested  in  the  public  health,  cut  the 
total  amount  per  year  to  $104,675, 
considerably  more  than  half.  At  the 
same  time,  the  Live  Stock  Sanitary 
Commission  was  allowed  $271,050  per 
year.  Evidently,  the  live  stock  interests 
of  this  State  are  of  more  importance 
than  the  health  of  its  people.” 

H^^While  encouraging  readers  to 
view  advertising  pages  in  the  journal 
as  a source  of  information,  the  journal 
writers  warned  that  some  publications 
accept  any  type  of  advertisements — in- 
cluding ones  with  unreliable  or  ques- 
tionable information. 

The  journal  had  this  comment  on 
the  subject:  “Reading  the  advertising 
pages  of  a publication  is  largely  a 
habit.  It  is  based  on  a variety  of  caus- 
es, such  as  loyalty,  curiosity,  a desire 
for  information,  and  perhaps,  accident. 
The  advertiser  figures  first  on  the  ex- 
tent of  the  habit  as  relates  to  any 
given  publication,  and  then  considers 
the  basic  causes.  The  publication 
which  offers  to  the  advertiser  the  best 
combination  gets  his  business.  The 
publication  which  gets  the  business 
makes  the  money.  If  we  had  the 
money,  we  could  give  our  readers  the 
character  of  publication  they  want — 
or  have  it  done.” 

In  an  original  article,  “Deficien- 
cies in  Surgical  Training,”  author  Dr. 
James  E.  Thompson  stressed  that 
good  surgeons  must  know  all  about 
anatomy  and  pathology.  Said  Dr. 
Thompson,  “I  have  often  thought  that 
if  I were  the  architect  of  an  operating 
room,  I would  engrave  on  the  walls 
the  following  maxims: 

‘Anatomy  is  the  foundation  of  all 


sound  surgery.’ 

‘The  Dissecting  Room  is  the  step- 
ping-stone to  the  operating 
room.’ 

‘Pathology  is  the  surgeon’s  true 
guide  and  counsellor: 

‘Technique  is  his  faithful  hand- 
maiden.’ ” 

^>(cAn  item  in  the  Journal  of  the 
Indiana  State  Medical  Association  was 
reprinted  in  the  Texas  State  Journal  of 
Medicine’,  it  said  that  “bellypractors” 
might  be  on  the  way!  A portion  of  the 
article  read  as  follows:  “Ye  gods!  Now 
the  chiropractors  have  a rival,  and  the 
disciples  of  the  new  cult  are  called 
sanipractors.  We  do  not  know  the 
nature  of  this  new  form  of  swindle,  in 
the  cloak  of  the  healing  art,  which 
seems  to  have  been  foisted  on  the 
public  first  in  the  far  West,  but  may 
be  counted  upon  to  reach  the  East, 
but  suffice  to  say,  we  soon  shall  find 
the  new  cult  knocking  at  the  doors  of 
our  legislatures  for  recognition  as  a 
distinct  school  of  medicine  and  its 
disciples  worthy  of  legal  recognition  by 
licensure.  Inasmuch  as  some  of  the 
ancients  considered  that  most  diseases 
arise  from  the  stomach,  we  wonder 
why  some  enterprising  chap  has  not 
started  out  to  develop  a school  of 
bellypractors  who  attempt  to  extract 
disease  by  rubbing  the  abdomen 
while  at  the  same  time,  they  skillfully 
extract  dollars  from  the  pocketbooks 
of  the  luckless  victims.” 

Clipped  from  The  Independent 
was  a definition  written  by  Dr.  William 
Y.  Ward  of  Ivanhoe,  Tex.  Entitled  “I 
Am  The  Doctor,”  portions  of  the  item 
read  as  follows: 

“I  am  the  custodian  of  health,  that 
condition  of  mind  and  body  essential 
to  the  adequate  enjoyment  of  all  life’s 
blessings,  of  the  food  supplied  by  the 
farmer,  the  reading  matter  supplied 
by  the  editor. 

“I  am  the  only  servant  of  society 
who  is  expected  to  adhere  to  the 
twenty-four  hour  work  day  and  the 
seven  day  work  week.  I am  understood 
to  be  ready  to  answer  all  calls,  regard- 
less of  hour  or  weather. 

“I  am  the  first  to  be  summoned  in 
serious  illness  or  accident,  and  the 
last  to  be  remunerated  for  my  serv- 
ice ..  . 


“I  am  with  you  in  the  hour  of  na- 
tivity: I minister  to  the  ailments  of 
your  infancy  and  childhood;  and  when 
the  final  battle  with  death  has  been 
lost,  I am  found  at  your  bedside  as 
you  ‘put  out  to  sea.’ 

“I  am  an  insignificant  unit  in  the 
puny  army  that  is  called  upon  to 
police  the  world  of  disease.  Yet  I am 
expected  to  appear  in  the  sick-room 
with  the  smile  and  the  message  of 
gladness  and  good  cheer  . . . 

“You  have  guessed  what  I am  . . . 

“I  am  the  doctor.” 

In  the  news  section  was  an 
article  taken  from  the  Dallas  News, 
which  told  of  the  result  of  a meeting 
between  citizens  interested  in  building 
a hospital  in  Mexia  and  the  local  car- 
penters’ union.  ”...  as  a result  of  the 
conference  with  that  organization,  the 
carpenters  informed  the  committee 
that  they  would  donate  their  work  on 
the  building.” 


New  postal  card  honors 
hospitals  in  America 

The  first  day  of  issue  for  a new  postal 
card  honoring  the  nation’s  hospitals 
was  Sept.  16,  and  officials  of  the  Amer- 
ican Hospital  Association  and  the  US 
Postal  Service  joined  with  the  gover- 
nors of  the  Society  of  the  New  York 
Hospital  in  officially  introducing  the 
6-cent  card. 

The  New  York  Hospital,  a 21-build- 
ing  complex,  is  featured  on  the  cover 
of  the  card. 

Designed  by  Dean  Ellis  of  New  York 
City,  the  postal  card  was  sold  to  stamp 
collectors  and  other  interested  persons 
in  a miniature  post  office  set  up  in 
the  main  lobby  of  the  hospital  on  the 
first  day  of  issue.  Some  40  million  of 
the  cards  have  already  been  printed  for 
distribution. 

Volunteers  at  the  hospital  served  as 
sponsors  for  the  first-day-of-issue  activ- 
ities for  the  commemorative  postal 
card. 
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genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels  all 
with  a bOOmg.  potency  b.i.d.  convenience 


(500 mg. 
tetracycline 
phosphate 
complex) 


For  complete  information  consult 
Official  Package  Circular. 

(4)  2/5/71 

Indications:  Infections  due  to 
Rickettsiae,  Mycoplasma 
pneumoniae  (PPLO,  Eaton 
agent),  agents  of  psittacosis. 
Lymphogranuloma  venereum, 
the  spirochetal  agent  of  relapsing 
fever. 

Also  infections  due  to  Gram- 
positive and  Gram-negative  orga- 
nisms, when  bacteriologic  testing 
indicates  appropriate  susceptibility 
to  the  drug. 

Contraindications : Hypersensitiv- 
ity to  tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sun- 
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MEDICINE  IN  LITERATURE 


The  brain,  dermatology,  and  cardiovascular  nursing  are  topics  of  review  books 


The  Brain:  Towards  An  Understanding, 

C.  U.  M.  Smith,  392  pp.,  illus.,  ta- 
bles, charts,  New  York,  G.  P.  Put- 
nam’s Sons,  1970,  $10. 

THE  HUMAN  BRAIN  consists  of  more 
than  5,000  million  neurons,  each  of 
which  may  communicate  with  at  least 
600  others.  It  is  estimated  that  in  the 
cerebral  cortex  alone  the  number  of 
synaptic  connections  is  more  than  a 
million  times  the  total  number  of  tele- 
phones in  the  world. 

As  one  contemplates  this  awesome 
complexity,  the  question  arises  wheth- 
er this  vast  system  is  inbuilt — that  is, 
genetically  predetermined — or  whether 
it  is  merely  a random  assemblage.  Is 
each  nerve  pathway  specified  by  the 
animal’s  genotype,  or  do  the  pathways 
achieve  their  particular  routes  in  the 
adult  brain  as  a result  of  the  organ- 
ism’s individual  experience?  Clearly, 
this  question  is  a topic  of  relevance  to 
the  interrelated  problems  of  learning 
and  memory. 

As  shown  throughout  this  book,  the 
brain  is  a piece  of  immensely  com- 
plicated physico-chemical  machinery. 
But,  while  it  is  mind-baffling  in  its 
complexity,  the  brain  has  features 
common  to  any  other  physical  system. 
Progress  towards  an  understanding 
of  the  living  brain  means  progress 
towards  understanding  how  its  activity 
emerges  from  the  laws  of  physics  and 
chemistry. 

The  perceptual  worlds  of  vertebrate 
animals  must  vary  greatly  because  of 
their  differing  experiences  and  abili- 
ties for  relating  these  experiences  into 
processes  of  learning.  Their  emotions 
are  all  rather  similar  as  evidenced  by 
their  behavior  and  by  the  fact  that 
emotive  responses  are  triggered  in  the 
most  central  and  phylogenetically  old- 
est parts  of  the  brain.  Today,  these 
tracts  formed  during  half  a billion 
years  of  struggle  for  existence  are  still 
prompting  actions. 

Nerve  cells  do  not  reproduce  them- 
selves and  die  at  the  rate  of  more  than 
a thousand  a day  throughout  adult  life. 
Speculation  as  to  why  nerve  cells  do 
not  reproduce  themselves  suggests 
that  memory  is  held  in  the  form  of 
patterns  of  interconnected  nerve  cells. 
If  this  is  true,  the  production  of  new 
nerve  cells  would  very  likely  interfere 
with  the  pre-established  organization 
and,  thus,  upset  the  memory.  However, 
the  physical  basis  of  memory  is  cur- 
rently an  open  question.  Research 


data  suggesting  that  memory  may 
have  a molecular  basis  is  also  ex- 
plored by  the  author  in  this  volume. 
What  are  the  implications  if  the  ex- 
perimental injection  of  yeast  RNA  into 
aging  brains  has  a small  effect  in  halt- 
ing the  march  of  sterility?  The  injection 
of  an  extract  of  certain  molecules 
from  the  brain  of  an  experienced  ani- 
mal into  that  of  a naive  animal  would 
appear  to  have  effects  that  would  sug- 
gest that  specific  memories  from  one 
individual  might  be  transferred  to  an- 
other by  injecting  the  appropriate 
molecules! 

Other  questions  concerning  the 
structure  and  function  of  the  brain  are 
discussed:  What  is  the  physical  nature 
of  a nerve  impulse?  How  fast  can  it 
actually  travel?  What  sort  of  a cell  is 
a nerve  cell?  What  are  the  physical 
bases  of  a psychedelic  experience?  To 
what  extent  does  a brain  resemble  a 
computer,  and  to  what  extent  have 
neurobiologists  achieved  a better  un- 
derstanding of  the  living  brain  by 
studying  the  design  principles  of  its 
electronic  competitor? 

This  book  presents  a semi-popular 
exposition  of  mid-Twentieth  Century 
brain  science,  underscoring  the  thesis 
that  “the  results  of  scientific  research 
are  too  important  to  be  restricted  to 
the  scientific  community.”  The  volume 
begins  with  the  fact  that  at  its  root 
the  machinery  of  the  living  brain  de- 
pends on  fluxes  of  electrolyte  solutions 
across  lipoprotein  membranes.  An  out- 
line of  membrane  equilibria  is  also 
presented. 

Leaving  the  realm  of  physical  chem- 
istry, the  next  chapters  provide  a dis- 
cussion of  the  components  of  living 
cells  in  general,  as  well  as  an  account 
of  the  structure  of  nerve  cells  and  neu- 
roglial cells  in  particular.  A description 
of  the  physico  chemical  nature  of  the 
nerve  impulse,  the  mechanisms  of  im- 
pulse transmission  from  one  neuron  to 
the  next,  and  the  manner  in  which 
environmental  energy  is  converted  into 
nerve  impulses  by  receptor  cells  is  also 
included. 

Some  of  the  simple  nervous  systems 
developed  by  invertebrate  animals  are 
used  as  steps  toward  giving  the  reader 
an  understanding  of  the  ways  that 
components  working  together  process 
sensory  information  and  coordinate 
behavior.  By  the  time  the  mammalian 
brain  is  considered,  it  is  evident  that 
the  complex  components  have  evolved 


from  simpler  primordia  during  the  his- 
tory of  the  planet. 

As  the  area  of  the  neurophysiologi- 
cal correlatives  of  consciousness  and 
human  behavior  is  studied,  it  is  em- 
phasized that  our  developing  under- 
standing is  firmly  based  on  a prior 
knowledge  of  the  sciences  of  physics 
and  chemistry,  in  much  the  same  way 
that  an  understanding  of  celestial  me- 
chanics depends  on  a prior  knowledge 
of  mathematics  and  physics. 

For  those  not  well  versed  in  the 
basic  sciences,  these  chapters  are,  to 
say  the  least,  tedious.  However,  the 
book  contains  much  for  the  general 
reader  towards  attaining  an  under- 
standing of  the  brain. 

R.  C.  HARDY,  M.  D. 

San  Antonio. 

Current  Dermatologic  Management, 
Stuart  Maddin,  ed.,  and  Terence  H. 
Brown,  drug  consultant,  330  pp., 
116  illus.,  St.  Louis,  The  C.  V.  Mos- 
by  Co.,  1970,  $38.75. 

ANYONE  INTERESTED  in  the  latest 
methods  of  dermatologic  treatment 
will  find  this  book  of  value,  but  it  will 
be  especially  valuable  to  the  practic- 
ing dermatologist. 

An  immense  amount  of  practical 
knowledge,  covering  approximately  400 
disease  entities,  is  presented  for  the 
most  part  in  a clear,  concise  manner 
and  in  a readily  accessible  form. 

The  176  contributors  to  the  book 
include  not  only  dermatologists,  but 
also  pediatricians,  internists,  plastic 
surgeons,  otolaryngologists,  and  gyne- 
cologists. Many  are  recognized  author- 
ities in  their  field.  Recent  advances 
such  as  the  use  of  herpes  simplex  vac- 
cine, vitamin  A acid,  methotrexate,  and 
nitrogen  mustard  in  treating  various 
dermatologic  conditions  are  examples 
of  the  up-to-date,  current  therapeutic 
procedures  mentioned. 

A “Drug  Index”  by  Terence  H.  Brown 
provides  a comprehensive  source  of 
pharmacologic  information  pertaining 
to  dermatologic  therapy.  This  section 
covers  everything  from  sunscreening 
agents  to  methotrexate  and  is  arranged 
in  such  a manner  that  makes  it  ex- 
tremely quick  and  convenient  to  use. 

Seventy  full-color  plates  compliment 
the  illustrations  found  in  the  book,  but 
they  are  somewhat  difficult  to  find  be- 
cause they  are  identified  by  plate  num- 
ber rather  than  by  page  number.  Also, 
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some  of  the  plates  are  at  a consider- 
able distance  from  their  descriptions 
in  the  text,  making  it  slightly  incon- 
venient to  locate  the  plates  while  read- 
ing about  them. 

The  editor  has  definitely  succeeded, 
however,  in  assembling  a valuable 
source  of  up-to-date  dermatologic  ther- 
apeutic procedures — something  which 
has  been  needed  for  a long  time. 

Current  Dermatologic  Management 
should  be  included  in  every  dermatol- 
ogic library  and  is  highly  recommend- 
ed to  the  non-dermatologist  with  inter- 
est in  the  subject. 

A.  W.  RICHARDSON,  M.  D. 

San  Antonio. 

Synopsis  of  Dermatology,  ed.  2,  William 

D.  Stewart,  Julius  L.  Danto,  and 

Stuart  Maddin,  445  pp.,  193  illus., 

49  color  olates,  St.  Louis,  The  C.  V. 

Mosby  Co.,  1970,  $13.85. 

AN  EXCELLENT  SYNOPSIS  of  derma- 
tology, this  book  will  serve  the  student 
and  generalist  quite  adequately.  Items 
listed  as  “beyond  the  scope  of  this 
work”  are  indeed  properly  managed  by 
the  specialist  in  the  subject. 

The  book  is  divided  into  four  basic 
parts.  By  use  of  part  3,  “Regional  Di- 
agnosis,” and  further  reference  to 
part  4,  “Specific  Dermatological  Dis- 
ease Entities,”  one  can  not  only  obtain 
a complete  differential  diagnosis,  but 
will  be  able  to  rule  out  all  but  the  most 
likely  diagnostic  possibilities  in  any 
particular  patient.  Part  1 briefly  out- 
lines development,  anatomy,  and  phy- 
siology of  the  skin.  Part  2,  “Clinical 
Dermatology,”  describes  concisely  and 
completely  the  proper  approach  to 
obtaining  patient  history,  physical  and 
special  dermatological  techniques,  and 
the  most  common  therapeutic  modali- 
ties used  by  the  dermatologist.  The 
authors  are  to  be  congratulated  for 
resisting  the  almost  universal  habit  of 
listing  extemporaneous  prescriptions 
for  local  medication,  a feature  that 
has  been  a hallmark  of  dermatology 
textbooks  for  the  past  century. 

New  discoveries,  both  in  the  field 
of  etiology  and  therapy  in  dermatol- 
ogy, are  well  covered.  Also,  helpful  tips 
on  diagnosis  and  therapy  are  provided 
and  will  be  appreciated  by  the  non- 
dermatologist. 

The  many  excellent  photographs 
add  immeasurably  to  this  visual  diag- 
nostic field.  The  book  is  written  in  an 
easy-to-read  style,  and  the  verbose  de- 
scriptions of  earlier  writers  are  culled 
to  the  bare  bones.  It  has  been  said 
frequently  that  dermatologists  cover 
their  ignorance  with  names  and  de- 
scriptions that  have  little  meaning  and 
almost  defy  understanding.  These  au- 


thors are  not  of  this  school  and,  in- 
deed, are  to  be  commended  for  their 
concise,  readable,  and  practical  ap- 
proach to  the  subject. 

EVA  T.  EVERETT,  M.D. 

Port  Arthur. 

Cardiovascular  Nursing,  Rationale  for 
Nursing  Approach,  Jeanette  Ker- 
nicki,  Barbara  L.  Bullock,  and  Joan 
Matthews,  431  pp.,  illus..  New  York, 
G.  P.  Putnam’s  Sons,  1970,  $9.75. 

NURSES  INTERESTED  in  cardiovascu- 
lar nursing  will  find  this  book  com- 
plete, concise,  and  inclusive  of  the 
problems  that  they  will  encounter  in 
caring  for  patients  with  cardiovascu- 
lar problems. 

The  book  offers  a physiological  ap- 
proach to  the  subject,  explaining  the 
pathological  events  that  may  be  seen 
in  the  different  phases  of  cardiovas- 
cular problems. 

The  book  contains  numerous  excel- 
lent illustrations  of  the  pathological 
conditions  and  of  specific  devices  used 
in  different  cardiovascular  procedures. 
These  illustrations  are  invaluable  as 
informational  aids. 

For  the  general  nurse,  this  will  be 
an  excellent  resource  book  on  various 
aspects  of  cardiovascular  nursing. 

In  Cardiovascular  Nursing,  Ration- 
ale for  Therapy  and  Nursing  Approach, 
the  authors  have  succeeded  in  pro- 
ducing a book  that  adds  a host  of 
helpful  information  to  the  literature  in 
this  area. 

JOE  J.  HORN,  M.D. 

Plainview. 

NEW  BOOKS 
IN  TMA  LIBRARY 

Abramson,  H.,  ed.:  Symposium  on  the 
Functional  Physiopathology  of  the 
Fetus  and  Neonate,  Clinical  Corre- 
lations, St.  Louis,  The  C.  V.  Mosby 
Co.,  1971. 

Ballantyne,  J.,  and  Groves,  J.,  eds.: 
Scott-Brown’s  Diseases  of  the  Ear, 
Nose  and  Throat,  Vol.  1 — Basic 
Sciences,  Vol.  2 — The  Ear,  Vol.  3 — 
The  Nose,  and  Vol.  4 — The  Throat, 
ed.  3,  Philadelphia,  J.  B.  Lippincott 
Co.,  1971. 

Burket,  L.  W.:  Oral  Medicine:  Diagnosis 
and  Treatment,  ed.  6,  Philadelphia, 
J.  B.  Lippincott  Co.,  1971. 

Cohen,  S.:  The  Drug  Dilemma,  part  of 
the  McGraw-Hill  Series  in  Health 
Education.  Deobold  B.  Van  Dalen, 
consulting  ed..  New  York,  McGraw- 
Hill  Book  Co.,  1969. 

Dayton,  D.  H.,  Jr.,  Small,  P.  A.,  Jr., 
Chanock,  R.  M.,  et  al.,  eds.:  The 


Secretory  Immunologic  System,  Pro- 
ceedings of  a Conference  on  the 
Secretoiy  Immunologic  System,  Dec. 
10-13,  1969,  Vero  Beach,  Ela.,  Wash- 
ington, D.  C.,  US  Department  of 
Health,  Education,  and  Welfare,  Pub- 
lic Health  Service,  National  Institute 
of  Child  Health  and  Human  Develop- 
ment, Government  Printing  Office, 
1971. 

Detre,  T.  P.,  and  Jarecki,  H.  G.:  Mod- 
ern Psychiatric  Treatment.  Philadel- 
phia, J.  B.  Lippincott  Co.,  1971. 
Ganong,  W.  F.:  Review  of  Medical  Phy- 
siology, ed.  5,  Los  Altos,  Calif., 
Lange  Medical  Publications,  1971. 
Heilman,  L.  M.,  and  Pritchard,  J.  A.: 
Williams  Obstetrics,  ed.  14,  New 
York,  Appleton-Century-Crofts,  1971. 
JokI,  E.,  and  McClellan,  J.  T.,  eds.: 
Exercise  and  Cardiac  Death,  vol.  5 
of  Medicine  and  Sport,  E.  JokI,  ser- 
ies ed.,  Baltimore,  University  Park 
Press,  1971. 

Kistner,  R.  W.:  Gynecology:  Principles 
and  Practice,  ed.  2,  Chicago,  Year 
Book  Medical  Publishers,  Inc.,  1971. 
Logue,  V.:  Neurosurgeiy,  vol.  14  of 
Operative  Surgeiy,  ed.  2,  C.  Rob 
and  R.  Smith,  eds.,  Philadelphia, 
J.  B.  Lippincott,  Co.,  1971. 

Teilum,  G.:  Special  Tumors  of  Ovary 
and  Testis  and  Related  Extragonadal 
Lesions,  Comparative  Pathology  and 
Histological  Identification,  Philadel- 
phia, J.  B.  Lippincott  Co.,  1971. 
University  of  Texas:  Breast  Cancer: 
Early  and  Late,  A Collection  of  Pa- 
pers Presented  at  the  Thirteenth 
Annual  Clinical  Conference  on  Can- 
cer, 1968,  at  The  University  of 
Te.xas  M.  D.  Anderson  Hospital  and 
Tumor  Institute  at  Houston,  Hous- 
ton, Te.xas,  Chicago,  Year  Book  Med- 
ical Publishers,  Inc.,  1970. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Memorial 
Library,  1801  N.  Lamar  Blvd.,  Austin  78701. 
Guidelines  for  book  reviewers  are  available 
from  the  Library. 

FILMS,  SLIDES,  & TAPES 

In  addition  to  books  and  journals,  the 
Texas  Medical  Association  Memorial 
Library  also  has  audiovisual  learning 
aids  available  for  physicians’  use. 

The  following  is  a list  of  new  films 
that  may  be  obtained  from  the  library: 

The  Trip  Back.  Sound,  color,  28  min.. 
New  York  Daily  News,  1970.  Here  is 
the  story  of  Florrie  Fisher,  a drug  ad- 
dict for  23  years  who  spent  17  years 
in  prison.  She  narrates  her  story  to  a 
group  of  New  York  high  school  stu- 
dents. 
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Medicine.  Sound,  color,  23  mm.,  Amer- 
ican Educational  Films,  1971.  An  in- 
depth  look  into  the  future  in  four  major 
areas  of  medicine  suggests  that  good 
medical  care  will  cease  to  be  a privilege 
and  now  joins  the  list  of  fundamental 
human  rights.  Transplants,  genetic  ori- 
gin of  disease,  new  medical  equipment 
and  jobs,  and  new  health-care  delivery 
systems  are  covered. 

VD:  A New  Focus.  Sound,  color,  19 
min.,  American  Educational  Films, 
1971.  This  new  film  presents  an  entire 
picture  of  the  VD  pandemic — the  medi- 
cal facts,  the  myths,  and  the  attitudes 
of  young  people  concerning  VD  that  of- 
ten prevent  prompt  treatment.  Through 
subtle  combinations  of  reality  and 
drama,  young  people  themselves  illus- 
trate the  problems  and  outline  the  an- 
swers in  treating  the  disease.  The  pres- 
entation is  hosted  by  James  Brolin. 

Focus  on  Speed  and  Uppers.  Sound, 
color,  15  min.,  American  Educational 
Films,  1971.  Pills  are  a readily  available 
source  of  “kicks”  for  kids.  Although 
not  physiologically  addicting,  repeated 
intravenous  injection  of  methampheta- 
mine  can  be  far  more  dangerous  to  the 
user  and  society  than  LSD  or  mari- 
juana combined.  Narrated  by  Greg 
Morris,  this  film  presents  two  physi- 
cians who  illustrate  their  findings  that 
amphetamines  damage  the  body. 

Focus  on  Downers.  Sound,  color,  15 
min.,  American  Educational  Films, 
1971.  “But  my  parents  use  tranquiliz- 
ers and  sleeping  pills!”  Barbiturates 
can  be  medically  useful,  but  abuse 
leads  to  physiological  addiction.  The 
film  presents  a powerful  argument 
against  experimenting  with  downers: 
death  can  result  from  withdrawal  and 
frequently  is  the  consequence  of  an 
overdose.  The  film  is  narrated  by  Greg 
Morris. 

Focus  on  Heroin.  Sound,  color,  15  min., 
American  Educational  Films,  1971.  In 
the  case  of  heroin,  there  is  no  debate, 
no  uncertainty,  no  possible  avoidance 
of  the  fact  that  the  drug  is  the  most 
dangerous  narcotic  of  all;  it  leads  even- 
tually to  misery  and  death.  Hosted  by 
David  Hartman,  Focus  on  Heroin  says, 
“Don’t  break  the  drug  barrier.” 

Slides:  Educational  slides  in  the  Me- 
morial Library  may  be  loaned  to  TMA 
members  for  two  weeks.  Slides  are 
booked  in  the  order  in  which  requests 
are  received,  so  it  is  important  to  put  in 
an  order  as  far  in  advance  as  possible. 
State  first  and  second  choice  of  titles 
and/or  choice  of  dates. 

Slides  available  include:  Basic  Hema- 
tology, Bone  Tumors,  Chest  Radiology, 


Clinical  Dermatology,  Clinical  Endocrin- 
ology, Dermatologic  Signs  of  Systemic 
Diseases,  Forensic  Pathology — Part  I, 
Gynecologic  Pathology,  Illustrated  Med- 
ical Lectures,  The  Leukemias,  Liver  Bi- 
opsy, Peripheral  Lung  Tumors,  Renal 
Biopsy,  No.  3 Soft  Tissue  Tumors,  Syn- 
dromes in  Pediatrics — Part  I,  Syn- 
dromes in  Pediatrics — Part  II,  Thyroid 
Diseases,  and  Urinary  Sediments. 

Tapes  and  Cassettes:  In  step  with  to- 
day’s newest  methods  of  learning,  the 
Library  also  has  a file  of  tapes  and  cas- 
settes. New  tapes  and  cassettes  are 
received  monthly  in  the  fields  listed: 
Anesthesiology,  General  Practice,  Inter- 
nal Medicine,  Obstetrics  and  Gynecol- 
ogy, Ophthalmology,  Otorhinolaryngol- 
ogy, Pediatrics,  and  Surgery.  The  lec- 
tures in  each  of  these  subjects  come 
either  on  a five-inch  reel  (tape  form) 
or  a standard  cassette. 

Available  only  in  cassette  form  are 
lectures  on  Cardiology  and  the  AMA 
News  Journal. 

To  order  any  of  these  films,  slides, 
tapes,  or  cassettes,  write  to  the  Texas 
Medical  Association  Memorial  Library, 
Film  and  Tape  Library,  1801  N.  Lamar 
Blvd.,  Austin  78701. 


Dr.  T.  C.  Terrell 

Noted  Fort  Worth  pathologist.  Dr.  Tru- 
man Conner  Terrell,  died  June  9,  1971, 
at  the  age  of  81,  after  having  served 
medicine  in  many  capacities  for  more 
than  50  years. 

The  1952-1953  President  of  the 
Texas  Medical  Association,  Dr.  Terrell 
was  a native  of  Ranger,  Tex.  His  back- 
ground was  filled  with  medicine:  his 
father  was  a general  practitioner  in 
Ranger,  and  both  of  his  great  grand- 
fathers were  physicians.  One  of  his 
brothers,  the  late  Dr.  C.  0.  Terrell,  was 
also  a physician,  and  another  brother, 
the  late  Dr.  S.  D.  Terrell,  was  a dentist. 

Dr.  Terrell  began  studying  medicine 
at  The  University  of  Texas  Medical 
Branch  at  Galveston  in  1907;  after 
three  years  there,  he  transferred  to  the 
University  of  Pennsylvania  School  of 
Medicine,  where  he  received  his  MD 
degree  in  1911.  From  1911  to  1912, 
he  interned  at  Kansas  City  General 
Hospital  and  Medical  Center,  Mo.,  and 
at  Philadelphia  Hospital  for  Conta- 
gious Diseases,  Pa.  Upon  completion 


DR. TERRELL 

of  his  internship.  Dr.  Terrell  held  a resi- 
dency in  pathology  at  Philadelphia 
General  Hospital,  Pa.  For  a while,  he 
served  as  an  associate  pathologist  at 
Indiana  University  and  also  as  patholo- 
gist at  the  Central  Indiana  Hospital  for 
Insane,  both  in  Indianapolis.  Dr.  Terrell 
later  took  postgraduate  work  at  Har- 
vard University  Medical  School  in  Bos- 
ton, Mass. 

From  June,  1913,  to  July,  1914,  he 
practiced  medicine  in  Ranger.  He  then 
moved  to  Fort  Worth  as  pathologist  for 
Harris  Hospital,  but  he  soon  left  that 
position  to  become  associated  with  the 
Fort  Worth  School  of  Medicine  (Medi- 
cal Department  of  Texas  Christian  Uni- 
versity), which  later  merged  with  Bay- 
lor College  of  Medicine.  For  four  years. 
Dr.  Terrell  taught  clinical  pathology, 
bacteriology,  and  tropical  medicine  to 
students  in  the  Fort  Worth  school. 

In  May,  1918,  the  pathologist  re- 
signed his  teaching  position  and  en- 
tered the  US  Army  as  a first  lieuten- 
ant. He  was  discharged  from  service  in 
the  Army  Medical  Corps  on  March  1, 
1919,  and  returned  to  Fort  Worth  to 
direct  the  operations  of  Terrell’s  Labor- 
atories, which  he  had  established  in 
August,  1915.  During  World  War  II,  Dr. 
Terrell  served  as  technical  advisor  for 
the  American  Red  Cross  Blood  Process- 
ing Center  in  Fort  Worth  and  as  a con- 
sultant to  the  State  Selective  Service 
Board. 

In  1932,  the  physician  was  named 
director  of  Methodist  Hospital  (now 
Harris  Hospital)  in  Fort  Worth,  a post 
he  held  for  some  five  years.  In  1937, 
Dr.  Terrell  was  approached  by  the 
board  of  trustees  of  All  Saints  Episco- 
pal Hospital  in  Fort  Worth,  which  was 
about  to  be  abandoned,  and  asked  to 
help  keep  the  hospital  open.  He  agreed 
to  assume  managing  directorship  of 
the  hospital  and  to  underwrite  the  fa- 
cility’s expenses.  For  15  years.  Dr.  Ter- 
rell was  the  hospital’s  sole  benefactor. 
The  62-bed  hospital  that  Dr.  Terrell  as- 
sumed directorship  of  is  now  a modern 
facility  with  413  beds. 

In  1942,  the  Terrell’s  Laboratories 
School  of  Medical  Technology  was  es- 
tablished, with  Dr.  Terrell  serving  as 
school  director  until  Jan.  1,  1971. 

Dr.  Terrell  was  active  in  the  pro- 
grams of  the  Texas  Medical  Association 
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during  his  entire  medical  career.  He 
was  chairman  of  the  Section  on  Clinical 
Pathology  in  1932,  1936,  and  1939. 
From  1938  to  1942,  he  served  the 
Thirteenth  District  as  councilor,  until 
he  was  appointed  a trustee  of  the 
Association.  He  was  also  a past  presi- 
dent of  the  district  society.  He  was  on 
the  Board  of  Trustees  for  several  years 
and  had  served  as  board  chairman. 

On  a national  level.  Dr.  Terrell  was  a 
member  of  the  American  Medical  Asso- 
ciation and  was  a Texas  delegate  to 
the  AMA  from  1949  to  1967. 

A member  of  Tarrant  County  Medi- 
cal Society  since  he  began  practicing 
medicine  in  1914,  the  pathologist 
served  as  president  of  the  local  society 
in  1921.  Forty-one  years  later,  he  was 
honored  by  his  colleagues  in  Tarrant 
County  when  he  was  presented  the 
Gold-Headed  Cane  Award  of  the  Tar- 
rant County  Medical  Society. 

Dr.  Terrell  also  served  from  1947 
to  1953  on  the  Texas  State  Board 
of  Health.  In  1965,  he  was  named 
the  first  medical  examiner  in  Tarrant 
County. 

He  held  a record  five  terms  as  presi- 
dent of  the  Texas  Society  of  Patholo- 
gists and  was  awarded  the  society's 
George  T.  Caldwell  Award  for  outstand- 
ing achievement  in  research,  practice, 
and  medical  writing.  He  was  also  a 
past  president  of  the  old  six-state 
Southwest  Medical  Society. 

Certified  by  the  American  Board  of 
Pathology  in  1937,  Dr.  Terrell  was  a 
member  of  a number  of  medical  organ- 
izations including  Southern  Medical 
Association,  American  College  of  Phy- 
sicians, American  Society  of  Clinical 
Pathologists,  American  Public  Health 
Association,  American  Hospital  Associ- 
ation, Association  of  American  Physi- 
cians and  Surgeons,  American  College 
of  Allergists,  American  Heart  Associa- 
tion, Texas  Affiliate,  Inc.,  Texas  Rheu- 
matism Society,  International  Academy 
of  Pathology,  College  of  American  Path- 
ologists, American  Geriatrics  Society, 
Inc.,  National  Association  of  Medical 
Examiners,  and  American  Heart  Associ- 
ation. 

Also  active  in  civic  life  in  Fort  Worth, 
Dr.  Terrell  is  survived  by  his  daughter, 
Mrs.  George  Thomas  Smith,  and  two 
grandchildren.  His  wife,  the  former 
Anna  Helen  Jones  of  lola,  Kan.,  died 
June  11,  1971. 


Dr.  R.  P.  O’Bannon 

Dr.  Roscoe  Paul  O’Bannon,  Fort  Worth 
radiologist,  died  June  15,  1971,  at  his 
home  in  Fort  Worth  where  he  had  been 
in  practice  since  1922. 

Dr.  O'Bannon  attended  Drury  Col- 
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lege  in  Springfield,  Mo.,  and  was  gradu- 
ated from  Rush  Medical  College  in  Chi- 
cago, III.,  in  1921  with  his  MD  degree. 
An  internship  at  Cook  County  Hospital, 
also  in  Chicago,  followed  his  gradua- 
tion from  medical  school. 

Shortly  following  his  medical  stud- 
ies, Dr.  O’Bannon  moved  to  Fort  Worth 
to  establish  his  practice.  In  1937,  he 
established  the  radiology  department 
of  Harris  Hospital.  Small  in  the  begin- 
ning, the  department  included  two 
x-ray  rooms  and  two  employees.  Dr. 
O’Bannon  served  as  director  of  the  de- 
partment for  23  years.  In  1960,  he 
became  associate  director  of  the  de- 
partment, which  now  bears  his  name. 

Numerous  honors  have  been  be- 
stowed upon  the  radiologist.  In  1937, 
he  was  named  a fellow  of  the  American 
College  of  Radiology.  In  1963,  the 
Harris  Hospital  medical  staff  honored 
him  for  his  contributions  to  the  hospi- 
tal. A photograph  of  the  radiologist  and 
a dedicatory  plaque  were  presented. 
Both  are  on  view  in  the  foyer  of  the 
department  he  established. 

The  hospital  also  recognized  Dr. 
O’Bannon  in  1966  as  one  of  the  first 
employees  to  receive  an  emblem  for 
35  years’  service. 

The  most  recent  honor  for  Dr.  O’Ban- 
non came  last  January.  Fellow  radiolo- 
gists selected  him  as  the  first  recipient 
of  the  Gold  Medal  Award  of  the  Texas 
Radiological  Society.  The  presentation 
was  made  during  the  society’s  58th 
annual  meeting.  A former  president 
and  secretary  of  the  group.  Dr.  O’Ban- 
non was  serving  as  society  treasurer 
at  the  time  of  his  death. 

Author  of  numerous  papers  in  pro- 
fessional journals.  Dr.  O’Bannon  held 
membership  in  Radiological  Society  of 
North  America,  American  Roentgen 
Ray  Society,  British  Institute  of  Radiol- 
ogy, Texas  Medical  Association,  Ameri- 
can Medical  Association,  Southern 
Medical  Association,  and  Tarrant  Coun- 
ty Medical  Society.  A member  of  Phi 
Beta  Pi  medical  fraternity,  he  was  certi- 
fied by  the  American  Board  of  Radiol- 
ogy in  1936.  Dr.  O’Bannon  had  also 
served  in  the  US  Navy  during  World 
War  I. 

Born  in  Buffalo,  Mo.,  Dr.  O’Bannon 
is  survived  by  his  wife,  Kate  Gardner 
O’Bannon,  and  a sister,  Mrs.  Willa  Cal- 
lahan of  Miami,  Okla. 


General  practitioner  Dr.  William  Leon- 
ard Jennings  died  June  28,  1971,  in 
Overall-Morriss  Memorial  Hospital  in 
Coleman.  He  was  84. 

A native  of  Mart,  Tex.,  Dr.  Jennings 
had  been  in  practice  in  Coleman  for 
59  years.  He  had  also  practiced  in  his 
hometown  for  three  years. 

Dr.  Jennings  attended  Baylor  Uni- 
versity in  Waco  and  Baylor  College  of 
Medicine,  then  located  in  Dallas,  before 
he  received  his  MD  degree  in  1913 
from  Vanderbilt  University  School  of 
Medicine  at  Nashville,  Tenn.  Following 
his  graduation,  he  served  an  internship 
in  Palestine. 

A member  of  Texas  Medical  Associa- 
tion and  American  Medical  Association, 
the  physician  served  as  president  of 
Coleman  County  Medical  Society  in 
1931.  He  was  also  county  health  offi- 
cer from  1940  to  1971. 

Survivors  include  his  wife,  Mattie 
Horne  Jennings;  two  daughters,  Mrs. 
Jane  Kraker  of  Abilene  and  Mrs.  Marion 
Whitaker  of  Lubbock;  three  sons,  Wil- 
liam Leonard  Jennings,  Jr.,  of  Seattle, 
Wash.,  David  Getson  Jennings  of  St. 
Louis,  Mo.,  and  Arther  Vollie  Jennings 
of  Coleman;  two  half-brothers,  Delma 
Gardner  of  Winters  and  Clyde  Gardner 
of  Corpus  Christi;  21  grandchildren; 
and  10  great-grandchildren. 


DR.  NIXON 

Dr.  R.  R.  Nixon 

San  Antonio  surgeon  Dr.  Robert  Read 
Nixon  was  found  dead  of  a gunshot 
wound  on  July  27,  1971.  He  was  57. 

A native  of  San  Antonio,  Dr.  Nixon 
attended  The  University  of  Texas  at 
Austin  and  was  graduated  from  the 
University  of  Virginia  in  Charlottesville 
with  a BA  degree  in  1936.  In  1940,  he 
earned  his  MD  degree  from  Duke  Uni- 
versity School  of  Medicine  in  Durham, 
N.C.  Following  his  graduation,  Dr.  Nix- 
on held  an  internship  at  the  University 
of  Iowa  General  Hospital  in  Iowa  City. 
In  1941,  Dr.  Nixon  was  accepted  as  a 
fellow  in  general  surgery  by  the  Mayo 
Foundation  in  Rochester,  Minn.  He 
studied  there  until  1943,  when  he  was 
granted  a leave  of  absence  for  military 
duty.  The  physician  served  with  the 
US  Air  Force  Medical  Corps  until  1946, 
when  he  was  discharged  as  a major. 
He  then  resumed  his  fellowship  at  the 
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Mayo  Clinic.  In  1948,  he  moved  to  San 
Antonio  and  opened  a private  practice 
there. 

Dr.  Nixon,  certified  by  the  American 
Board  of  Surgery  in  1950,  was  a mem- 
ber of  Texas  Medical  Association, 
American  Medical  Association,  Ameri- 
can College  of  Surgeons,  Texas  Surgi- 
cal Society,  The  Southwestern  Surgical 
Congress,  the  Texas  RR  and  Traumatic 
Surgical  Association,  and  the  Associa- 
tion of  Military  Surgeons  of  the  US.  He 
had  served  as  president  of  the  San 
Antonio  Surgical  Society  in  1955  and 
had  been  a director  of  the  International 
Medical  Assembly  of  Southwest  Texas. 
The  director  of  the  Nix  Tumor  Clinic, 
he  was  a consultant  in  surgery  at  Ran- 
dolph Air  Force  Base  in  San  Antonio 
and  clinical  professor  of  surgery  at  The 
University  of  Texas  Medical  School  at 
San  Antonio. 

Dr.  Nixon  is  survived  by  his  wife, 
Carol  Learman  Nixon;  two  sons,  Robert 
Read  Nixon,  Jr.,  and  William  Tabor 
Nixon,  both  of  San  Antonio;  a daugh- 
ter, Evelyn  Boone  Nixon  of  San  An- 
tonio; and  two  brothers,  Pat  I.  Nixon, 
Jr.,  MD,  and  Thomas  A.  Nixon  of  San 
Antonio. 


Dr.  C.  T.  Womack 

San  Angelo  physician  and  surgeon  Dr. 
Clifford  Thomas  Womack  died  at  Shan- 
non West  Texas  Memorial  Hospital  on 
July  3,  1971,  at  the  age  of  82. 

A native  of  Rogers  Prairie,  Tex.,  Dr. 
Womack  taught  school  before  he  be- 
gan his  medical  career.  He  attended 
The  University  of  Texas  at  Austin, 
and  then  in  1918,  he  was  graduated 
from  The  University  of  Texas  Medical 
Branch  at  Galveston.  Following  his 
graduation.  Dr.  Womack  interned  for 
a year  at  Robert  B.  Green  Memorial 
Hospital  in  San  Antonio.  He  later  took 
postgraduate  work  at  Tulane  University 
School  of  Medicine  in  New  Orleans. 

In  1920,  after  he  was  discharged 
from  the  US  Navy  Reserve,  he  estab- 
lished a general  practice  in  Kyle.  He 
remained  there  for  two  years  and  then 
moved  his  office  to  San  Angelo  where 
he  practiced  until  his  retirement  in 
1969. 

Dr.  Womack  had  held  every  position 
in  the  Tom  Green  Eight  (Tom  Green- 
Coke  - Crockett  - Concho  - Irion  ■ Ster- 
ling-Sutton-Schleicher)  Counties  Medi- 
cal Society  and  had  served  as  secre- 


tary and  president  of  the  Fourth  Dis- 
trict Medical  Society.  He  was  a mem- 
ber of  American  Medical  Association, 
Southern  Medical  Association,  Ameri- 
can Academy  of  General  Practice,  and 
International  College  of  Surgeons.  An 
alumni  of  Nu  Sigma  Nu  medical  fra- 
ternity, he  was  elected  to  honorary 
membership  in  Texas  Medical  Associa- 
tion in  1960.  Dr.  Womack  had  also 
presided  over  the  staffs  of  St.  John’s 
Hospital  and  Shannon  West  Texas 
Memorial  Hospital,  both  located  in  San 
Angelo. 

Surviving  the  physician  are  his  wife, 
Agnes  West  Womack;  two  sons,  James 
C.  Womack,  MD,  and  William  T.  Wom- 
ack, MD,  both  of  San  Angelo;  a daugh- 
ter, Mrs.  Martha  Simpson  of  Sacramen- 
to, Calif.;  two  sisters,  Florence  Womack 
and  Velma  Womack,  both  of  San  An- 
gelo; and  10  grandchildren. 


and  in  1965  was  named  the  third  re- 
cipient of  the  society’s  Gold-Headed 
Cane  Award  for  “outstanding  contribu- 
tions by  a physician  to  the  medical 
profession  and  to  community  life.”  Dr. 
McFadden  was  also  a member  of  Texas 
Medical  Association,  Texas  Academy  of 
General  Practice,  American  Academy  of 
General  Practice,  and  American  Medi- 
cal Association. 

A charter  member  of  the  Abilene 
Mental  Health  Society,  the  physician 
was  named  Mental  Health  Citizen  of 
the  Year  in  1955.  Dr.  McFadden  had 
served  as  chief  of  staff  at  both  Hend- 
rick Memorial  Hospital  and  St.  Ann 
Hospital. 

Survivors  include  his  wife,  Kathleen 
Nichols  McFadden;  a son,  Jon  Vance 
McFadden  of  Dallas;  a daughter,  Mrs. 
Kathleen  Barnes  of  San  Antonio;  and 
four  grandchildren. 
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Dr.  C.  A.  McFadden 

Abilene  general  practitioner  Dr.  Can- 
dour Alfred  McFadden  died  July  25, 
1971,  in  Hendrick  Memorial  Hospital 
following  a stroke.  He  was  68. 

Born  in  Wellston,  Okla.,  Dr.  McFad- 
den received  a BS  degree  in  chemistry 
and  a BS  degree  in  medicine  from  the 
University  of  Oklahoma  in  Norman.  In 
1929,  he  was  awarded  his  MD  degree 
from  the  University  of  Oklahoma 
School  of  Medicine,  located  in  Okla- 
homa City.  From  1929  to  1930,  he 
held  an  internship  at  the  University 
Hospital  in  Oklahoma  City. 

Before  coming  to  Abilene,  Dr.  Mc- 
Fadden had  practiced  in  Hobbs,  N.M., 
and  Walters,  Okla.  He  had  also  worked 
with  Civilian  Conservation  Corps  proj- 
ects in  Grand  Lake,  Colo.,  Tonto  Basin, 
Ariz.,  and  McAlester,  Okla. 

Dr.  McFadden  first  came  to  Abilene 
as  a staff  physician  at  Abilene  State 
School.  He  subsequently  entered  the 
US  Army  Medical  Corps  and  served  in 
the  Pacific  theatre  during  World  War 
II.  In  1946,  when  he  was  discharged 
as  a captain  from  the  Army,  Dr.  Mc- 
Fadden returned  to  Abilene.  For  the 
first  year  and  a half  after  his  return, 
the  physician  served  as  county  health 
officer,  as  well  as  tending  to  his  private 
practice. 

Dr.  McFadden  was  active  in  com- 
munity civic  and  medical  organiza- 
tions. He  served  as  president  of  the 
Taylor-Jones  Counties  Medical  Society 


Dr,  L.  C.  Paggi 

Dr.  Leonard  Collier  Paggi,  57-year-old 
specialist  in  internal  medicine,  died 
July  4,  1971,  in  Brackenridge  Hospital 
in  Austin. 

Dr.  Paggi,  who  was  born  in  Austin 
but  raised  in  Port  Arthur,  had  practiced 
in  Austin  since  1943.  Before  that  time, 
he  had  attended  The  University  of  Tex- 
as at  Austin,  receiving  a BA  degree  in 
1936,  and  was  graduated  from  The 
University  of  Texas  Medical  Branch  at 
Galveston  in  1939.  From  1939  to  1941, 
he  was  an  intern  at  Charity  Hospital 
of  Louisiana  at  New  Orleans.  Following 
his  internship,  he  stayed  with  the  hos- 
pital for  two  years  of  residency  train- 
ing in  medicine.  He  also  served  as 
assistant  director  in  charge  of  medi- 
cine and  subspecialties  from  1942  to 
1943.  During  his  internship  and  resi- 
dency, Dr.  Paggi  also  took  postgradu- 
ate courses  at  Louisiana  State  Univer- 
sity Medical  Center. 

The  internist  was  a member  of  Amer- 
ican Medical  Association,  American  Col- 
lege of  Physicians,  and  Texas  Medical 
Association.  He  had  also  served  as  sec- 
retary of  Travis  County  Medical  Society 
in  1945.  Dr.  Paggi  was  an  active  alum- 
nus of  Alpha  Epsilon  Delta  honorary 
premedical  fraternity  and  Phi  Beta  Pi 
medical  fraternity. 

He  is  survived  by  a son,  Michael  H. 
Paggi  of  Austin;  a daughter,  Mrs.  Janet 
Grandinetti  of  Austin;  his  father,  Henry 
B.  Paggi  of  Spicewood;  and  two  grand- 
daughters. 
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DR.  GRAY 

Dr.  G.  L.  Gray 

General  practitioner  Dr.  George  Lester 
Gray  died  July  3,  1971,  in  the  Llano 
Nursing  Home  following  a lengthy  ill- 
ness. He  was  88. 

Dr.  Gray  was  born  in  San  Saba 
County  and  obtained  his  premedical 
education  at  The  University  of  Texas  at 
Austin.  He  attended  The  University  of 
Texas  Medical  School  at  Galveston 
from  1903  to  1905,  then  transferred 
to  Northwestern  University  Medical 
School  in  Chicago,  III.,  where  he 
received  his  MD  degree  in  1907.  An 
internship  at  Englewood  Hospital  in 
Chicago  followed  his  graduation  from 
medical  school.  Dr.  Gray  also  took  post- 
graduate courses  at  the  Mayo  Clinic 
in  Rochester,  Minn.,  and  at  Rush  Medi- 
cal College,  Cook  County  Hospital, 
and  Northwestern  University  Medical 
School,  all  in  Chicago. 

A former  first  lieutenant  in  the  US 
Navy  Medical  Corps,  he  served  at  the 
US  Naval  Hospital  in  Great  Lakes,  III., 
during  World  War  I. 

Dr.  Gray  was  a member  of  the  Amer- 
ican Medical  Association,  Texas  Medi- 
cal Association,  and  Lampasas-Burnet- 
Llano  Counties  Medical  Society.  He 
also  belonged  to  Phi  Chi  medical  fra- 
ternity. 

Dr.  Gray  had  practiced  in  Creedmore, 
Brady,  and  Donna  before  settling  in 
Llano.  He  retired  from  active  practice 
in  1962. 

He  is  survived  by  a brother,  F.  Ray- 
mond Gray  of  Cherokee,  and  a sister, 
Frances  Gray  of  Llano.  His  wife,  the 
former  Adalee  Galman,  died  in  1968. 

Dr.  J.  A.  Garcia 

Dr.  Jose  Antonio  Garcia,  59,  was  found 
shot  to  death  in  his  home  in  Corpus 
Christi  on  June  24,  1971. 

A general  practitioner  in  Corpus 
Christi  since  1937,  Dr.  Garcia  attended 
The  University  of  Texas  at  Austin  and 
was  graduated  with  a BS  degree  in 
1932.  In  1934,  he  was  awarded  his 
MD  degree  from  The  University  of 
Texas  Medical  Branch  at  Galveston. 
Following  his  graduation  from  medical 
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school.  Dr.  Garcia  held  a one-year  in- 
ternship at  Robert  B.  Green  Memorial 
Hospital  in  San  Antonio.  From  1935 
to  1936,  he  also  served  as  house  phy- 
sician at  the  San  Antonio  hospital. 

Born  in  Solidato,  Tamaulipas,  Mexi- 
co, he  became  a naturalized  citizen  of 
the  United  States  on  June  1,  1937,  in 
Corpus  Christi. 

Dr.  Garcia  was  a member  of  Ameri- 
can Medical  Association,  American 
Academy  of  General  Practice,  Texas 
Medical  Association,  and  Nueces  Coun- 
ty Medical  Society.  He  had  also  served 
as  treasurer  of  the  Gulf  Coast  Chap- 
ter of  the  Texas  Academy  of  General 
Practice. 

Survivors  include  his  wife,  Wyona 
Bowen  Garcia;  two  sons,  Jose  Antonio 
Garcia,  Jr.,  MD,  of  Seattle,  Wash.,  and 
Jules  Mark  Garcia  of  Corpus  Christi; 
two  daughters,  Mrs.  Roxanna  Manning 
of  Dallas  and  Mrs.  Wyona  Simone  of 
Corpus  Christi;  three  brothers,  C.  P. 
Garcia,  MD,  of  San  Antonio,  and  Hec- 
tor P.  Garcia,  MD,  and  Xicotencatl  P. 
Garcia,  MD,  both  of  Corpus  Christi; 
three  sisters,  Clotilde  Garcia,  MD,  of 
Corpus  Christi,  and  Mrs.  Emelia  Garza 
and  Mrs.  Dahalia  Barron,  MD,  both  of 
Mexico  City,  Mexico;  and  one  grand- 
child. 

Dr.  N.  C.  Carpenter 

Dr.  Nathan  Clay  Carpenter,  62,  died  at 
his  home  in  Fort  Worth  on  July  21, 
1971.  He  had  been  in  general  practice 
there  since  1937. 

A native  of  Troy,  Tex.,  Dr.  Carpenter 
attended  Texas  Christian  University  in 
Fort  Worth  and  The  University  of  Texas 
at  Austin  before  receiving  his  MD  de- 
gree in  1934  from  St.  Louis  University 
School  of  Medicine  in  Missouri.  From 
1934  to  1935,  he  held  an  internship 
at  St.  Louis  County  Hospital.  The  fol- 
lowing year,  he  served  on  active  duty 
with  the  US  Army  Medical  Reserve  and 
was  discharged  as  a first  lieutenant. 
From  1936  to  1937,  Dr.  Carpenter  was 
a resident  in  surgery  at  All  Saints  Epis- 
copal Hospital  in  Fort  Worth. 

A former  chief  of  staff  at  All  Saints 
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Episcopal  Hospital,  he  was  medical 
examiner  for  Selective  Service  Board 
113  for  many  years.  He  also  belonged 
to  the  American  Medical  Association, 
American  Academy  of  General  Practice, 
Texas  Medical  Association,  and  Tarrant 
County  Medical  Society.  Dr.  Carpenter 
was  an  alumni  of  Phi  Beta  Pi  medical 
fraternity. 

Surviving  the  physician  are  his  wife, 
Elizabeth  Carpenter;  a son,  Nathan 
Clay  Carpenter,  III,  of  Fort  Worth;  a 
daughter,  Mrs.  Carol  Wood  of  Fort 
Worth;  five  sisters,  Mrs.  Nimmo  Gold- 
ston  of  Fort  Worth,  Mrs.  Mary  Rogers 
of  Troy,  Mrs.  Dave  Jennings  of  Belton, 
and  Mrs.  Frances  Carpenter  and  Mrs. 
Jimmie  Benet,  both  of  Dallas;  and  a 
brother,  Owen  P.  Carpenter  of  Belton. 

Dr.  R.  W.  Williams 

Dr.  Robert  Worth  Williams,  retired  gen- 
eral practitioner,  died  in  St.  David’s 
Community  Hospital  in  Austin  on  July 
28,  1971. 

The  66-year-old  physician  was  born 
in  Giddings  and  had  practiced  in  Shin- 
er, Tex.,  since  1934.  He  retired  from 
active  practice  in  1966. 

Dr.  Williams  obtained  his  premedical 
training  from  The  University  of  Texas 
at  Austin  and  was  a 1932  graduate 
of  The  University  of  Texas  Medical 
Branch  at  Galveston.  Following  his 
graduation  from  the  Medical  Branch, 
he  held  a one-year  internship  at  John 
Sealy  Hospital  in  Galveston. 

During  World  War  II,  Dr.  Williams 
served  in  the  US  Army  Medical  Corps, 
attaining  the  rank  of  captain.  He  was 
a member  of  the  DeWitt-Lavaca  Coun- 
ties Medical  Society,  Texas  Medical 
Association,  and  American  Medical  As- 
sociation. 

The  physician  had  also  practiced  in 
Austin  and  Smithville  during  his  career. 

He  is  survived  by  seven  brothers, 
W.  E.  Williams,  Jr.,  MD,  Harriss  Wil- 
liams, MD,  and  Charles  J.  Williams,  all 
of  Austin;  Knox  Williams  and  John  M. 
Williams,  both  of  Houston;  Roger  P. 
Williams  of  Victoria;  and  Stephen  A. 
Williams,  MD,  of  Corpus  Christi. 
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TEXAS  MEDICINE 


PSYCHIATRY 


INPATIENT  - OUTPATIENT 


Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L Knapp,  M.D.  Fred  H.  Jordan,  M.O. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 


BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 
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THE  NIGHT  SHIFT 
OF  DEPRESSION... 


Depression  is  a 
24-hour-a-day  problem... 
and  disturbed  sleep 
is  often  its  nooturnal 
expression.  In  fact, 
such  disturbance  may 
be  a key  symptom  in 
establishing  the 
diagnosis  of  depression. 


WHEN  THE  DIAGNOSIS 
IS  DEPRESSION 

ELAVIL”*" 

[AMITRIPTVIINE  HCI I MSOI 

TABLETS:  10  mg,  25  mg,  and  50  mg 
INJECTION:  lOmg/cc 

When  depression  is  serious  enough  to  warrant  medication, 
ELAVIL  HCI  may  prove  extremely  helpful.  Unlike  psychic 
energizers  or  agents  that  merely  elevate  mood,  ELAVIL  HCI 
embodies  a mild  antianxiety  action  which  manifests  itself 
even  before  the  fundamental  antidepressant  activity  of  the 
drug  becomes  evident.  Daytime  drowsiness  occurs  in  some 
patients,  usually  within  the  first  few  days  of  therapy. 

NOTE:  Not  recommended  during  the  acute  recovery  phase 
following  myocardial  infarction.  Patients  with  cardiovascular 
disorders  should  be  watched  closely;  arrhythmias,  sinus 
tachycardia,  and  prolongation  of  the  conduction  time  have 
been  reported,  particularly  with  high  doses;  myocardial 
infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients 
or  those  receiving  thyroid  medication.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy; 
such  treatment  should  be  limited  to  patients  for  whom  it  is 
essential.  Discontinue  the  drug  several  days  before  elective 
surgery  if  possible.  Should  not  be  given  to  patients  who 
have  received  an  MAOl  within  two  weeks. 


Contraindications:  Known  hypersensitivity.  Should  not  be  given 
concomitantly  with  or  within  at  least  14  days  following  the  discontinuance 
of  a monoamine  oxidase  inhibitor.  Then  initiate  dosage  of  amitriptyline  HCI 
cautiously  with  gradual  increase  in  dosage  until  optimum  response  is 
achieved.  Not  recommended  during  the  acute  recovery  phase  following 
myocardial  infarction  or  for  patients  under  12  years  of  age. 

Warnings:  May  block  the  antihypertensive  action  of  guanethidine  or  similarly 
acting  compounds.  Should  be  used  with  caution  in  patients  with  a history  of 
seizures  or  urinary  retention,  or  with  narrow-angle  glaucoma  or  increased 
intraocular  pressure.  Patients  with  cardiovascular  disorders  should  be 
watched  closely;  arrhythmias,  sinus  tachycardia,  and  prolongation  of  the 
conduction  time  have  been  reported,  particularly  with  high  doses; 
myocardial  infarction  and  stroke  have  been  reported  with  drugs  of  this 
class.  Close  supervision  is  required  for  hyperthyroid  patients  or  those 
receiving  thyroid  medication.  May  impair  mental  and/or  physical  abilities 
required  for  performance  of  hazardous  tasks,  such  as  operating  machinery 
or  driving  a motor  vehicle.  Safe  use  during  pregnancy  and  lactation  has  not 
been  established;  in  pregnant  patients,  nursing  mothers,  or  women  who  may 
become  pregnant,  weigh  possible  benefits  against  possible  hazards  to 
mother  and  child. 

Precautions:  When  used  to  treat  the  depressive  component  of  schizophrenia, 
psychotic  symptoms  may  be  aggravated;  in  manic-depressive  psychosis, 
depressed  patients  may  experience  a shift  toward  the  manic  phase,  and 
paranoid  delusions,  with  or  without  associated  hostility,  may  be 
exaggerated;  in  any  of  these  circumstances,  it  may  be  advisable  to  reduce 
the  dose  of  amitriptyline  HCI,  or  to  use  a major  tranquilizing  drug,  such  as 
perphenazine,  concurrently. 

When  given  with  anticholinergic  agents  or  sympathomimetic  drugs,  close 
supervision  and  careful  adjustment  of  dosages  are  required.  May  enhance 
the  response  to  alcohol  and  the  effects  of  barbiturates  and  other  CNS 
depressants.  The  possibility  of  suicide  in  depressed  patients  remains  during 
treatment  and  until  significant  remission  occurs;  this  type  of  patient  should 
not  have  easy  access  to  large  quantities  of  the  drug.  Concurrent 
electroshock  therapy  may  increase  the  hazards  of  therapy;  such  treatment 
should  be  limited  to  patients  for  whom  it  is  essential.  Discontinue  the  drug 
several  days  before  elective  surgery  if  possible. 

Adverse  Reactions:  Note:  Included  in  this  listing  are  a few  adverse  reactions 
not  reported  with  this  specific  drug.  However,  pharmacological  similarities 
among  the  tricyclic  antidepressant  drugs  require  that  each  reaction  be 
considered  when  amitriptyline  is  administered. 

Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitation, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  CNS  and 
Neuromuscular:  Confusional  states;  disturbed  concentration;  disorientation; 
delusions;  hallucinations;  excitement;  anxiety;  restlessness;  insomnia; 
nightmares;  numbness,  tingling,  and  paresthesias  of  the  extremities; 
peripheral  neuropathy;  incoordination;  ataxia;  tremors;  seizures;  alteration 
in  EEG  patterns;  extrapyramidal  symptoms.  Anticholinergic:  Dry  mouth, 
blurred  vision,  disturbance  of  accommodation,  constipation,  paralytic  ileus, 
urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash,  urticaria, 
photosensitization,  edema  of  face  and  tongue.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia.  Gastrointestinal:  Nausea,  epigastric  distress,  vomiting, 
anorexia,  stomatitis,  peculiar  taste,  diarrhea,  parotid  swelling.  Endocrine: 
Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement  and 
galactorrhea  in  the  female,  increased  or  decreased  libido.  Other:  Dizziness, 
weakness,  fatigue,  headache,  weight  gain  or  loss,  increased  perspiration, 
urinary  frequency,  mydriasis,  drowsiness,  jaundice.  Withdrawal  Symptoms: 
Abrupt  cessation  of  treatment  after  prolonged  administration  may  produce 
nausea,  headache,  and  malaise;  these  are  not  indicative  of  addiction. 

How  Supplied:  Tablets  containing  10  mg  and  25  mg  amitriptyline  HCI,  in 
single-unit  packages  of  100  and  bottles  of  100, 1000,  and  5000;  tablets 
containing  50  mg  amitriptyline  HCI,  in  single-unit  packages  of  100  and 
bottles  of  100  and  1000;  for  intramuscular  use,  in  10-cc  vials  containing 
per  cc:  10  mg  amitriptyline  HCI,  44  mg  dextrose,  and  1.5  mg  methylparaben 
and  0.2  mg  propylparaben  as  preservatives. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  the  Direction  Circular.  Merck  Sharp  & Dohme,  Division  of  Merck 
& Co.,  Inc.,  West  Point,  Pa.  19486 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin' 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
/^-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
; Lincocin  does  not  share 
-antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


So  is  penicillin- 
resistant  staph. 


Lincocin  (li neomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


I Sterile  Solution  (300  mg.  per  ml.: 


(lincomycin  hydrochloride, 

Upjohn) 


(lincomycin  hydrochloride, Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 

preparation  chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

*Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  ;8-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal-Glossitis, stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— 'Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/ver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions— "Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 
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Additional  information  available  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


101488 


when 

G*l  symptoms 
demand 
a potent 
synthetic 
anticholinergic 


move  up  to 
“the  Rohinul 
response” 

In  treating  hypersecretion  and  hypermotility 
associated  with  gastritis  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics? 

Then  move  up  to  a potent  anticholinergic — 
Robinul®  Forte  (2  mg.  glycopyrrolate). 

It  provides  prompt,  pronounced,  prolonged 
suppression  of  gastric  hypersecretion, 
making  it  a highly  effective  agent  in  gastritis 
and  other  upper  G-l  conditions  associated 
with  hypersecretion  and  hypermotility. 
Because  Robinul  Forte  exerts  a profound 
antispasmodic  action,  it  is  also  useful  in  the 
treatment  of  lower  G-l  disorders,  such  as 
functional  bowel  distress  and  spastic  and 
irritable  colon.  If  the  patient  has  a “one  tract 
mind’’  concerning  his  condition,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrrolate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinul  2 mg. 
Forte 

■ INDICATIONS  Robinul  Forte  (glycopyrrolate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrrolate.  They  are  primarily 
indicated  for, patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrrolate  is  recom- 
mended In  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydna,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrrolate  with  phenobarbital),  sensitivity  to  phenobarbital,  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1 ,009  patients  receiving 
1 to  32  mg.  of  glycopyrrolate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrrolate,  2 mg.)  or  Robinul-PH  Forte  Is  one 
tablet  three  times  daily  (in  the  morning,  early  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrrolate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glycopyrrolate,  2 mg.,  with  phenobarbital,  16,2  mg.)  is  available  as  scored,  oompressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  y!|'|-|'|'^QR||^5 


with  a hatchet 


With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
"a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  TH  ERAGRAN-M. 

Theragrair 

High  Potency  Vitamin  Formula 

Theiagiair-M 

High  Potency  Vitamin  Formula  with  Minerals 
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SQUIBB 


'The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integrity  of  its  maker.'™ 


Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  o (714)  646-4405 
960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  40  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stafniess 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Factory  Direct  Sales 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.=*- 
E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

PSYCHIATRY 

SAMUEL  E.  NEELY,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  D.A.B.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  D.A.B.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

G«n«r&l  Surtrenr; 

JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

Pediatrics: 

L.  L.  TravU,  M.D. 

J.  T.  Boyd,  M.D. 

M.  L.  Gray,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willms,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes: 

OrUiopedio  Surgery: 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

William  J.  Fowler 

Urology: 

Obatetrica  and  Gynecology: 

Administrator  of  Nan  Travis 

Memorial  Hospital 

H.  F.  Riv<a,  M.D. 

Pathology: 

Harbert  Davenport,  Jr.,  M.D. 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

J.  G.  Casey 

Business  Manager  of  Travis  CUnie 
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DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $10.00  per  column  inch  and  listings  must  run  for  a 
minimum  of  six  months.  New  listings  are  limited  to  those 
specialties  recognized  by  the  American  Medical  Association. 
A discount  of  5%  is  aliowed  for  six  months’  advance  payment. 
Mail  copy  to  Advertising  Assistant,  TEXAS  MEDiCINE,  1801 
North  Lamar  Bivd.,  Austin,  Texas  78701.  Deadline  is  20th  of 
the  month  preceding  publication  month. 


Texas 

Physicians’  Directory 


Aerospace  Medicine 


D.  OWEN  COONS,  M.D.,  M.P.H.,  F.A.M. 

Diplomate  American  Board  of  Preventive  Medicine 

Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 
Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certification 
6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamin,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


Clinics 


CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

Dale  W.  Hayter,  M.D., 
Ophthalmology 

O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F,  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D,,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R,  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M,D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido.  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 
Allergy 


1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 

Thomas  J.  Coleman,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANTS 
William  H.  Neil,  M.D. 

Victor  E.  McCall,  M.D. 


Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 
2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


J.  H.  Thomas,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Salvador  Ortiz,  M.D. 

Marilyn  Upmanyu,  M.D. 
(Consultant) 

SURGERY 

S.  T Coleman,  M.D.,  F.A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 
(Consultant) 

RADIOLOGY 
Crysup  Sory,  M.D. 


OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S, 
FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 
H.R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

UROLOGY 

J.  D.  Stephenson,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  • Mrs.  Joyce  Pettit 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  884-3861 

GYNECOLOGY 


SEAT  BELTS  SAVE  LIVES— 
BUT  ONLY  IF  YOU  USE  THEM 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 

2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecolo^ 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 


ADMINISTRATION 

C.  H.  "Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goeizer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY — 
CONSULTANT 
C.  G.  Spears,  M.D. 


525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas:  Telephone  224-1181 

J.  A.  Harris,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 


Internal  Medicine  and  Diagnosis 


P.  W.  Malone,  M.D..,  F.A.C.S. 
J.  W.  Tipton,  M.D. 

W.B.  Allensworth,  M.D. 
GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 
INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan.  M.D. 

Thomas  G.  Vandivier,  M.D. 

Charles  H.  Gregory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

Oscar  A.  Fonseca,  M.D. 

Consultation  By  Appointment 


NEUROLOGY 

Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

Jack  P.  Abbott,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 
LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 
ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


D.  M.  Logan,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 
M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr,,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 




CLINIC  OF  THE  SOUTHWEST 

6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 

Telephone  774-7671 


INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 
Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 

John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 

RADIOLOGY 

Neil  B.  Longley,  M.D. 

Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 
315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


JOHNC.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


617  South  Tatar  Street,  Pasadena,  Texas  77502 


Eye,  Ear,  Nose,  Throat 


Dermatology 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 


R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 
Disease  & Surgery  of  the  Eye 

1321  Hickory  St.,  Abilene,  Texas,  Phone  673-3751 


X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 


714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 


1217  Hermann  Professional  Bldg.,  Houston,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUNDN.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer,  Radium  and  X-Ray  Therapy 


nil 


MEMORIAL  LIBRARY 
TEXAS  MEDICAL  ASSOCIATION 


A clinical  library  designed  to  assist  the  practicing  physician 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 


1410  Pruitt  Street,  Fort  Worth,  Texas 


Volume  67,  September,  1971 


167 


Family  & General  Practice 

General  Surgery 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  333-2527 
*Diplomate  American  Board  of  Family  Practice 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

IRWIN  KURTZ,  M.D. 

Diplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D,.  F.A.C.P. 

Consultations  in  hospitals  only 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

TEXAS  MEDICINE 

regularly  lists  highlights  of  more  than  100 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 

information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “HIGHLIGHTS  OF 

COMING  MEETINGS”  section. 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 
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TEXAS  MEDICINE 


ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

Neurology 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Neurological  Surgery 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

Diplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Ophthalmology 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members' 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 
Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  O.  Box  6374,  Corpus  Christ!,  Texas  78411 
512  853-7319 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


THE  EL  PASO  ORTHOPEDIC  SURGERY  GROUP 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Louis  W.  Breck,  M.D. 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

Donald  A.  Shearer,  Administrator 

'Special  Attention  to  Surgery  of  the  Hand 

1220  N,  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  533-7465 


RUSS  B,  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.O.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• Annual  Fall  Conference,  Oct.  2,  1971,  Austin 

• Annual  Winter  Conference,  Jan.  22,  1972,  Austin 

• 105th  Annual  Session,  May  11-14,  1972,  San  Antonio 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  0.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P.,  Walter  Krohn,  M.D.,  F.C.A.P. 

Harold  M.  Block,  Jr.,  M.D.,  F.C.A.P 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  MD. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — -Office  Pickup  Service  in  Houston 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

Pharmaceutical  advertising  in  TEXAS  MEDICINE 
keeps  you  informed  and  pays  for 
publishing  costs.  When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad  in  your  journal. 
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Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.O.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

'Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

JAMES  H.  PENOFF,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904>/i  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512) 

Office  696-2390 

Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Present  your  ideas 
in  Texas  Medicine 

lifting  manuscripts, 

“Information  for  Authors." 

CARL  R.  COERS,  ill,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


WM.  OTHO  GILLEAN,  JR.,  M.D 

Practice  Limited  to 

General  Psychiatry 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


*Bernard  J.  Dolenz,  M.D. 

‘Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
‘Diplomates  American  Board  of  Psychiatry  and  Neurology 


140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


practice  limited  to 


PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 
Geoffrey  Kelham,  M.D. 


Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
‘Abe  Hauser,  M.D. 

‘Robert  I.  Hauser,  M.D. 

‘Barry  M.  Brown,  M.D. 

H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 


X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Section  of  Neurology 
‘Gerald  Ratinov,  M.D. 

‘Robert  M.  Gordon,  M.D. 

‘Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

‘Dipiomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.AB.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Thoracic  Surgery 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

CHARLES  T.  MEADOWS,  M.D. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

MARVIN  GREER  RAPE,  M.D. 

Diplomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

Diplomates  American  Board  of  Urology 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor's  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

HECTOR  A.  ESCAMILLA,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

PAULMANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.25  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SUROEON  AND  TWO  GP’s  needed  by  \\)  doctor  ffroup, 
lOO-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  H.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas.  Texas  75216. 

GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eipht  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller.  P.O.  Rox  546,  Milford.  Texas  76670,  area  code  214,  493-2511. 

UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Medi~ 
cine,  1801  North  Lamar  Blvd..  Austin.  Texas  78701. 

PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  35,000.  Contact  Ad-236,  Texas  Mcdi- 
cine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

ORTHOPEDIC  SURGEON.  PEDIATRICIAN.  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salai*y 
open.  Full  partnership  in  one  year.  lOO-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association,  3330  South 
Lancaster  Road.  Dallas,  Texas  75216.  Attn:  John  B.  Chester,  M.D. 

OPPORTUNITIES  IN  YOAKUM  COUNTY,  TEXAS.  DENVER  CITY, 
TEXAS.  Actual  need  for  four  general  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  15,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modern  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  50  beds,  well  equipped, 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  ai'rangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Yoakum 
County,  15  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipped  modern  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  has  excellent  schools,  good  churches,  Yoakum  County 
Park  between  the  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital,  Denver  City.  Texas,  area  code  806, 
692-2121  or  County  Judge  Gene  Be*anett,  Plains,  Texas,  area  code  806, 
456-8606. 


WANTED:  PHYSICIANS  WITH  INTEREST  IN  OBSTETRICS  to 
locate  in  progressive  East  Texas  area  with  complete  support  of  local 
medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur,  Gladewater, 
Texas,  or  phone  AC  214,  845-2281. 

EMERGENCY  ROOM  PHYSICIANS  WANTED:  Texas  Hospital  Con- 
sultants need  emergency  room  physicians  to  help  cover  hospitals  in 
Texas.  Work  for  the  patient  on  a fee-for-sei*vice  basis.  Excellent  eco- 
nomic opportunity.  Hospital  privileges  available.  Call  AC  512  732-3541 
collect  or  write  Texas  Hospital  Consultants,  114  West  Glenview,  San 
Antonio.  Texas  78228. 

FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  50- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgeiT  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2500/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
workng  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8155,  379-8156,  Newton, 
Texas. 

WEST  TEXAS  OB-GYN,  FOUR  MAN  GROUP  desires  associate.  Sal- 
ary $24,000  per  year,  leading  to  partnership.  Military  service  completed 
and  age  under  38  years.  Midland  Women’s  Clinic,  2009  West  Wall, 
Midland,  Texas  79701. 

"WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  35.  military  conT- 

pleted  to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-45,  50  miles  from  Dallas.  Beginning 
salary,  $25,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 50-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

PHYSICIAN  WANTED:  Mart,  Texas  is  located  in  Central  Texas  with 
a population  of  2,200  and  a trade  area  of  10,000  or  more.  There  is  avail- 
able a fully  equipped  clinic.  Nursing  home  with  63  beds  stays  full  at  all 
times.  Physician  potential  net  income  $40,000  to  $50,000  per  year.  For 
additional  information  contact  Georgia  Goodenough,  Chairman,  Medical 
Committee,  Mart  Chamber  of  Commerce,  1201  Texas  Avenue,  Mart,  Texas 
76664. 


$30.000-$40,000  GUARANTEED  FIRST  YEAR.  Utile  or  no  practice 
expense.  Maximum  leisure  time  with  family.  General  and  internal  medi- 
cine private  practices  available  in  solo  and  group  situations.  Not  an 
employment  agency.  No  cost  to  physician.  Sanford  Smith,  Director,  Phy- 
sician and  Personnel  Planning,  P.O.  Box  9836,  Houston,  Texas  77015. 
713-453-6324. 

PHYSICIANS  WITH  TEXAS  LICENSE.  Opportunity  to  work  in  state 
institute  for  retarded.  40-hour  week,  retirement  program,  vacation,  other 
fringe  benefits.  Excellent  schools,  fishing,  hunting.  Salary  from  $22,000 
depending  upon  qualifications.  An  equal  opportunity  employer.  Contact 
Superintendent,  Mexia  State  School,  P.  O.  Box  1132,  Mexia,  Texas  76667, 
or  call  AC  817,  662-2821. 

WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator,  P.  O.  Box  28,  Dallas,  Texas. 

OPPORTUNITY  FOR  YOUNG  MD  IN  FAMILY  PRACTICE  in  Spring 
Branch  area  of  Houston.  For  information  contact  Dr.  J.  Siegel,  7410 
Long  Point.  Houston,  Texas  77055  ; telephone  682-2553. 

WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  75501. 

GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  to'^ 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  salary 
and  incentive.  Excellent  fringe  benefits  including  retirement  plan.  New 
modern  building  with  fully  equipped  x-ray  and  laboratory  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Association,  P.O.  Box  1409,  Texarkana.  Arkansas-Texas  75501. 
Telephone  AC  214,  792-7151. 

STAFF  PHYSICIANS  WANTED.  Full  time  positions  in  general  medi- 
cine at  Veterans  Administration  Hospital,  Waco,  Texas.  Excellent  schools 
and  housing.  Licensure  may  be  in  any  state.  Excellent  fringe  benefite. 
Equal  opportunity  employer.  Contact  Chief  of  Staff,  Veterans  Adminis- 
tration  Hospital,  Waco,  Texas  76703. 

GENERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join 
eighteen  man  multi-specialty  group  in  the  Southwest.  Attractive  starting 
salary  and  incentive.  Excellent  fringe  benefits  including  retirement  plan. 
New  modern  building  with  fully  equipped  x-ray  and  laboratory  facilities. 
Two  accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & 
Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas 
755Q1.  Telephone  AC  214,  792-7151. 

GENERAL  PRACTITIONER.  INTERNIST,  OPHTHALMOLOGIST, 
PEDIATRICIAN,  ORTHOPEDIST  to  join  six  general  practitioners  and 
three  specialists  in  well  equipped  offices.  Liberal  salary  with  usual  fringe 
benefits  including  hospital/major  medical,  life,  disability,  and  malpractice 
insurance,  and  interest  in  vested,  tax  sheltered  retirement  program.  Two 
year  employee  status  leading  to  full  partnership.  Open  staff  hospital 
appointments  at  fully  accredited,  125  bed  general  hospital  adjacent  to 
office  building.  Texas  Gulf  Coast  area  encompasses  rapidly  growing  in- 
dustrial complex  and  extensive  recreational  facilities  including  fishing, 
boating  and  hunting.  Located  25  miles  from  Houston  and  40  miles  from 
Galveston.  School  system  includes  junior  college.  Contact  H.  H.  Duke,  Jr., 
M.D.,  Medical  & Surgical  Group.  1105  Decker  Drive,  Baytown,  Texas 
77520.  Telephone  AC  713,  427-1761. 

GENERAL  PRACTITIONER  (ONE  OR  TWO)  NEEDED  to  assume 
practice  of  retiring  doctor  in  Italy,  Texas.  Italy  is  located  30  minutes 
south  of  Dallas  with  a population  of  6,000  within  a 4 mile  radius.  May 
use  present  office  space  or  will  build  to  doctor’s  specifications.  Italy  has 
a modem  75-bed  nursing  home  and  hospital  facilities  14  miles  away  in 
Waxahachie.  Good  school  (Class  A)  and  churches  with  new  homes  under 
construction.  If  you  will  take  a look,  we  will  pay  expenses.  For  informa- 
tion write  Willis  L.  Bugg,  P.O.  Box  160,  Italy,  Texas  76651,  or  call 
AC  214,  483-6271  or  483-6836. 

WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Annual  salary  $21,500  to  $28,000, 
depending  on  training  and  experience.  40  hour  work  week  with  ample 
vacation  time,  other  fringe  benefits.  Excellent  community  to  live.  Near 
Dallas,  Fort  Worth.  Contact  Medical  Director,  Denton  State  School,  Box 
368,  Denton,  Texas  76201. 

AVAILABLE  IMMEDIATELY.  Single  general  practitioner’s  M.D. 
clinic  and  practice.  Deceased  physician  63  years  of  practice.  Excellent 
location,  within  two  mile  radius  of  four  major  accredited  hospitals.  City 
of  393,476.  Minimum  earning  capacity  $25,000  per  annum,  more  if 
capable  to  do  surgery  and  ob/gyn.  Will  consider  locum  tenens.  Dr. 
A.  M.  Huffman  Clinic,  1201  Hemphill,  Fort  Worth,  Texas  76104;  phone 
1-817-332-8171,  1-817-926-2335,  1-817-265-1713. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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EXCELLENT  OPPORTUNITY  FOR  PHYSICIANS  in  Carrizo 
Springs,  Texas,  a winter  garden  in  the  heart  of  the  brush  country. 
Office  space  available  in  new  Dimmit  County  Medical  Center,  adjacent 
to  32  bed  hospital  and  new  60  bed  nursing  home.  Contact  C.  W. 
Vandervoort,  600  N.  1st  Street,  Carrizo  Springs,  Texas  78834;  phone 
612-876-2550. 

PSYCHIATRIST:  Board  certified  or  eligible  with  Texas  license  or 
eligible  for  reciprocity,  for  2,700  bed  modern  State  Hospital.  Salai’y 
$24,000,  plus  additional  for  board  certification.  Apply:  Luis  M.  Cowley, 
M.D.,  Terrell  State  Hospital,  Terrell,  Texas  75160.  An  equal  opportunity 
employer.^ 

PHYSICIANS:  Texas  license  or  eligible  for  reciprocity,  for  2,700-^ 
modern  State  Hospital.  Salary  $21,500.  Apply:  Luis  M.  Cowley.  M.D., 
Terrell  State  Hospital.  Terrell,  Texas  75160.  An  equal  opportunity  em- 
ployer^  

PROFITABLE  PRACTICE  in  small  town  of  Alto  open  to  respon- 
sible physician.  Extremely  low  overhead  in  newly  rem^eled  clinic  next 
to  oral  surgeon,  owned  by  civic  group.  45  bed  hospital  12  miles  on 
4-lane  highway.  Contact  Bill  Warner,  Box  57,  Alto,  Texas  75925, 
phone  713-868-4311,  or  nights  and  Sunday  858-4478.  , 

GENERAL  SURGEON,  board  certified/eligible  to  practice  with  7-man 
group.  Salary  negotiable,  leading  quickly  to  full  partnership.  County 
seat,  one  hour  drive  from  Dallas  or  Fort  Worth.  Two  fine  recreational 
lakes  within  16  miles.  Group  is  majority  of  staff  of  100  bed  hospital. 
Serves  Hill  and  adjoining  counties.  Contact  James  M.  Buie,  M.D.,  tiox 
1005,  Hillsboro,  Texas  76645. 

^OPENINGS  FOR  GENERAL  PRACTICE  and  all  specialties  avaU- 
able  in  the  near  vicinity  of  Pasadena  Bayshore  Hospital.  This  is  a 300 
bed  hospital,  with  a 100  bed  annex  and  two  professional  buildings 
located  immediately  adjacent  to  the  hospital  grounds.  This  hospital  is 
located  in  a growing  city  of  nearly  100,000  population,  adjacent  to  the 
NASA-Clear  Lake  area  and  Houston.  Interested  doctors  should  address 
their  inquiries  to  G.  G.  Alexander,  M.D.,  3912  Brookhaven.  Pasadena, 
Texas  77504. 

WANTED  GENERAL  SURGEON  to  join  GP  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas.  Beginning  salaiy 
$3000  per  month  or  may  be  on  own.  Call  or  write  M. 

M.D.,  P.O.  Box  289,  Goldthwaite,  Texas  76844;  phone  916-648-221^. 

GENERAL  PRACTITIONER  to  join  three  man  clinic  doing  full  gen- 
eral practice  including  some  surgery,  orthopedics  and  full  _ O.B.  Across 
street  from  new,  fully  accredited  40  bed  hospital  (expansion  plans  65 
and  ultimately  130  beds).  Town  of  10,000  with  large  surrounding  drawing 
area  40  miles  from  Houston  and  Galveston.  Four  way  equal  call  and  time 
off.  Salary  $24,000  minimum  first  year  with  possible  partnership  after 
one  or  two  years.  No  initial  investment  required.  Equal  opportunity  offet\ 
Send  full  resume  and  photograph  to  Ad-331,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701.  

GENERAL  PRACTITIONER  NEEDED  in  Beaumont,  Texas.  City  of 
120,000  servicing  400,000  to  600,000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,600  per  month  with  50% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new, 
fully  equipped  clinic.  Presently  have  5-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 

GENERAL  PRACTITIONERS,  PEDIATRICIANS,  GYNECOLOGISTS 

needed  in  pleasant  East  Texas  town  of  Marshall.  Office  space  across 
street  from  hospital.  New  hospital  to  start  construction,  sanie  site,  Janu- 
ary 1972.  Opportunity  for  association  for  purpose  of  trading  call  and 
weekends.  Contact  R.  Orin  Littlejohn,  M.D.,  304  University  Avenue, 
Suite  200,  Marshall,  Texas  75670.  

PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $15,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 
78751. 

WANTED:  ANESTHESIOLOGIST  for  small  Dallas  hospital  with  ex- 
pansion plans.  Fee  for  services,  $35,000  minimum.  Excellent  opportonity 
to  head  Department  of  Anesthesiology;  listed  with  A.H.A^T.H  A.  ; 
Medicare-Medicaid  approved.  Send  resume  to  P.O.  Box  292,  Hutchins, 
Texas  75141. 

MD  FOR  GENERAL  PRACTICE  AND  SURGERY,  join  established 

clinic  or  start  private  practice.  New  hospital  and  clinic  offices  to  be  com- 
pleted September  16,  1971.  For  information  contact  James  D.  Holquist, 
Administrator,  South  Eastland  County  Hospital  District,  Gorman,  Texas 
76454.  AC  817-734-5830. 

■ WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 

San  Angelo  Center.  Base  annual  salary  $21,500,  40  hour  work  week  with 
ample  vacation  time,  other  fringe  benefits.  Excellent  community  to  live. 
Near  San  Angelo,  Texas.  Contact  Medical  Director,  San  Angelo  Center, 
Carlsbad,  Texas  76934. 

WANTED:  PUBLIC  HEALTH  OFFICER  to  assume  position  as  City- 

County  Health  Officer  immediately.  Salary  per  year  $30,000  with  other 
benefits.  New  public  health  building.  Family  practice  residency  program 
operated  by  county  medical  society  will  coordinate  with  public  ^alth 
program.  Contact  David  Smith,  City  Manager,  City  Hall,  Waco,  Texas 
76703.  


Classified  ads  in  Texas  Medicine 

GET  RESULTS! 

Only  $8.00  for  50  words  that  reach 
over  11,800  readers  each  month. 

See  full  details  on  previous  page. 


Situations  Wanted 


INTERNIST-GASTROENTEROLOGIST.  35  years  old,  trained  in  G.I., 
x-ray,  endoscopy.  Will  do  internal  medicine  plus  gastroenterology.  Desires 
to  relocate  in  Dallas  or  Houston  area.  Please  reply  to  Ad-319,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

YOUNG  M.D.  with  three  years  experience  as  general  practitioner 
desires  full-time  or  part-time  employment  in  Houston  area  from  No- 
vember 1,  1971,  to  June  30,  1972.  US  medical  school  graduate.  Contact 
AD-328,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  PRACTITIONER,  41  years  old,  immigrant,  with  surgical 
experience,  seeks  opportunity  in  Houston  area.  Please  reply  to  1717  North 
Loop  West,  Suite  2,  Houston,  Texas  77008.  Telephone  688-0887. 

DESIRE  POSITION  AS  A BUSINESS  OR  CLINIC  MANAGER^r~a 

doctor’s  group.  Ten  years  experience  as  an  administrator  or  business 
manager  in  the  medical  field.  Salary  range  $13,000  to  $15,000.  Resume 
available.  Please  reply  to  Box  332,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  board  certified.  Experienced.  Excellent  references. 
Available  immediately.  Please  reply  to  Ad-334,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST,  CERTIFIED  AND  EXPERIENCED  in  diagnosis, 
therapy  and  isotopes  seeks  directorship  of  hospital  X-ray  department ; 
association  with  clinic,  individual  radiologist  or  radiological  group.  Please 
reply  to  Ad-333,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

TEXAS  RADIOLOGIST,  board  certified,  desires  small  hospital,  clinic 
or  association  with  group.  19  years  hospital  and  clinic  experience.  Please 
reply  to  Ad-335,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

INTERNIST,  32,  board  eligible,  with  university  training  in  nephrology, 
seeks  practice  opportunity  which  would  involve  partial  or  complete 
supeiwision  of  a hemodialysis  unit.  Military  obligation  completed.  Licensed 
in  Texas.  Available  7/72.  Please  reply  to  Ad-336,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin.  Texas  78701. 


For  Sale  or  For  Rent 


FOR  YOUR  RANCH  OR  FARM  two  heavy-duty  rotary  cutters,  Roto- 
cycles,  demonstrators,  excellent  condition,  new  guarantee.  Tractor  pow- 
ered  lift  type  and  pull  type.  Call  AC  817-756-2137. 

OFFICE  FOR  LEASE.  Reception,  waiting,  consultation,  and  treatment 
rooms.  Furnished.  Centrally  located,  near  downtown  Dallas  in  frame 
building.  Former  doctor  had  an  established  practice  of  25  years.  Prefer 
bilingual  (Spanish-English)  MD.  Excellent  opportunity  for  beginning 
practitioner.  For  further  information  write  to:  Mrs.  J.  T.  Saldivar,  9815 
Limerick  Drive,  Dallas,  Texas  75218. 


FOR  SALE 
or 

RENT 


Brick  medical  office  with  sufficient  space  for  two  doctors 
if  desired.  This  office  has  1810  square  feet  of  floor  space, 
brick  garage,  laundry,  and  attractive  landscaping.  It  is 
located  in  Kermit,  Texas  and  is  directly  across  the  street 
from  the  Winkler  County  Memorial  Hospital.  The  building 
has  the  following  rooms:  patient’s  lobby  and  reception, 
X-Ray,  laboratory,  central  supply,  laundry,  and  five  exam- 
ining rooms.  All  above  mentioned  offices  are  fully 
equipped  and  furnished. 

IF  INTERESTED  CONTACT:  Wayne  H.  McClure,  6003  West- 
ridge  Lane,  Apt.  205,  Ft.  Worth,  Tex.  76116.  Phone — 
732-6806,  Area  Code  817. 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  maie. 
The  concept  of  chemotherapy  plus  the 


physician  s psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Study) 
T.  Jakobovits 


Fertility  and  Stdrility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  . .2.5  mg. 
Thyroid  Eit.(1/Sgr.)  ..lOmg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  SCO.  1000. 
OefCR  TO 

PDR 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Eit.  (V2  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  ....  1 ...  10  mg. 
Dose:  1 tablet  3 times  daily. 

Available: 

Bottles  of  100.  500.  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 
Thyroid  Eit.  (I  gr.)  ....64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
^tfai7a6/e: 

Bottles  of  60,  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B COMPLEX  AND  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit. ('/4  gr.)  ...ISmg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B*12  2.5  meg. 

Riboflavin .5  mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications;  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  iaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Referencea:  1.  Mentesane,  P.,  and  Evangaltsla.  I.  Methyltestosterone-thyroid  treatment  of  setual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962.  4.  Heilman,  L.,  Sradlow,  H.  L.  Zumoff.  B..  Fukushima,  0.  K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocnolesteremic  effect  of  androsterone.  } Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  J.,  and  Colton.  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincotf,  Phila- 
delphia. 1955,  p.  1432.  7.  Wersnub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99, 
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THE  BROWN  PHARMACEUTICAL  CO.,  INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


-i 


Cerebro-Nicin 


I! 


capsules/elixir 


A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


■ Cerebro-Nicin 
□ Placebo 


25% 

17% 

POOR 


FAiR 


GOOD 


.CEREBRO-NICIN®  New  double-blind  study*  shows  how 
‘ effectively  senility  can  be  forestalled.  Four  times  as  many 
[aging  patients  showed  striking  improvement. 

I^A  Double*Blfnd  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,,  of 
i^tthe  Amer.  Ger.  Soc.  June,  1964 

,11,11  II-  - — - - - — - — ■ - 


Available  in  a tasty  vifine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazole., 100  mg.. 

Nicotinic  Acid .100  mg.  >' 

Ascorbic  Acid 100  mg. 

Thiamine  HCI 25  mg,  < 

1-Glutamlc  Acid 50  mg. 

Niacinamide. : 5mg. 

Ribofiavin 2 mg,  ^ 

Pyridoxine 3mg.‘' 

DOSAGE:  One  capsule  t.I.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  100,  500,  1000  capsules. 

Also  elixir  Boz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications  ^ 
to  Pentylenetetrazole  although  caution  should  be  exercised  when  ' 
treating  patients  with  a low  convulsive  threshold.  .i 

Most  persons  experience  a flushing  or  tingling  sensation  after  i 
taking  a higher  potency  niacin-containing  compound.  As  a sec-', 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa*' 
tions  of  discomfort.  This  reaction  is  transient  and  is  ■ 

rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction,  ; 

PDRJ 


Write  for  literature  and  samples... 

THE  BROWN  PHARMACEUTICAL  CO.- 

F2500W.6thSt..Los  Angeles, Calif.  90057j 
Write  for  Product  Catalog 
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Physician  represehtationi 


Removal  of  superfluous  hair 
Human  brucellosis 


©orbptt,  utcl|ht30,  memorial  H^ospital 

AnJi  (Harbett  Climr 

305  Coleman  Street 
Post  Office  Box  60 


GENERAL  SURGERY 

HowartI  O.  Smith.  M.D..  F.A.C.S. 
D.  R.  Swetland,  M.D..  F.A.C.S. 
Howard  L.  Smith.  M.D..  F.A.C.S. 
Cecil  A.  McRee,  M.D. 


INTERNAL  MEDICINE 
W.  F.  McKinley.  Jr..  M.D. 

James  S.  Bussell.  M.D. 

C.  G.  Brown.  M.D. 

EYE.  EAR.  NOSE  AND  THROAT 
S.  W.  Hughes.  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 

Howard  O.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  foims  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


ittarlin,  tLcxas 


Telephone:  WE  6-3561 


ALLERGY 

S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
\V.  L.  Reese.  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 


DENTISTRY 

B.  E.  Latimer,  D.D.S. 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 


RADIOLOGY 

J.  M.  Brown.  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr..  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 

Howard  O.  Smith.  M.D..  F.A.C.S. 
Howard  L.  Smith.  M.D.,  F.A.C.S. 


DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses: 

Ruby  Lowrance,  R.N. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

JlO.'i  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


•Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.R.  Internal  Medicine  & Gastroenterology 
P.  E.  Lueeke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
•Wm.  H.  Putts,  B.A.,  F.A.C.P.,  Internal  Medicine 
♦Ozro  T.  Woods,  M.D.,  Surgery.  Emphasizing  Tumors 
•Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 

Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 

Wells  M.  Wade.  D.D.S.,  Dental  Surgery 

Ilalcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

John  B.  Bourland.  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery.  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Eilwin  M.  Cleveland.  M.D.,  Internal  Medicine 

John  B Allen.  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 

•Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 


B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 

D.  W.  Shuster,  M.D.,  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Lueeke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatology 

Landon  W.  Stewart,  M.D.,  Internal  Medicine 

William  S.  Wolff,  M.D.,  Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 

Richard  B.  Dulany,  M.D.,  Urology 

William  F.  Walton.  D.D.S. , General  Dentistry 

E.  Nelson  Forsyth,  Jr.,  M.D.,  Gastroenterology  & Internal 
Medicine 

George  D.  Blake,  D.D.S.,  General  Dentistry 
Miss  Billye  J.  Norris.,  K.N.,  Director  of  Nurses 

C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook.  Associate  Administrator 


^Inactive  status 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

\hlium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  rehef  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff -man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibihty  of  increase  in 
frequency  and  / or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  ra.sh,  ata.xia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2)2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  inTel-E-Dose’^  “'  packages  of  1000. 
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50  Undiagnosed 
Gynecologic  Cancer  Mas- 
querading as  a 
Benign  Condition 

Dr.  John  L.  Lewis,  Jr.,  is 
chief  of  the  Gyne- 
cology Service,  Memorial 
Hospital  for  Cancer 
and  Allied  Diseases,  and 
professor  of  obstetrics 
and  gynecology  at  Cornell 
University  Medical 
College,  New  York  City.  He 
is  a diplomate  of  the 
American  Board  of  Obstet- 
rics and  Gynecology 
and  is  associated  with 
other  professional  groups. 
His  coauthor.  Dr.  Wil- 
liam A.  Nahhas,  is 
with  the  Department  of 
Obstetrics  and  Gynecology, 
American  University 
Hospital,  Beirut, 

Lebanon. 

56  Focal  Fungal  Infec- 
tions Treated  by  Immuno- 
logical Therapy  with 
Emphasis  on  Vaginal 
Moniliasis 

Dr.  Harris  Hosen  practices 
in  Port  Arthur,  special- 
izing in  allergy.  He  is 
a diplomate  of  the  Ameri- 
can Board  of  Pediatrics, 


an  associate  fellow 
of  the  American  College  of 
Allergists,  and  a mem- 
ber of  the  American 
Academy  of  Pediatrics, 
Ecology  Allergy  Soci- 
ety, and  several  other  pro- 
fessional groups. 

60  Human  Brucellosis  in 
Texas:  Epidemiology 
1960-1969 

Dr.  S.  J.  Lerro  is  medical 
consultant.  Communi- 
cable Disease  Section, 
Texas  State  Department  of 
Health,  Austin.  He  is 
a diplomate  of  the  Ameri- 
can Board  of  Preventive 
Medicine,  a past  pres- 
ident of  the  Texas  Associa- 
tion of  Public  Health 
Physicians,  and  a member 
of  various  national, 
state  and  local  profes- 
sional organizations. 
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Superfluous  Hair 

Dr.  Marvin  E.  Chernosky  is 
in  the  private  practice 
of  dermatology  in  Hous- 
ton. He  is  chief  of  derma- 
tology at  Hermann 
Hospital  and  the  St. 
Anthony  Center,  clinical 
associate  professor 
of  dermatology  at  Baylor 
College  of  Medicine, 
a member  of  the  American 
Dermatological  Associa- 
tion, a diplomate  of 
the  American  Board  of 
Dermatology,  a fellow  of 
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of  Physicians,  and  a mem- 
ber of  other  professional 
societies. 

83  Primary  Melanoma 
Arising  in  Site  of  Previous 
Melanoma;  Report  of 
Two  Cases 

Dr.  C.  H.  McCuistion  is  an 
assistant  clinical  pro- 
fessor of  dermatology  at 
Baylor  University  Post 
Graduate  School  of  Medi- 
cine, Brooke  General 
Hospital,  San  Antonio.  His 
coauthor.  Dr.  Eugene 
P.  Schoch,  Jr.,  is  a clinical 
assistant  professor  at 
The  University  of  Texas 
Southwestern  Medical 
School  at  Dallas.  Both  are 
in  the  private  practice 
of  dermatology  in  Austin. 

89  Radiographic  Findings 
in  Acute  Appendicitis 

Drs.  David  M.  Rulfs  and 
Richard  G.  Fisher  are 
assistant  professors 
of  radiology  at  Baylor  Col- 
lege of  Medicine, 

Houston.  Dr.  Rulfs  is  a 
diplomate  of  the  American 
Board  of  Radiology 
and  Dr.  Fisher  is  a fellow 
of  the  American  College 
of  Radiology. 
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ON  THE  COVER 

Encompassed  by  infinity, 
each  man  must  find 
for  himself  a place  where 
his  talents  will  enhance 
the  patterns  of  life 
nearby.  Still,  if  he  chooses 
representatives  carefully 
and  takes  time  to  let 
them  know  his  views,  he 
can  extend  his  influence 
far  beyond  his  own 
plat.  On  page  43,  Dr. 
James  H.  Sammons  tells 
how  TMA  effectively 
represents  its  members, 
and  encourages  each  phy- 
sician to  extend  his  per- 
sonal influence  by  com- 
municating with  TMA. 

NEXT  MONTH 

In  office  practice,  the  phy- 
sician can  use  a com- 
puter for  many  types  of 
work  in  addition  to  billing. 
An  article  in  Novem- 
ber’s issue  will  show  how 
it’s  done.  Also  scheduled 
are  articles  on  the 
repair  of  incisional  and 
inguinal  hernias;  nitroglyc- 
erin and  isosorbide 
dinitrate  in  coronary  insuf- 
ficiency; a review  of 
coccidioidomycosis; 
role  of  betahistine  hydro- 
chloride in  the  treatment 
of  peripheral  vas- 
cular arterial  disease; 
primary  Pseudomonas 
pneumonia;  and  pro- 
longed partial  bypass  for 
correction  of  recurrent 
coarctation  of  the  aorta  in 
a patient  with  uni- 
lateral renal  agenesis. 
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liitroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 
System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Modical  Record  System  __  a simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  with 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 


The  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
office  time.  In  designing  these  products 
hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
I without  upsetting  existing  routines, 
j Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
telephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
f Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


ROCOM 

Division  of  Hoffmann-La  Roche  Inc. 

Box  169 

Fairview,  New  Jersey  07022 
Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

□ Health  History  ^ ^Medical  Record 

System  1 [system 

I I Telephone  System  [^Appointment  System 


Name 

Specialty 

Street 

City 

State 

Please  do  not 

forget  Zip  Code 

15 

i Rocom  Telephone  System  ..  a complete 
.system;  one  that  can  be  understood  quickly 
(by  your  newest  office  aide;  one  that  permits 
[your  staff  to  answer  specific  patient  questions 
i with  confidence;  one  that  will  make  jour 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 

out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


Created  and  developed  by  Patient  Care  Systems,  Inc. 


/^sociation& 

TMA  Executive  Board  reviews  osteopathy,  vendor  drug  program, 
continuing  education,  and  non-physician  patient  care  at  fall  conference 


The  Texas  Medical  Association’s  Execu- 
tive Board,  in  an  especially  compre- 
hensive and  lengthy  session  reflecting 
the  many  issues  facing  medicine  today, 
set  policy  Oct.  3 on  several  current 
topics.  The  state’s  vendor  drug  pro- 
gram, osteopathy,  continuing  educa- 
tion, and  non-physician  patient  care 
were  among  items  receiving  major  at- 
tention from  the  Executive  Board. 

Vendor  drug  program 

The  vendor  drug  program,  an- 
nounced earlier  by  the  Texas  State 
Department  of  Public  Welfare,  was  the 
subject  of  one  major  position  state- 
ment by  the  board. 

In  essence,  the  statement  said  that 
TMA  will  support  only  those  programs 
which  are  designed  to  permit  the  phy- 
sician to  prescribe  medication  in  his 
usual  manner — written  or  oral  prescrip- 
tions— as  required  for  the  care  of  the 
patient.  TMA  will  not  support  proposals 
such  as  those  contained  in  the  vendor 
drug  program  because  of  the  imposi- 
tion of  an  additional  burden  of  paper- 
work and  administrative  and  legal  lia- 
bility upon  the  physician  and  because 
such  requirements  would  reduce  the 
time  the  physician  has  to  devote  to 
providing  professional  services  to  his 
patients.  The  Association  asked  the 
Welfare  Department  to  reconsider  the 
provisions  of  the  vendor  drug  program 
and  to  reorient  the  physician’s  role  in 
the  program  to  providing  prescriptions. 

The  board  adopted  this  position  on 
the  vendor  drug  program  upon  recom- 
mendation of  the  new  TMA  Council  on 
Tax-Financed  Health  Care  Programs, 
which  met  with  Welfare  Department 
officials  during  the  Association’s  fall 
conference  to  discuss  the  program. 

Osteopathy 

Following  the  decision  of  the  1971 
TMA  House  of  Delegates  to  approve 
in  principle  the  membership  of  osteo- 
paths in  the  Texas  Medical  Association, 
the  Executive  Board  adopted  a policy 
statement  on  means  to  amalgamate 
the  professions  of  osteopathy  and 
medicine  into  one  profession.  The  Asso- 
ciation’s interim  policy-making  bodies 
currently  are  studying  means  to  evalu- 


ate the  level  of  training  of  individual 
osteopaths. 

The  board  emphasized  three  criteria 
for  the  development  of  an  evaluation 
program,  stating  that: 

1.  There  must  be  some  mechanism 
(perhaps  either  by  transfer  of  credits 
to  a medical  school  or  by  challenge 
examinations  in  specific  subjects)  by 
which  a medical  school  may  recognize 
the  education  and  training  of  an  indi- 
vidual osteopath  and  may  determine 
any  deficiency  that  exists  before  the 
osteopath  would  be  eligible  for  the 
doctor  of  medicine  degree. 

2.  There  must  also  be  provision  of 
suitable  training  programs  by  all  of  the 
medical  schools  in  the  state  to  make 
up  for  any  deficiencies  in  a manner  as 
free  from  disruption  of  the  physician’s 
practice  or  professional  responsibilities 
as  possible. 

3.  There  should  be  cooperation  of 
specialty  groups  and  hospital  staffs  to 
assist  in  a smooth  eventual  homoge- 
neous amalgamation  of  the  two  pro- 
fessions in  order  to  provide  the  most 
efficient  health  care  possible  in  the 
state. 

Support  of  Medical  Practice  Act 

In  other  action,  the  board  adopted 
a statement  reiterating  its  support  of 
the  state’s  Medical  Practice  Act.  The 
board  expressed  deep  concern  over 
continuing  moves  being  made  by  non- 
physicians and  corporations  to  amend 
the  act  to  permit  non-physicians  to 
practice  medicine. 

Continuing  education 

Also  adopted  by  the  Executive  Board 
was  a statement  encouraging  physi- 
cians to  participate  in  all  forms  of 
continuing  education  and  encouraging 
national  specialty  societies,  medical 
schools,  and  other  institutions  to  con- 
tinue and  to  expand  their  continuing 
education  programs. 

The  board,  however,  determined  that 
at  the  present  time  continuing  educa- 
tion should  not  be  a requirement  for 
membership  in  the  Association. 

The  board  also  voted  to  continue 
TMA’s  own  annual  directory  of  continu- 
ing education  courses  but  not  to  estab- 


lish an  accreditation  procedure  for 
auditing  courses  throughout  the  state 
at  this  time  because  of  vast  budgetary 
and  administrative  problems. 

Association  to  offer 
employees  insurance 

The  Texas  Medical  Association  has  ap- 
proved a plan  of  Major  Medical  insur- 
ance designed  especially  for  physician’s 
employees.  Many  doctors  in  the  state 
have  expressed  their  desire  to  provide 
health  insurance  for  their  employees, 
but  were  awaiting  until  the  Associa- 
tion’s group  plan  was  available. 

Open  enrollment  for  the  employee 
health  insurance  will  begin  in  January 
with  an  effective  date  of  March  1,  1972. 
Evidence  of  insurability  will  not  be  re- 
quired for  anyone  who  enrolls  during 
the  open  enrollment  period. 

The  plan  will  provide  Major  Medical 
insurance  for  physician’s  employees 
and  their  dependents  with  a maximum 
benefit  of  $25,000  per  individual  with 
80%  co-insurance.  Each  “employer 
unit”  will  have  the  option  of  electing 
either  a $50  or  $100  deductible 
amount. 

A surgical  schedule  and  a schedule 
for  doctors’  visits  while  confined  to  a 
hospital  are  included  in  the  plan.  First 
dollar  coverage  for  certain  benefits  is 
also  available. 

All  physicians  will  be  furnished  addi- 
tional information  on  provisions  of  the 
plan,  rates,  and  enrollment  procedure 
in  approximately  four  weeks.  Hopefully, 
the  provisions  of  Phase  II  of  the  cur- 
rent wage  and  price  freeze  will  not  ad- 
versely affect  enrollment,  but  any  pro- 
visions applicable  to  a plan  of  this  type 
must  be  considered. 

The  Committee  on  Association  In- 
surance Programs  is  pleased  to  expand 
the  TMA’s  Insurance  Program  with  the 
new  coverage  and  hopes  that  this 
Major  Medical  plan  will  be  another  suc- 
cessful service  project  of  the  Associa- 
tion. The  plan  will  be  underwritten  by 
the  Prudential  Insurance  Company  of 
America. 
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LateNe/vs 


Harris  County  poll  shows 
prescribing  ban  effective 

A second  poll  of  pharmacists  in  Harris 
County  has  indicated  a decline  of 
67.9%  in  the  dispensing  of  ampheta- 
mines since  the  president  of  the  Harris 
County  Medical  Society,  Dr.  Eugene  L. 
Slataper,  called  for  a ban  on  prescrib- 
ing the  drugs.  A 45%  decline  was  re- 
corded just  three  weeks  after  the  call 
was  made. 

Dr.  Slataper  called  upon  members 
of  the  medical  society  on  July  8 to 
effect  an  almost  total  ban  on  pre- 
scribing of  the  stimulant  drugs  except 
in  clearly  indicated  cases  of  narcolepsy 
and  in  selected  cases  of  hyperactive 
or  brain-damaged  children.  The  Texas 
Medical  Association  then  called  for  a 
similar  ban  on  a statewide  basis. 
Through  personal  contacts  and  a na- 
tionwide mailing  of  details,  the  state 
medical  societies  of  Louisiana,  Okla- 
homa, and  New  Mexico  have  joined  in 
putting  similar  bans  into  effect.  Nu- 
merous other  state  and  county  socie- 
ties have  requested  detailed  informa- 
tion about  the  program  and  are  ex- 
pected to  announce  similar  programs. 

The  Harris  County  Medical  Society 
will  measure  the  results  of  this  effort 
periodically  and  soon  will  announce  a 
monthly  report  of  drug  abuse  gathered 
from  physicians,  hospital  emergency 
rooms,  and  local  law  enforcement 
agencies.  Dr.  Slataper  said,  “I  think 
that  a comprehensive  monthly  drug 
abuse  report  carried  in  the  press  and 
on  the  air  will  assist  immeasurably  in 
reducing  the  misuse  of  drugs.” 

Journal  calls  for  entries 
in  writing  award  contest 

The  Scientific  Publication  Committee 
for  Texas  Medicine  is  now  calling  for 
entries  in  the  competition  for  the  7th 
annual  Texas  Medicine  award  for  excel- 
lence in  scientific  writing  by  a medical 
student. 

Papers  submitted  in  the  competition 
must  deal  with  a subject  within  the 
realm  of  the  basic  sciences  or  medicine 
and  must  be  prepared  by  a student 
who  is  currently  enrolled  in  a Texas 
medical  school.  Articles  prepared  while 


a student  has  been  enrolled  in  a Texas 
medical  school  are  also  acceptable. 
Only  original  and  unpublished  manu- 
scripts will  be  considered.  There  is  no 
minimum  nor  maximum  word  length 
for  entries,  and  all  entries  must  be 
submitted  to  the  managing  editor  of 
Texas  Medicine  by  April  1,  1972. 

The  award  was  established  in  1966 
by  the  Board  of  Publication  and  the 
Scientific  Publication  Committee  in  or- 
der to  encourage  and  recognize  excel- 
lence in  scientific  and  medical  writing 
by  medical  students.  Criteria  for  judg- 
ing papers  are  excellence  of  scientific 
work  and  competence  of  writing.  Each 
entry  submitted  will  be  evaluated  by 
the  Scientific  Publication  Committee. 

The  award  winner  will  be  presented 
with  $300  and  an  award  certificate.  In 
addition,  his  article  will  be  published 
in  a fall  issue  of  Texas  Medicine. 

Students  at  Texas  medical  schools 
will  be  receiving  a brochure  giving  fur- 
ther information  on  manuscript  require- 
ments for  entries  in  the  near  future. 

Last  year’s  award  winner  was  Royce 
D.  Brough,  Jr.,  a student  at  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio.  Brough's  article,  “Experiment- 
al Studies  of  Cardiac  Function  During 
Irreversible  Hemmorrhagic  Shock,”  was 
featured  in  the  September,  1971,  issue 
of  the  journal. 

Longtime  staff  member 
of  Association  dies 

Miss  Mildred  G.  Whiteman,  61,  a staff 
member  of  the  Texas  Medical  Associa- 
tion for  the  past  25  years,  died  Oct.  10, 
1971,  in  an  Austin  hospital  after  an 
illness  of  several  months. 

Miss  Whiteman  came  to  Austin  from 
Fort  Worth  in  1948  when  the  Associa- 
tion moved  its  headquarters  to  Austin 
from  that  city.  She  was  the  only  TMA 
employee  still  on  the  staff  who  had 
also  worked  for  the  Association  when 
it  was  headquartered  in  Fort  Worth. 
She  first  began  working  for  TMA  in  Jan- 
uary, 1946.  At  the  time  of  her  death. 
Miss  Whiteman  was  membership  regis- 
trar for  the  Association. 

Prior  to  coming  to  work  for  TMA,  she 
had  worked  for  the  US  Post  Office  in 


Haworth  and  Consolidated  Aircraft  Cor- 
poration in  Fort  Worth. 

Miss  Whiteman  is  survived  by  one 
brother,  L.  H.  Whiteman  of  Fort  Worth. 

TMA  members  offered 
colorful  African  tour 

The  excitement  of  seeing  wild  animals 
— zebras,  elephants,  giraffes,  rhinos, 
and  lion  cubs — roaming  free  in  their 
natural  habitats  awaits  members  of  the 
Texas  Medical  Association  and  their 
families  who  sign  up  for  the  latest  tour 
sponsored  by  the  Association. 

The  African  Adventure,  a two-week 
tour  of  colorful  Morocco  and  Kenya, 
has  some  extra  features  added  for  phy- 
sicians. Two  medical  seminars,  com- 
bining pleasure  with  education,  will  be 
held  during  the  trip.  Lecture  presenta- 
tions and  visits  to  leading  hospitals  and 
clinics  have  been  scheduled  in  Morocco 
and  Kenya. 

The  tour  package  includes  a direct, 
round-trip  flight  on  a chartered  jet;  ac- 
commodations at  first-class  hotels;  two 
meals  each  day  at  a choice  of  fine  res- 
taurants; expedited  Customs  formali- 
ties; preregistration  at  all  hotels;  and 
a 70-pound  baggage  allowance. 

Five  hosts  and  an  escort  will  be 
available  at  all  times  to  assist  tour 
passengers,  and  there  are  optional 
sightseeing  tours  each  day.  The  tour 
also  promises  plenty  of  time  for  shop- 
ping in  the  intriguing  shops  of  Casa- 
blanca and  Nairobi. 

All  arrangements  for  the  tour  have 
been  made  by  INTRAV — International 
Travel  Advisors,  Inc.,  and  have  been 
approved  by  the  TMA  Board  of  Trust- 
ees. 

Flights  into  the  fascinating  world  of 
Africa  will  depart  with  TMA  members 
and  their  families  from  Houston  and 
Dallas  on  Feb.  10,  1972.  Complete  cost 
for  the  tour  is  $968  per  person.  A $100 
deposit  for  each  passenger  is  required 
when  reservations  are  made;  the  bal- 
ance is  due  at  least  60  days  prior  to 
departure. 

For  further  information,  write  to  the 
Texas  Medical  Association,  African  Ad- 
venture, 1801  N.  Lamar  Blvd.,  Austin 
78701. 
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Texas  mental  researcher 
named  award  winner 

A researcher  at  the  Texas  Research 
Institute  of  Mental  Sciences  has  been 
awarded  the  career  development  award 
of  the  US  Department  of  Health,  Edu- 
cation, and  Welfare. 

Recipient  of  the  award.  Dr.  Robert  J. 
Johnson  (Ph.D.),  is  chief  of  the  metab- 
olism section  and  assistant  head  of 
mental  retardation  research  at  the  in- 
stitute. Dr.  Johnson  is  also  an  assistant 
professor  at  The  University  of  Texas 
Graduate  School  of  Biomedical  Sci- 
ences in  Houston. 

At  the  institute.  Dr.  Johnson  has  di- 
rected a six-member  laboratory  staff 
and  has  developed  the  methodology 
and  logistics  for  screening  10,000  chil- 
dren in  the  eight  schools  for  the  re- 
tarded of  the  Texas  Department  of 
Mental  Health  and  Mental  Retardation. 

The  career  development  award  is  a 
grant  that  provides  support  for  five 
years  to  selected  young  investigators 
whose  work  shows  promise  and  who 
need  to  be  freed  from  administrative 
duties  to  spend  the  greater  part  of  their 
energy  and  talent  on  independent  re- 
search. 

Study  seeks  MDs’  need 
for  physician’s  assistants 

Overworked  physicians,  it’s  generally 
agreed,  need  help.  What  is  not  so  clear 
is  the  types  of  professional  assistants 
that  could  best  be  used  to  help  ease 
the  squeeze  in  physicians'  workloads. 

Administrators  of  the  School  of  Al- 
lied Health  Professions  of  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas  are  seeking  answers 
to  this  vital  question  in  a year-long 
survey  that  will  help  shape  the 
school’s  new  physician’s  assistants 
training  program  due  to  get  under  way 
next  year. 

“We  hope  to  determine  who  needs 
physician’s  assistants  in  Texas,’’  ex- 
plains Dr.  Harry  J.  Parker  (Ph.D.), 
associate  dean  of  the  allied  health 
school.  “Interest  is  high,  but  knowl- 
edge is  lacking.’’ 

The  survey  is  being  funded  by  part 
of  a $79,502  private  grant  recently 
awarded  the  school  to  develop  a two- 


year  pilot  program  to  educate  physi- 
cian’s assistants. 

The  first  year  of  the  pilot  effort  will 
be  devoted  to  planning,  Dr.  Parker 
said.  Under  the  second  year  of  the 
grant,  training  in  one  medical  specialty 
will  begin,  with  first  classes  for  some 
12  students  starting  next  summer. 

Subsequent  operations  of  the  pro- 
gram will  be  funded  by  the  state. 

To  conduct  the  groundwork  re- 
search, John  C.  Delahunt  has  joined 
the  allied  health  professions  school  as 
planner-analyst.  Delahunt  retired  Sept. 
1 after  29  years  in  health  service  ad- 
ministration for  the  US  Air  Force.  Re- 
cently, he  had  been  an  administrator 
in  the  School  of  Health  Care  Sciences 
at  Sheppard  Air  Force  Base  in  Wichita 
Falls. 

Delahunt  will  interview  physicians 
and  collect  data  through  question- 
naires to  gain  a statistical  profile  of 
manpower  requirements.  From  analysis 
of  this  data,  school  officials  will  select 
the  specialty  most  in  demand  as  sub- 
ject for  the  initial  training  program. 
Other  essential  specialty  areas  will  be 
added  to  the  curriculum  later. 

Training  programs  generally  will  re- 
quire two  years  of  academic  and  clini- 
cal study,  leading  to  a BS  degree  in 
health  care  sciences.  Students  will  be 
accepted  after  completing  two  years  of 
college-level  work  elsewhere. 

Graduates  will  be  qualified  to  assist 
physicians  in  many  segments  of  medi- 
cal practice,  including  the  taking  of 
medical  histories,  helping  in  diagnostic 
procedures  and  therapeutic  treatment, 
and  coordinating  work  of  other  allied 
health  personnel. 

The  preparatory  surveys  will  touch 
all  aspects  of  the  health  care  picture. 
Dr.  Parker  said.  “We  will  be  looking 
at  rural  versus  urban  needs  and  the 
needs  of  primary  health  care  facilities 
— including  big  hospitals  and  little 
clinics,’’  he  said.  Special  attention  will 
be  devoted  to  ways  to  help  the  badly 
overworked  small-town  practitioner,  he 
added. 

“In  general,  the  survey  is  aimed  at 
the  physician  and  his  own  perception 
of  what  is  needed  to  aid  him  in  health 
care  delivery,’’  said  Dr.  Parker.  “Study- 
ing these  various  settings  will  help  us 
determine  what  type  of  manpower  we 
should  be  graduating.” 


A&M  scientists  test  for 
copper  in  fingernails 

Scientists  in  the  Activation  Analysis 
Research  Laboratory  at  Texas  A&M 
University  are  testing  newborn  babies’ 
fingernails  in  an  effort  to  discover 
which  of  the  children  might  be  afflict- 
ed with  cystic  fibrosis. 

The  scientists  are  performing  the 
analyses  for  a project  headed  by  Dr. 
Guyon  Harrison  of  Baylor  College  of 
Medicine  in  Houston.  Dr.  Harrison 
hopes  to  develop  a mass  screening 
capability  that  eventually  will  allow 
every  newborn  child  to  be  tested  for 
the  fatal  disease. 

Dr.  R.  E.  Wainerdi  and  Dr.  L.  E.  Fite 
of  A&M  are  measuring  the  amount  of 
copper  in  a fingernail  clipping  to  deter- 
mine if  the  baby  has  cystic  fibrosis. 

Researchers  have  found  that  the 
fingernails  from  many  patients  with 
the  disease  contain  several  times  the 
normal  amounts  of  copper,  sodium 
chloride,  and  phosphorus.  The  A&M 
team  chose  copper  as  the  measure- 
ment least  likely  to  be  distorted  by 
contamination. 

814  Texas  facilities 
certified  under  IVIedicare 

According  to  information  from  the 
Texas  State  Department  of  Health, 
there  were  814  certified  Medicare  fa- 
cilities in  the  state  in  early  August. 

Broken  down  by  category,  the  data 
indicated  that  498  were  hospitals;  109 
were  extended-care  facilities;  148  were 
laboratories;  49  were  home  health 
agencies;  nine  were  rehabilitation  facil- 
ities; and  one  was  a portable  x-ray  unit. 

This  large  number  of  facilities  ac- 
counts for  a major  portion  of  the  work 
of  personnel  responsible  for  surveying 
and  granting  certification  under  Medi- 
care. 

In  addition,  the  extensiveness  of  the 
survey  reporting  form  keeps  surveyors 
busy.  For  example,  an  extended-care 
facility  seeking  Medicare  certification 
must  fully  answer  570  questions,  and 
a hospital  must  fill  out  a form  with 
more  than  660  questions. 

Surveyors  check  some  18  conditions 
of  participation. 
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With  vitamins,  too,  relative  needs  determine  the  choice. 

A low  potency  vitamin  formula  may  be 
''a  good  thing."  But  when  the  need  for  vitamins  is 
great,  only  a high  potency  formula  will  do. 

THERAGRAN  is  often  indicated  as  a high  potency 
vitamin  formula  pre-  and  postoperatively,  and  in  many 
patients  with : arthritis,  diabetes,  pancreatitis, 
infectious  disease,  hepatic  disease,  cardiac  disease, 
degenerative  disease,  osteoporosis,  alcoholism, 
dermatologic  conditions,  psychiatric  disorders,  malabsorption 
syndrome,  peptic  ulcer,  ulcerative  colitis,  other 
gastrointestinal  disease,  and  during  the  menopause. 

Also  available  with  minerals  as  THERAGRAN-M. 


High  Potency  Vitamin  Formula 


High  Potency  Vitamin  Formula  with  Minerals 


SQUIBB 

The  Priceless  Ingredient  of  every  product 
is  the  honor  and  integfity  of  its  maker.'™ 


£.R.  Squibb  & Sons,  ific.  1970 
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Bacteriology 


I,  PYOCEHS 

□ SMEAR  OR  MICRO 
D^LTURE 


II . ACID  fast  bacilli 
□ SMEAR  □ CULTURE 


III.  FUNU 

□ SMEAR  □ CULTURE 


, die 
dioiceis 

dear: 


(sterile  disodium  carbenbilin) 


A serious  infection . . . Pseudomonas,  confirmed 
by  pure  culture.  Fortunately,  the  strain  proves 
sensitive  to  carbenicillin  and  the  patient  is 
not  allergic  to  penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis, 
there  are  no  reports  of  nephrotoxicity  or  • 
ototoxicity  with  Pyopen  therapy.  Its  effectiveness 
against  Ps.  aeruginosa  and  Proteus 
species  (particulary  indole-positive  strains) 
has  been  amply  confirmed  by  clinical  experience 
and  microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the  com- 
pany which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-MassengiU 
representative  would  like  to  give  you  proof  of 
our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities ...  A Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  ( phone : 201-778-9000  ) . . . 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-MassengiU  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primarily  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa, Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms; 
Urinary  tract  infections:  severe  systemic  infections  and  septicemia; 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis):  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions)  Note:  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions:  Organisms 
found  to  be  susceptible  in  vitro  include;  Gram-Negative  Organisms- 
Ps.  aeruginosa.  Proteus  mirabilis.  Pr.  morgana,  Pr.  rettgeri,  Pr.  vul- 
garis.  E coll,  Enterobacter  species.  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillinase-producing).  Staph,  albus,  Diplo- 
coccus  pneumoniae,  Beta-hemolytic  streptococci,  and  Strepto- 
coccus laecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea,  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly  Contraindications:  Known  penicillin  allergy 
Warnings:  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens.  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available  Usage  in 
Pregnancy:  Safety  for  use  in  pregnancy  has  not  been  established 
Precautions:  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection.  should  be  kept  in  mind. 
Each  gram  contains  4 7 mEq  sodium,  m patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual  Administration:  Intramgscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
IS  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated  Adverse  Reactions:  Hypersensitivity 
Reactions -Si<.ir\  rashes,  eosinophilia.  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances  — Nausea. 
Hemic  and  Lymphatic  Systems  — Hemolytic  anemia,  thrombocyto- 
penia. leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  -gm/day).  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time  Hepatic  and  Renal  Studies  — SCOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated.  Central  Nerv- 
ous System  — Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions  — Pain  at  the 
site  of  injection,  sometimes  accompanied  by  indutation.  Vein  Irri- 
tation and  Thrombophlebitis- particularly  when  undiluted  solution 
IS  injected  directly  into  the  vein  How  Supplied:  Available  in  1 Gm 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 


lippi 


3-  Phenacetin,  snd  J*' 


'.  ■■■■ 

SkM'lSl'llM 


Additional  information  available  to  the  profession  on  request, 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46206 


101488 


Tract  j 
Record. 


Tetrex^ 

MdMFS* 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  drains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels  all 
with  a 500mg.  potency,  b.i.d.  convenience 


(500 mg. 
tetracycline 
phosphate 
complex) 


For  complete  information  consult 
Official  Package  Circular. 

(4)  2/5/71 

Indications:  Infections  due  to 
Rickettsiae,  Mycoplasma 
pneumoniae  (PPLO,  Eaton 
agent),  agents  of  psittacosis. 
Lymphogranuloma  venereum, 
the  spirochetal  agent  of  relapsing 
fever. 

Also  infections  due  to  Gram- 
positive and  Gram-negative  orga- 
nisms, when  bacteriologic  testing 
indicates  appropriate  susceptibility 
to  the  drug. 

Contraindications : Hypersensitiv- 
ity to  tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sun- 


light should  be  avoided  during 
therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  im- 
pairment, systemic  accumulation 
and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should 
be  used  and  serum  estimations 
may  be  necessary  with  prolonged 
therapy.  Tooth  staining  and  enamel 
hypoplasia  may  be  induced  during 
tooth  development  (last  trimester 
of  pregnancy,  neonatal  period  and 
childhood). 

Precautions:  Mycotic  or  bacterial 
superinfection  may  occur.  Cases 
of  gonorrhea  with  a suspected 
primary  lesion  of  syphilis  should 
have  darkfield  examinations  be- 
fore receiving  treatment.  In  all 
other  cases  where  concomitant 


syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  at  least  4 months. 

Plasma  prothrombin  levels  may 
be  depressed,  patients  on  antico- 
agulant therapy  may  require  down- 
ward adjustment  of  their  anti- 
coagulant dosage.  In  long-term 
therapy,  periodic  laboratory 
evaluation  of  hematopoietic,  renal 
and  hepatic  organ  systems  should 
be  performed. 

Adverse  Reactions : Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis, 
dermatitis,  and  allergic  reactions 
may  occur.  Infants  may  develop 
increased  intracranial  pressure 
with  bulging  fontanels.  Hemolytic 
anemia,  thrombocytopenia,  neu- 


tropenia, and  eosinophilia  have 
been  reported. 

Usual  Dose:  Usual  Adult  Dose: 
One  Gm./day  in  2 or  4 equally 
divided  doses.  Continue  therapy 
for  ten  days  in  Group  A beta- 
hemolytic  streptococcal  infections. 
Administer  one  hour  before  or 
two  hours  after  meals. 

Supplied:  Capsules — 250  mg.  in 
bottles  of  16  and  100.  bidCAPS — 
500  mg.  in  bottles  of  16  and  50. 
A.H.F.S.  Category  8:12 

BRISTOL 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers 
Company 

Syracuse,  New  York  13201 


THE  U.S.P  DESCRIBES  ONLY 
ONE  STANDARD  FOR 
CONJUGATED  ESTROGENS... 


THE  PREMARIN*  STANDARD 

(CON)UGATED 
ESTROGENS  TABLETS,  U.SP) 


In  the  latest  edition  of  the  United  States 
Pharmacopeia— an  “official  compendium" 
of  drug  pofency,  quality,  and  purity— \here 
is  now  a clear  distinction  made  between 
conjugated  estrogens  and  other  estro- 
gens. And  of  the  leading  estrogen  prep- 
arations available  today,  PREMARIN  is 
the  only  one  whose  composition  meets  all 
of  the  U.S.P.  specifications  for  conjugated 
estrogens. 

We’re  of  course  gratified  that  the  United 
States  Pharmacopeia  has  included  con- 
jugated estrogens  in  the  U.S.P.  XVIII,  and 
that  PREMARIN  meets  the  U.S.P,  standard 

BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package  circular.) 
PREMARIN®  (Conjugated  Estrogens  Tablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replacement 
therapy  in  the  management  of  estrogen  deficiency  states, 
notably  in  the  menopause  and  postmenopause. 
Precautions:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  oyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected 
recurrence  is  an  indication  lor  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods 
of  time  may  produce  gynecomastia,  loss  of  libido,  and 
testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  rec- 
ommended (3  weeks  of  daily  estrogen  therapy  and  1 week 
off). 

If  patient  has  not  menstruated  within  last  two  months 
or  more,  cyclic  administration  is  started  arbitrarily.  If  pa- 
tient is  menstruating,  oyclio  administration  is  started  on 
day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting 
during  estrogen  therapy),  increase  estrogen  dosage  as 
needed  to  stop  bleeding.  In  the  following  cycle,  the  dos- 
age level  whioh  was  employed  for  hemostasis  should  be 
used  for  daily  administration.  In  subsequent  cycles,  the 
estrogen  dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See  Pre- 
cautions.) 


for  conjugated  estrogens.  But,  above  and 
beyond  meeting  all  of  the  U.S.P.  specifica- 
tions, PREMARIN  continues  to  be  manufac- 
tured with  natural  estrogens  exclusively  and 
contains  no  synthetic  supplement. 

For  more  than  28  years  it  has  been  man- 
ufactured under  the  strictest  quality  control 
to  assure  consistency  in  product  potency, 
activity  and  stability.  For  more  than  28  years 
it  has  been  the  research  standard  in  its 
field.  For  more  than  28  years  it  has  been  the 
most  widely  prescribed  agent  of  its  kind. 

PREMARIN.  Assurance  of  quality  for  you 
and  your  patients. 

Menopause  (natural  or  artificial)— PREMARIN  1.25  mg. 
daily,  cyclically.  Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of  the  pa- 
tient. For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  con- 
tinuing cyclic  estrogen  replacement  therapy  throughout 
the  postmenopause  as  a protective  influence  against  ac- 
celerated degenerative  changes  at  the  cellular  level. 

Postmenopause— {\l  uterus  is  intact  the  patient  is  con- 
sidered postmenopausal  from  one  year  after  cessation 
of  menstruation  to  end  of  life  span.)  If  the  presenting 
symptoms  are  those  of  fhe  menopause,  see  above  for 
dosage.  As  a protective  measure  against  premature  de- 
generative changes  in  bone  and  cellular  metabolism  {e  g. 
atrophic  vaginitis,  osteoporosis),  give  PREMARIN  daily 
and  cyclically.  Adjust  dosage  to  lowest  effective  but  sub- 
bleeding  level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis  Vulvae, 
and  Pruritus  Vulvae— 1 .25  mg.  to  3.75  mg.  daily,  or  more, 
cyclically— depending  on  the  tissue  response  of  the  in- 
dividual patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tab- 
lets, U.S.P.).  No.  865— Each  purple  tablet  contains  2.5  mg. 
No.  866— Each  yellow  tablet  contains  1.25  mg.  No.  867— 
Each  red  tablet  contains  0.625  mg.  No.  868— Each  green 
tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also 
available  in  unit  dose  package  of  100. 

AYERST  LABORATORIES 
7149  New  York,  N.  Y.  1 001 7 
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PREMARlN*(Conjusated  Estrosens 
Tablets,  U.S.P)  continues  as  the  standard 
for  conju3ated  estrosen  therapy 


To  a lot  of  people 

they’re  just  a bunch  of  big  words.  Doctor 
talk.  In  truth,  they’re  diseases.  And 
symptoms.  Cures  and  diagnoses. 

Doctors  are  constantly 
studying.  And  researching.  And  coming 
up  with  answers  to  both  new  and 
old  problems. 

Blue  Cross  and  Blue 
Shield  is  keeping  pace  with  modern 
medicine.  If  you’re  already  protected 
by  our  program,  you  know  what  we 
mean.  If  not,  you’ll  discover  the 
coverage  we  otfer  is  as  modern  and 
up-to-date  as  the  research. 

All  those  big  words 

may  not  mean  a whole  lot  to  you.  Now. 
But  if  any  doctor  should  use  one  to 
describe  you.  Or  your  health.  It’s  a 
recovering  thought  to  know  Blue  Cross 
and  Blue  Shield  is  there  to  protect  you. 

BLUE  CROSS’^  BLUE  SHIELD' 

GROUP  HOSPITAL  SERVICE.  INC,  GROUP  LIFE  4 HEALTH  INSURANCE  COMPANY 

People  helping  people. 


® American  Hospital  Association 
® National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 
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the  darkest  hour. 


Voiding  frequency  and  bacterial  build-up^ 

Graph  shows  the  theoretical  effect  of  various 
voiding  frequencies  on  bacterial  proliferation  in 
the  urine. 

maximum  growth  rate  during  the  overnight  period 
voiding  every  3V2  hours 
voiding  every  2V2  hours 

» 0 voiding  every  hour ; the  "washout"  effect 


Log.o 

Number 


0 4 8 12  16  20  24  28 

Time  in  hours 


For  through-the-night  coverage 

Force  fluids.  Frequent  micturition.  It's  hard  to  fault 
this  regimen  for  dealing  effectively  with  an  acute 
bladder  infection.  Another  fundamental  adjunct  to 
treatment  is  drug  therapy  for  round-the-clock 
antibacterial  coverage.  Coverage  that  may  be  especially 
desirable  during  the  night  hours  of  sleep  when  urinary 
retention  favors  bacterial  build-up  in  the  bladder. 

This  is  the  coverage  that  Gantanol  (sulfamethoxazole) 
b.i.d.  can  provide. 

Controls  susceptible  gram-negative 
and  gram-positive  bacteria 

Within  2 to  3 hours  of  the  initial  2-Gm  adult  dose, 
effective  antibacterial  levels  in  blood  and  urine  begin 
working  to  control  the  most  common  urinary  tract 
invaders.  Subsequent  1-Gm  b.i.d.  doses  maintain 
coverage  your  patient  needs  to  fight  E.  colt  and  other 
susceptible  gram-negative  and  gram-positive 
pathogens. 

Your  options:  tablets  or  suspension 

Prescribe  Gantanol  Tablets  or  the  pleasant-tasting 
Suspension.  Either  dosage  form  provides  your  patient 
with  the  all-day,  all-night  coverage  she  needs  to  fight 
off  nonobstructed  cystitis. 

References ; 1.  O'Grady,  F.,  and  Cattell,  W.  R. : Brif.  J.  Urol, 
38:156, 1966.  2.  Hinman,  F.,  Jr.,  and  Cox,  C.  E.:  J.  Urol.,  96:491, 
1966.  3.  Lapides,  J.,  ef  al:  J.  Urol,  100:552, 1968. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic 
urinary  tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Klebsiella- 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis,  and,  less 
frequently,  Proteus  vulgaris)  and  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Note:  Carefully  coordinate  in  vitro 
sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response.  Add  aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  Resistant  organisms  present  a current 
problem  to  the  usefulness  of  antibacterial  agents.  Blood  levels 
should  be  measured  in  patients  receiving  sulfonamides  for  seri- 
ous infections,  since  there  may  be  wide  variations  with  identical 
doses;  20  mg/ 100  ml  should  be  the  maximum  total  sulfonamide 
level,  as  adverse  reactions  occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 
less  than  2 months  of  age  (except  adjunctively  with  pyrimetha- 
mine in  congenital  toxoplasmosis);  pregnancy  at  term  and  dur- 
ing nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly  in- 
vestigated. Sulfonamides  will  not  eradicate  or  prevent  sequelae 
to  group  A streptococcal  infections,  i.e.,  rheumatic  fever,  glo- 
merulonephritis. Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias 
have  been  reported;  early  clinical  signs  such  as  sore  throat, 
fever,  pallor,  purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  are  recommended  frequently  during 
sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolonged 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  under 
6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma  and 
in  glucose-6-phosphate  dehydrogenase-deficient  individuals.  In 
the  latter,  dose-related  hemolysis  may  occur.  Maintain  adequate 
fluid  intake  to  prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
mia, purpura,  hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens-Johnson 
syndrome),  skin  eruptions,  epidermal  necrolysis,  urticaria,  serum 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid  reac- 
tions, periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis;  gastro- 
intestinal reactions:  nausea,  emesis,  abdominal  pains,  hepatitis, 
diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions; 
headache,  peripheral  neuritis,  mental  depression,  convulsions, 
ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
miscellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon. 

Due  to  certain  chemical  similarities  with  some  goitrogens,  diu- 
retics (acetazolamide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances  of  goiter  pro- 
duction, diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/ kg/ 24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspension 
contains  0.5  Gm  sulfamethoxazole. 


In  nonobstructed  urinary  tract  infections 

GantanQl’B.i.D. 

(sulfamethoxazole 

12  hours  of  therapy  with  every  dose 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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Who’s  afraid  of  the 
big  bad  enema? 

We  all  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour.  Gone  are  the  tubing,  the  “accidents'', 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen. 

Dulcolax!.. it’s  predictable 

bisacodyl 


GElCr  PHARMACEUTICALS.  DIVISION  OPGCIGV  CHEMICAL  CORPORATION,  AROSLET.  NEW  YORK  10S07  UNDER  LICENSE  FROM  BOEHRINGER  INGELHElMG.M.B.M. 


HIGHIIGHTS 

Of 

COMING 

MEETINGS 


TEXAS  ASSOCIATION  FOR  CHILDREN  WITH 
LEARNING  DISABILITIES 


CURRENT  REGIONAL  MEETINGS 


A program  designed  for  physicians,  psychologists,  teachers,  and 
others  interested  in  children  with  learning  problems  will  be  pre- 
sented by  the  Texas  Association  for  Children  with  Learning 
Disabilities,  Nov.  11-13,  in  Dallas.  The  Seventh  Annual  Confer- 
ence will  be  staged  at  the  Sheraton  Dallas  Hotel.  Presentation 
topics  include  “A  Multisensory  Approach  to  Remedial  Language 
Training,”  “Effective  Behavior  Management  for  Parents,”  “De- 
linquency and  Learning  Disabilities,”  “Metabolism  in  the  Child 
with  Learning  Disabilities,”  and  “Nutrition  and  Learning.” 
Panel  presentations  will  deal  with  such  subjects  as  the  research 
and  evaluation  center  for  learning:  a cooperative  effort;  grow- 
ing pains  in  early  childhood  education ; developing  individualized 
instructional  programs  for  children  with  learning  disabilities 
through  multidisciplinary  appraisal;  and  mental  health  aspects 
of  learning  disabilities.  Texas  physicians  participating  in  the 
conference  are  Dr.  John  W.  Conwell,  adult  and  child  neurologist, 
Dallas,  and  Dr.  James  Robinson,  department  of  psychiatry,  Bay- 
lor College  of  Medicine,  Houston.  Other  speakers,  from  the  fac- 
ulty at  UT  Southwestern  Medical  School  at  Dallas  are  Drs. 
Doman  K.  Keele,  associate  professor  of  pediatrics;  Robert  N. 
Dain  (PhD),  assistant  professor  of  psychology;  Kenneth  Wig- 
gins, assistant  professor  of  psychiatry;  and  Lawrence  Claman, 
clinical  associate  professor  of  psychiatry. 

Contact:  Mrs.  D.  J.  Morehead,  4326  Bobbitt  Dr.,  Dallas  75229, 
conference  chairman. 


SOUTHERN  MEDICAL  ASSOCIATION 

Scheduled  for  Nov.  1-4  at  the  Hotel  Fontainebleau  in  Miami 
Beach,  the  Southern  Medical  Association’s  65th  annual  meeting 
will  be  highlighted  by  twenty-one  specialty  section  programs. 
Programs  have  been  planned  by  the  sections  on  allergy,  anesthe- 
siology, colon  and  rectal  surgery,  dermatology,  gastroenterology, 
general  practice,  gynecology,  industrial  medicine  and  surgery, 
medicine,  neurology  and  psychiatry,  obstetrics,  ophthalmology, 
orthopedic  and  traumatic  surgery,  otolaryngology,  pathology,  pe- 
diatrics, physical  medicine  and  rehabilitation,  plastic  and  recon- 
structive surgery,  radiology,  surgery,  and  urology.  Each  of  the 
sections  will  sponsor  a nationally  prominent  guest  speaker. 
Contact:  Robert  F.  Butts,  2601  Highland  Ave.,  Birmingham,  Ala. 
35205,  executive  director. 


AMERICAN  COLLEGE  OF  CHEST  PHY- 
SICIANS’ Southern  Chapter  will  meet  on 
Nov.  1 at  the  Hotel  Fontainebleau  in 
Miami  Beach,  in  conjunction  with  the 
Southern  Medical  Association.  The  one- 
day  annual  meeting  will  feature  scientific 
pai>er  presentations,  a symposium  on  pul- 
monary embolism,  and  an  annual  memori- 
al lecture  entitled,  “Selectivity  for  Surgery 
in  Bronchogenic  Carcinoma:  An  Overview 
of  Current  Thinking,”  by  Dr.  Donald  A. 
Paulson  of  Dallas.  Other  lectures  will  be 
in  the  areas  of  chest  disease,  lung  can- 
cer, and  the  role  of  the  cardiologist,  pul- 
monary physiologrist,  radiologist,  and  sur- 
geon in  pulmonary  embolism.  Contact: 
American  College  of  Chest  Physicians, 
112  E.  Chestnut  St.,  Chicago  60611. 


CURRENT  NATIONAL  MEETINGS 


AMERICAN  ACADEMY  OF  PHYSICAL 
MEDICINE  AND  REHABILITATION 
will  convene  at  the  Puerto  Rico  Sheraton 
Hotel  in  San  Juan,  Nov.  7-9.  Some  of  the 
topics  to  be  studied  during  the  33rd  an- 
nual assembly  are  the  neurophysiological 
basis  for  therai>eutic  facilitation  and  in- 
hibition, the  role  of  the  physiatrist  in  the 
treatment  of  burns,  problems  in  para- 
plegia, hypnosis  in  rehabilitation,  spinal 
support  in  children,  and  evaluation  and 
treatment  of  juvenile  rheumatoid  arthri- 
tis. Contact:  Creston  C.  Herold,  30  N. 
Michigan  Ave.,  Chicago  60602,  executive 
officer. 


AMERICAN  ASSOCIATION  FOR  INHA- 
LATION THERAPY  will  feature  a series 
of  seven  clinical  sessions  at  its  annual 
meeting  in  Philadelphia,  Nov.  14-17.  Sub- 
jects of  the  sessions  will  be  management 
of  thoracic  trauma,  pulmonary  lavage,  ef- 
fects of  hyiKnda — lessons  from  high  alti- 
tudes, the  handling  of  excess  lung  water — 
from  pulmonary  edema  to  drowning,  acute 
and  chronic  carbon  monoxide  poisoning, 
theory  and  application  of  fluidics  to  in- 
halation therapy,  and  experimental  emphy- 
sema. Socialized  medicine  and  future  roles 
of  respiratory  therapists  and  other  medi- 
cal personnel  will  be  discussed  in  gen- 
eral sessions.  Contact:  Mark  T.  Bowers, 
3564  9th  St.,  Riverside,  Calif.  92501,  execu- 
tive officer. 
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AMERICAN  ASSOCIATION  OF  MEDI- 
CAL ASSISTANTS  will  gather  at  the 
Marriott  Hotel  in  Atlanta,  Ga.,  Nov.  9-13. 
A forum  on  the  future  of  medical  assist- 
ing, with  special  emphasis  on  education, 
will  highlight  the  16th  annual  convention. 
A three-part  presentation  on  the  radical 
treatment  of  kidney  failure  will  feature 
discussions  of  “Kidney  Failure:  Artificial 
and  Transplanted  Organs,”  “The  Right 
To  Live:  The  Price  Of  Survival,”  and 
“The  Right  To  Die:  To  Walk  Not  Alone.” 
A panel  presentation,  “The  Age  of  the 
80’s,”  will  cover  such  topics  as  national 
health  care  insurance,  the  current  status 
of  AAMA’s  education  program,  legisla- 
tion, public  relations,  and  membership 
growth.  Contact:  Dene  R.  Murray,  One  E. 
Wacker  Dr.,  Suite  1610,  Chicago  60601, 
executive  secretary. 


AMERICAN  COLLEGE  OF  NUTRITION 
will  present  a symposium  on  hsrperlipi- 
demias  and  atherosclerosis  during  its  12th 
annual  meeting  at  the  Royal  Sonesta 
Hotel  in  New  Orleans  on  Nov.  28.  Also 
scheduled  is  a discussion  of  nutrition  in 
outer  space.  Contact:  Dr.  Grace  A.  Gold- 
smith, Dean,  Tulane  University,  1430 
Tulane  Ave.,  New  Orleans  70112. 

AMERICAN  CONGRESS  OF  REHABILI- 
TATION MEDICINE  will  assemble  at  the 
Puerto  Rico  Sheraton  Hotel  Nov.  10-12, 
immediately  following  the  meeting  of  the 
American  Academy  of  Physical  Medicine 
and  Rehabilitation.  Scientific  sessions  will 
feature  discussions  on  “Ulnar  Nerve  Syn- 
drome,” "Structure  and  Function  of  Mus- 
cle Tissue,”  “Mechanical  Obstruction  of 
the  Vertebral  Arteries,”  “Recovery  Pat- 
terns in  Stroke,”  “Exercise  and  Weight 
Reduction  in  Obesity,”  and  “Pain,  Af- 
fects, and  Progress  in  Physical  Rehabili- 
tation.” Contact:  Creston  C.  Herold,  30  N. 
Michigan  Ave.,  Chicago  60602,  executive 
officer. 

AMERICAN  HEART  ASSOCIATION’S 
44th  Scientific  Sessions  and  Annual  As- 
sembly will  take  place  in  Anaheim,  Calif. 
The  scientific  sessions  are  scheduled  for 
Nov.  11-14  at  the  Anaheim  Convention 
Center,  and  the  annual  assembly  will  be 
held  at  the  Disneyland  Hotel,  Nov.  16-16. 
Several  symposia  are  planned:  “Recent 
Advances  in  Digitalis  'Therapy,”  “Hyper- 
lipidemias,”  “Platelet  Anti-Aggregating 
Agents  and  Mechanisms  of  Action,”  “Mi- 
tral Insufficiency,”  “Pathogenesis  and 


Treatment  of  Stroke  Due  to  Subarachnoid 
Hemorrhage,”  “The  Kidney  in  Circulatory 
Disease,”  “Acute  Myocardial  Infarction,” 
‘"The  Ulcerated  Plaque,”  “Acute  Respira- 
tory Distress  Syndrome,”  “Shock  Lung,” 
“Prophylactic  Management  of  Coronary 
Heart  Disease,”  and  “Surgery  for  Coro- 
nary Heart  Disease.”  Lecture  topics  are 
“Relationship  Between  Hypertension  and 
Atherosclerosis,”  Tetralogy  of  Fallot  and 
Related  Malformations,”  “Edema  Forma- 
tion and  The  Role  of  Diuretics,”  and  “The 
Treatment  of  Cerebral  Ischemia:  A Criti- 
cal Appraisal.”  Contact:  Dr.  James  M. 
Hundley,  44  E.  23rd  St.,  New  York  10010, 
executive  director. 


AMERICAN  SOCIETY  OF  CYTOLOGY 
will  be  meeting  in  Washington,  DC,  Nov. 
4-6.  Among  subjects  to  be  presented  dur- 
ing the  Society’s  19th  annual  meeting  are 
cancer  of  the  cervix,  routine  endometrial 
screening  for  cancer,  analytical  report  of 
a 20-year  cervico-vaginal  screening  pro- 
gram, a technique  to  prepare  cytologic 
filter  slides  from  solid  tissue,  the  role  of 
automatic  staining  in  the  modem  lab- 
oratory, touch  preparations  from  colon 
tumors,  a computerized  cytology  informa- 
tion system,  cytologic  diagnosis  of  rare 
tumors  in  pediatric  patients,  the  effects 
of  radiation  upon  the  cytology  of  benign 
and  malignant  bladder  epithelia,  the  cy- 
tology of  sputum  from  thermally  injured 
patients:  a preliminary  report,  cytodiag- 
nosis  and  cytopathology  of  pulmonary 
echinococcosis,  the  occurrence  of  ferru- 
ginous bodies  in  lung  tissue — a study  of 
30  consecutive  autopsies,  sputum  cytology 
in  a population  screening  program,  and 
cytological  assessment  of  lung  lesions  by 
needle  aspiration  biopsy.  Contact:  Dr. 
Warren  R.  Lang,  7112  Lincoln  Dr.,  Phila- 
delphia 19119,  secretary-treasurer. 

ASSOCIATION  OF  AMERICAN  MEDI- 
CAL COLLEGES  will  present  its  Tenth 
Annual  Conference  on  Research  in  Medi- 
cal Education  when  it  convenes  at  the 
Washington  Hilton  Hotel  in  Washington, 
DC,  for  its  Oct.  28-Nov.  1 annual  meeting. 
Other  presentations  will  be  “The  Federal 
Role  in  the  Support  of  Academic  Medical 
Centers,”  “Role  of  the  Academic  Medical 
Center  in  the  Nation’s  Health,”  “A  Na- 
tional Policy  for  Health,”  “Health:  Old 
Problems,  New  Remedies.”  and  “Interna- 
tional Aspects  of  Governmental  and  Aca- 
demic Health  Center  Relationships.”  Con- 
tact: Dr.  John  A.  D.  Cooper,  1 Dupont 
Circle,  Washington,  DC  20036,  president. 


INTERSTATE  POSTGRADUATE  MEDI- 
CAL ASSOCIATION  OF  NORTH  AMER- 
ICA will  present  its  annual  scientific 
assembly  in  New  Orleans,  Nov.  16-19. 
Lectures  will  include  “Respiratory  Dis- 
tress in  the  Newborn,”  “Surgery  for  Coro- 
nary Heart  Disease,”  “Dermatologic  Man- 
ifestations of  Systemic  Disease,”  “Recur- 
rent Urinary  Infection,”  “Management  of 
the  Patient  with  Advanced  Malignancy,” 
“Office  Gynecology,”  “Modern  Methods  in 
the  Treatment  of  Migraine,”  “Bruising 
and  Bleeding,”  “Burns,”  “Medical  Man- 
agement of  the  Patient  with  Rheumatoid 
Arthritis,”  and  “The  Importance  of  Pros- 
taglandins in  Clinical  Medicine.”  Contact: 
Roy  T.  Ragatz,  PO  Box  6446,  Madison, 
Wis.  63706,  executive  director. 


NATIONAL  SOCIETY  FOR  THE  PRE- 
VENTION OF  BLINDNESS.  INC.,  has 
scheduled  its  annual  conference  at  the 
Roosevelt  Hotel  in  New  York  City,  Nov. 
17-19.  Attention  will  be  given  to  scientific 
aspects  of  preventing  blindness:  diabetic 
retinopathy — improved  prognosis  through 
early  diagnosis;  progress  in  photocoagu- 
lation therapy  of  diabetic  retinopathy: 
phototherapy  and  other  ocular  risks  to 
the  newborn:  checking  the  potential  for 
hereditary  blindness:  and  sight  and  the 
screening  computer.  New  approaches  to 
preventive  services  will  also  be  discussed, 
and  prevention  through  public  education 
will  be  the  subject  of  a panel  presenta- 
tion. Contact:  Margaret  S.  Banks,  79 
Madison  Ave.,  New  York  10016,  adminis- 
trative assistant. 

RADIOLOGICAL  SOCIETY  OF  NORTH 
AMERICA,  INC.,  announces  its  67th  sci- 
entific assembly  and  annual  meeting  at 
the  Palmer  House  in  Chicago,  Nov.  28- 
Dec.  3.  Presentations  will  include  “Com- 
plications of  Diagnostic  Radiology,”  “Ra- 
diography of  the  Skull,”  “Cancer  Man- 
agement,” “The  Upper  Urinary  Tract,” 
“Angiography  of  Peripheral  Vascular  and 
Abdominal  Trauma,”  “Lesions  of  the 
Jaw,”  “Radiotherapy  of  Carcinoma  of  the 
Ovary,”  “Radiology  of  the  Larynx  and 
Pharynx,”  "Radiation  Accidents,”  “Selects 
ed  Procedures  in  Nuclear  Medicine,” 
“Phlebography  in  the  Diagnosis  and  Man- 
agement of  Deep  Venous  Thrombosis  of 
the  Legs,”  and  “Lower  Extremity  Frac- 
tures in  Children.”  Contact:  Marguerite 
H.  Henry,  713  E.  Genesee  St.,  Syracuse, 
NY  13210,  executive  director. 
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MORE 
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■ Denotes  Texas  meetings. 


ALSO  IN  NOVEMBER 


AMERICAN  CANCER  SOCIETY,  INC.,  New  York  City. 
Nov.  4-6.  1971.  Lane  W.  Adams,  219  E.  42nd  St.,  New 
York  10017,  Exec.  V-Pres. 

AMERICAN  MEDICAL  ASSOCIATION.  New  Orleans, 
Nov.  28-Dec.  1,  1971.  AMA,  535  N.  Dearborn  St.,  Chi- 
cago 60610. 

■ BAYLOR  COLLEGE  OF  MEDICINE,  annual  pediatric 
postgraduate  symposium.  Houston,  Nov.  11-13,  1971.  Dr. 
Katharine  H.  K.  Hsu,  Baylor  College  of  Medicine,  Texas 
Medical  Center,  Houston  77025,  Prog.  Chairman. 

■ FIRST  DISTRICT  MEDICAL  SOCIETY,  annual,  El 
Paso,  Nov.  12-13,  1971.  Dr.  John  Emmett,  1900  N.  Ore- 
gon, El  Paso,  Sec. 

■ SOUTHWESTERN  MEDICAL  ASSOCIATION,  El 
Paso,  Nov.  11-13,  1971.  Bob  Reid.  723  Mills  Bldg.,  El 
Paso  79901,  Exec.  Sec. 


DECEMBER 


AMERICAN  ACADEMY  OF  DERMATOLOGY,  Chicago, 
Dec.  4-9,  1971.  Mrs.  Dorothy  P.  Compton,  2250  NW 
Flanders  St.,  Portland,  Ore.,  Exec.  Sec. 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT 
OF  SCIENCE,  Philadelphia,  Dec.  26-31,  1971.  Dr.  William 
Bevan,  1515  Massachusetts  Ave.,  NW,  V/ashington,  DC, 
Exec.  Officer. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION, 
INC.,  New  Orleans,  Dec.  1-4,  1971.  Gertrude  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 


ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  Washington,  DC.  Dec.  5-8,  1971. 
RADM  Walter  Welham.  MC  USN  Ret.,  8502  Connecticut 
Ave.,  Chevy  Chase,  Md.,  20015,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIATION.  Hot  Springs. 
Va.,  Dec.  6-8,  1971.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center.  Durham,  NC,  Sec. 

■ SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY,  Dal- 
las, Dec.  2-4,  1971.  Dr.  Frank  C.  Council,  900  W.  Randol 
Mill  Rd.,  Arlington  76010. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4.  1971.  Dr.  O.  Roger  Hollan.  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  San  Antonio,  December,  1971.  Dr. 
Bland  H.  Schwarting,  304  Medical  Prof.  Bldg.,  San  An- 
tonio 78205,  Sec. 

■ TEXAS  STATE  BOARD  OF  MEDICAL  EXAMINERS, 
Austin,  Dec.  6-8,  1971.  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Fort  Worth  76102,  Sec. 


JANUARY 


AMERICAN  ACADEMY  OF  ORTHOPAEDIC  SUR- 
GEONS. Washington,  DC,  Jan.  29-Feb.  3,  1972.  Dr. 
Charles  V.  Heck,  430  N.  Michigan  Ave.,  Chicago  60611, 
Dir. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Austin,  Jan. 
20-21,  1972.  Gordon  L.  Wright.  PO  Box  4553,  Austin 
78761,  Dir.  of  Ed.  & Pub.  Info. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Jan.  21-23, 
1972.  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Houston,  Jan. 
29-30,  1972.  Dr.  James  C.  Stinson,  Scott  and  White  Clinic, 
Temple  76601,  Sec.-Treas. 


FEBRUARY 


AMERICAN  ACADEMY  OF  ALLERGY,  San  Francisco, 
Feb.  4-9,  1972.  James  O.  Kelley,  226  E.  Michigan,  Mil- 
waukee 53202,  Exec.  Sec. 

■ INTERNATIONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Feb.  17-18,  1972. 
S.  E.  Cockrell,  Jr.,  202  W.  French  Place,  San  Antonio 
78212,  Exec.  Dir. 
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I’AN-PACIFIC  SURGICAL  ASSOCIATION.  Honolulu, 
Feb.  26-March  3,  1972.  Harriet  N.  DeVault,  236  Alex- 
ander Young  Bldg.,  Honolulu  96813,  Exec.  Sec. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Hollywood,  Fla.,  Feb.  27-March  3,  1972.  Dr.  John  Bellows. 
30  N.  Michigan,  Chicago  60602,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  Feb.  26. 
1972.  Gordon  L.  Wright,  PO  Box  4553,  Austin  78751, 
Dir.  of  Ed.  & Pub.  Info. 

■ TEXAS  UROLOGICAL  SOCIETY,  Houston,  Feb.  11- 
12,  1972.  Dr.  C.  E.  Carlton,  2210  Maroneal,  Houston 
77025,  Sec. 


MARCH 


■ AMERICAN  COLLEGE  OF  ALLERGISTS.  Dallas. 
March  4-9,  1972.  Dr.  John  D.  Gillaspie,  2141  14th  St., 
Boulder,  Colo.  80302,  Exec.  Sec. 

■ AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS.  Houston,  March  9-10, 
1972.  Dr.  Richard  T.  Smith,  1718  Gallagher  Rd.,  Norris- 
town, Pa.  19401,  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  20-22,  1972.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  6-9,  1972.  Frances  Shumaker,  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Ft.  Worth,  March  10-11,  1972.  Dr. 
Dennis  M.  Voulgaris,  2100  N.  Fulton  St..  Wharton 
77488,  Sec. 

H TEXAS  RADIOLOGICAL  SOCIETY.  Houston.  March 
23-25.  1972.  Dr.  Gordon  L.  Black,  1501  Arizona,  Bldg.  2, 
El  Paso  79902,  Prog.  Chrmn. 


APRIL 


AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  Palm  Beach.  April 
23-25,  1972.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St., 
Durham,  NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  St.  Louis, 
April  24-29,  1972.  Stanley  A.  Nelson,  4005  W.  65th  St., 
Minneapolis  55435,  Exec.  Sec. 

■ AMERICAN  ACADEMY  OF  PSYCHOANALYSIS, 
Dallas,  April  28-30,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 


■ AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Dal- 
las, April  3-6,  1972.  Dr.  Russell  T.  Woodburne,  Dept,  of 
Anatomy,  University  of  Michigan  Medical  School.  4643 
Medical  Science  Bldg,,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  April 
29-30,  1972.  Dr.  Nicholas  J.  Pisacano,  University  of 

Kentucky  Medical  Center,  Annex  No.  2,  Room  229. 
Lexington  40506,  Sec. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  At- 
lanta, April  4-7,  1972.  James  W.  Dilley,  2807  Central 
St.,  Evanston,  111.  60201,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Miami  Beach, 
April  3-8,  1972.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Room  2920.  Chicago  60606,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION,  Puer- 
to Rico,  April  13-18,  1972.  Dr.  Carl  T.  Nelson,  161  Ft. 
Washington  Ave.,  New  York  10032,  Pres. 

AMERICAN  GERIATRICS  SOCIETY,  INC.,  New  York 
City,  April  5-6,  1972.  Edward  Henderson.  10  Columhus 
Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
Chicago.  April  22-26,  1972.  Dr.  Blaise  F.  Alfano,  675 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION.  Philadelphia. 
April  16-20,  1972.  Howard  N.  Schulz,  55  E.  Washington, 
Chicago  60602,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  San 
Diego.  April  7-14,  1972.  Dr.  Alfred  J.  Cantor,  147-41 
Sanford  Ave.,  Flushing,  NY  11355,  Exec.  Officer. 

■ TEXAS  SURGICAL  SOCIETY,  Dallas,  April.  1972. 
Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400,  Dallas 
78229,  Prog.  Chrmn. 

■ TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DIS- 
EASE ASSOCIATION,  Austin,  April  21-22,  1972.  Thelma 
Outlaw,  2406  Manor  Rd.,  Austin  78722. 


MAY 


AEROSPACE  MEDICAL  ASSOCIATION.  Bal  Harbour, 
Fla.,  May  8-11,  1972.  Dr.  Merrill  H.  Goodwin,  Washing- 
ton National  Airport,  Washington,  DC  20001,  Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles,  May  1-3,  1972.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER.  San  Antonio,  May  13,  1972.  Dr. 
Byron  N.  Dooley,  7703  Floyd  Curl  Dr..  San  Antonio 
78229,  Prog.  Chrmn. 
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AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Chicago,  May  1-4,  1972.  Dr.  Michael 
Newton.  79  W.  Monroe,  Chicago  60603,  Exec.  Dir. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION. Dallas,  May  21-27,  1972.  Dr.  N.  C.  Hightower. 
Scott  and  White  Clinic.  Temple  76501,  Pres. 

AMERIC.4.N  PEDIATRIC  SOCIETY,  Washington,  DC, 
May  21-26,  1972.  Dr.  C.  D.  Cook,  333  Cedar  St..  New 
Haven.  Conn.  06514,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  Dallas. 
May  1-6,  1972.  Dr.  Walter  E.  Barton.  1700  18th  St.,  NW, 
Washingon,  DC  20009,  Med.  Dir. 

AMERICAN  THORACIC  SOCIETY.  Kansas  City,  Mo., 
May  21-24,  1972.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION,  INC.,  Wash- 
ington, DC.  May  22-25,  1972.  Richard  J.  Hannigan,  1120 
N.  Charles  St..  Baltimore  21201,  Exec.  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May  11,  1972.  Dr.  Lewis  M. 
Heifer,  208  Medical  Prof.  Bldg.,  San  Antonio  78212, 
Prog.  Chrmn. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  Kansas  City,  Mo.,  May  21-24, 
1972.  Dr.  Robert  J.  Anderson,  1740  Broadway.  New  York 
10019,  Mng.  Dir. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Albuquer- 
que, May  1-4,  1972.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  11,  1972.  Dr.  C.  F.  Miller.  Box  1388,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio.  May,  1972.  Dr.  Philip  W.  Mal- 
lory, 7524  N.  Lamar.  Austin  78752,  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  An- 
tonio, May  13-14,  1972.  Dr.  Harold  L.  Dobson,  Hermann 
Hospital,  Houston  77025,  Prog.  Chrmn. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
San  Antonio,  May  12,  1972.  Dr.  C.  Hunter  Montgomery, 
PO  Box  2180,  Houston  77027,  Prog.  Chrmn. 

■ TEXAS  MEDICAL  ASSOCIATION.  San  Antonio, 
May  10-14,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar 
Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION.  San 
Antonio,  May  11-14,  1972,  Dr.  John  C.  Kuppinger,  1515 
Ed  Carey  Dr..  Harlingen  78550,  Prog.  Chrmn. 


■ TEXAS  PROCTOLOGIC  SOCIETY.  San  Antonio, 
May  11,  1972.  Dr.  Lewis  E.  Tucker.  804  M & S Tower, 
730  N.  Main,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION.  San  Antonio. 
May,  1972.  Dr.  Earle  U.  Scharff,  Jr.,  800  Fifth  Ave., 
Ft.  Worth  76104,  Pres. 


JUNE 

AMERICAN  MEDICAL  ASSOCIATION,  San  Francisco. 
June  18-22,  1972,  AMA,  535  N,  Dearborn  St.,  Chicago 
60610. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
Las  Vegas,  June  10-16,  1972.  Royce  Noland,  1156  16th 
St.,  NW.  Washington,  DC  20006,  Plxec.  Dir. 

AMERICAN  PROCTOLOGIC  SOCIETY,  New  York  City, 
June  11-14,  1972.  Harriette  Gibson,  320  W.  Lafayette. 
Detroit  48226,  Admin.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION.  San  Diego,  June 
11-15,  1972.  Mrs.  Helen  Brown  Schmidt.  919  N.  Michigan 
Ave.,  Chicago  60611,  Exec.  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver. 
July  21-22,  1972.  F.  C.  Schmidt,  1764  Gilpin,  Denver 
80218,  Exec.  V-Pres. 

SOCIETY  OF  NUCLEAR  MEDICINE,  Boston,  July  11-14, 
1972.  Margaret  Glos,  211  E.  43rd  St.,  New  York  10017, 
Admin.  Officer. 


SEPTEMBER 

■ TEXAS  MEDICAL  ASSOCIATION.  Austin,  Sept. 
22-24,  1972.  C.  Lincoln  Williston.  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 


OCTOBER 

■ TEXAS  SURGICAL  SOCIETY,  San  Antonio,  October, 
1972.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400, 
Dallas  75204,  Sec. 


DECEMBER 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  Dal- 
las, Dec.  7-8,  1972.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND  OTO- 
LARYNGOLOGY. San  Antonio,  Dec.  3-4.  1972.  Dr.  Bland 
Schwarting,  304  Medical  Prof.  Bldg.,  San  Antonio  78205, 
Sec. 
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What  T exas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 


innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUMIY  INDEMNnV  EXDHANBE 


1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 
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Aging  and  the  Brain:  This  course  is 
designed  to  delineate  directions  for 
future  research  and  to  clarify  critical 
issues  in  prevention  and  treatment  of 
mental  illness  in  aged  persons.  Spon- 
sored by  Texas  Research  Institute  of 
Mental  Sciences,  the  course  will  be 
held  Oct.  25-27  in  Houston.  Several 
aspects  of  aging  and  the  brain  will  be 
studied:  psychological  and  epidemio- 
logical, chemical  and  pathological,  phy- 
siological and  diagnostic,  and  clinical. 

Symposium  participants  include  Dr. 
Paul  E.  Baer  (PhD),  professor  of  psy- 
chiatry, Baylor  College  of  Medicine, 
Houston:  and  Dr.  William  S.  Fields,  pro- 
fessor of  neurology,  UT  Medical  School 
at  Houston.  Papers  to  be  presented  in- 
clude “Psychological  Changes  in  Ag- 
ing,” “Neuropathology  of  Organic 
Brain  Syndromes  Associated  with  Ag- 
ing,” “Laboratory  Adjuncts  to  Differen- 
tial Diagnosis,”  and  “The  Relationship 
of  Organic  Brain  Disease  and  General 
Physical  Status.” 

Contact:  Dr.  Charles  M.  Gaitz,  Chief, 
Gerontology  Research  Section,  Texas 
Research  Institute  of  Mental  Sciences, 
1300  Moursund  Ave.,  Houston  77025. 

Gynecological  Cancer:  Texas  Radiologi- 
cal Society,  Regional  Medical  Program 
of  Texas,  and  Texas  Regional  Medical 
Physicists  will  sponsor  a program  for 
radiologists  on  Oct.  30  at  UT  M.D. 
Anderson  Hospital  and  Tumor  Institute 
at  Houston.  Gynecological  cancer  will 
be  studied  in  panel  discussions  on 
carcinoma  of  the  cervix,  ovary,  and 
endometrium.  Contact:  Dr.  Herman  C. 
Sehested,  1550  W.  Rosedale  St.,  Ft. 
Worth  76104. 

Air  Pollution  and  Industrial  Hygiene: 
“Selected  Topics  in  Atmospheric  Sam- 
pling” is  the  theme  of  the  11th  Air 
Pollution  and  Industrial  Hygiene  Con- 
ference, scheduled  for  Nov.  1-2,  at  the 
Joe  C.  Thompson  Conference  Center 
in  Austin.  Sponsors  of  the  conference 
are  The  University  of  Texas  at  Austin, 
the  Southwest  Section  of  the  Air  Pollu- 
tion Control  Association,  and  the  Air 
Control  Program  of  the  Texas  State 
Department  of  Health.  Special  session 
topics  will  be  air  sampling  network  de- 
sign, urban  sampling  networks,  indus- 
trial sampling  networks,  sampling  tech- 


niques, source  sampling  methods,  and 
air  sampling  requirements.  Registration 
fee  is  $25.  Contact:  Dr.  P.  R.  Atkins, 
Environmental  Health  Engineering,  En- 
gineering Laboratory  Bldg.  307,  UT  at 
Austin,  Austin  78712. 

Drug  Abuse:  The  fourth  in  a series  of 
drug  seminars  being  conducted  in  Tex- 
as by  the  State  Department  of  Health, 
“Drug  Abuse — Its  Community  Health 
Implications,”  will  be  presented  at 
the  Brownsville  Community  Center  in 
Brownsville,  Nov.  9-10.  The  program 
will  center  on  three  key  areas:  health 
aspects  of  drug  misuse  and  abuse; 
current  research  on  drugs  of  abuse; 
and  community  action  programs  to 
help  communities  in  mounting  effective 
local  efforts  to  combat  the  problem. 
A distinguished  faculty  of  drug  au- 
thorities will  include  Drs.  Joseph  C. 
Schoolar,  chief.  Drug  Abuse  Research 
Section,  Texas  Research  Institute  of 
Mental  Sciences,  Houston;  and  Arthur 
Briggs,  chairman.  Department  of  Phar- 
macology, UT  Medical  School  at  San 
Antonio.  Contact:  Public  Health  Educa- 
tion Division,  Texas  State  Department 
of  Health,  1100  W.  49th  St.,  Austin 
78756. 

Tumors:  The  University  of  Texas  M.D. 
Anderson  Hospital  and  Tumor  Institute 
at  Houston  and  the  Division  of  Con- 
tinuing Education,  UT  Graduate  School 
of  Biomedical  Sciences  will  present  the 
16th  Annual  Clinical  Conference,  “En- 
docrine and  Non-endocrine  Hormone 
Producing  Tumors,”  Nov.  11-12  at  the 
Shamrock-Hilton  Hotel  in  Houston. 

Seven  sessions  will  deal  with  clini- 
cal, diagnostic  and  research  aspects 
of  non-endocrine  hormone  producing 
tumors,  pituitary  tumors,  pancreatic 
tumors,  primary  aldosteronism  and 
other  adrenal  tumors,  parathyroid 
tumors  and  the  thyroid  tumors,  hyda- 
tidiform,  and  choriocarcinoma. 

Contact:  The  University  of  Texas 
M.D.  Anderson  Hospital  and  Tumor 
Institute,  Texas  Medical  Center,  Hous- 
ton 77025. 

Pediatrics:  The  annual  Pediatric  Post- 
graduate Symposium  of  the  Depart- 
ment of  Pediatrics,  Baylor  College  of 
Medicine,  cosponsored  by  the  San  Ja- 


cinto Tuberculosis  and  Respiratory  Dis- 
eases Association,  will  be  held  Nov. 
11-13  at  Texas  Children’s  Hospital  in 
Houston.  The  symposium  will  be  de- 
voted to  “Respiratory  Disease  in  Chil- 
dren,” and  interest  areas  will  cover 
acute  respiratory  infections,  chronic 
pulmonary  diseases,  and  recent  ad- 
vances in  methodology  in  pediatric 
pulmonary  diseases. 

Contact:  Dr.  Katharine  H.  K.  Hsu, 
Professor  of  Pediatrics  and  Director  of 
Pediatric  Chest  Section,  Baylor  College 
of  Medicine,  Texas  Medical  Center, 
Houston  77025. 

Professional  Activity  Study  and  Medical 
Audit  Program:  The  Commission  on 
Professional  and  Hospital  Activities,  a 
non-profit  organization  sponsored  by 
the  American  College  of  Physicians, 
American  College  of  Surgeons,  Ameri- 
can Hospital  Association,  and  South- 
western Michigan  Hospital  Council,  is 
offering  a one-day  regional  workshop 
to  help  hospitals  use  information  pro- 
vided through  its  major  programs:  the 
Professional  Activity  Study  (PAS)  and 
the  Medical  Audit  Program  (MAP).  The 
workshop  is  designed  for  physicians, 
hospital  administrators,  hospital  trus- 
tees, health  record  analysts,  medical 
record  librarians,  and  health  organiza- 
tion representatives,  and  will  be  held 
Nov.  18  at  the  Astroworld  Hotel  in 
Houston. 

Contact:  Commission  on  Professional 
and  Hospital  Activities,  1968  Green  Rd., 
Ann  Arbor,  Mich.  48105. 

Laboratory  Training:  The  Laboratory 
Division  of  the  Center  for  Disease  Con- 
trol, Atlanta,  Ga.,  is  offering  the  follow- 
ing laboratory  training  courses: 

Jan.  10-14:  “Laboratory  Methods 
in  Medical  Mycobacteriology”  Part 

1.  (Closing  date:  Nov.  15) 

Jan.  17-21:  “Laboratory  Methods 
in  Medical  Mycobacteriology”  Part 

2.  (Closing  date:  Nov.  22) 

Jan.  24-Feb.  4:  “Laboratory  Diag- 
nosis by  Serologic  Methods” 
(Closing  date:  Nov.  29) 

Contact:  Training  Office,  Laboratory 
Division,  Center  for  Disease  Control, 
Atlanta,  Ga.  30333. 
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Your  ulcer  patients  and 
others  will  confirm  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louts.  Missouri  63102 


T.  ROWE  PRICE 
6R0WTH  STOCK 
^ FUND,  INC. 

Est.  1950 

A MUOAD  mo 

Investing  in  stocks 
selected  for  long  term 
growth  possibilities 

Individuals  & institutions 
are  invited  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund.  Inc. 

One  Charles  Center,  Dept.  D-5 

Baltimore,  Md.  21201  Phone  (301)  539-1992 
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SALUTENSIN* 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg./  protoveratrine  A,  0.2  mg. 

Brief  Summary  of 

Prescribing  Information— 9-9/22/69. 

For  complete  information  consult  Official 
Package  Circular. 

Indications:  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active  pep- 
tic ulceration,  ulcerative  colitis,  severe  depres- 
sion or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,  perforation  and  death)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  in- 
dicated and  should  be  discontinued  immedi- 
ately if  abdominal  pain,  distension,  nausea, 
vomiting  or  gastrointestinal  bleeding  occurs. 
Use  cautiously,  and  only  when  deemed  essen- 
tial, in  fertile,  pregnant  or  lactating  patients. 
Use  in  Pregnancy:  Thiazides  cross  the  placenta 
and  can  cause  fetal  or  neonatal  hyperbiliru- 
binemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  electrolyte 
disturbances.  Fatal  reactions  may  occur  with 
reserpine  during  electroshock  therapy;  discon- 
tinue Salutensin  2 weeks  before  such  therapy. 
Increased  respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in 
infants  born  to  reserpine-treated  mothers. 
Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis  and 
corticosteroid  therapy)  may  occur,  particularly 
with  pre-existing  vomiting  and  diarrhea.  Po- 
tassium loss  or  protoveratrine  A may  cause 
digitalis  intoxication.  Potassium  ioss  responds 
to  potassium-rich  foods,  potassium  chloride  or, 
if  necessary,  discontinuation  of  therapy.  Stop 
therapy  if  protoveratrine  A induces  digitalis 
intoxication.  Serum  ammonia  elevation  may 
precipitate  coma  in  precomatose  hepatic  cir- 
rhotics. Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  in  patients  with  chronic  ure- 
mia, angina  pectoris,  coronary  thrombosis  or 
extensive  cerebral  vascular  disease  or  bron- 
chial asthma  and  in  those  with  a history  of 
peptic  ulceration  or  bronchial  asthma;  in  post- 
sympathectomy patients;  in  patients  on  quini- 
dine;  and  in  patients  with  gallstones,  in  whom 
biliary  colic  may  occur.  Patients  who  have  dia- 
betes mellitus  or  who  are  suspected  of  being 
prediabetic  should  be  kept  under  close  obser- 
vation if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia, 
orthostatic  hypotension  (potentiated  with  alco- 
hol, barbiturates  or  narcotics),  allergic  glo- 
merulonephritis, acute  pancreatitis,  liver 
involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hy- 
peruricemia, hyperglycemia,  glycosuria,  mal- 
aise, weakness,  dizziness,  fatigue,  paresthe- 
sias, muscle  cramps,  skin  rash,  epigastric 
distress,  vomiting,  diarrhea  and  constipation. 
Reserpine:  Depression,  peptic  ulceration,  diar- 
rhea, Parkinsonism,  nasal  stuffiness,  dryness 
of  the  mouth,  weight  gain,  impotence  or  de- 
creased libido,  conjunctival  injection,  dull  sen- 
sorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy,  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A:  Nau- 
sea, vomiting,  cardiac  arrhythmia,  prostration, 
blurring  vision,  mental  confusion,  excessive 
hypotension  and  bradycardia.  (Treat  brady- 
cardia with  atropine  and  hypotension  with 
vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 


Service  items  pictured  at  right  and  Salutensin 
samples  are  available  on  request  from  your 
Bristol  Representative  or  on  written  request. 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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SALUTENSIN 


hydroflumethiazide,  50  mg./reserpine, 
0.125  mg./  protoveratrine  A,  0.2  mg. 


/l/ly  aXde  ho6k-/rom 
Xox.  > . 


HINTS  TO 
HELP  MAKE 
HYPERTENSION 
EASIER 

TO  LIVE  WITH: 


Get  plenty  of  sleep. 

8 hours  a night  is  good,  and 
a nap  a day  is  better. 


• Avoid  strenuous  activities 
that  you  aren't  used  to. 


Dnnk  alcoholic  beverages 
only  in  moderation. 


• Don  t smoke. 
Especially  cigarettes. 


Try  to  avoid  undue  emotional 
strain  and  tension. 


Guide  your  eating  habits  by 
the  restrictions  on  the 
reverse  of  this  reminder  card. 
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B-Complex 
with  Vitamin  C 

Each  capsule  contains:  MDR(1) 

Thiamine  Mononitrate  (Vitamin  Bi).15  mg. — 15 

Riboflavin  (Vitamin  Bj).. 10 mg. — 8.3 

Pyridoxine  HCI  (Vitamin  B*) 5 mg. — X 

Niacinamide  50  mg. — 5 

Calcium  Pantothenate 10  mg. — X 

Ascorbic  Acid  (Vitamin  C) 3(X)  mg. — 10 

Cyanocobalamin  (Vitamin  B,,) 5 meg. — X 

Dietaiy  Supplement 

100  CAPSULES 


Now  — water-soluble  vitamins  in  convenient  time-release  capsules! 
• B-Complex  and  Vitamin  C (plus  Biz)  are  released  at  a controlled  rate. 
This  means  sustained  availability  up  to  10  hours.  NEOVICAPS  — the 
unique  vitamin  capsule  that  stays  on  the  job  longer. 
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First  Texas  Pharmaceuticals,  Inc  Dallas,  Texas  75222 

the  Concern  for  Care 


The  concert  was  fust  underway, 
When  to  the  conductor's  dismay 
Cramps  and  diarrhea, 


Did  so  quickly  appear. 

The  maestro  no  longer  could  stay. 


Because  diarrhea  with  cramping,  nausea,  and  painful  straining  can 
strike  at  the  most  inopportune  time,  it  takes  a comprehensive 
agent  to  treat  the  total  diarrheal  syndrome  and  help  get  the  patient 
back  on  the  job.  That's  why  so  many  physicians  rely  on  Donnagel, 
especially  during  the  fall  and  winter  months  when  "flu"  and 
viral  gastroenteritis  usually  hit  their  peak. 

Donnagel  is  much  more  than  just  a simple  kaolin-pectin 

combination.  It  also  contains  the  belladonna  alkaloids  to  calm 
GI  hypermotility  and  help  relieve  the  distressing  discomforts 
which  so  often  accompany  diarrhea.  Certainly  it's  less 
expensive  and  more  convenient  than  taking  two  medications. 
And  the  dosage  is  lower  too.  Available  in  the  handy  4-oz. 
plastic  bottle  at  pharmacies  everywhere  on  your 
.prescription  or  recommendation. 


When  diarrhea  and  its  discomforts  separate  a man  from  his  job 


Each  fluid  ounce  contains:  Kaolin,  6g.;  Pectin,  142.8  mg.; 
Hyoscyamine  sulfate,  0.1037  mg.;  Atropine  sulfate,  0.0194 
mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Sodium  benzoate 
(preservative),  60  mg.;  Alcohol, 


A.  H.  Robins  Company, 
1407  Cummings  Drive, 
Richmond,  Va.  23220 
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clear  the  tract 
with  the 


Robitussin  Line 


The  coughing  season  is  here  again.  Time  to  rely 
on  the  four  Robitussins  and  Cough  Calmers  to 
help  clear  the  lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  expectorant  that 
works  systemically  to  help  increase  the  output  of 
lower  respiratory  tract  fluid.  The  enhanced  flow  of 
less  viscid  secretions  soothes  the  tracheobron- 
chial mucosa,  promotes  ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid  and  easier  to 
raise.  Available  on  your  prescription  or  recom- 
mendation. 

For  coughs  of  colds  and  "flu” 

Robitussin 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-C^ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate 7.5  mg. 

Codeine  phosphate 10.0  mg. 


{warning:  may  be  habit  forming) 
Alcohol,  3.5% 


Non-narcotic  for  6-8  hr.  cough  control 

Robitussii\-DM^ 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussii\-PE® 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine  hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go"  @ 

Cough  Calmers 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


Select  the  Robitussin®“Clear-T ract”  Formulation  That  T reats 
Your  Patient’s  Individual  Coughing  Needs: 


Robitussin® 

extra 

benefit 

chart 


All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action. 
Keep  this  handy  chart  as  a guide  in  selecting  the  formula  that 
provides  the  extra  benefits  you  want  for  your  patient. 

Cough  Long-Acting  Nasal,  Sinus 

Suppressant  Antihistamine  (6-8  hours)  Decongestant  Non-Narcotic 
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A.  H.  Robins  Company,  Richmond,  Va.  23220 


/I'H'DOBINS 


V-Cillin  KlPediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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Editorials 


NUTRITION  IN  CANCER 

Nutrition  in  human  cancer  may  be 
affected  directly  and  indirectly. 
The  image  of  the  cachectic 
patient  with  a liver  replaced  by 
cancer,  anorectic,  nauseated,  and 
wasting  away  from  his  inability 
to  eat  as  much  as  from  the 
toxic  effects  of  the  cancer  itself,  is 
a familiar  one.  Added  to  this 
picture  might  be  those  of  direct 
effects  of  intestinal  obstruc- 
tion in  patients  with  massive 
abdominal  metastases,  gastrocolic 
fistula  in  cancer  of  the  stomach 
or  colon,  or  the  invasion  of 
the  small  bowel  with  lymphoma 
producing  malabsorption. 

The  mechanical  blockage  of  bile  in 
obstruction  of  the  common 
bile  duct  by  primary  or  secondary 
tumor,  and  complete  or  partial 
absence  of  exocrine  secretions  of 
the  pancreas  resulting  from  oblit- 
eration or  obstruction  of  its  ducts 
and  insulin  deficiency  from  islet 
cell  destruction  also  lead  to 
their  share  of  direct  interference 
with  nutrition. 

More  occult  wasting  may  follow 
less  obvious  cause,  however. 

The  diarrheas  associated  with  non- 
beta islet-cell  tumor  (Zollinger- 
Ellison  and  Verner-Morrison 
syndrome)  can  lead  to  serious  mal- 
absorption, as  can  the  diarrhea 
occurring  as  part  of  the  malignant 
carcinoid  syndrome.  The  latter 
is  often  augmented  by  the  multiple 


small-bowel  obstructions  seen 
in  advanced  carcinoid.  Medullary 
cancer  of  the  thyroid  is  still 
another  malignancy  capable  of 
producing  secondary  diarrhea 
and  impaired  nutrition. 

The  evidence  for  indirect  mal- 
absorptive  effects  dependent  upon 
malignant  neoplasia  outside 
the  gastrointestinal  tract  is  more 
recent  and  sparse.  Preliminary 
reports^'3  have  indicated  that  the 
small  intestine  may  develop 
impaired  absorption  and  histo- 
logical change  as  a result  of 
malignant  tumors  far  removed 
from  this  organ.  In  a recent  com- 
prehensive and  objective  study 
presented  before  the  Tenth  Inter- 
national Cancer  Congress  in 
Houston,  20  patients  with  primary 
cancer  outside  the  small  bowel, 
none  of  whom  had  metastatic 
disease  of  the  intestine,  were 
evaluated  for  evidence  of  malab- 
sorption.^ None  had  received 
chemotherapy  or  irradiation. 

Jejunal  biopsies  were  obtained  in 
10  cases. 

There  was  no  evidence 
of  poor  absorption  of  vitamin  Bio, 
although  serum  levels  were 
high  in  four  patients,  three  of  whom 
had  metastatic  liver  involve- 
ment. Serum  folic  acid  levels 
were  low,  however,  in  11  of  18 
patients,  and  plasma  clearance  of 
SH-folic  acid  was  more  rapid 
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in  patients  with  cancer  than  in 
controls.  Fecal  fat  excretion  was  elevated  in 
four  patients  only.  D-xylose  absorption, 
evaluated  in  a two-  and  five-hour  excretion  test, 
showed  low  values,  especially  in  the  two- 
hour,  or  upper  jejunal,  absorption.  All  10  jejunal 
biopsy  specimens  appeared  normal  under 
the  dissecting  microscope  and  at  light 
microscopy. 

These  results  were  interpreted  to  mean  that 
d-xylose  absorption  was  impaired  in  the 
proximal  small  bowel,  particularly  in  those 
patients  with  metastases.  The  mild  degree  and 
low  incidence  of  steatorrhea  might  reflect 
the  poor  dietary  intake  as  well  as  mal- 
absorption in  many  cancer  patients.  Of  particu- 
lar interest  was  the  high  incidence  of  folic 
acid  deficiency.  All  patients  with  extrahepatic 
metastases  had  low  serum  folic  acid,  but 
those  with  liver  metastases  tended  to 
have  normal  folic  acid  and  elevated  serum 
vitamin  B12  values,  probably  as  a result  of  in- 
creased liberation  of  stored  folate  from 
damaged  liver  cells.  An  increased  demand  for 
folic  acid  by  rapidly  proliferating  tumor 
cells  was  postulated  as  accounting  for  the 
rapid  plasma  clearance  of  this  vitamin. 

The  folic  acid  deficiency  produced  may  affect 
cellular  division  in  the  small  bowel  adversely 
by  producing  impaired  synthesis  of  DNA. 

As  the  duration  of  illness  is  prolonged, 
morphological  changes  may  occur  in  small 
intestinal  epithelium  which  impair  absorption 
and  nutrition,  although  none  were  found 
in  the  10  jejunal  biopsies  in  the  reported 
study. 

Impressive  efforts  are  now  being  made  to 
cure  and  palliate  cancer.  A major  part  of 
any  such  treatment  is  maintenance  of  nutrition, 
so  far  poorly  understood  in  cancer.  An 


understanding  of  the  basic  nutritional  defects 
produced  in  different  types  of  malignant 
neoplasia  is  essential  to  support  during  treat- 
ment, and  should  be  a major  consideration 
of  any  physician  who  undertakes  cancer 
therapy. 

Robert  S.  Nelson,  MD,  Houston. 
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MEDICINE  NEEDS  PERSONAL  QUALITY 

The  elder  generation  misses  the  human  contact 
and  the  personal  relationship  with  a doctor. 

The  younger  generation  may  have 
become  acquainted  with  a form  of  group  medi- 
cine in  the  armed  forces,  in  which  different 
physicians  and  other  medical  personnel 
serve  in  times  of  need.  If  so,  they  never  had  the 
close  contacts  that  provide  both  doctor 
and  patient  with  an  exchange  of  confidence; 
this  causes  me  to  wonder  if  diagnosis  and 
even  prognosis  can  be  completely  satisfactory 
and  satisfying  without  that  personal  and 
sometimes  intuitive  understanding  by  a doctor 
of  his  patient.  Indeed,  1 doubt  that  any 
diagnosis  can  be  fully  satisfying  to  a medical 
practitioner  who  is  dedicated  to  his  pro- 
fession— dealing  with  the  multiple  frailties  of 
Homo  sapiens.  Thus  the  hard  study,  the 
work  of  years,  and  even  the  financial  returns 
fail  to  gain  appreciation.  The  psychology 
of  medicine,  whatever  its  specialty,  has  to 
regard  more  than  a superficial  comprehension 
of  the  patient’s  personality.  There  cannot 
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be  depersonalized  medical  practice,  despite  all 
the  computers  and  medical  appliances 
which  are  marvels  of  technology.  The  fastest 
and  most  mobile  computer  will  never  be  made 
by  man;  a sane  mind  in  a sound  body,  trained 
in  some  art  or  science,  will  be  still  superior, 
for  the  simple  reason  that  God  made  it. 

"Production  line”  care  in  the  armed  forces 
in  wartime  has  been  extraordinary.  It  had 
to  be  “mass  medicine,”  with  "walking 
wounded”  (more  recently  known  as  "ambula- 
tory patients”).  The  reduction  of  losses 
in  injured  has  been  fantastic.  However,  in 
times  of  peace,  civilians  inexperienced  in  mass 
medicine  are  apt  to  feel  either  neglected 
or  depersonalized,  and  the  psychological 
result  may  lead  to  a psychosomatic  condition 
resulting  from  misunderstood  relationships. 

The  sense  of  neglect,  of  being  just  a case, 
results  in  either  slower  recuperation  or  loss  of 
effective  recovery. 

Why  not — what?  If  a doctor  examines  a 
bed  chart,  talks  with  a patient,  and  senses  that 
he  no  longer  requires  all  the  technical 
facilities  provided  by  the  hospital  room,  why 
not  move  the  patient  to  a less  costly  facility? 

Suppose  Dr.  X smilingly  says  to  his  patient, 
“Why,  Mr.  Z,  you  are  doing  fine.  I think  we 
can  move  you  to  another  area  which  is  less 
costly  to  you,  as  you  no  longer  require 
quite  the  care  from  our  personnel  that  you  had 
up  to  now.  We  will  give  you  a list  of  things 
you  can  do  to  help  yourself — a menu,  the 
places  to  go  for  medicines,  what  nurse  to 
see  and  when.  Furthermore,  I will  visit  you  daily 
or  less  frequently  as  necessary,  and  you  are 
well  on  your  way  to  complete  recovery.” 

Imagine  the  psychological  boost  this  will 
produce  in  the  patient! 


Unless  we  regard  mental  attitudes  as  being 
of  no  consequence  whatever,  the  results 
have  to  be  beneficial. 

Someday,  maybe  sooner  than  I think,  clinics 
or  their  equivalent  will  accept  the  fact  that 
medical  care  cannot  be  depersonalized. 

The  patient's  first  contact  could  be  with  a 
general  practitioner  with  a charming  personal- 
ity and  effective  public  relations  ability. 

He  would  meet  with  patients  before  and  after 
medical  examinations  in  order  to  answer 
questions,  and  reassure  each  patient  that  he 
was  regarded  as  an  individual  rather  than  a 
"case.”  The  introductory  physician  would 
explain  that  while  specialists  might  appear  to 
use  their  expertise  with  a concentration 
that  might  seem  depersonalized,  their  real 
concern  would  be  for  the  patient — that 
time  was  of  the  essence  and  the  results  of  all 
the  examinations  would  be  a diagnosis 
and  possibly  a prognosis.  Such  a practice 
would  give  the  patient  a sense  of  being  part  of 
a very  human  relationship  marked  with  the 
cumulative  skills  of  many  physicians. 

This  is  real  medicine. 

Col  Dwight  Garrison,  USAR,  Ret,  Austin. 


CAN  PHARMACY  HELP  IN  DRUG  THERAPY? 

At  a regional  pharmacy  seminar  at  The  Univer- 
sity of  Texas  Medical  School  at  San  Antonio 
recently.  Dr.  Arthur  H.  Briggs,  professor 
and  chairman  of  the  Department  of  Pharmacol- 
ogy there,  presented  some  thought-pro- 
voking ideas  about  the  "treatment  and  mis- 
treatment” of  “disease”  and  "patients.”  After 
20  years  behind  the  prescription  case,  I 
have  the  impression  that  there  is  a difference 
between  "disease”  and  “patient,”  and 
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that  there  is  a need  for  the  physician  to  treat 
both.  I hope  the  Food  and  Drug  Adminis- 
tration takes  this  need  into  consideration  in  its 
actions  to  restrict  availability  of  pharma- 
ceuticals. 

Dr.  Briggs  said  that  one  of  the  major  killers 
in  this  country  is  not  a disease,  but  the 
treatment  of  disease.  Assuming  that  there  may 
be  some  reason  for  this  statement,  I think 
that  such  a situation  may  have  resulted 
in  some  part  from  the  lack  of  communication 
between  the  physician,  the  patient,  and 
the  pharmacist. 

Some  of  the  principals  in  our  health  care 
system,  including  patients,  have  the  idea  that 
all  pharmacies  are  the  same  and  that  services 
rendered  are  not  as  important  as  a dollar 
saved.  Many  pharmacists,  prompted  by  what 
we  thought  was  an  economic  necessity, 
have  neglected  some  of  our  professional 
responsibilities  and  have  allowed  our  practice 
to  become  “count  and  pour,  keep  the  cost 
down’’  types  of  operations.  The  time  is 
fast  approaching  when  pharmacists  must 
assume  more  responsibility  for  the  quality  and 
quantity  of  medicine  that  a patient  con- 
sumes. We  all  know  that  patients  go  to  more 
than  one  physician,  use  more  than  one 
pharmacy,  and  sometimes  prescribe  for 
themselves.  It  would  not  be  a perfect  system, 
but  it  would  help  if  the  pharmacist  were 
to  assume  the  responsibility  of  keeping 
complete  family  prescription  records  for  those 
medications  dispensed  from  his  pharmacy. 

He  could  check  for  possible  duplications, 
drug  interactions,  allergies  and  other 
complications  that  might  be  apparent  on  a 
complete  drug  regimen  record.  The  pharmacist 
could  notify  the  physician  when  such  action 
seemed  to  be  warranted,  and  give  the  physician 


the  necessary  information.  A conscientious 
pharmacist  who  maintains  proper  family  pre- 
scription records  cannot  practice  in  an 
atmosphere  where  price  is  the  primary  factor. 

The  pharmacist  who  renders  this  pro- 
fessional service  to  the  physician  and 
patient  will  certainly  bring  about  a decrease  in 
volume  by  eliminating  some  of  the  pre- 
scriptions patients  take.  It  is  hard  to  detect 
therapeutic  or  product  duplications,  or 
potential  interactions,  without  proper  prescrip- 
tion profiles.  All  the  prescriptions  may  be 
legal,  but  (unless  they  happen  to  be  dispensed 
at  the  same  time)  without  checking  these 
profiles  the  pharmacist  cannot  detect 
possible  hazards.  This  service  can  be  meaning- 
ful only  when  the  physician  encourages 
the  pharmacist  to  function  as  an  integral  part 
of  the  health  team,  while  educating  his 
patient  to  the  fact  that  sometimes  services 
rendered  by  a pharmacy  can  be  more  important 
than  the  price. 

In  most  communities,  the  physicians  and 
pharmacists  have  few  problems.  However, 
on  the  state  and  national  levels,  we  sometimes 
differ  in  our  positions  in  essential  areas 
of  concern  to  both  professions.  The  thing  we 
must  remember  is  not  to  let  these  few  areas 
affect  our  unity  within  view  of  those  who 
often  think  that  it  might  be  better  for  the  gov- 
ernment to  conscript  us  all  and  regiment 
the  health  care  professionals  to  provide 
medical  service  under  guidelines  laid  down  by 
persons  outside  the  medical  profession. 

It  is  imperative  that  we  work  together,  ever 
keeping  in  mind  that  we  are  working  for 
the  best  interest  of  the  patient. 

George  C.  Webb,  R Ph,  McKinney, 

Immediate  Past  President,  Texas  Pharmaceutical 
Association. 
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For  new  medical  facilities 
designed  to  work  best  for  you 


A single  source  best  meets  your  needs.. 


For  new  facilities  that  are  in  keeping  with  your  needs  . . . now  and  for  the 
future  . . . For  better  ways  to  function  . . . Call  BBC  Flealth  Care  Industries, 
The  ''single  responsibility"  source  for: 


• ECONOMIC  FEASIBILITY 

• SITE  ANALYSIS 

• SITE  ACQUISITION 

• PLANNING  AND  FINANCING 
•DESIGN  AND  ENGINEERING 
•CONSTRUCTION  MANAGEMENT 
•EQUIPPING  AND  FURNISHING 
•GUARANTEED  COST 


• MASTER  AND  LONG  RANGE 
PLANNING 

• HEALTH  MAINTENANCE 
ORGANIZATION  PROGRAMS 

• GROUP  PRACTICE  STUDIES 

• OPERATIONS  ANALYSIS 

• FEASIBILITY  STUDIES 
•SYSTEMS  ANALYSIS 


. . . Write,  wire  or  phone,  without  obligation: 

Discuss  your  needs  with 

Mr.  G.  L.  Brown,  Vice  President,  today. 

BBC  Health  Care 
Industries,  Inc. 


1130  Hampton  Avenue,  St.  Louis,  Missouri  63139 

(314)  647-3800 

A Health  Care  Subsidiary  of  Bank  Building 
Corporation,  the  nation's  largest,  most  experienced  . 

firm  specializing  in  planning,  designing,  building 
and  furnishing  financial  institutions. 


Mr.  G.  L.  Brown, 
Vice  President 
BBC  Health  Care 
industries,  Inc. 
1130  Hampton  Avenue 
^ St.  Louis,  Mo.  63139 

Please  have  a representative  call  □ 
Please  send  additional  information  D 


Address 


Name . 


City. 


. State . 


Zip 


Telephone  (Include  Area  Code). 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 
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IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylUne.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  amiaophylhne; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Doss  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Yi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


The  actions  of  the  official 
Tinctixre  and  Extract  of 
Belladonna  result  chiefly  from 
their  Atropine  content . . . 
conclude  Goodman  and  Gilman 

THE  PHARMACOLOGICAL  BASIS  OF  THERAPEUTICS 
3rd  Edition,  page  522 


Each  tablet  or  capsule  contains: 
Atropine  sulfate,  0.324  mg.;  Phe- 
nobarbital,  16  mg.  (may  be  habit 
forming);  Bensulfoid,  65  mg.  (see 
white  section  PDR).  The  atropine 
content  of  Antrocol  is  the  maxi- 
mum amount  the  average  patient 
can  take  at  six  hour  intervals  over 
long  periods  with  comfort. 

SUPPLIED 

Tablet  in  bottles  of 
100,  500  and  5000 
Capsule  in  bottles 
of  100, 500  and  1000 

Caution:  Federal  law  prohibits 
dispensing  without  prescription. 


Prescribing  Information 
Contraindicated  in  glaucoma.  Use  cautiously  in  pro- 
static hypertrophy.  Side-effects  of  toxic  dose  of 
atropine:  flushing,  dryness  of  mouth,  cycloplegia, 
tachycardia  and  urinary  retention. 

Dosage:  One  tablet  or  capsule  after  each  meal  to 
correct  emotional  stress  and  normalize  gastric  se- 
cretions. In  treating  peptic  ulcer,  doses  at  regular 
intervals  up  to  eight  (8)  tablets  or  capsules  per  day 
to  provide  the  proper  gastric  titer  for  healing.  After 
ulcer  has  healed,  one  tablet  or  capsule  after  each 
meal  to  maintain  a titer  unfavorable  to  recurrence. 


Clinical  supply  available  to  physicians. 


WILLIAM  P.  POYTHRESS  & CO.,  INC. 

RICHMOND,  VIRGINIA  23217 


The  need  for  representation 


Everyone  grows  tired  of  hearing 
that  this  is  medicine’s  most  critical 
hour.  The  phrase  is  shop-worn, 
but  the  fact  is  true. 

Since  April,  when  the  Lieutenant 
Governor  began  reviewing  the 
Welfare  Program  through  the  sum- 
mer and  fall  with  the  most  recent 
vendor  drug  program,  Texas 
physicians  have  had  a continuing 
interest  in  our  state  government’s 
activities. 

When  the  Lieutenant  Governor 
announced,  “The  leadership  of 
the  Texas  Medical  Association  has 
been  asked  to  recommend  a fixed  fee 
schedule  to  substitute  for  the 
existing  ‘usual  and  customary  fee’ 
currently  used  by  physicians,” 
he  was  unaware  of  our  stated  posi- 
tion. Your  officers  and  staff  acted 
promptly  to  make  this  position 
plain.  To  date,  Texas  does  not  have 
a fixed  fee  schedule,  nor  is  one 
anticipated.  Mr.  Barnes  was  advised 
that  Texas  physicians  will  con- 
tinue to  support  direct  billing  for 
Title  XIX  and  Title  XVIII  patients. 
He  was  told  that  our  physicians 
would  advise  and  counsel  with  his 
staff  regarding  reduction  of  benefits 
if  this  was  indicated  by  expendi- 
tures, but  that  we  would  not  be  a 
party  to  fixed  fees  and  that,  in  fact, 
we  believe  this  would  effectively 
destroy  the  Texas  program. 

Mr.  Barnes  saw  the  wisdom  of  direct 
billing,  but  unfortunately  the 
Department  of  Health,  Education 
and  Welfare  would  not  agree. 

In  the  late  summer  the  VEE 
epidemic  brought  an  immedi- 
ate response  from  your  Association, 
coupled  with  the  complete  and 
prompt  cooperation  from  the  De- 
partment of  Health.  The  absence  of 
widespread  human  infection  can, 
in  great  part,  be  credited  to  the 
prompt  dissemination  of  information 
by  the  Health  Department  and 
its  prompt  utilization  by  physicians. 

In  the  present  Vendor  Drug  Pro- 
gram, your  Association  has  again 
represented  you  promptly  and 
efficiently.  Results  of  visits  with  the 
Commissioner  and  the  Medical 


Directoi-  have  been  reported  to  you. 
It  now  appears  that  the  Texas 
physicians  will  continue  to  cooperate 
with  the  state  in  the  treatment 
rendered  these  recipients  since  cer- 
tain objectionable  features  have 
been  removed  from  the  regulations. 

No  list  of  representations  would 
be  complete  without  acknowledging 
the  role  played  by  our  distin- 
guished General  Counsel,  Phil  Over- 
ton,  LL.B.,  and  his  associate,  Sam 
Stone,  LL.B.,  who  represented 
us  throughout  the  recent  legislative 
session;  the  continuing  freedom 
to  practice  in  a free  atmosphere  is  a 
tribute  to  their  effectiveness. 

These  are  current  activities  of 
your  Association.  Your  representa- 
tion will  be  in  direct  proportion 
to  our  knowledge  of  what  you  think 
is  important  to  Texas  physicians. 

I urge  you  to  communicate  with  your 
TMA  Delegates,  with  the  head- 
quarters staff,  and  directly  with  me 
and  your  other  officers.  We  are 
here  to  serve  the  physicians  of  Texas. 
We  solicit  your  help  in  doing  so. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
-<9-hemolytic  streptococcal 
infections,  treatment  should 
continue  for  at  least  10  days. 

Studies  indicate  that 
Lincocin  does  not  share 
Antigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


I Sterile  Solution  f 301)  mg.  per  ml.)  ( 


i® 


(lincomycin  hydrochloride, 

Upjohn) 


For  further  prescribing  information,  please  see  following  page. 
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(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

‘Contains  also;  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  yS-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal—Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  Hemopoietic— Ntutro- 
penia,  leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes- 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/i’er— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular— Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions— RxceWent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 


Upjohn 
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Helps  overpower  pain 

Each  tablet  contains:  aspirin  gr.  31/2, 
phenacetin  gr.  2^2,  caffeine  gr.  V2. 

No.  3 contains  codeine  phosphate*  (32.4  mg.)  gr.  V2. 

No.  4 contains  codeine  phosphate*  (64.8  mg.)  gr.  1 . 

'(Warning— may  be  habitforming.) 

Empirin  Compound  with  Codeine  is  now  classified  in 
Available  on  oral  prescription  and  may  be  refilled  5 time 
within  6 months,  unless  restricted  by  State  law. 

Complete  literature  available  on  request  from  Professional 


Burroughs  Wellcome  Co 

Research  Triangle  Park 
North  Carolina  27709 


Wellcome 


Still  serving... 


Miltown^ 

(meprobamate) 

WALLACE  PHARMACEUTICALS  ^ 
Cranbury,  NJ.  08512 


Pre-Sate 


(chlorphentermine  hydrochloride) 


Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i  e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states,  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types;  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect:  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) IS  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
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pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
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mendations in  this  regard. 

How  Supplied 
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WILLIAM  A.  NAHHAS,  MD 

The  first  physician  who  sees  the  patient 
is  the  one  who  must  correctly  diagnose  cancer. 

This  article  describes  four  clinical  situations 
in  which  errors  can  be  avoided 
by  adequate  diagnostic  procedures. 

THE  MOST  IMPORTANT  ASPECT  in  the  modern 
therapy  of  gynecologic  malignancies  is  early 
diagnosis  and  treatment.  One  has  only  to  re- 
view the  estimates  of  the  thousands  of  patients 
dying  of  cancer  in  the  United  States  each  year 
to  realize  the  importance  of  detecting  the  ma- 
lignant lesion  in  its  incipient  or  early  stage. ^ 
Many  of  these  patients  can  be  cured  if  the  cor- 
rect diagnosis  is  made  early  and  appropriate 
therapy  carried  out.  Two  of  the  factors  which 
have  been  implicated  have  been  patient  delay 
and  physician  delay. 

Patient  delay  is  the  delay  of  the  patient  in 
seeking  treatment  due  either  to  her  ignorance 
or  to  a self-defeating  fear  that  a malignancy 
might  be  found.  Physician  delay  is  the  length 
of  time  from  the  point  at  which  the  patient 
comes  to  the  physician  with  a symptom  or 
complaint  until  the  malignancy  is  diagnosed. 
This  most  often  occurs  because  of  the  failure 
of  the  physician  to  suspect  the  diagnosis  and 
to  carry  out  the  necessary  examinations  or 
tests  until  the  symptoms  become  progressive. 

Neither  of  these  factors  is  the  subject  of  this 
paper.  The  discussion  revolves  about  what  can 
happen  when  a responsible  patient,  that  is,  one 
who  does  go  to  a physician  promptly  when  she 
has  symptoms,  goes  to  a physician  who  exam- 
ines her  and  carries  out  specific  tests  but  fails 
to  make  the  correct  diagnosis  of  cancer  be- 
cause of  the  coexistent  finding  of  a benign  con- 
dition which  could  possibly  explain  the  original 
symptoms.  In  other  words,  because  the  pa- 


tient’s symptoms  can  be  possibly  explained  by 
a condition  which  the  physician  finds,  the  in- 
vestigation is  stopped  prior  to  the  establish- 
ment of  the  true  diagnosis.  This  error  can  be 
made  by  any  physician  and  the  delay  in  diag- 
nosis can  be  just  as  detrimental  to  the  patient 
as  if  no  studies  had  been  done. 

The  benign  condition  masking  the  malig- 
nancy can  be  in  the  same  organ  or  tissue  as 
the  malignancy  and  can  coexist  with  it,  for 
example,  severe  dysplasia  or  carcinoma-in-situ 
of  the  cervix  associated  with  invasive  cancer 
of  the  cervix, ‘’3  or  endometrial  hyperplasia  as- 
sociated with  endometrial  cancer.^  At  the  same 
time,  it  can  be  in  a different  but  adjacent  organ 
such  as  a multinodular  fibroid  uterus  associ- 
ated with  ovarian  carcinoma. 

It  would  be  impossible  to  list  all  of  the  con- 
ditions in  which  this  kind  of  error  could  be 
made  in  gynecologic  patients.  This  discussion 
will  outline  briefly  the  approach  taken  by  the 
Gynecology  Service  at  Memorial  Hospital  in  re- 
gard to  the  evaluation,  treatment,  and  follow- 
up of  four  specific  conditions.  This  discussion 
will  give  no  statistical  data  based  on  the  rela- 
tive frequency  of  each  of  these  conditions  and 
the  probability  of  finding  malignancy  associated 
with  them.  It  is  our  purpose  to  point  out  the 
approach  evolved  to  evaluate  these  conditions 
in  such  a way  that  the  diagnosis  of  malignancy 
is  not  missed.  Many  will  say  it  is  appropriate 
to  do  all  these  studies  in  a cancer  hospital,  but 
that  it  is  not  possible  in  the  office  of  a busy 
physician.  There  are  two  points  of  rebuttal. 
First,  there  are  more  than  5,000  visits  each 
year  to  our  Gynecology  Clinic.  These  do  not  in- 
clude any  of  the  patients  who  come  to  mem- 
bers of  the  staff  as  private  patients.  Therefore, 
we  must  have  certain  ground  rules  for  evalu- 
ating problems  arising  in  these  patients  since 
most  of  them  will  not  have  a malignancy.  The 


50 


TEXAS  MEDICINE 


as  a benign  condition 


second  reason  this  type  of  approach  is  impor- 
tant to  all  practitioners  is  that  the  number  of 
women  who  go  with  their  first  symptom  to  a 
cancer  hospital  is  infinitesimal  compared  with 
the  number  of  women  who  go  first  to  their 
private  physician. 

For  illustrative  purposes  we  will  discuss  four 
specific  clinical  situations  and  review  our  ap- 
proach to  them,  pointing  out  the  ease  with 
which  the  finding  of  associated  benign  disease 
can  cause  one  to  miss  or  delay  the  diagnosis 
of  a malignancy.  The  patients  discussed  have 
all  been  recently  referred  for  care.  Although 
some  of  these  cases  were  referred  after  a delay 
in  diagnosis,  most  were  referred  promptly  and 
they  are  discussed  to  show  the  ease  with  which 
an  error  could  have  taken  place. 

Menopausal  Bleeding  Irregularities:  Of  particu- 
lar concern  are  the  patients  with  either  exces- 
sively heavy  flow,  beginning  near  the  time  of 
the  menopause,  or  intermenstrual  bleeding.  It 
is  known  that  near  the  time  of  menopause 
many  women  begin  having  anovulatory  cycles 
and  can  have  heavy  periods  due  to  flow  from 
proliferative  endometrium  with  breakthrough 
bleeding.  One  of  the  most  common  errors  found 
in  the  past  history  of  women  with  endometrial 
cancer  is  that  at  this  point,  when  they  present- 
ed with  that  history,  the  assumption  was  made 
that  they  had  heavy  irregular  flow  from  anovu- 
latory cycles  and  they  were  placed  on  hormonal 
therapy  without  any  investigation  of  the  status 
of  their  endometrium. ^ The  age  of  the  meno- 
pause is  also  the  most  common  age  not  only 
for  ovarian  cancer  but  for  the  endometrial 
hyperplasias  which  occasionally  precede  the  de- 
velopment of  endometrial  carcinoma.  In  a re- 
cent series  of  614  patients  with  ovarian  car- 
cinoma treated  at  Memorial  Hospital,  it  was 
found  that  30%  had  abnormal  uterine  bleed- 
ing, presumably  due  to  abnormal  ovarian  secre- 


1.  Photomicrograph  of  curettage  specimen 
obtained  in  1967,  showing  cystic 
glandular  hyperplasia  of  the  endometrium  in  a 
patient  receiving  estrogen  therapy. 
Hematoxylin  and  eo.sin.  X 16. 


2.  Photomicrograph  of  curettage  specimen 
from  same  patient  as  in  Fig  1,  taken  in  1970, 
showing  endometrial  adenocanthoma. 
Hematoxylin  and  eosin,  X 268. 
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3.  Photomicrograph  of  cervical  biopsy 

showing  carcinoma  in  situ  and  minimal  dysplasia. 

Hematoxylin  and  eosin,  X 268. 


tions  in  the  patients  with  ovarian  cancer.®  This 
incidence  is  confirmed  in  a recent  report  by 
Parker  and  others.'^ 

It  is  our  practice  to  carry  out  an  anesthesia 
examination  and  fractional  curettage  in  all 
women  with  profuse  bleeding  at  the  time  of  the 
menopause  or  with  intermenstrual  bleeding.  If 
only  proliferative  endometrium  secondary  to 
anovulatory  cycles  is  found,  hormonal  therapy 
or  no  therapy  can  be  used  as  chosen  by  the 
physician.  Similarly,  benign  endometrial  polyps 
or  submucosal  fibroids  require  no  further  ther- 
apy. On  the  other  hand,  severe  hyperplasia  of 
the  endometrium  or  frankly  invasive  adenocar- 
cinoma of  the  endometrium  require  further 
consideration. 

Two  cases  illustrate  this  point.  The  first  one 
points  out  the  importance  of  recognizing  the 
potential  malignancy  of  severe  endometrial 
hyperplasia.  Fig  1 is  a photomicrograph  of  the 
curettage  specimen  taken  in  1967  from  a pa- 
tient who  was  then  in  her  50s,  was  on  estrogen 
therapy,  and  was  having  some  irregular  bleed- 
ing. This  hyperplasia  is  more  striking  than  one 
usually  finds  with  just  anovulatory  cycles.  In 
other  sections  of  this  slide  there  was  not  only 
cystic  but  glandular  hyperplasia,  the  type  of 
endometrial  hyperplasia  which  has  been  associ- 
ated with  endometrial  carcinoma  and  that  is 
either  found  to  be  present  on  antecedent  biop- 
sies in  patients  who  developed  endometrial 
carcinoma,  or  found  simultaneously  with  areas 
of  endometrial  carcinoma.®  At  that  time  the  pa- 
tient wished  to  remain  on  estrogen  therapy  and 
no  danger  was  recognized  by  her  physician.  Fig 
2 is  a photomicrograph  of  the  endometrial  ade- 
nocanthoma  which  we  found  at  the  time  of  dila- 
tation and  curettage  two  and  one-half  years 
later. 
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The  second  case  raises  a different  question 
in  the  management  of  menopausal  bleeding 
abnormalities.  It  illustrates  the  importance  of 
always  doing  a fractional  curettage  at  the  time 
a diagnostic  dilatation  and  curettage  is  carried 
out  because  of  abnormal  bleeding.  This  physi- 
cian’s wife  underwent  a dilatation  and  curet- 
tage because  of  an  abnormal  Papanicolaou 
smear.  Although  the  smear  had  shown  malig- 
nant cells  consistent  with  adenocarcinoma,  the 
curettage  was  not  a fractional  one.  That  is,  the 
physician  did  not  first  curet  the  endocervix, 
then  dilate  the  endocervix,  and  then  curet  the 
endometrium.  The  diagnosis  returned  on  the 
tissue  was  that  of  adenocarcinoma,  but  failure 
to  submit  the  endocervical  tissue  separately 
made  it  impossible  to  know  if  the  tumor  had 
spread  into  the  endocervix.  This  makes  the  dif- 
ference between  a stage  I and  a stage  II  carci- 
noma of  the  endometrium.  Treatment  of  stage 
II  endometrial  carcinoma  is  different  from  that 
of  stage  I since  the  disease  spreads  differently 
and  the  cure  rate  is  less.  Valid  information  for 
proper  staging  is  best  obtained  by  the  person 
who  does  the  first  dilatation  and  curettage. 

In  summary,  we  think  that  a woman  with 
abnormally  heavy  bleeding  at  the  time  of  the 
menopause  should  have  a dilatation  and  curet- 
tage, and  that  only  after  any  suspicion  of  ma- 
lignancy or  of  a premalignant  lesion  has  been 
ruled  out  is  it  safe  to  use  hormonal  therapy. 
If  such  a dilatation  and  curettage  is  necessary, 
it  should  be  done  in  a fractional  manner,  for 
this  is  the  only  appropriate  way  to  stage  endo- 
metrial carcinoma.  An  alternative  method  is  the 
use  of  extensive  endometrial  biopsies  in  the 
office.  The  main  problem  with  this  is  that  it  is 
very  easy  to  find  endometrial  hyperplasia  and 
difficult  to  find  the  small  cancer  that  may  be 
hidden  in  it.‘‘ 

Suspect  or  Positive  Cervical  Cytology:  Another 
recurrent  problem  is  that  presented  by  a sus- 
pect or  positive  cytologic  smear.  There  are 
stages  in  the  development  of  cervical  carcino- 
ma which  can  all  coexist  in  the  same  cervix 
at  the  same  time.  Any  single  biopsy,  therefore, 
may  not  be  representative  of  the  rest  of  the 
tissue. 23  It  is  important  to  have  a standard 
approach  to  be  taken  when  one  receives  a 
report  of  cervical  smear  that  is  positive  or  sus- 
pected of  showing  malignant  cells.  The  first 
step  should  be  to  repeat  the  smear.  Care 
should  be  taken  that  this  not  be  done  in  less 
than  two  weeks  for  there  is  some  evidence  that 
the  exfoliation  will  be  less  complete.’’  Next, 


4.  Photomicrograph  of  another  cervical 

biopsy  taken  at  the  same  time  from 

the  same  patient  shown  in  Fig  3.  Note  invasive 

squamous  cell  carcinoma.  Hematoxylin 

and  eosin,  X 268. 


5.  Photomicrograph  of  vulvar  biopsy  showing 
Paget’s  disease  of  the  vulva  with  underlying 
sweat  gland  carcinoma.  Hematoxylin 
and  eosin,  X 268. 
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stain  the  cervix  and  vagina  v\/ith  Lugol’s  iodine 
solution  in  order  to  localize  areas  for  punch 
biopsy.  Punch  biopsies  of  the  cervix  are  taken 
in  areas  which  are  nonstaining.  The  next  step 
depends  upon  the  results  of  these  biopsies.  If 
invasive  cancer  is  found,  there  is  no  need  for 
further  biopsies  and  the  woman  should  be  ad- 
mitted for  staging  under  anesthesia  and  defini- 
tive therapy.  If  carcinoma-in-situ  is  found,  it  is 
not  possible  to  rule  out  invasive  cancer  in  oth- 
er areas  of  the  cervix.  Therefore,  the  patient 
should  be  admitted  for  conization  of  the  cervix 
and  curettage  of  the  endocervix.  If  the  finding 
on  biopsy  is  that  of  dysplasia,  the  patient  also 
requires  treatment  as  with  carcinoma-in-situ; 
that  is,  further  diagnosis  in  the  way  of  coni- 
zation. However,  if  only  chronic  cervicitis  is 
found,  the  smear  should  be  repeated  in  six 
weeks.  The  final  step  is  definitive  therapy. 
Since  we  have  described  a patient  in  whom  an 
abnormal  Papanicolaou  smear  is  the  only  find- 
ing, the  malignancy  should  be  a preclinical 
lesion  and,  therefore,  within  stage  I.  Treatment 
of  stage  I cancer  of  the  cervix  can  be  carried 
out  adequately  by  either  definitive  surgery  or 
radiation  therapy.  In  women  under  the  age  of 
60  who  have  no  other  health  abnormalities,  we 
use  surgery. 

If  the  conization  shows  carcinoma-in-situ, 
this  can  be  considered  adequate  therapy  in 
women  who  meet  two  criteria.  One,  they  wish 
to  preserve  their  reproductive  function  and, 
two,  they  are  reliable  enough  to  come  back  for 
follow-up  smears.  Our  usual  therapy  is  that  of 
a simple  hysterectomy  performed  either  abdom- 
inally or  vaginally.  If  the  diagnosis  is  only  dys- 
plasia and  the  borders  are  free,  conization  is 
adequate  therapy.  This  condition  also  can  be 
treated  by  electrocautery  or  cryosurgery  if  the 
more  serious  lesion  has  been  ruled  out.  Chronic 
cervicitis  should  be  treated  by  cautery  or  cryo- 
surgery. 

The  next  two  figures  illustrate  the  difficulty 
of  relying  on  a single  punch  biopsy  to  determine 


the  nature  of  a cervical  lesion.  This  patient  was 
referred  with  a history  of  a class  IV  Papanico- 
laou smear.  The  cervix  appeared  grossly  nor- 
mal except  for  some  central  papillary  fronds  in 
an  area  that  appeared  to  have  only  everted 
endocervical  epithelium.  Fig  3 is  a photomicro- 
graph of  the  cervix  showing  carcinoma-in-situ 
and  minimal  dysplasia.  This  could  well  account 
for  class  IV  cytology.  However,  Fig  4 shows  tis- 
sue obtained  with  another  biopsy  at  the  same 
time.  This  shows  frankly  invasive  cervical  car- 
cinoma. It  would  have  been  possible  to  accept 
the  diagnosis  of  the  premalignant  lesion,  car- 
cinoma-in-situ, and  treat  the  patient  with  con- 
servative therapy  unless  further  biopsies  point- 
ed out  the  true  nature  of  the  lesion.  By  finding 
this  on  punch  biopsy  we  avoided  the  time,  ex- 
pense and  morbidity  of  conization.  On  the  other 
hand,  if  only  carcinoma-in-situ  had  shown  on 
these  biopsies,  it  would  have  been  clear  why 
conization  would  be  necessary. 

Leukoplakia  of  the  Vulva:  The  third  clinical  con- 
dition to  be  discussed  is  leukoplakia  of  the 
vulva.  Any  raised  lesion  of  the  vulva,  or  any 
flat  or  generalized  lesion  which  fails  to  respond 
significantly  to  conservative  therapy  within  a 
three-week  period,  should  be  biopsied.  There  is 
probably  more  procrastination  in  the  diagnosis 
of  vulvar  carcinoma  than  in  any  other  gyne- 
cologic malignancy  and  the  reason  for  this  is 
that  benign  and  malignant  diseases  often  tend 
to  resemble  each  other  grossly.^  ^®  Leukoplakia 
is  a descriptive  term  which  means  that  there 
is  a flat,  white  lesion.  The  diagnosis  depends 
upon  a histologic  interpretation  of  a biopsy.^ 
However,  here,  like  in  other  areas  in  the  female 
reproductive  tract,  having  a benign  diagnosis 
at  one  time  does  not  assure  one  that  it  will 
always  be  benign.  This  is  particularly  true  in 
those  lesions  which  are  considered  premalig- 
nant or  associated  with  malignancy:  namely, 
carcinoma-in-situ,  Bowen’s  disease,  and  Paget’s 
disease.  One  patient  had  an  excisional  biopsy 
of  a vulvar  lesion  done  in  1954.  The  diagnosis 
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was  that  of  extramammary  Paget’s  disease  of 
the  vulva.  A recent  publication  from  this  insti- 
tution has  shown  its  frequent  association  with 
an  underlying  sweat  gland  carcinoma. “ This 
patient’s  lesion  recurred  several  years  later  and 
was  followed  for  a long  time  with  local  treat- 
ment, mostly  with  cortisone  derivatives.  Only 
when  palpable  lumps  were  present  below  the 
lesion  was  another  biopsy  taken.  Fig  5 is  a pho- 
tomicrograph of  that  recent  biopsy.  It  shows 
not  only  the  Paget’s  disease  in  the  superficial 
layer  but  also  the  underlying  invasive  sweat 
gland  carcinoma.  During  the  period  when  she 
was  treated  symptomatically  because  the  con- 
dition was  considered  benign,  metastases  de- 
veloped in  four  of  ten  inguinal  lymph  nodes. 
Pelvic  Mass:  The  fourth  problem  to  be  consid- 
ered is  the  evaluation  of  a pelvic  mass.  This 
is  particularly  difficult  when  a fibroid  uterus 
makes  evaluation  of  adnexal  structures  diffi- 
cult. A common  history  for  patients  ultimately 
found  to  have  ovarian  carcinoma  is  that  of  hav- 
ing a fibroid  uterus  observed  for  many  years. 
Only  when  symptoms  due  to  spread  of  disease 
occur  is  the  true  diagnosis  made.  We  are  not 
implying  that  all  fibroids  require  surgery.  On 
the  other  hand,  we  think  it  is  important  to  be 
able  to  feel  both  ovaries  separate  from  the 
fibroid  uterus.  If  this  is  not  possible,  either  due 
to  the  size  of  the  fibroids  or  to  the  lack  of 
relaxation,  an  examination  under  anesthesia  is 
indicated.  If  at  that  time  it  is  still  not  possible 
to  feel  normal  ovaries  separate  from  the  uterus, 
a laparotomy  or  a laparoscopy  should  be  per- 
formed. We  prefer  laparoscopy,  which  consists 
of  inserting  a telescope  through  a sheath  in  the 
abdomen  just  below  the  umbilicus,  to  culdos- 
copy,  because  it  allows  the  instrument  to  be 
inserted  in  an  area  away  from  the  primary 
pathology. 

Conclusion:  The  earlier  cancer  is  diagnosed  and 
treated,  the  more  successful  will  be  the  treat- 
ment. Education  of  the  patient  is  a continuing 
effort  on  the  part  of  the  physicians,  lay  medical 


groups,  and  communication  media.  As  this  is 
more  successful,  more  women  will  come  earlier 
to  physicians.  However,  the  physician  to  whom 
they  first  come,  whether  he  be  a general  prac- 
titioner, gynecologist  or  surgeon,  is  the  one 
who  must  make  the  correct  diagnosis.  This  ob- 
viously calls  for  judgment  in  arriving  at  a bal- 
ance between  a cursory  examination  and  re- 
assurance at  one  extreme,  and  repeated  studies 
which  may  be  both  expensive  and  potentially 
dangerous  at  the  other  extreme. 

It  is  always  difficult  to  prove  to  a nervous 
woman  that  she  does  not  have  cancer  any- 
where. On  the  other  hand,  the  approach  taken 
by  the  first  physician  to  whom  the  patient  turns 
should  be  thorough  enough  to  establish  the 
true  diagnosis  if  cancer  exists,  and  also  reas- 
suring both  to  the  doctor  and  patient  that  it 
does  not  exist,  if  this  is  true. 
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ocal  fungal  infections  treated  by  immunological 


HARRIS  HOSEN,  MD 


While  local  therapy  eradicates  the  symptoms  of 
mycotic  infections,  it  does  not  affect  fungi  which 
may  have  penetrated  into  deeper  layers  of  tissue; 
therefore,  recurrences  are  common.  Immunologi- 
cal types  of  therapy  produce  more  rapid  and  effi- 
cient clinical  results.  Local  and  immunological 
methods  may  be  used  in  combination  for  patients 
with  recurrent  mondial  infections. 

FUNGI  CAN  BE  DIVIDED  into  pathogenic  and 
nonpathogenic  or  saprophytic  types.  The  latter 
can,  and  not  infrequently  do,  become  patho- 
genic under  certain  circumstances. 

The  pathogenic  fungi  are  those  causing  histo- 
plasmosis, cryptococcosis,  coccidioidomycosis, 
blastomycosis,  nocardiosis  and  actinomycosis. 

The  saprophytic  fungi  for  many  years  were 
not  considered  pathogenic  for  man,  or  at  worst 
were  regarded  as  saprophytic  inhabitants  of  the 
skin  or  mucous  membranes.  These  saprophytic 
fungi  can  become  pathogenic  as  an  aftermath 
of  severe  debilitating  diseases  such  as  uncon- 
trolled diabetes,  leukemia,  and  carcinoma.  It  is 
now  generally  known  that  this  change  might 
well  occur  as  an  aftermath  of  lesser  infections 
and  after  excessive  use  of  antibiotics,  steroids, 
and  hormones. 

As  a result  of  these  latter  circumstances, 
chronic  fungal  infections  not  infrequently  oc- 
cur, especially  in  the  external  auditory  canal, 
vaginal  tract,  nail  beds,  gastrointestinal  tract, 
and  skin. 

These  fungi  may  include  Monilia  albicans, 
Aspergillus,  Penicillium,  Hormodendrum,  Myco- 
gone,  Phoma,  etc;  but  for  the  most  part  Moni- 
lia albicans  is  most  commonly  involved. 

Local  therapy  with  nystatin  or  gentian  violet 
gives  excellent  results  when  the  auditory  canal, 
gastrointestinal  tract,  vaginal  tract,  or  skin  is 
involved.  Recurrences  are  frequent  when  the 
fungal  infection  penetrates  into  the  deeper  lay- 
ers of  the  involved  tissue,  which  is  not  reached 
by  local  therapy.  To  eradicate  the  fungi  in  the 


deeper  layers  of  the  tissue,  a specific  produc- 
tion of  blocking  antibodies  is  deemed  essential, 
since  systemic  fungicides  are  too  toxic  for 
routine  use. 

Since  Monilia  albicans  (or  Candida  albicans) 
is  so  prevalent  in  our  environment,  it  is  not 
unusual  to  find  this  organism  on  the  skin, 
sputum  or  in  the  vagina  where  it  lives  as  a 
saprophyte.  The  finding  of  small  numbers  of 
such  fungi  at  intervals  is  of  no  importance,  but 
if  rich  growths  of  Monilia  are  cultured  consist- 
ently one  can  well  assume  that  this  fungus  is 
acting  as  a true  pathogen. 

In  the  past  little  recognition  has  been  given 
to  infections  due  to  saprophytic  fungi  as  rou- 
tine cultures  did  not  reveal  possible  fungal  in- 
volvement. Therefore,  if  one  suspects  an  infec- 
tion to  have  a fungal  etiology,  specific  methods 
of  investigation  must  be  utilized.  Sabouraud's 
media  specifically  will  grow  fungi  without  grow- 
ing bacteria. 

In  my  study  of  fungal  infections  I use  Nicker- 
son’s media  which  will  grow  Monilia  albicans 
at  room  temperature  within  24-48  hours.  Other 
saprophytic  fungi  will  grow  in  this  media  within 
five  to  ten  days. 

ID  Reactions:  A fungal  infection  in  any  system 
— whether  it  be  the  vagina,  nasopharynx,  or 
external  auditory  canal — may  not  only  cause 
local  symptoms  but  may  possibly  act  as  a 
focus  distributing  toxins  which  may  cause  dis- 
tal pathology  of  an  allergic  nature  known  as 
an  ID.  ID  reactions  may  appear  in  different 
forms  ranging  from  papular  itching  dermatitis 
to  severe  oozing  eczema. 

In  my  series  of  35  cases  of  focal  Monilia 
infections,  four  allergic  ID  reactions  occurred. 
These  ID  reactions  included  anal  dermatitis, 
sacral  eczema,  eczema  completely  encircling 
the  neck,  and  papular  dermatitis  of  the  face 
and  neck.  Scrapings  of  these  lesions  failed  to 
grow  fungi.  Prednisolone  gave  excellent  remis- 
sions within  a week  or  ten  days,  but  the  lesions 
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therapy  with  emphasis  on  vaginal  moniliasis 


recurred  within  a few  days  after  treatment 
ceased.  These  patients  had  focal  monilial  infec- 
tions as  proven  by  abundant  growths  of  Moni- 
lia on  three  consecutive  cultures  taken  several 
days  apart.  The  infections  were  in  the  external 
auditory  canal,  vaginal  tract,  nasopharynx,  and 
dorsum  of  one  foot.  The  ID  reactions  disap- 
peared completely  within  two  weeks  after  con- 
trol of  the  fungal  infections  was  accomplished 
by  immunological  therapy. 

The  most  common  infection  caused  by  the 
Monilia  albicans  is  in  the  vaginal  tract.  Al- 
though nystatin  or  gentian  violet  cures  the  ma- 
jority of  such  infections,  a significant  number 
continues  to  recur.  Immunological  therapy  can 
be  a final  answer  to  these  recurrent  types  of 
infection. 

Anatomy:  During  the  productive  years  the  va- 
gina has  four  layers  of  cells^:  cuboidal  basal 
cells,  several  layers  of  parabasal  cells,  inter- 
mediate cells,  and  superficial  cells. 

The  third  and  fourth  layers  of  cells  contain 
glycogen;  the  parabasal  and  basal  cells  do  not. 
The  mixture  of  desquamated  cells  and  secre- 
tions in  the  vagina  has  an  acid  pH  as  a result 
of  the  metabolic  activities  of  Doderlein’s  bacilli 
upon  this  cytoplasmic  glycogen.  These  organ- 
isms cause  no  inflammatory  reaction. 

The  normal  flora^  of  the  vagina  may  include 
many  types  of  organisms  including  some  patho- 
genic ones,  and  not  infrequently  fungi  of  vari- 
ous sorts.  But  in  my  own  microscopic  studies 
of  vaginal  smears  from  noninfected  vaginas,  I 
have  found  such  organisms  to  be  either  absent 
or  few  in  number,  with  the  exception  of  Ddder- 
lein’s  bacilli.  It  is  only  by  culture  that  they  can 
be  found  readily. 

While  the  diagnosis  of  vaginitis  is  made  easi- 
ly enough  by  simple  inspection  of  the  vagina, 
the  assumption  of  its  nonspecific  nature  is  not 
permissible  except  by  exclusion  of  a more  spe- 
cific etiology.  In  the  adult  this  means  espe- 
cially exclusion  of  the  Trichomonas  and  fun- 


gal infections,  which  produce  a clinical  picture 
often  not  distinguishable  from  nonspecific  vagi- 
nitis, through  demonstration  of  the  causative 
organisms. 

Symptoms:  Monilial  infection  of  the  vagina  is 
characterized  by  a discharge  which  varies  be- 
tween thin  and  watery  to  thick  and  purulent  in 
character.  Pruritus  may  be  intense,  and  local 
irritation  and  marked  reddening  of  the  entire 
vaginal  or  vulvovaginal  mucous  membrane  usu- 
ally occur.  In  addition,  there  are  thrushlike 
patches  on  the  vagina,  vulva,  or  both  when  the 
vulva  is  extensively  involved.  Its  surface  may 
show  large  whitish  or  grayish  areas  of  the 
aphthous  deposit,  and  itching  may  be  exceed- 
ingly distressing,  so  that  scratch  marks  are 
often  present. 

Diagnosis:  While  the  described  picture  should 
suggest  at  once  the  probability  of  a mycotic 
etiology,  the  diagnosis  is  made  positive  by 
microscopic  demonstration  of  the  fungi.  A 
smear  is  made  from  the  exudate,  and  this  is 
stained  with  Gram’s  stain.  The  fungi  appear 
in  the  form  of  long  threadlike  fibers  or  mycelia, 
to  which  are  attached  the  tiny  buds  of  conidia. 
For  confirmation  the  organism  may  be  cultured 
on  Sabouraud’s  media. 

Treatment:  This  disease  responds  to  local 
treatment  with  gentian  violet  or  nystatin.  Un- 
fortunately, recurrences  are  not  infrequent  as 
the  fungi  may  penetrate  into  the  deeper  layers 
of  the  superficial  cells  of  the  vagina,  or  into 
the  intermediate  cell  layers.  When  this  occurs, 
the  medication  used  does  not  come  into  con- 
tact with  the  fungi  involved  and  clinical  symp- 
toms will  recur. 

It  is  in  this  type  of  case  that  immunological 
therapy  is  indicated.  Orthodox  immunological 
therapy  consisting  of  multiple  injections  can  be 
used  successfully.  A stock  or  1:10  dilution  of 
an  extract  of  Monilia  albicans  is  diluted  in 
multiples  of  ten  to  the  1:100  and  then  to  the 
1:1,000  dilution. 
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Weekly  or  biweekly  injections  can  be  given 
starting  with  the  1:1,000  dilution  and  rapidly 
building  up  to  the  1:10  dilution.  When  the  1:10 
dilution  is  reached,  weekly  and  then  semi- 
monthly injections  can  be  made.  A top  dose  of 
0.1  cc  of  the  1:10  dilution  will  give  an  adequate 
immunity  within  three  to  four  months  with  a 
resultant  clinical  cure.  After  six  months  of  ther- 
apy the  degree  of  immunity  will  be  sufficient. 
This  immunity  will  be  lost  within  six  months  or 
so,  and  the  probability  of  a recurrence  of  the 
infection  will  be  small.  A new  infection  may 
well  occur  when  the  immunity  is  lost,  but  such 
an  infection  can  be  eliminated  readily  with 
local  treatment. 

For  the  most  part  I have  used  the  emulsion 
type  of  therapy.  In  this  discipline,  2,000  pro- 
tein nitrogen  units  of  Monilia  albicans  extract 
is  made  into  an  emulsion  using  mineral  oil 
mixed  with  arlacel  A.  One  injection  of  such  an 
emulsion  will  give  an  immunity  within  two  to 
four  weeks,  which  will  equal  or  surpass  the  de- 
gree of  immunity  produced  by  the  multiple  in- 
jection method  over  a period  of  four  months. 
This  is  made  possible  by  the  adjuvant  action 
of  mineral  oil.  Clinical  results  thus  will  occur 
more  rapidly  and  efficiently.  Mandel,^  using 
this  technique,  reported  clinical  cures  in  three 
patients. 

If  the  patient  with  a recurrent  monilial  infec- 
tion comes  in  for  therapy,  I usually  advise  local 
therapy  with  gentian  violet  or  nystatin  to  elimi- 
nate the  superficial  fungi,  and  at  the  same  time 
use  the  immunological  method  to  eliminate  the 
fungi  which  have  penetrated  into  the  deeper 
cell  layers. 
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in  cardiac  edema 


gets  the  waiter  out 
spaoies  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications;  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12% 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions;  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactiorvs:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 

SK&F  Co.,  Carolina,  P.R.  00630 
a subsidiary  of  Smith  Kline  & French  Laboratories 


Volume  67,  October.  1971 


59 


EPIDEMIOLOGY  1960-1969 

Human  brucellosis 


S.  J.  LERRO,  MD,  MPH 

Human  brucellosis  is  not  now  a common  disease 
in  the  USA  or  Texas.  The  peak  incidence  of 
6,321  cases  nationwide  and  616  cases  in  Texas  in 
1945  dropped  to  a low  of  195  cases  in  the  USA 
and  12  cases  in  Texas  in  1969.  Preventing  bru- 
cellosis in  man  depends  upon  control  of  the  dis- 
ease in  animals.  Brucellosis  in  Texas  is  primarily 
a disease  in  cattle,  and  human  cases  are  related 
to  contact  with  cattle  or  ingestion  of  unpasteur- 
ized milk  and  dairy  products.  Through  the  efforts 
of  public  health  and  agricultural  agencies,  physi- 
cians, veterinarians  and  the  livestock  industry,  the 
number  of  cases  in  both  animals  and  man  have 
declined  significantly.  As  the  incidence  continues 
to  decrease,  surveillance  becomes  increasingly 
more  important  to  detect  and  remove  remaining 
foci  of  infection. 

SINCE  BRUCELLOSIS  was  a serious  cattle  dis- 
ease in  the  USA  both  from  an  economic  and 
public  health  standpoint,  the  State-Federal  Co- 
operative Brucellosis  Eradication  Program  was 
established  in  1934  with  the  passage  of  the 
Jones-Connally  Bill  aimed  at  controlling  bru- 
cellosis in  cattle.  It  was  not  until  after  World 
War  II  that  public  health  demands,  adequate 
monies  and  manpower  became  available  to 
fully  implement  the  national  program  to  con- 
trol brucellosis  in  man.  In  1947,  the  incidence 
of  brucellosis  in  man  in  the  USA  reached  a 
peak  with  6,321  cases  reported  (4.4  cases  per 
100,000  population);  while  in  Texas,  there  were 
460  cases  reported  (6.3  cases  per  100,000 
population).  Since  1947,  however,  the  rate  has 
decreased  to  0.11  per  100,000  population  for 
the  USA  and  0.12  per  100,000  population  for 
Texas  in  1969.  Human  brucellosis  is  not  a 
common  disease  in  the  USA  today.^ 

The  efforts  of  public  health  and  agricultural 
agencies,  physicians,  veterinarians  and  the  live- 
stock industry  have  been  quite  effective.  The 


decline  in  human  disease  more  than  justifies 
the  effort  expended.  Surveillance  becomes  in- 
creasingly more  important  in  order  to  detect 
and  remove  the  remaining  foci  of  infection  as 
the  number  of  cases  in  animals  continues  to 
decline. 

Brucellosis  is  a preventable  systemic  disease. 
It  is  incapacitating  in  the  acute  form  with  ir- 
regular fever  of  variable  duration  and  with 
malaise,  chills,  body  aches,  weakness,  sweating 
and  generalized  aching.  It  may  become  chronic 
with  recurrent  episodes  and  severe  complica- 
tions. Recovery  is  usual  but  disability  often  is 
pronounced. 

Prevention  of  human  brucellosis  lies  in  the 
control  and  eradication  of  the  disease  in  ani- 
mals. The  improvement  in  the  control  of  bovine 
brucellosis  and  in  the  adequate  pasteurization 
of  dairy  products  can  be  correlated  with  the 
lessening  of  human  brucellosis  due  to  B abor- 
tus in  the  affected  area.^ 

The  infectious  agents  are  B abortus,  meliten- 
sis,  suis  and  canis. 

Reservoirs  of  human  infection  in  the  USA  are 
mainly  swine  and  cattle.  B canis,  which  can 
infect  laboratory  workers,  is  a problem  in  lab- 
oratory dog  colonies.® 

It  is  transmitted  by  contact  with  tissues, 
blood,  urine,  vaginal  discharges,  aborted  fetus- 
es, and  ingestion  of  milk  and  dairy  products 
from  infected  animals.  Airborne  infections  may 
occur  among  animals  in  pens,  stables,  labora- 
tories and  abattoirs.  It  is  recognized  that  ma- 
tured fermented  cheeses  are  safe  from  the 
standpoint  of  brucellosis,  but  little  accurate  in- 
formation is  available  as  to  the  time  of  aging 
necessary  to  insure  safety.  Some  evidence  indi- 
cates that  three  months  is  sufficient  for  hard 
fermented  cheeses.'* 

The  incubation  period  usually  is  5 to  21 
days,  occasionally  several  months.  There  is  no 
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evidence  of  communicability  from  man  to  man. 

Children  are  less  likely  to  have  manifest  dis- 
ease than  are  adults.  Mild  and  inapparent  in- 
fections are  frequent,  and  the  duration  of  ac- 
quired immunity  is  uncertain. 

Diagnostic  criteria,  as  established  by  the 
Joint  FAO/WHO  Expert  Committee  Report,  in- 
clude cultures  of  Brucella  from  blood,  bone 
marrow,  lymph  nodes,  CSF,  and  any  body  abs- 
cess. The  report  also  mentions  the  importance 
of  the  sero-agglutination  test  when  using  a 
suitable  antigen  and  a satisfactory  technique. 
Epidemiologic  Survey:  Number  of  Cases:  A peak 
incidence  of  6,321  cases  of  brucellosis  (1947) 
in  the  USA,  and  561  cases  reported  for  Texas 
(1948)  are  noted  in  Figs  1 and  2.  This  high 
incidence  prevailed  at  this  time  before  the  full 
implementation  of  the  Jones-Connally  Bill  after 
World  War  II  in  1945.  As  a result,  a sharp  de- 
crease in  the  incidence  rate  for  both  the  USA 
and  Texas  is  noted  after  1947  and  1948  to  a 
low  of  231  human  cases  of  brucellosis  for  the 
USA  and  12  cases  for  Texas  in  1969. 

Sex:  During  1960-1969,  Texas  had  181  cas- 
es of  human  brucellosis  (Fig  3).  Males  pre- 
dominate over  females  by  a ratio  of  3.6:1;  more 
males  than  females  are  engaged  in  animal  hus- 
bandry. Of  313,000  farm  workers  in  Texas 
(1965),  63%  (198,000)  of  them  were  family 
workers  who  worked  15  hours  or  more  a day 
without  pay.  This  accounts  for  the  fact  that 
during  the  ten-year  reporting  period,  52  of  the 
181  cases  were  among  females.® 

Race  and  Ethnic  Groups:  Fig  3 also  dem- 
onstrates the  number  of  cases  occurring  in 
racial  and  ethnic  groups.  Fewer  Negroes  than 
Anglos  and  Mexican-Americans  are  engaged  in 
ranching. 

Age:  Most  cases  of  brucellosis  occurred  in 
persons  25  years  of  age  and  older,  particularly 
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Year  Total 

Male 

Female 

Anglo  Negro 

Mexiran- 

American 

1960 

22 

19 

3 

17 

1 

4 

1961 

14 

11 

3 

6 

2 

6 

1962 

10 

8 

2 

3 

4 

3 

1963 

16 

10 

6 

12 

1 

3 

1964 

35 

25 

10 

20 

1 

14 

1965 

7 

5 

2 

5 

0 

2 

1966 

19 

10 

9 

13 

2 

4 

1967 

27 

18 

9 

16 

2 

9 

1968 

19 

13 

6 

13 

2 

4 

1969 

12 

10 

2 

8 

3 

1 

Totals 

181 

129 

52 

113 

18 

50 

3.  Reported  human  brucellosis  by 

’ sex,  race 

and 

ethnic  groups,  Texas,  1960-1969. 

4.  Age  and 

sex 

distribution  of  181  cases 

of  human  brucellosis  in 

Texas,  1960-1969. 

Age  Group 

, Sex— 

(Years) 

Male  Female 

Total 

Unknown 

3 

3 

6 

1-9 

5 

8 

13 

10-14 

3 

6 

9 

15-19 

5 

2 

7 

20-24 

10 

5 

15 

25-34 

28 

6 

34 

35-44 

26 

6 

32 

45-f 

49 

16 

65 

Total 

129 

52 

181 

among  males,  since  these  age  groups  are  en- 
gaged in  active  ranching.  The  cases  of  brucel- 
losis in  the  younger  age  group  probably  result- 
ed from  ingestion  of  raw  milk  from  infected 
milk  cows  (Fig  4). 

Seasonal  Occurrence:  Human  cases  of  bru- 
cellosis by  month  of  onset,  USA  1965-1969, 
(Fig  5),  were  more  numerous  during  the  spring 
and  summer  months  when  greatest  activity  and 
contact  work  with  animals  occurs.  In  contrast. 
Fig  6 reveals  that  in  Texas  during  1960-1969, 
human  cases  began  in  February  and  reached  a 
peak  in  June.  A slight  drop  occurred  in  July 
followed  by  an  increase  in  the  number  of  cases 
through  December.  In  January,  there  were  no 
cases  reported.  In  Texas,  the  calving  season 
begins  in  September  and  October  and  con- 
tinues through  the  rest  of  the  year.  The  occu- 
pational hazard  for  brucellosis  is  greatest  dur- 
ing this  time. 

Deaths:  Two  brucellosis  deaths  were  report- 
ed during  1960-1969  in  Texas.  One  was  in  an 
80  year-old  white  woman  with  congestive  heart 
failure  reported  to  be  a complication  of  brucel- 
losis. The  other  was  in  a 61-year-old  white  man, 
a farmer  and  livestock  producer. 

Geographic  Distribution:  The  Texas  state 
statute  on  the  brucellosis  eradication  program 
was  adopted  in  1959,  and  the  testing  program 
was  first  started  in  the  Big  Bend  counties.  The 
eradication  program  moved  to  the  east  as  each 
county  was  cleared  of  infected  cattle.  Fig  7 
shows  the  wide  distribution  of  brucellosis  cases 
in  Texas  in  1947  before  the  eradication  pro- 
gram was  started.  Figs  8 and  9 show  the  local- 
ized distribution  of  cases  in  the  Rio  Grande 
Valley  and  in  East  Texas  during  1960-1964  and 
1965-1969. 

Occupation  and  Most  Probable  Source  of  In- 
fection: Most  human  cases  originated  from 
rural  areas  and  were  mainly  related  to  contacts 
with  cattle.  Fig  10  shows  that  during  1960- 
1969,  the  greatest  number  of  human  brucel- 
losis cases  (32)  occurred  in  cattle  livestock 
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NUMBER  OF  CASES 


5.  Cases  of  human  brucellosis  by  month  of  onset, 
United  States,  1965-1969  (provisional  data)^ 


6.  Total  human  brucellosis  cases  reported 
in  Texas  by  month  of  onset,  1960-1969  inclusive. 


1965-1969  MEAN- 
TOTAL  CASES 
1965-1969  MEAN- 
MEAT  PROCESSING 

associated  cases 

1969-  total  cases 
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in  Texas, 


9.  Human  brucellosis 
1965-1969. 


«MUl» 

*4 

10 

8.  Human 
1960-1964. 


brucellosis 


in 


Texas, 
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CLASSIFICATION  OCCUPATION 


MOST  PROBABLE  SOURCE  OF  INFECTION 


Meat  processing  Packing  house 

industry  Rendering  plant 

Government  inspector 
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Z3 


1 1 


18  12.1 

0 

3 2.0 


Livestock  industry  Livestock  producer 
Livestock  market 
Veterinarian 


3 2 4 1 

1 


1 


43  28.9 

7 4.7 

2 1.3 


Other  categories  Housewife 

Student  or  child 

Othert 

Unknown 

TOTAL 

% OF  TOTAL 


6 1 

4 

5 6 

3 67  0 5 3 15 

2.0  45.0  3.3  2.0  10.1 


3 

10 

6.7 

11 

5S 

20 

13.4 

2 

14 

16tll 

43 

28.9 

3 

3 

2.0 

1 

2 

32 

21 

149* 

100. 

.7 

1.3 

21.5 

14.1 

100.0 

*149  reports  received  with  occupation  and  source  data  of  181  cases  reported. 

tRetired  city  people  raising  a few  cattle;  people  visiting  or  vacationing  on  farms  or  ranches. 

#Ten  persons  ate  fresh  cheese  in  or  from  Mexico. 

SThree  persons  ate  fresh  homemade  cheese.  Two  persons  drank  raw  milk  in  Mexico. 

IlSix  persons  from  El  Paso  ate  fresh  cheese  from  Mexico  in  June,  July,  and  August  1968,  and  were 
1969. 


reported  in 


Texas  Medicine 


in 


April, 


10.  Occupation  and  most  probable  source  of  infection 
for  149  cases*  of  human  brucellosis  in  Texas,  1960-1969. 


SYMPTOMS 

CASES 

% 

Fever: 

Intermittent 

50 

36.2 

Constant 

19 

13.8 

Not  specified 

38 

27.5 

Total 

107 

77.5 

Malaise 

64 

46.4 

Chills 

61 

44.2 

Body  ache 

60 

43.5 

Weakness 

56 

40.6 

Sweating 

44 

31.9 

Headache 

40 

29.0 

Anorexia 

38 

27.5 

Weight  loss 

35 

25.4 

Vomiting 

6 

4.3 

Diarrhea 

2 

1.4 

*138  reports  received  with 

symptom  data  of 

181  cases  reported. 

11.  Major  symptoms  of  138  cases*  of  human 
brucellosis  in  Texas,  1960-1969. 


DRUG 

CASES 

% OF  TOTAL 

Tetracycline 

64 

74.4 

Streptomycin 

43 

50.0 

Sulfonamides 

17 

19.7 

Chloramphenicol 

7 

8.1 

Penicillin 

7 

8.1 

Others 

6 

6.9 

*86  reports  received  with  therapy  data  of  149  cases  reported. 


12.  Therapy  in  86  cases*  of 

human  brucello.sis  in  Texas,  1960-1969. 
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producers,  including  ranch  hands.  In  individu- 
als employed  in  the  cattle  meat  packing  indus- 
try, 14  cases  were  reported. 

In  the  32  cases  in  which  the  source  of  infec- 
tion was  unknown,  11  patients  were  students 
or  children,  and  14  were  either  retired  city  peo- 
ple raising  a few  cattle  or  people  visiting  or 
taking  a vacation  on  a farm  or  ranch. 

There  were  21  cases  resulting  from  the  con- 
sumption of  unpasteurized  milk  or  fresh  cheese. 
A further  breakdown  reveals  that  10  persons 
ate  fresh  cheese  in  or  from  Mexico,  and  two 
drank  raw  milk  in  Mexico.  Three  persons  ate 
fresh  homemade  cheese  (source  unknown).  Six 
persons  gave  a history  of  having  eaten  cheese 
purchased  in  Mexico  in  June,  July,  and  August 
of  1968.  Three  of  these  had  positive  blood  cul- 
tures for  B melitensis,  probably  resulting  from 
ingestion  of  unpasteurized  goat  cheese.  Fifteen 
additional  patients  gave  a history  of  drinking 
domestic  raw  milk.  In  36  (24.1%)  of  the 
149  total  cases  reported,  the  probable  source 
of  infection  was  unpasteurized  milk  or  dairy 
products. 

One  case  developed  due  to  accidental  self- 
injection with  a needle  and  syringe  while  trying 
to  vaccinate  cattle.  Two  cases  occurred  in  lab- 
oratory workers  who  were  working  with  live 
brucellosis  cultures.  It  is  not  possible  to  deter- 
mine accurately  the  number  of  recurring  bru- 
cellosis infections  since  physicians  are  not 
required  to  report  them. 

Major  Symptoms:  Fever  was  the  most  promi- 
nent symptom  in  77%  of  the  138  cases  re- 
ported with  symptoms.  Next  in  order  of  fre- 
quency are  malaise,  chills,  body  aches,  and 
weakness.  Weight  loss  occurs  in  25%  of  the 
cases  (Fig  11). 

Treatment:  The  brucellosis  surveillance  re- 
port form  used  before  January  1967  requested 
information  on  “therapy”  administered.  The 
new  surveillance  report  form  (used  after  Janu- 
ary 1967)  requires  that  drugs  used  in  treat- 
ment be  listed  by  category  as  follows:  tetracy- 
cline, streptomycin,  sulfonamide,  and  others. 
Physician  response  to  this  new  requirement  is 
gratifying.  In  this  study,  therefore,  the  treat- 
ment given  was  reported  in  only  86  of  the  149 
surveillance  reports  received. 

Tetracycline  was  administered,  alone  or  in 
combination  with  other  drugs,  to  64  patients 
(74.4%);  streptomycin  to  43  (50.0%);  peni- 
cillin to  7 (8.1%);  and  sulfonamide  to  17 


(19.7%).  No  sulfa  drugs  were  administered 
alone.  Chloramphenicol  was  given  alone  to  7 
patients  (8.1%)  (Fig  12). 

Discussion:  The  brucellosis  control  program  is 
a voluntary  program  conducted  jointly  by  the 
states  and  the  federal  government.  The  individ- 
ual states  are  responsible  for  intrastate  opera- 
tions while  the  federal  government  is  responsi- 
ble for  interstate  regulations. 

The  state-federal  cooperative  brucellosis 
eradication  program,  established  in  1934  and 
implemented  in  Texas  by  legislative  statute  in 
1959,  has  been  most  effective.  Human  brucel- 
losis is  not  a common  disease  in  the  USA  or 
Texas  today.  This  is  evidenced  by  the  peak  in- 
cidence of  6,321  cases  of  human  brucellosis 
reported  in  the  nation  and  616  cases  in  Texas 
in  1945,  and  dropping  to  a low  of  195  and  12, 
respectively,  in  1969. 

In  the  past,  the  economic  loss  to  the  live- 
stock industry  because  of  brucellosis  has  been 
tremendous.  Prevention  of  brucellosis  in  man 
depends  upon  control  of  the  disease  in  ani- 
mals. Brucellosis  in  Texas  is  primarily  a disease 
of  cattle,  and  human  cases  are  related  to  con- 
tact with  cattle  or  ingestion  of  unpasteurized 
milk  and  dairy  products. 

Through  the  efforts  of  public  health  and 
agricultural  agencies,  physicians,  veterinarians, 
and  the  livestock  industry,  the  number  of  cases 
in  both  animals  and  man  have  declined  signifi- 
cantly. As  the  number  of  cases  in  both  animals 
and  man  continues  to  decline,  surveillance  be- 
comes increasingly  more  important  to  detect 
and  remove  remaining  foci  of  infection.^ 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here’Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive — an  Important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Break  the 
idcer  circuit 
to  hyperacidity, 

hypermctility  and 

nicer  pahi. 


Pro-Bamhlne 


propantheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure— all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine  “insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  “insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Eitects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosage;  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. -jj., 
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Triaminic* 

phenylpropanolamine  hydrochloride,  pyrilamine  maleale,  pheniramine  maleate 

"the  Sunshine  Tablet” 


Formula:  Each  timed-release  tablet  contains  phenylpropanolamine  hydrochloride,  50  mg,;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergies,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiness,  blurred  vision,  cardiac  palpitations,  flushing, 
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Permanent  removal 
of  superfluous  hair 

MARVIN  E.  CHERNOSKY,  MD 


The  presence  of  superfluous  hair  is  a frequent 
complaint.  Medical  evaluation  is  required  to  de- 
termine if  it  is  a sign  of  an  organic  disorder.  In 
women,  familial  idiopathic  hirsutism  is  most 
common.  Appropriate  reassurances  and  advice 
are  indicated.  The  ideal  method  for  permanent 
hair  removal  has  not  been  devised,  but  electronic 
epilation  using  modern  high-frequency , automat- 
ically timed  equipment  with  properly  sterilized 
electrodes  has  proven  to  be  safe  and  beneficial  to 
selected  patients. 

PRESENCE  OF  SUPERFLUOUS,  terminal  hair  on 
various  skin  surfaces  is  called  hirsutism  or 
hypertrichosis.  Terminal  hairs  are  coarser,  long- 
er, and  frequently  darker  than  the  fine,  lighter 
colored  lanugo  hair  or  fuzz.  The  amount  of  ter- 
minal hair  that  is  considered  superfluous  is 
relative,  depending  upon  the  individual’s  self- 
concern, sex,  familial  and  racial  background, 
and  customs  and  ideas  in  various  civilizations. 
From  the  physician’s  viewpoint,  the  degree  of 
excessive  hair  growth  is  significant  when  it 
causes  the  patient  anxiety  or  when  it  signifies 
some  organic  disorder. 

Significant  terminal  facial  hair  produces  dis- 
tress in  many  women.  As  McKnight,i  a student 
health  officer,  states,  “Hirsutism  in  young  wom- 
en is  a cause  of  much  unhappiness  and  neu- 
rosis. The  more  severely  afflicted  can  be  sub- 
jected to  such  ridicule,  social  rejection,  and  ab- 
ject misery  that  an  otherwise  useful  life  may 
be  completely  ruined.’’  Long  terminal  hairs  of 
the  breasts  are  disconcerting.  Midline,  acumi- 
nate, or  diffuse  hair  of  the  lower  abdomen 
often  precludes  the  wearing  of  the  now  popular 
low-cut  bikini  bathing  suits.  Long  genital  hair 
extending  onto  the  proximal  thighs  may  pre- 
clude the  wearing  of  certain  styles.  Obviously, 
the  more  diffusely  hairy  woman  has  an  even 


greater  problem  in  adjusting  to  her  appearance. 
The  busy  male  physician  sometimes  does  not 
appreciate  or  take  the  time  to  understand  her 
complaint.  A more  empathic  attitude  would  be 
desirable. 

Hypertrichosis  is  common  in  that  10  to  15% 
of  unselected  hospitalized  female  patients  age 
15  to  44  years  were  found  to  have  major  grades 
of  hirsutism  of  the  face  or  lower  abdomen,  or 
both,  and  in  the  postmenopausal  period  facial 
hirsuties  increased  greatly. ^ In  another  study 
significant  hirsutism  was  present  in  36  (9%) 
of  400  women  college  students  and  all  were 
well  aware  of  their  own  deviation  from  normal.^ 
Sixteen  of  the  36  had  already  sought  advice 
concerning  this  problem,  and  two  had  related 
endocrinopathies. 

In  women  hypertrichosis  may  develop  con- 
comitantly with  defeminization  or  true  viriliza- 
tion with  evidence  in  varying  degrees  of  one  or 
more  of  the  following:  (1)  decrease  in  breast 
size,  (2)  loss  of  feminine  contours,  (3)  frontal 
scalp  hair  loss,  (4)  menstrual  irregularities,  (5) 
acne,  (6)  deepening  of  the  voice,  (7)  increased 
skeletal  muscle  development,  (8)  enlargement 
of  the  clitoris,  and  (9)  increased  shoulder 
width.  Pathological  conditions  responsible  for 
such  a constellation  of  findings  may  have  their 
basic  origin  in  the  pituitary  gland,  adrenal 
gland,  or  ovaries,  or  more  uncommonly  in  other 
organ  systems.  Details  as  to  classification, 
diagnosis,  and  management  of  such  organic 
problems  that  stimulate  hair  growth  are  not 
germane  to  this  discussion.  They  are  the  sub- 
ject of  numerous  other  papers  and  have  been 
well  covered  in  monograph  form.^  All  women 
who  have  hirsutism  of  a sufficient  degree  to 
seek  advice  about  it  should  have  a clinical  his- 
tory taken  and  physical  examination  done,  and 
if  evidence  of  defeminization  or  virilization  is 
found,  appropriate  laboratory  tests  including 
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1.  Peri-areolar  follicular  scarring  resulting 
from  repeated  plucking  of  terminal  hairs 
for  many  years. 


urinary  hormonal  assays  should  be  done.  Some- 
times culdoscopy  or  exploratory  laparotomy  is 
indicated. 

Localized  forms  of  hypertrichosis  occur  with- 
out relation  to  hormonal  influences.  Persistent 
occupational  or  self-inflicted  skin  trauma  can 
produce  increased  hair  growth.  Congenital  or 
acquired  circumscribed  hypertrichosis  may  or 
may  not  be  associated  with  cellular  melano- 
cytic  nevi.  Localized  lumbosacral  hypertricho- 
sis, the  so-called  pony  tail,  has  been  observed 
a number  of  times.  In  men,  hypertrichosis  of 
the  pinnae  of  the  ears,  nose,  or  collar  area  can 
be  so  great  as  to  require  attention.  Dystrichia- 
sis  and  eyelashes  abnormally  directed  toward 
the  eyeball  because  of  previous  infection  or 
scar  tissue  cause  sufficient  irritation  to  require 
permanent  hair  removal.  Surgeons  sometimes 
refer  patients  for  epilation  of  hairy  areas  of 
skin  to  prepare  them  for  use  as  skin  grafts  or 
flaps  in  a nonhairy  location. 

The  most  common  cause  of  hypertrichosis 
in  women  is  their  genetic  background;  it  is 
called  familial  idiopathic  hirsutism.  Some  wom- 
en in  this  group  have  minor  signs  of  defemini- 
zation and  small  abnormalities  in  quantitative 
urinary  hormonal  assays;  these  too  probably 
are  genetically  induced,  but  with  the  limitations 
of  present  methods  available,  specific  elucida- 
tion or  correction  of  the  basic  problem  is  not 
possible. 

Sympathetic  attention,  nonetheless,  for  the 
visible  hair  problem  is  needed.  An  explanation 
as  to  its  cause  and  nature  should  be  given,  and 
for  women  whose  disfigurement  is  not  great, 
this  counseling  and  reassurance  may  suffice. 
But  frequently  some  method  of  hair  removal  is 
preferable.  A number  of  temporary  and  relative- 
ly safe  methods  are  available,  but  the  need  to 
repeat  them  throughout  life,  and  their  various 
adverse  effects  or  relative  degrees  of  unplea- 


santness limit  their  usefulness.  Individual  hairs 
may  be  plucked  with  tweezers  or  other  instru- 
ments, or  large  numbers  may  be  pulled  out  by 
first  attaching  wax  or  plastic  materials.  Al- 
though partial  permanent  hair  removal  may 
result  after  many  years,  this  is  not  a painless 
procedure  and  the  repetitive,  dermal  inflamma- 
tory reaction  produced  can  increase  hair  growth 
rate.  Eventual  scar  formation  and  a distortion 
of  hair  follicles  may  occur  (Fig  1)  which  make 
subsequent  permanent  hair  removal  technically 
more  difficult.  In  most  instances,  I advise  my 
patients  not  to  pluck  hairs.  Clipping  and  shav- 
ing do  not  stimulate  growth  rate  or  cause  an 
increase  in  hair  size  but  are  unacceptable  to 
some  women  because  the  rapid  regrowth  of 
stubble  feels  stiffer  than  the  original  long  hair. 
Abrasive  pumice  may  be  useful,  but  it  frequent- 
ly produces  skin  irritation  on  the  face.  Chemi- 
cal depilatories  can  be  used,  but  obnoxious 
odor,  sensitization,  or  irritation  may  limit  their 
acceptance.  Bleaching  agents  can  be  applied 
to  make  dark  hair  less  noticeable. 

The  only  proven,  safe,  permanent  method  for 
the  removal  of  unwanted  hair  is  by  electronic 
epilation,  or  electrolysis.  The  remainder  of  this 
article  will  deal  with  methods  and  results  using 
this  technique  on  approximately  300  patients. 
Equipment;  Micheh  is  credited  with  being  the 
first  physician  to  use  electrical  means  for  per- 
manent hair  removal.  A direct  galvanic  current 
was  employed  which  produced  destruction  of 
the  dermal  papilla  by  electrolysis,  but  the  tech- 
nique was  extremely  slow.  Later  a faster  meth- 
od was  developed  with  the  use  of  a high-fre- 
quency, spark-gap  apparatus-produced,  mono- 
polar,  damped  current  to  cause  electrocoagu- 
lation of  hair  papillae. Technical  develop- 
ments later  provided  the  more  efficient  and 
controllable  vacuum  tube  diathermy  oscillatory 
electrosurgical  unit.  It  produces  an  undamped 
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2.  Hair  counts  per  fixed  focus  photographed  areas. 


Area 

Epilated 

Areas 

Non-epilated 

Areas 

1 

39 

108 

2 

59 

165 

3 

57 

111 

Total 

155 

384 

3.  Area  on  anterior  trunk  six  months  after 
complete  electronic  epilation.  Note  partial 
hair  regrowth. 


4.  Unepilated  control  area  for  comparison 
with  Fig  3. 


monopolar  current  which  is  now  used  by  most 
operators. 1^-21  Such  precision-built  equipment 
with  automatic  timing  device  was  used  on  pa- 
tients in  this  study.  Dry-heat  sterilized  stainless 
steel  needles  with  0.076  mm  rounded  tapered 
points  are  used.  For  psychological  reasons, 
needles  are  not  referred  to  as  such  before 
the  patient,  but  are  called  “probes”  or  “elec- 
trodes.” 

Method:  In  most  instances,  pre-epilation  photo- 
graphs are  taken.  These  are  sometimes  used 
later  to  show  the  patient  the  successful  prog- 
ress of  the  procedure,  especially  when  it  is 
spread  out  over  a long  time. 

The  patient  must  be  positioned  to  remain 
still  and  relaxed  during  the  15-60  minute  period 
of  epilation.  The  area  of  skin  is  washed  gently 
with  water  and  liquid  detergent  containing  hex- 
achlorophene.  Hot-water  compresses  are  used 
for  five  minutes,  after  which  the  skin  is  wiped 
with  70%  alcohol  and  a 4%  solution  of  lido- 
caine  is  applied  twice.  This  will  provide  suffi- 
cient local  anesthesia  in  most  patients  to  allow 
the  procedure  to  be  carried  on,  but  in  some 
patients  with  low  pain  thresholds,  pretreatment 
sedation  is  used. 

The  needle  is  inserted  into  the  hair  follicle 
along  the  hair  shaft  to  a depth  which  is  in  close 
proximity  to  the  dermal  hair  papilla.  Electric 
current  of  the  correct  coagulating  ability  is  then 
used  to  destroy  it,  and  the  hair  is  easily  re- 
moved with  a pair  of  fine  jeweler’s  tweezers. 
The  amount  of  coagulating  effect  of  the  current 
results  from  the  product  of  current  and  time 
(0.05-0.5  second)  or  milliamp  seconds,  and 
these  factors  are  determined  by  the  experi- 
enced operator  on  the  basis  of  the  size  and 
depth  of  the  hair  papillae,  location  of  the  hair, 
individual  patient  characteristics,  and  other 
factors. 

After  the  epilation  visit  is  completed,  hot 
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compresses  are  applied,  and  the  patient  given 
a vanishing  cream  containing  hydrocortisone 
and  antibiotics  for  use  to  the  area  for  three  or 
four  days. 

Post-epilation  Course:  Mild  edema  and  erythe- 
ma of  the  skin  will  persist  in  the  area  for  sev- 
eral days  in  most  patients.  A few  patients  will 
show  perifollicular  areas  of  a grayish  color 
and  subsequent  superficial  crusting.  When  this 
occurs,  the  coagulation  effect  may  be  de- 
creased on  subsequent  visits,  but  sometimes 
this  amount  is  needed  to  achieve  significant 
permanent  removal.  In  most  patients,  the  skin 
reverts  to  normal  appearance  within  3 to  14 
days,  but  in  a few  patients  minor  perifollicular 
pigmentary  changes  (red,  blue,  brown)  will 
persist  for  a few  weeks  and,  rarely,  several 
months.  Evidence  of  actual  morphological  sur- 
face change  or  scarring,  other  than  the  tem- 
porary color  changes,  have  been  observed  rare- 
ly. When  present  they  have  been  minimal  and 
more  acceptable  to  the  patient  than  the  previ- 
ous hair  in  the  area.  Pre-epilation  recognition 
of  enlarged  pores,  acne  scars,  wrinkles,  and 
other  changes  must  be  appreciated  so  that  the 
patient  does  not  blame  the  epilation  procedure 
for  them. 

Results:  Permanent  hair  removal  is  not  con- 
fined to  physicians’  offices.  Unsupervised  lay 
operators  work  independently,  in  beauty  shops 
or  in  department  stores,  and  as  a result  the 
public  is  deluged  with  glamorous  advertise- 
ments in  the  news  media  and  extravagant 
claims  as  to  what  can  be  done.  The  time-con- 
suming nature  of  the  technique  is  frequently 
not  adequately  explained,  nor  is  the  expected 
partial  regro\A4h  of  hair.  As  a result,  public  ex- 
pectation has  become  greater  than  the  actual 
predicted  results  that  can  be  obtained. 

The  number  of  hairs  that  can  be  removed 
per  unit  of  time  varies  greatly.  Removal  rate 
depends  upon  the  technical  ability  of  the  oper- 
ator, the  patient's  cooperation,  amount  of  scar 
and  follicular  distortion  resulting  from  previous 
skin  disease  or  plucking  of  hairs,  location  of 
hairs,  and  individual  patient  variation.  For 
these  reasons,  no  pre-epilation  claims  should 
be  made  to  the  patient  as  to  how  many  hairs 
per  visit  can  be  removed. 

Various  figures  for  the  amount  of  hair  re- 
grow4h  after  epilation  have  been  published.  In 


5.  Submental  and  anterior  nuchal  areas  showing 
familial  idiopathic  hirsutism  and  mild  acne  vulgaris. 


6.  Same  patient  shown  in  Fig  5,  five  months 
after  electronic  epilation. 
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7.  Moderate  facial  hypertrichosis  in  42-year-old 
woman. 


a paper  authorized  by  the  American  Medical 
Association  Committee  on  Cosmetics,  a recur- 
rence rate  of  15  to  25%  was  approximated, 
but  conversations  with  others  together  with  my 
experience  indicates  that  even  this  is  too  low. 

An  objective  study  of  regrowth  rate  was  done 
by  photographing  three  hairy  areas  on  one  side 
of  the  anterior  trunk  of  a subject  and  three  in 
the  same  locations  of  the  contralateral  side. 
Epilation  in  the  three  areas  on  one  side  only 
was  performed  one  time.  Six  months  later, 
photographs  of  all  six  locations  were  taken  with 
the  same  fixed  focus  camera,  slide  transparen- 
cies projected  on  a screen,  and  hair  counts 
made.  The  results  shown  in  Fig  2 indicate  a 
regrowth  rate  of  40.4%.  Fig  3 shows  one  area 
epilated  one  time  contrasted  with  an  unepilated 
corresponding  location  (Fig  4). 

In  April  1966,  a 22-year-old  woman  was  re- 
ferred by  her  gynecologist  because  of  facial 
and  nuchal  hypertrichosis  (Fig  5).  Fler  mother 
had  been  troubled  with  the  same  problem.  Re- 
cent studies  had  uncovered  no  organic  disease 
and  a diagnosis  of  familial  idiopathic  hirsutism 
was  recorded.  Epilation  was  performed  during 
12  office  visits  during  the  following  few  months 
for  a total  time  of  six  hours.  Fig  6 shows  the 
submental  and  anterior  neck  regions  in  April 
1967,  five  months  after  any  epilation  had  been 
performed  in  these  areas. 

A 42-year-old  woman  was  referred  by  her  in- 
ternist because  of  excessive  hair  growth.  Previ- 
ous studies  had  revealed  no  endocrinopathy  or 
other  organic  illness.  Symptomatic  hypertricho- 
sis was  evident  on  the  upper  lip,  submental 
region,  preauricular  areas  and  neck.  Figs  7 and 
8 show  the  pre-epilation  status  of  the  upper 
lip,  but  they  do  not  express  the  total  amount 
of  hair  because  the  patient  had  recently  been 
plucking  some  hairs.  During  the  next  year  and 
a half  the  patient  returned  for  epilation  on  27 
occasions  for  a total  time  of  13.5  hours.  Work 
was  done  in  several  areas  of  the  face  and  neck, 
but  the  upper  lip  is  estimated  to  have  required 
not  more  than  four  hours.  Figs  9 and  10  were 
photographed  two  years  after  the  initial  visit. 
After  these  were  taken,  she  returned  nine  times 
at  intervals  of  two  to  seven  months  for  a 15- 
or  30-minute  visit  to  remove  the  few  remaining 
terminal  hairs  on  the  face,  submental  region, 
and  neck. 


8.  Close-up  view  of  patient  shown  in  Fig  7. 
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During  the  past  several  years,  approximately 
300  patients,  both  male  and  female,  have  re- 
quested permanent  hair  removal.  Long-term 
clinical  observations,  before  and  after  photo- 
graphs, patient  testimonies,  and  referral  of  pa- 
tients by  others  who  have  received  epilation 
indicate  without  a doubt  its  usefulness.  But  in 
spite  of  careful  explanations  as  to  what  is  to 
be  expected,  some  patients  do  not  complete 
treatment  and  therefore  are  dissatisfied.  The 
tedious,  repetitive  nature  of  the  technique  caus- 
es some  to  become  discouraged.  On  the  other 
hand,  many  patients  who  fail  to  return  after  a 
number  of  visits  do  so  because  the  amount  of 
hair  removed  has  allowed  them  to  accept  the 
remaining  hair  to  be  within  normal  limits.  I 
know  this  to  be  a fact  because  such  patients 
have  returned  to  the  office  for  other  dermatolo- 
gic problems  and  upon  questioning  have  ex- 
pressed this  view.  The  desired  result  then  is  not 
to  make  a given  area  of  skin  void  of  hair,  but 
to  decrease  hair  amount  to  the  point  of  accept- 
ability by  the  patient. 

Comments:  Special  evaluation  should  be  given 
to  the  patient  who  seeks  epilation  and  in  whom 
hypertrophic  scarring  or  keloids  have  a tenden- 
cy to  develop.  Epilation  should  not  be  per- 
formed in  the  presence  of  skin  infection  nor  in 
pigmented  nevi  unless  in  rare  instances  when 
subsequent  removal  of  the  nevus  is  planned. 

Theoretically,  the  epilation  needle  remains 
intrafollicular  in  location,  ie  outside  the  body. 
But  in  actuality  this  is  not  always  so  because 
of  the  small  dimension  of  the  follicle  and  the 
inability  of  the  operator  to  foresee  a curvature 
or  other  distortion  of  the  deeper  portion  of  the 
follicular  wall.  An  adequately  sterilized  needle 
for  each  patient  is  therefore  mandatory  in  order 
to  prevent  bacterial  or  viral  infections.  Special 
concern  should  be  given  the  fact  that  serum 
hepatitis  has  been  shown  to  be  transmissible 
by  materials  containing  hepatitis-associated 
antigen  in  amounts  too  low  to  be  detected  by 
current  techniques.22  Dry  heat  sterilization  is 
preferable.  Unfortunately  some  unsupervised 
lay  operators  do  not  appreciate  these  facts  and 
recently  their  designated  official  journals  con- 
doned the  use  of  swabbing  of  needles  with 
cotton  saturated  in  70%  alcohol. 

The  need  for  technical  skill,  accuracy,  and 
patience  cannot  be  over-stressed.  The  operator 


9.  Patient  shown  in  Fig  8 after  electronic  epilation. 


10.  Close-up  of  lip  of  patient  shown  in  Fig  9. 
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must  take  time  to  fully  explain  to  the  patient 
what  might  be  expected.  The  procedure  should 
not  be  oversold.  Continued  reassurances  to  the 
patient  during  the  course  of  treatment  are  nec- 
essary. Pre-epilation  photographs  for  compari- 
son are  helpful.  At  any  given  time,  some  hairs 
in  an  area  will  have  undergone  normal  telogen 
effluvium  and  therefore  are  not  present  for 
camera  or  eye  to  see.  New  hairs  in  anagen 
phase  replacing  these  lost  hairs  will  soon  ap- 
pear and  may  give  the  erroneous  impression 
that  they  are  regrowing  after  having  been  epi- 
lated. Studies  noted  above  show  that  one  can 
expect  about  40%  regrowth  of  epilated  hairs. 
This  means  there  is  a 60%  chance  for  perma- 
nent loss  of  a given  hair  after  a single  proce- 
dure. This  “cure  rate”  is  better  than  that  for 
many  medical  or  surgical  treatments  for  other 
conditions. 

Sometimes  a patient  will  complain  about  the 
expense  involved  with  permanent  hair  removal. 
For  some  women  with  low  incomes  and  exten- 
sive superfluous  hair  the  complaint  is  justified, 
but  for  most  women  it  is  not.  If  the  hair  does 
not  cause  significant  patient  discomfort,  then 
naturally  nothing  should  be  done  about  it.  If  it 
does,  the  patient  must  think  in  terms  of  spend- 
ing money  for  epilation  over  several  months 
versus  money  spent  for  a week  or  two  of  vaca- 
tion or  a few  sets  of  new  clothes.  Permanent 
epilation  also  discontinues  the  life-time  expense 
of  razor  blades,  chemical  depilatories,  waxes, 
or  bleaches. 

The  hairy  woman  frequently  has  a legitimate 
problem  and  her  physician  should  take  time  to 
appreciate  and  understand  her  anxiety.  Appro- 
priate medical  evaluation  is  indicated  after 
which  needed  reassurances  and  advice  should 
be  given.  Forbes,  commenting  on  the  need  for 
permanent  epilation,  recently  stated  in  the 
New  England  Journal  of  Medicine,  “Lack  of 
peace  of  mind  is  the  most  serious  feature  of 
common  hirsutism. Although  the  technique 


is  far  from  ideal,  permanent  hair  epilation  with 
modern  high-frequency,  automatically  timed 
electric  current  is  the  best  medical  science  has 
to  offer  at  present  and  certain  patients  should 
be  given  its  benefits. 
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For  Insomnia... 

NoludarSOO 

(methyprylon) 

one  capsule 
for  the  rest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS:  Patients  with  known  hyper- 
sensitivity to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CNS  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug. 

Physical  and  Psychological  Depandance:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  in  Pregnancy;  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 


PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed.  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
^ significantly  increase  hypnotic  benefits. 

■ ADVERSE  REACTIONS:  At  recommended  dosages,  there  have 
i been  rare  occurrences  of  morning  drowsiness,  dizziness, 
' mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isolated 
reports  of  neutropenia  and  thrombocytopenia;  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ V ROCHE  LABORATORIES 

< ROCHE > Oivision  of  Hoffmann-La  Roche  Inc. 

\ X Nutley,  New  Jersey  07110 


Serving  Texas  Physicians  for  Over  Forty  Years 


Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 


SURGICAL  MECHANICAL  RESEARCH,  INC. 

Post  Office  Box  1185  • (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  40  Years 


SMR  keeps  you 
and  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Factory  Direct  Sales 
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In  the  diabetic  patient 
on  cerebral  or  peripheral 
vasodilator  therapy 


no  treatment 
conflict 
reported  4 


vhsoDiiAiir 

(ISOXSUPRINE  HCI) 

the  compatible  vasodilator 

• no  interference  with  diabetic  control 

. . . does  not  alter  carbohydrate  metabolism.^ 

• conflicts  have  not  been  reported  with 
diuretics,  corticosteroids,  antihypertensives 
or  miotics. 

• complications  in  the  treatment  of  coronary 
insufliciency,  hypertension,  peptic  ulcer, 
glaucoma  and  liver  disease  have  not 

been  reported. 

In  fact,  there  are  no  known  contraindica- 
tions in  recommended  oral  doses  other 
than  it  should  not  be  given  in  the  presence 
of  frank  arterial  bleeding  or  immediately 
postpartum. 


Although  not  all  clinicians  agree  on  the  value  of  vasodilators  in  vascular  disease,  several 
investigators"'^  have  reported  favorably  on  the  effects.of  isoxsuprine.  Effects  have  been  dem- 
onstrated both  by  objective  measurement"'^  and  observation  of  clinical  improvement."'* 
Indications:  Cerebrovascular  insufficiency,  arteriosclerosis  obliterans,  diabetic  vascular 
diseases,  thromboangiitis  obliterans  (Buerger’s  disease),  Raynaud’s  disease,  postphlebitic 
conditions,  acroparesthesia,  frostbite  syndrome  and  ulcers  of  the  extremities  (arterio- 
sclerotic, diabetic,  thrombotic).  Composition:  VasodTlan  tablets,  isoxsuprine  HCI  10  mg, 
and  20  mg.  Dosage:  Oral — 10  to  20  mg.  t.i.d.  or  q.i.d.  Contraindications  and  Cautions: 
There  are  no  known  contraindications  to  recommended  oral  dosage.  Do  not  give  imme- 
diately postpartum  or  in  the  presence  of  arterial  bleeding.  Side  Effects:  Occasional  pal- 
pitation and  dizziness  can  usually  be  controlled  by  dosage  reduction.  Complete  details 
available  in  product  brochure  from  Mead  Johnson  Laboratories.  References:  (1) 
Samuels,  S.  S.,  and  Shaftel,  H.  E.:  J.  Indiana  Med.  Ass.  5^:1021-1023  (July)  1961. 
(2)  Clarkson,  I.  S.,  and  LePere,  D.  M.:  Angiology  77:190-192  (June)  1960.  (3)  Horton, 
G.  E.,  and  Johnson,  P.  C.,  Jr. ; Angiology  75 :70-74  (Feb.)  1964. 

(4)  Dhrymiotis,  A.  1).,  and  Whittier,  J.  R.:  Curr.  Ther.  Res. 

^:124-128  (April)  1962.  (5)  Whittier,  J.  R.:  Angiology 
75:82-87  (Feb.)  1964. 
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come  loQelher ! 

To  the  25th  AMA  Clinical  Convention  in  New  Orleans. 
Participation  will  be  the  key  at  this  medical 
meeting  --  you  and  your  colleagues  getting  to- 
gether for  a useful  and  rewarding  learning 
experience.  Evaluating  and  discussing  the  problems 
of  clinical  medicine. 


The  scientific  program  is  outstanding,  with  three  in- 
depth  postgraduate  courses  on  Behavioral  Problems 
in  Children  and  Adolescents;  Cardiovascular 
Disease;  and  Fluid  and  Electrolyte  Balance.  Other 
sessions  you’ll  want  to  attend  include  Diagnostic 
Evaluation  and  Management  of  Joint  Diseases; 
Dermatological  Problems  in  Everyday  Practice; 

Current  Concepts  in  Gastroenterology;  Office 
Gynecology;  Management  of  Common  Problems,  and 
a Symposium  on  Diverticular  Disease  of  the  Colon. 

Along  with  these  sessions  are  dozens  of  scientific 
and  industrial  exhibits  to  help  inform  you  of  the 
latest  research  and  the  newest  products  and  services. 

Plan  to  be  there.  See  the  complete  scientific 
program  and  registration  forms  in  the  October  18th 
issue  of  JAMA. 

25lh 

flfnn  Clinkol  Convention 
Hovember  28  - December  1. 1971 
the  RiverQote 
Convention  Center 
flew  Orleon/ 


82 


TEXAS  MEDICINE 


REPORT  OF  TWO  CASES 


Primary  melanoma 
arising  in  site  of 
previous  melanoma 

C.  H.  McCUlSTlON,  MD;  EUGENE  P.  SCHOCH,  JR,  MD 


Two  cases  of  multiple  primary  melanoma  are 
presented,  a fairly  rare  (2  to  3.6%)  occurrence, 
statistically.  Of  pertinence,  however,  in  the  two 
cases  presented,  is  the  rare  occurrence  of  subse- 
quent primary  melanoma  in  the  same  site  as  the 
original  lesion. 

IN  TWO  CASES  OF  MALIGNANT  melanoma,  the 
lesions  were  eradicated  successfully  but  pri- 
mary melanoma  developed  again  in  the  same 
sites  of  the  original  lesions. 

A review  of  the  literature  yielded  a suggestive 
analogy.  McWhorter  and  others^  “.  . . observed 
a mature  intradermal  lesion  removed  from  the 
same  extensive  nevus  in  which  a juvenile  mela- 
noma had  been  found  earlier . . .” 

McLeod  and  associates, ^ in  a report  of  498 
patients  with  melanoma,  stated  that  ten  (or 
2%)  had  more  than  one  primary  melanoma. 
Two  of  these  originally  had  two  lesions  each. 
A third  patient  had  four  originally,  and  another 
two  excised  at  later  dates.  The  remaining  seven 
patients  each  had  a second  primary  at  a time 
subsequent  to  first  treatment.  This  same  report 
referred  to  one  by  Olsen^  in  which,  in  a group 
of  500  patients,  18  (3.6%)  had  more  than  one 
primary  lesion.  Pack  and  others^  reported  16 
(1.2%)  out  of  1,250  patients  with  melanoma 
that  had  more  than  one  primary  lesion.  One  of 
their  patients  (case  13)  apparently  developed 
a primary  melanoma  in  the  same  site  where  a 
previous  melanoma  had  been  removed.  Three 
or  four  of  their  other  patients  may  well  have 
had  subsequent  primary  melanomas  develop  in 
the  same  nerve  distribution  area.  These  same 
authors  quote  Arthur  C.  Allen's  criterion  for  dif- 
ferentiating between  a new  primary  melanoma 
and  a cutaneous  metastasis:  the  presence  or 
absence  of  the  junctional  change  in  the  epi- 
dermis or  epithelium  overlying  the  lesion.  We 


believe  that  each  of  our  lesions  herein  reported 
meets  this  criterion. 

In  one  of  our  patients  (case  1,  Fig  1),  a pri- 
mary melanoma  developed  in  the  center  of  an 
autograft  which  had  been  taken  from  a remote 
site.  Neither  we  nor  the  surgeon  who  performed 
the  procedure  recall  any  pigmented  lesion  at 
the  donor  site. 

The  second  patient  (case  2,  Fig  4)  has  had 
two  subsequent  primary  melanomas  appear  in 
the  site  of  his  original  melanoma. 

Case  1:  A woman  of  fair  complexion,  age  36, 
was  referred  by  her  family  physician  in  July 
of  1964  because  of  an  abnormal  looking  mole 
just  below  and  posterior  to  the  right  internal 
malleolus.  She  stated  that  the  mole  had  been 
present  all  her  life.  It  measured  1.5  by  1.0  cm, 
and  at  its  distal  pole  there  was  a jet  black 
papule  2 mm  in  diameter.  The  patient  was  un- 
able to  verify  its  duration.  The  lesion  (Fig  2) 
was  widely  excised  and  the  patient  was  re- 
ferred to  a surgeon,  who  excised  an  8 cm  by 
5 cm  area  extending  down  to  fascia.  Fie  then 
filled  the  defect  with  a split-thickness  graft 
taken  from  the  anterolateral  thigh  on  the  same 
side.  There  was  100%  “take”  of  the  graft.  The 
patient  returned  monthly  for  check-ups.  Four 
months  after  her  graft  (in  November  1964), 
she  came  in  with  a 1.0  mm  black,  barely  ele- 
vated, papule  almost  in  the  precise  center  of 
the  graft  (Fig  1).  This  lesion  was  removed  with 
a punch  for  biopsy  (Fig  3)  which  revealed  a 
primary  melanoma.  Fler  entire  integument  has 
been  examined,  frequently,  to  date.  There  has 
been  no  evidence  of  recurrence. 

Case  2:  A man,  age  47,  was  seen  in  June  1959 
with  a 2.5  by  1.5  cm  black  mole  on  the  pos- 
terior shoulder  just  above  the  right  scapula. 
It  had  been  present  four  years,  with  growth 
during  the  past  year.  The  lesion  was  excised  and 
reported  as  malignant  melanoma  (Fig  5).  No 


Volume  67,  October,  1971 


83 


Fig  1.  Case  1.  Site 
of  primary  malignant 
melanoma  arising 
in  graft  on  site  of  original 
melanoma. 


Fig  2a.  Case  1.  Low  power  (67  X)  of 
biopsy  of  first  primary  melanoma. 


Fig  2h.  Case  1 . High  power  (288  X)  of  biopsy 
of  first  primary  melanoma. 


Fig  3a.  Case  1.  Low  power  (67  X) 
of  biopsy  of  second  primary 
melanoma  arising  in  graft  at  site  of 
original  melanoma. 


Fig  3b.  Case  1.  High  power 

(288  X)  of  biopsy  of  second  primary 

melanoma  arising  in  graft  at 

site  of  original  melanoma. 
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Fig  4.  Case  2.  Male, 

age  53,  showing 

second  of  three  primary  mela- 

nomata  arising  in 

same  site. 


Fig  5a.  Case  2. 

Low  power  (67  X)  of 
first  primary 
melanoma. 

Fig  5b.  Case  2. 

High  power  (288  X) 
of  first  primary 
melanoma. 


Fig  6a.  Case  2.  Low 
power  (67  X)  of 
.second  primary 
melanoma. 

Fig  6b.  Case  2. 

High  power  (288  X) 
of  second 

primary  melanoma. 
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Fig  7a.  Case  2.  Low  power  (67  X)  of  third 
primary  melanoma  arising  in  site  of  previous  two. 


Fig  7b.  Case  2.  High  power  (288  X)  of 
third  primary  melanoma  ari.sing  in  site  of  previous 
two.  Note  successive  increase  in  pleomorphism 
in  the  three  lesions. 


nodes  were  palpable.  On  receipt  of  the  biopsy 
report,  a wide  and  deep  resection  of  the  area 
was  done.  No  evidence  of  melanoma  was  seen 
in  this  tissue.  Closure  was  accomplished  with- 
out graft.  The  wound  healed  satisfactorily,  al- 
though there  was  appreciable  stretching  of  the 
scar.  In  September  of  1965  (6  years,  3 months 
later),  the  patient  returned  with  a 2 mm  black 
papule  in  the  middle  of  the  wide  atrophic  scar 
of  the  previous  removal  (Fig  4).  It  had  been 
noticed  “six  months”  prior  to  this  visit.  This 
lesion  was  excised  and  the  biopsy  revealed  a 
primary  melanoma  (Fig  6).  The  patient  was  not 
seen  again  until  May  of  1969,  when  he  pre- 
sented with  a 0.5  cm  dark,  scaly  area  in  the 
same  scar  area,  but  about  one-half  inch  below 
the  lesion  of  1965.  On  biopsy,  this  lesion  proved 
to  be  a primary  melanoma  (Fig  7).  He  was  re- 
ferred to  a surgeon  for  wide  and  deep  excision 
of  the  area.  Again,  no  nodes  were  palpable. 
Comment:  The  embryonic  origin  of  the  mela- 
noblast  is  the  neural  crest.  The  melanoblasts 
migrate  to  their  destination  with  the  peripheral 
nerves.  The  occurrences  of  the  multiple  primary 
melanoma  in  the  same  site  suggest  a predis- 
posing “humoral”  defect  in  the  particular  peri- 
pheral nerve  site  distribution  concerned. 

We  are  indebted  to  Mr.  Wilbert  F.  Gordon  of 
Austin  for  the  photomicrographs  appearing  in 
this  report. 
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When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 
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Painful 
night  leg 
cramps 


unwe  come  bedre  ow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information — Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195 
mg.  Indications:  For  the  prevention  ond  treotment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications;  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions;  Aminophylline  may  produce  intestinal  cramps  In 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied;  Bottles  of  100  and  500  tablets. 
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Specific  therapy  for  night  leg  cramps 


Radiographic  findings 
in  acute  appendicitis 

DAVID  M.  RULFS,  MD;  RICHARD  G.  FISHER,  MD 


Radiological  findings  in  acute  appendicitis  are 
presented.  Emphasis  is  placed  on  the  separation 
of  findings  indicative  of  surgical  disease  from 
those  which  are  not.  In  the  authors’  series,  the 
radiologist  was  unable  to  differentiate  acute  ap- 
pendicitis from  a normal  abdomen  on  the  sole 
finding  of  “localized  ileus.” 

THE  FINDINGS  ON  PLAIN  films  of  the  abdomen 
in  patients  with  acute  appendicitis  have  been 
well  documented  in  the  literature  and  in  nu- 
merous retrospective  studies.  These  findings  as 
outlined  by  Frimann-DahF  include:  appendico- 
liths,  mass  in  the  right  lower  quadrant,  gas- 
filled  appendix,  pneumoperitoneum,  general 
ileus  or  obstruction,  localized  ileus,  obliterated 
psoas  margin,  contracted  cecum,  and  calcified 
abscess. 

1.  Review  of  radiographic  findings  in  228  cases  of 
surgically  proved  appendicitis  and 
32  cases  of  incidental  appendectomy. 


Findings 

Acute  Appen- 
dectomies (228) 

Incidental  Appen- 
dectomies (32) 

Appendicoliths 

18 

0 

Gas-filled  appendix 

3 

0 

Abscess  mass  in  RLQ 

15 

0 

Air-fluid  level  in  cecum 

26 

2 

Contracted  cecum 

10 

1 

Intestinal  obstruction  or  general  ileus  36 

0 

Pneumoperitoneum 

1 

0 

Obliterated  psoas  margin 

16 

4 

Mucocele  (or  calcified  abscess) 

6 

0 

Localized  ileus? 

44 

32 

Normal  films 

94 

A 

2.  Appendicolith  in  the  pelvis  which  was 
diagnosed  as  a ureteral  stone  (A).  Subsequently,  an 
intravenous  pyelogram  excluded  the 
density  from  the  urinary  tract  (B). 

B 
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3.  Large  appendicolith  occluding  the  lumen  of  the 
gas-distended  appendix,  with  smaller 
appendicoliths  proximal  to  the  obstruction. 


A B 


4.  Mucocele  with  calcification  in  the  wall  (A)  in  a 
25-year-old  woman.  Note  large  intraluminal 
defect  (B)  produced  in  the  ascending  colon 
by  the  mass. 
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5.  Flat  film  (A)  on  22-year-old  man 

shows  air  in  ascending  and  transverse  colons.  Upright 

film  (B)  reveals  air-fluid  levels  only  in 

ascending  colon. 

We  undertook  a study  at  Ben  Taub  Hospital 
not  to  confirm  accuracy  of  these  findings,  but 
to  determine  which  of  the  criteria  were  specific 
enough  in  acute  inflammatory  disease  of  the 
right  lower  quadrant  to  allow  the  radiologist  to 
direct  the  surgeon  to  operate.  We  first  reviewed 
228  surgically  proven  cases  of  acute  appendi- 
citis on  which  abdominal  films  were  taken  from 
1965  through  1970.  As  a standard  for  compari- 
son, we  also  reviewed  32  cases  with  abdominal 
films  in  which  incidental  appendectomies  were 
done  at  the  time  of  exploratory  laparotomy. 
Fig  1 summarizes  the  results  of  our  investiga- 
tion. Let  us  take  each  of  these  findings  one  at 
a time  and  analyze  its  significance. 

Appendicoliths:  Appendicoliths  are  true 
stones  associated  with  obstruction  to  the  ap- 
pendix. This  finding  generally  indicates  ad- 
vanced stages  of  the  disease.  In  our  series  of 
18  appendicoliths,  6 were  gangrenous  and  12 
had  perforated.  Enteroliths  have  been  reported 
with  other  obstructing  lesions  such  as  Meckel’s 
diverticulum  and  regional  enteritis, ^ but  are  def- 
initely indicative  of  surgical  disease  (Fig  2). 

Gas-Filled  Appendix:  Air  will  not  be  found  in 
the  normal  patient,  as  the  appendix  is  embryo- 
logically  a diverticulum  of  the  cecum  and  will 
empty  its  contents  into  the  cecal  lumen.  Al- 
though gas  normally  regurgitates  into  the  ap- 
pendix it  is  not  sufficient  to  be  seen  on  x-ray 
unless  the  appendix  is  inflamed  or  obstructed 
(Fig  3). 

Abscess  Formation:  Localization  of  inflam- 
matory disease  in  the  right  lower  quadrant 
occurs  much  more  frequently  than  does  gen- 
eralized peritoneal  spread.  A mass  lesion  with 
abnormal  gas  collection  was  present  in  15 
cases  in  comparison  to  only  1 case  of  pneumo- 
peritoneum. Ruptured  appendiceal  disease  lo- 
calizes in  the  right  lower  quadrant  for  several 
reasons:  (1)  spread  of  disease  from  appendix 
is  localized  by  the  natural  boundaries  of  the 
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6.  Abdominal  films  show  opaque  densities 
and  air-fluid  levels  in  the  right  colon. 

Normal  appendix  was  removed  during  the  course  of 
surgery  for  gallstones.  Densities  represent 
opaque  medication.  This  case  was  called 
appendicitis  by  two  of  three  examiners. 


7.  The  patient  is  a 15-year-old  girl  with  perforated 
appendix.  Contracted  cecum  with  gas 
throughout  the  transverse  colon  is  evident.  Note 
abscess  mass  in  right  lower  quadrant  with 
contracted  flank  (A,  B). 
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parietal  peritoneum,  omentum  and  retroperito- 
neum;  (2)  general  patient  resistance  in  the 
disease  is  increased  because  of  the  high  inci- 
dence of  disease  in  young  adults;  and  (3)  clini- 
cal signs  and  symptoms  would  usually  allow 
prompt  diagnosis  and  early  surgical  interven- 
tion (Fig  4). 

Air-Fluid  Level  in  the  Cecum:  This  finding  is 
believed  to  represent  cecal  dilatation  secondary 
to  reflux  local  atony  from  adjacent  inflamma- 
tory disease.^  This  finding  was  present  in  two 
of  our  incidental  appendectomies.  One  patient 
had  gall  stones  and  the  other  had  gastritis  at 
exploratory  surgery.  This  finding  is,  therefore, 
not  necessarily  indicative  of  surgical  disease 
(Figs  5,  6). 

Contracted  Cecum:  All  ten  cases  with  this 
finding  occurred  in  children,  and  were  associ- 
ated with  inflammatory  exudates  in  the  cecal 
wall  (typhilitis).  This  finding  also  is  not  neces- 
sarily indicative  of  surgical  disease.  As  proof, 
one  of  the  incidental  appendectomies  was  in  a 
25-year-old  man  who  presented  with  diffuse 
abdominal  pain.  Exploration  revealed  no  evi- 
dence of  inflammatory  disease  in  the  right  x- 
ray  findings,  although  no  organism  could  be 
isolated  from  the  patient’s  stool  or  cecal  aspir- 
ates (Fig  7). 

Obliterated  Psoas  Margin:  This  is  a nonspe- 
cific finding.  It  may  be  related  to  poor  patient 
positioning,  film  technique,  or  a variety  of  other 
causes.  It  was  found  in  four  of  our  incidental 
appendectomies,  none  of  which  had  inflamma- 
tory right  lower  quadrant  disease. 

Ileus:  Generalized  ileus  is  not  an  uncommon 
finding  with  appendicitis  (36  or  228  cases). 
When  present  with  acute  appendicitis,  it  usually 
represents  late-stage  disease  (32  had  perforat- 
ed appendices  at  surgery).  Localized  ileus  is  a 
more  elusive  entity.  To  further  evaluate  this 
finding,  the  films  from  44  cases  of  questionable 
localized  ileus  were  randomly  mixed  with  the 
32  incidental  appendectomy  films.  The  films 
were  then  viewed  independently  by  three  radiol- 
ogists. Fig  8 summarizes  results  of  this  review. 

In  analyzing  the  accuracy  of  the  radiologists, 
the  interesting  feature  is  the  number  of  inci- 
dental appendectomies  that  were  called  senti- 
nel loops.  The  minimum  number  called  incor- 
rectly was  5/32.  If  this  were  extrapolated  to 
228  cases,  there  should  be  at  least  35  calls  of 
sentinel  loop.  This  number  is  greater  than  the 
maximum  correct  calls  (22/228)  of  sentinel 


^CORRECT  DIAGNOSES-^  INCORRECT  DIAGNOSES^ 
Appendicitis  Incidental  Appendicitis  Incidental 
Radiologist 


1 

22 

27 

22 

5 

2 

17 

26 

27 

6 

3 

19 

26 

25 

6 

8.  Radiologists’  evaluations  of  films  from  44  cases  of 
questionable  localized  ileus  and 
32  cases  of  incidental  appendectomy. 


loop  with  acute  appendicitis.  It  can  be  inferred, 
therefore,  that  the  radiologist  would  be  wrong 
more  often  than  right  in  attempting  to  diag- 
nose acute  appendicitis  from  the  sole  finding 
of  localized  gas  collections  in  the  right  side  of 
the  abdomen. 

Summary:  We  believe  there  are  four  specific 
findings  of  inflammatory  disease  in  the  right 
lower  quadrant:  (1)  appendicoliths,  (2)  gas- 
filled  appendix,  (3)  mass  in  the  RLQ  with  ab- 
normal gas  collection,  and  (4)  calcified  muco- 
cele or  abscess. 

Secondarily,  there  are  additional  findings  on 
plain  films  of  the  abdomen  which  may  be  asso- 
ciated with  inflammatory  disease,  but  are  not 
specific  and  therefore  not  necessarily  surgical 
indications:  (1)  air-fluid  levels  in  the  cecum, 
(2)  contracted  cecum,  (3)  obliterated  psoas 
margin,  and  (4)  general  or  localized  ileus. 

Positive  findings  in  our  study  were  more  com- 
mon in  the  pediatric  cases  and  in  cases  with 
more  advanced  stages  of  the  disease.  (The  45 
cases  of  perforated  appendix,  although  they 
represented  20%  of  the  total,  accounted  for 
50%  of  the  positive  films.) 

REFERENCES 

1.  Frimann-Dahl  J:  Roentgen  Examination  in  Acute  Ab- 
dominal Disease.  Springfield,  III,  Charles  C Thomas,  1960. 

2.  Bretinor  A,  Euphrat  EJ:  Radiological  significance  of  pri- 
mary enterolithiasis.  Radiology  94:283-288,  1970. 

3.  Soter  CS:  The  contribution  of  the  radiologist  to  the  diag- 
nosis of  acute  appendiceal  disease.  Med  Radiol  Photo  45:2-14, 
1969. 


The  authors.  Department  of  Radiology,  Baylor  College 
of  Medicine,  Texas  Medical  Center,  Houston  77025. 


Volume  67,  October,  1971 


93 


ACQUIRE  ANY 
DEPENDENTS  LATELY? 


NEW  DEPENDENTS  MAY  BE  ADDED  TO  YOUR 
TMA  GROUP  INSURANCE  COVERAGE  WITHOUT 
MEDICAL  EVIDENCE  IF  TMA  IS  NOTIFIED  WITHIN 
31  DAYS  OF  THE  DATE  THE  DEPENDENCY  BE- 
GINS. 

Dependents’  Coverage  Is  Available  Under: 

MAJOR  MEDICAL 
DAILY  HOSPITAL  BENEFIT 
_ PERSONAL  ACCIDENT 


For  Additional  Information  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 
PHONE-51 2/476-6551 


Underwritten  By 

Prudential 


94 


TEXAS  MEDICINE 


Cancer  society  reopens 
1959-1965  health  study 

On  Oct.  1,  American  Cancer  Society 
volunteers  reopened  the  society's  six- 
year  Cancer  Prevention  Study  of  1959- 
1965  in  an  effort  to  determine  and 
gather  even  more  information  on  the 
relationship  of  environmental  factors  to 
various  forms  of  cancer. 

Volunteers  in  Dallas,  Travis,  Harris, 
Wichita,  Tom  Green,  Galveston,  and 
El  Paso  counties  are  now  trying  to  lo- 
cate some  44,000  Texas  subjects  who 
originally  filled  out  the  society’s  ques- 
tionnaire in  1959  and  then  were  traced 
by  volunteers  for  six  years  (or  until 
1965). 

Under  the  present  study,  the  ACS 
volunteers  will  try  to  identify  all  sub- 
jects who  have  died  of  cancer  since 
1965.  When  such  identification  is 
made,  attending  physicians  of  the  can- 
cer victims  will  be  contacted  and  asked 
to  answer  a brief  confidential  question- 
naire about  the  patient.  Volunteers  will 
also  obtain  information  from  death  cer- 
tificates on  those  subjects  who  have 
died  of  other  causes. 

The  original  study  involved  tracing 
1,051,443  subjects  over  a six-year 
period.  The  study  required  volunteers 
to  report  each  year  whether  persons 
who  had  filled  out  questionnaires  were 
alive  or  dead.  If  the  subject  had  died, 
additional  information  on  cause,  date, 
and  place  of  death  was  recorded.  Some 
68,000  ACS  volunteers  participated  in 
the  original  study.  Over  the  study  peri- 
od, volunteers  were  successful  in  trac- 
ing 98.4%  of  the  subjects,  and  during 
those  six  years,  75,847  of  the  subjects 
died — 16,947  of  cancer. 

The  American  Cancer  Society  hopes, 
through  the  reactivation  of  the  study, 
to  collect  data  that  will  allow  an  analy- 
sis of  factors  related  to  less  common 
forms  of  cancer  and  an  analysis  of  the 
effects  of  changes  in  smoking  habits 
on  the  death  rate. 

The  researchers  comment  that  one 
reason  for  the  revival  is  that  cancer 
sometimes  is  not  made  manifest  until 


several  years  after  initial  exposure  to  a 
causative  environmental  agent.  They 
also  point  out  that  since  the  1950’s, 
there  has  been  a trend  toward  smok- 
ing filter-tipped  cigarettes  with  less  tar 
and  nicotine.  The  data  that  will  be 
gathered  in  the  followup  study  can  be 
used  to  show  what  effect,  if  any,  such 
changes  have  had  on  the  incidence  of 
lung  cancer  and  on  mortality  and  mor- 
bidity from  other  diseases. 

The  1959-1965  study  resulted  in  a 
wealth  of  never-before-collected  infor- 
mation on  health,  which  already  has 
provided  raw  material  from  more  than 
25  scientific  studies  on  the  relationship 
of  environment  and  health. 


UT  Public  Health  School 
to  develop  new  facilities 

Approval  in  principle  of  an  expanded 
program  in  environmental  health  at 
The  University  of  Texas  School  of  Pub- 
lic Health  at  Houston  was  given  on 
Sept.  8 by  the  UT  System  board  of 
regents. 

The  board  approved  the  idea  and 
authorized  the  development  of  a South- 
North  Center  for  Health  Studies  and 
an  Institute  of  Environmental  Health 
at  the  Public  Health  School. 

In  the  view  of  the  school’s  dean. 
Dr.  Reuel  A.  Stallones,  the  Institute  of 
Environmental  Health  would  be  set  up 
for  the  study  of  the  relationship  of 
human  health  to  environmental  change 
and,  thus,  would  conduct  and  promote 
research  in  that  area  of  man-environ- 
ment relations. 

The  institute  also  would  be  involved 
in  gathering,  evaluating,  and  dissemi- 
nating information;  assisting  in  the 
training  of  persons  to  work  with  en- 
vironmental problems;  and  providing 
consultation  services. 

The  other  proposed  facility,  the 
South-North  Center  for  Health  Studies, 
is  envisioned  as  a bilingual  organiza- 
tion offering  facilities  for  individuals 
and  small  groups  to  study  various 
aspects  of  health  and  disease,  reported 
Dr.  Stallones. 


TEXAS  MEDICINE  plans 
1972  education  directory 

A second  directory  of  continuing  edu- 
cation will  be  published  in  the  January, 
1972,  issue  of  Texas  Medicine. 

This  directory,  like  the  first  one  pub- 
lished in  January,  1971,  will  list  cours- 
es by  category,  dates,  time,  place,  and 
fee,  if  any.  Listings  will  also  include 
the  title  of  the  course,  educational 
methods  that  will  be  used,  and  the 
name  of  a person  whom  physicians 
may  contact  for  additional  information. 

The  purpose  of  the  directory  is  to 
aid  physicians  in  deciding  in  advance 
which  courses  will  best  suit  their  own 
particular  needs  and  to  encourage 
MD’s  to  attend  and  participate  in  con- 
tinuing education  courses  in  Texas.  In 
the  past,  physicians  have  not  usually 
been  able  to  fully  plan  their  personal 
continuing  education  program,  as  they 
sometimes  were  notified  of  upcoming 
courses  only  a few  weeks  in  advance, 
usually  through  a promotional  mailing 
from  the  sponsoring  institution. 

The  directory  is  also  designed  to  as- 
sist course  planners  in  arranging  their 
schedules  so  that  conflicts  with  other 
courses  (especially  those  on  similar 
subjects)  can  be  avoided,  to  give  spon- 
soring institutions  an  opportunity  to 
provide  physicians  with  information 
about  their  courses  well  in  advance, 
and  to  establish  a single,  major  source 
of  information  on  continuing  education 
courses  held  in  Texas  for  physicians. 

After  the  directory  is  published  in 
the  journal,  physicians  will  receive  a 
handy  file  copy  of  the  directory,  com- 
pliments of  the  Regional  Medical  Pro- 
gram of  Texas. 

The  1971  Texas  Continuing  Educa- 
tion Directory  listed  43  courses  for 
physicians. 

Various  medical  organizations  which 
sponsor  continuing  education  courses 
have  already  been  contacted  in  regard 
to  the  1972  directory.  They  have  been 
asked  to  complete  questionnaires  and 
return  them  to  Texas  Medicine  as  soon 
as  possible  in  order  for  their  courses 
to  be  listed  in  the  1972  directory. 
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Any  medical  organization  planning  to 
sponsor  a course  during  1972  that  has 
not  received  a questionnaire  is  invited 
to  submit  information  on  their  course 
(or  courses)  for  publication  in  the  di- 
rectory by  requesting  a questionnaire 
from  Texas  Medicine,  1801  N.  Lamar 
Blvd.,  Austin  78701. 

RMP  moves  into  4th  year 
with  funds  from  HEW 

The  US  Department  of  Health,  Educa- 
tion, and  Welfare  has  awarded  $1,274, 
565  to  the  Regional  Medical  Program 
of  Texas  for  its  fourth  operational  year. 
Sept.  1,  1971,  through  Aug.  31,  1972. 

The  grant  will  fund  15  operational 
projects  within  Texas  (including  12  on- 
going and  three  new  projects),  the 
coordinator’s  office,  and  a planning 
study,  according  to  Dr.  Charles  B. 
McCall  of  Austin,  program  coordinator. 

RMP  operational  projects,  the  funds 
granted  to  each,  and  their  goals  in- 
clude: 

Coordinator’s  Office — $75,000 — ^to 
aid  community  hospital  groups  with 
coordination  of  education  and  services 
through  cooperative  action. 

Texas  Hospital  Association,  Austin — 
$26,900 — ^to  help  hospitals  organize 
and  strengthen  inhalation  therapy  pa- 
tient-care programs. 

Coordinator’s  Office — $68,583 — to 
aid  hospitals  in  the  establishment  of 
electrical  hazard  control  programs. 

The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute 
at  Houston — $20,000 — ^to  assist  the 
statewide  medical  physicists  group  in 
the  development  of  a regional  cali- 
bration facility  for  hospital  radiation 
equipment. 

The  University  of  Texas  School  of 
Public  Health  at  Houston — $108,000 
— to  unify  and  extend  the  existing 
fragmented  cancer  registries  in  a co- 
ordinated, integrated  system  in  order 
to  assist  in  continuity  of  quality  care. 

The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas  and  Pres- 
byterian Hospital,  Dallas — $100,000 — 
to  train  physicians,  nurses,  and  allied 
health  personnel  in  comprehensive  pro- 
gressive care  of  the  stroke  patient. 

Baylor  College  of  Medicine,  Houston; 
Caney  Valley  Hospital,  Wharton;  and 
Gulf  Coast  Medical  Center,  Wharton — 


$20,000 — to  demonstrate  physical  re- 
habilitation services  within  the  commu- 
nity and  to  offer  a practical  experience 
program  to  allied  health  personnel. 

The  University  of  Texas  Medical 
School  at  San  Antonio  and  Bihl  Re- 
habilitation Center,  New  Braunfels — 
$20,000 — to  demonstrate  a physical 
rehabilitation  program  within  a three- 
county  area  and  to  encourage  a closer 
association  with  the  area’s  acute  care 
facilities. 

Baylor  College  of  Medicine,  Houston, 
and  St.  Elizabeth’s  Hospital,  Houston 

$55,000 — to  use  developed  rehabili- 
tation facilities  as  a demonstration  lab- 
oratory and  to  provide  educational  pro- 
grams for  physicians  and  allied  health 
personnel. 

The  University  of  Texas  Medical 
School  at  San  Antonio — $20,000 — to 
develop  a comprehensive  multidis- 
ciplinary program  of  mass  cytologic 
screening  for  early  detection  of  cancer 
of  the  cervix. 

Texas  Hospital  Association,  Austin 

$77,000 — to  recruit  high-school  stu- 
dents to  careers  in  the  health  profes- 
sions and  occupations. 

The  University  of  Texas  Medical 
Branch  at  Galveston — $9,001 — to  fa- 
cilitate use  of  pooled  library  resources 
in  Texas  and  the  surrounding  states 
by  physicians,  nurses,  allied  health 
workers,  and  others  involved  in  provi- 
sion of  health  care. 

Baylor  University  College  of  Dentist- 
ry, Dallas:  The  University  of  Texas 
Dental  Branch  at  Houston;  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas;  and  Parkland  Hospi- 
tal, Dallas — $100,000 — a team  ap- 
proach demonstration  for  improved 
care  of  patients  with  head  and  neck 
cancers. 

The  University  of  Texas  Dental 
Branch  at  Houston — $35,000 — to  more 
effectively  incorporate  dentists  as  mem- 
bers of  radiotherapy  team  and,  in  co- 
ordination with  the  above-mentioned 
project,  to  increase  the  "quality  of 
living’’  following  successful  treatment 
of  head  and  neck  cancer. 

The  University  of  Texas  M.  D.  An- 
derson Hospital  and  Tumor  Institute  at 
Houston— $17,000— to  provide  medi- 
cal information  on  cancer  diagnosis 
and  treatment  to  physicians  via  WATS 
line  and  medical  "jukebox.” 

Renal  Planning  Study — $20,000 — to 


coordinate  regionwide  planning  for  de- 
tection and  treatment  of  kidney  dis- 
ease. 

All  of  the  RMP  programs  in  Texas 
have  been  approved  at  the  regional 
level  by  the  Regional  Advisory  Group. 

The  Regional  Advisory  Group  recent- 
ly specified  seven  program  areas  for 
1971-73.  These  are  areas  where  RMP 
can  assist  health  care  professionals  to 
test  solutions  on  community  or  region- 
al levels.  They  include  access  to  health 
care,  availability  of  care,  utilization  of 
facilities  and  manpower,  cooperative 
arrangements  among  local  health  care 
professionals,  extension  of  discovered 
facts  and  ideas,  continuing  education, 
and  allied  health  manpower. 

The  University  of  Texas  System  at 
Austin  functions  as  the  grantee  insti- 
tution for  RMP  with  responsibility  for 
the  administrative  and  fiscal  aspects 
of  the  grant. 

The  Regional  Medical  Program  con- 
cept was  first  established  in  1965  by 
Public  Law  89-239  calling  for  the  use 
of  regional  health  resource  leaders 
to  determine  program  priorities  and 
needs  to  pursue  the  goal  of  improving 
patient  care. 

Since  its  inception  in  1965,  the  na- 
tional mission  of  Regional  Medical  Pro- 
grams has  broadened.  Heart  disease, 
cancer,  stroke,  and  kidney  disease 
have  continued  to  receive  emphasis, 
but  the  scope  now  also  encompasses 
facets  of  the  health  care  system. 

AAGP  executive  director 
announces  he  will  retire 

The  executive  director  and  general 
counsel  of  the  American  Academy  of 
General  Practice,  Mac  F.  Cahal,  an- 
nounced recently  that  he  will  retire  as 
chief  administrative  officer  of  the  asso- 
ciation. He  plans  to  continue  as  legal 
counsel. 

Cahal  established  the  national  office 
of  the  association  in  Kansas  City,  Mo., 
in  1948.  A lawyer,  he  has  served  as 
publisher  of  American  Family  Physician 
magazine  and  is  a founder  and  past 
president  of  the  American  Association 
of  Medical  Society  Executives.  He  is 
also  an  associate  member  of  the  Amer- 
ican Medical  Association  and  a mem- 
ber of  the  faculty  of  the  University  of 
Kansas  School  of  Medicine. 
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Pictured  above  are  the  new  officers  of  the  RMP  Regional  Advisory  Group.  From 
left  to  right,  they  are  Dr.  Grover  L.  Bynum,  vice-chairman;  Dr.  N.  C.  Hightower, 
retiring  chairman;  Dr.  Richard  T.  Eastwood  (Ph.D.),  newly  elected  chairman;  and 
Mrs.  Elizabeth  Jones,  R.N.,  secretary-treasurer.  Their  one-year  terms  of  office 
were  effective  on  Sept.  1. 


Medical-science  writer 
joins  staff  at  UTMSSA 

Marjorie  Clapp,  San  Antonio  medical- 
science  writer,  has  joined  the  staff  of 
The  University  of  Texas  Medical  School 
at  San  Antonio.  She  will  be  assistant 
to  the  director  of  media  and  commu- 
nity information,  Richard  E.  Miller. 

Formerly  medical-science  writer  for 
The  San  Antonio  Light,  Miss  Clapp 
holds  a bachelor  of  journalism  degree 
from  The  University  of  Texas  at  Aus- 
tin. She  is  winner  of  122  local,  state, 
and  national  awards  for  writing  in  the 
fields  of  medicine  and  science,  and 
she  is  a three-time  first-place  winner 
of  the  Anson  Jones  Award  sponsored 
by  the  Texas  Medical  Association  for 
outstanding  medical  writing. 

RMP  advisory  group 
elects  members,  officers 

The  Regional  Advisory  Group  of  the 
Regional  Medical  Program  of  Texas 
elected  new  officers  and  members 
during  its  annual  meeting  on  Aug.  13. 
They  took  office  on  Sept.  1. 

Dr.  Richard  T.  Eastwood  (Ph.D.), 
executive  vice-president  and  director  of 
Texas  Medical  Center,  Inc.,  Houston, 
was  elected  chairman.  He  has  been  a 
member  of  the  advisory  group  since 
early  1966  and  has  served  as  secre- 
tary, vice-chairman,  and  member  of 
various  special  committees  and  task 
forces.  He  is  chairman  of  the  current 
program  development  committee. 

Dr.  Grover  L.  Bynum,  Jr.,  Austin  in- 
ternist, is  the  new  vice-chairman. 
Elected  secretary-treasurer  was  Mrs. 
Elizabeth  Jones,  R.  N.,  immediate  past 
president  of  the  Texas  League  for 
Nursing,  Austin. 

Re-elected  to  three-year  terms  were 
Dr.  B.  L.  Aronoff,  Dallas;  Dr.  James 
E.  Bauerle  (D.D.S.),  San  Antonio;  Dr. 
Truman  G.  Blocker,  Jr.,  Galveston; 
Miss  Billye  Brown,  R.N.,  Austin;  Dr. 
J.  A.  Hallmark,  Fort  Worth;  Dr.  John 
C.  Hundley,  Fort  Stockton;  Dr.  I.  J. 
Lamothe,  Jr.,  Marshall;  Dr.  Joseph  M. 
Merrill,  Houston;  Thomas  H.  Morrison, 
hospital  administrator,  Harlingen;  Dr. 
T.  K.  Nichols,  Atlanta;  and  Dr.  John 
M.  Smith,  Jr.,  San  Antonio. 

Elected  to  one-year  terms  as  mem- 
bers-at-large  on  the  executive  commit- 


tee were  Dr.  Bauerle,  Arthur  H.  Dilly 
of  Austin,  and  S.  R.  Greenwood  of 
Temple. 

Edward  L.  Baker,  immediate  past 
president  of  the  Texas  Pharmaceutical 
Association,  Dallas;  Dr.  Robert  K.  Bing 
(Ed.D.),  president  of  the  Texas  Occu- 
pational Therapy  Association,  Galves- 
ton; Mrs.  Martha  Ann  Bobbitt,  R.N., 
president  of  the  Texas  Nurses  Associa- 
tion, Amarillo;  Charles  K.  Corley,  presi- 
dent of  the  Texas  Society  of  Medical 
Technologists,  Abilene;  and  Dr.  Levi  V. 
Perry,  Houston  internist,  were  elected 
to  full  terms  as  new  members  of  the 
Regional  Advisory  Group.  Two  new 
members  were  nominated  and  ap- 
proved to  fill  unexpired  terms.  They 
were  Henry  Guerra,  San  Antonio  busi- 
nessman, and  Manuel  Lopez  of  the 
Lower  Rio  Grande  Valley  Development 
Council  in  McAllen. 

The  Regional  Advisory  Group  also 
approved  the  following  new  appoint- 
ments to  (RMP)  task  forces.  Dr.  Ed- 
ward Allen  Becka  (D.O.),  Fort  Worth; 
Dr.  James  W.  Caldwell,  Baylor  Univer- 
sity Medical  Center,  Dallas;  Laura  Jean 
Guest,  R.N.,  Abilene;  Dr.  Dan  H.  Lov- 
ing (D.D.S.),  Dumas;  Dr.  Alberto  Mel- 
gar,  El  Paso  general  surgeon;  Dr.  Rob- 
ert D.  Moreton,  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston;  and  Morris  Par- 
rish, hospital  administrator,  Nacog- 
doches, were  added  to  the  Task  Force 


on  Cancer  headed  by  Dr.  Aronoff. 

Dr.  Vernon  D.  Glenn,  Jr.,  of  Linden 
and  Dr.  Daniel  E.  Jenkins  of  Baylor 
College  of  Medicine  in  Houston  have 
been  appointed  to  the  Task  Force  on 
Heart  under  the  leadership  of  Dr. 
Bynum.  Eleanor  Lerro,  R.N.,  Austin,  is 
a new  member  of  the  Task  Force  on 
Stroke,  chaired  by  Dr.  John  R.  Derrick 
of  Galveston. 

Thomas  H.  Morrison  has  accepted 
the  chairmanship  of  the  Task  Force  on 
Allied  Health  Programs.  New  members 
of  this  group  include  Barbara  Barton, 
R.P.T.,  Austin;  Dr.  Doris  Ross  (Ph.D.), 
Hermann  Hospital,  Houston;  Dr.  John 
Schermerhorn  (Ph.D.),  The  University 
of  Texas  Southwestern  Medical  School, 
Dallas;  and  Dr.  L.  A.  Wright  (D.D.S.), 
Laredo. 

Additions  to  the  Task  Force  on 
Continuing  Education  and  Biomedical 
Communications  include  Col.  F.  0.  De- 
Sautels,  Medical  Service  Corps,  Brooke 
Army  Medical  Center,  San  Antonio;  Dr. 
Thomas  V.  Frank,  Veterans  Administra- 
tion Hospital,  Waco;  Dr.  John  P.  King 
(Ph.D.),  president  of  Huston-Tillotson 
College,  Austin;  Dr.  William  R.  Patter- 
son (D.D.S.),  Texarkana;  Mildred  C. 
Pesek,  R.N.,  Texas  Woman’s  University 
College  of  Nursing;  and  Dr.  Malcolm 
H.  Skolnick  (Ph.D.),  The  University  of 
Texas  Medical  School  at  Houston.  Dr. 
G.  V.  Brindley,  Jr.,  of  Temple  serves  as 
chairman  of  this  task  force. 
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Planning  is  well  under  way  for  the  1972  Annual  Session  in  San  Antonio 


San  Antonio  will  be  the  site  of  the 
Texas  Medical  Association’s  105th  An- 
nual Session.  The  1972  annual  meeting 
is  scheduled  for  May  11-14,  and  plans 
for  the  session  began  being  formulated 
only  two  weeks  after  the  end  of  the 
1971  Annual  Session  in  Houston. 

Thus  far,  the  Association’s  Council 
on  Annual  Session  and  members  of  the 
Headquarters  staff  have  done  a con- 
siderable amount  of  planning  for  the 
meeting.  They  have  considered  ques- 
tions of  format:  invited  and  received 
replies  from  several  out-of-state  guest 
speakers:  considered  possible  speakers 
and  places  for  general  meeting  lunch- 
eons: reviewed  tentative  plans  for  the 
traditional  Memorial  Service:  received 
reports  on  special  programs:  began  con- 
sidering sports  events  and  entertain- 
ment: proposed  tentative  locations  and 
times  for  registration:  named  headquar- 
ters hotels  and  secured  housing  com- 
mitments: and  sent  a mailing  (resulting 
in  responses)  encouraging  Texas  physi- 
cians and  researchers  to  present  papers 
before  scientific  sections  or  on  other 
Annual  Session  programs. 

Format  for  1972 

After  reviewing  the  highly  successful 
1971  Annual  Session,  the  Council  on 
Annual  Session  decided  to  make  only 
a few  changes  in  the  format  of  the 
meeting. 

The  popular  Continental  Breakfast 
Round  Table  presentations  and  Curb- 
stone Consultations  will  be  continued. 
Breakfast  sessions  will  emphasize 
topics  which  can  be  applied  by  both 
the  general  practitioner  and  the  spe- 
cialist in  cases  seen  day  to  day.  Curb- 
stone Consultation  topics  will  be  co- 
ordinated with  section  programs,  and 
the  number  of  topics  may  be  reduced 
to  seven  on  Friday  and  seven  on  Sat- 
urday. 

The  Forum  of  Original  Research  will 
be  held  for  the  third  year.  The  forum 
has  been  tentatively  scheduled  all  day 
on  Thursday,  May  11.  Council  mem- 
bers encourage  residents,  interns,  and 
young  physicians  to  present  papers,  in 
addition  to  heads  of  departments  and 
projects  at  medical  institutions. 

As  was  done  last  year,  most  scien- 
tific section  programs  will  be  presented 


in  one  full  day,  instead  of  two  half-day 
sessions  as  had  been  done  in  past 
years.  Sections  meeting  on  Friday  in- 
clude General  Practice,  Internal  Medi- 
cine, Physical  Medicine  and  Rehabilita- 
tion, Radiology,  Surgery,  and  Urology. 
The  Council  on  Annual  Session  reports 
that  the  Section  on  Urology  will  be  con- 
ducted on  a pilot  basis  for  the  1972 
meeting. 

Section  programs  that  will  be  pre- 
sented on  Saturday  include  Digestive 
Diseases,  Obstetrics  and  Gynecology, 
Nervous  and  Mental  Diseases,  Pathol- 
ogy, Pediatrics,  and  Public  Health. 

Two  sections  will  meet  on  both  Fri- 
day and  Saturday.  The  Section  on 
Ophthalmology  will  begin  its  program 
on  Friday  at  8:30  a.m.,  adjourn  for 
lunch  at  noon,  and  reconvene  for  addi- 
tional presentations  at  2:30  p.m.  On 
Saturday,  the  section  will  begin  meet- 
ing at  10  a.m.,  adjourn  for  lunch  at 
noon,  and  reconvene  at  1:30  p.m.  The 
Section  on  Otolaryngology  will  begin 
meeting  at  9 a.m.  on  both  Friday  and 
Saturday:  then,  it  will  adjourn  for  lunch 
at  noon,  and  reconvene  for  presenta- 
tions at  2:30  p.m. 

Other  scientific  sessions  will  adhere 
to  the  following  time  schedule:  begin 
at  10  a.m.,  adjourn  at  noon  for  lunch, 
reconvene  at  2:30  p.m.,  and  end  dis- 
cussion at  5 p.m.  The  only  exception 
to  the  schedule  will  be  the  Section  on 
Public  Health,  which  will  meet  on  Sat- 
urday from  10  a.m.  until  noon  only. 

In  addition,  the  House  of  Delegates 
will  be  meeting  at  various  times  during 
the  Annual  Session,  and  several  spe- 
cial programs  and  meetings  of  related 
organizations  have  been  scheduled. 

Speakers  accepting  invitations 

Twenty-eight  out-of-state  guest  speak- 
ers have  been  secured  for  the  1972 
Annual  Session. 

Speakers  who  have  accepted  invita- 
tions thus  far  include  Drs.  David  G. 
Ashbaugh,  associate  professor  of  sur- 
gery, University  of  Colorado  School  of 
Medicine,  Denver;  Harvey  Blank,  pro- 
fessor and  chairman  of  the  department 
of  dermatology.  University  of  Miami 
(Fla.)  School  of  Medicine:  Rene  Cailliet, 
clinical  professor  in  the  department  of 
physical  medicine  and  rehabilitation. 
University  of  Southern  California  School 


of  Medicine,  Los  Angeles;  Harley  C. 
Carlson,  consultant  to  the  department 
of  diagnostic  radiology,  Mayo  Clinic, 
Rochester,  Minn.;  William  E.  Easterling, 
Jr.,  department  of  obstetrics  and  gyne- 
cology, University  of  North  Carolina 
School  of  Medicine,  Chapel  Hill;  Franz 
M.  Enzinger,  chief  of  the  Soft  Tissue 
Branch,  Armed  Forces  Institute  of  Pa- 
thology, Washington,  D.C. 

Also,  Drs.  Lewis  Grodsky,  associate 
clinical  professor  of  surgery  (proctol- 
ogy), University  of  California  School  of 
Medicine,  San  Francisco;  Frank  L.  Iber, 
professor  of  medicine  at  Tufts  Univer- 
sity School  of  Medicine  in  Boston,  also 
with  Lemuel  Shattuck  Hospital,  Jamai- 
ca Plain,  Mass.;  John  Figgis  Jewett, 
associate  clinical  professor  of  obstet- 
rics and  gynecology.  Harvard  Univer- 
sity Medical  School,  Boston,  Mass.; 
William  E.  Lotterhos,  president,  Ameri- 
can Academy  of  General  Practice,  Jack- 
son,  Miss.;  Malcolm  A.  McCannel,  oph- 
thalmologist, Minneapolis,  Minn.;  Ger- 
ald P.  Murphy,  director,  Roswell  Park 
Memorial  Institute,  Buffalo,  N.Y. 

Other  out-of-state  guest  speakers  in- 
clude Drs.  Marshall  J.  Orloff,  professor 
and  chairman  of  the  department  of 
surgery.  School  of  Medicine,  San  Diego 
County  University  Hospital,  San  Diego, 
Calif.;  E.  James  Potchen,  professor 
of  radiology,  Washington  University 
School  of  Medicine,  St.  Louis,  Mo.; 
Richard  C.  Schultz,  plastic  surgeon, 
Des  Plaines,  III.;  Thomas  E.  Shaffer, 
professor  of  pediatrics,  Ohio  State  Uni- 
versity College  of  Medicine,  Columbus; 
Byron  Smith,  chairman  of  the  depart- 
ment of  ophthalmology,  Manhattan 
Eye,  Ear,  and  Throat  Hospital,  New 
York  City;  Phillip  Thorek,  clinical  pro- 
fessor of  surgery.  University  of  Illinois 
College  of  Medicine,  Chicago. 

Also,  Drs.  Harry  Wollman,  professor 
of  anesthesia  and  pharmacology.  Uni- 
versity of  Pennsylvania  School  of  Medi- 
cine, Philadelphia:  Norman  Zamcheck, 
chief  of  Gastrointestinal  Research 
Laboratory,  Mallory  Institute  of  Pathol- 
ogy Foundation,  also  associate  clinical 
professor  of  medicine  at  Harvard  Uni- 
versity Medical  School,  Boston,  Mass.; 
Jack  R.  Anderson,  otolaryngologist. 
New  Orleans,  La.;  Ralph  J.  Caparosa, 
Pittsburgh  Otological  Association;  Sher- 
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man  S.  Coleman,  professor  of  ortho- 
paedic surgery,  University  of  Utah  Col- 
lege of  Medicine,  Salt  Lake  City;  Wal- 
lace Rubin,  associate  professor  of  oto- 
laryngology, Tulane  University  School 
of  Medicine,  New  Orleans,  La.;  Mar- 
garet H.  Jones,  professor  of  pediatrics. 
University  of  California,  Los  Angeles 
School  of  Medicine;  John  H.  Moyer, 
Philadelphia,  Pa.;  Irving  R.  Tabershaw, 
professor  of  occupational  medicine, 
University  of  California,  Berkeley;  and 
Eric  Martin  (Ph.D.),  director  of  commu- 
nications, Lederle  Laboratories,  Pearl 
River,  N.Y. 

Special  programs  planned 

Ten  special  programs  are  tentatively 
scheduled  as  part  of  the  1972  Annual 
Session.  Programs  include  the  follow- 
ing: 

Symposium  on  Alcoholism,  sched- 
uled for  Thursday,  May  11,  to  be  spon- 
sored by  the  Texas  Commission  on 
Alcoholism  and  The  University  of  Texas 
Division  of  Extension. 

Symposium  on  Cardiovascular  Dis- 
eases, scheduled  for  Thursday,  May 
11,  to  be  sponsored  by  the  TMA  Com- 
mittee on  Cardiovascular  Diseases  and 
the  American  Heart  Association,  Texas 
Affiliate,  Inc. 

Texas  Academy  of  General  Practice 
Seminar,  scheduled  for  9 a.m.  to  5 p.m. 
on  Thursday,  May  11,  to  be  sponsored 
by  the  Texas  Academy  of  General 
Practice. 

Symposium  on  Sports  Medicine, 

scheduled  for  Thursday,  May  11,  to  be 
sponsored  by  the  TMA  Committees  on 
School  Health  and  Athletics  and  the 
Texas  Society  of  Athletic  Team  Physi- 
cians. The  symposium  will  discuss  the 
uses  and  abuses  of  Interscholastic 
League  rules. 

Symposium  on  Trauma,  scheduled 
from  9 a.m.  to  5 p.m.  on  Thursday, 
May  11,  to  be  sponsored  by  the  TMA 
Committee  on  Disaster  Medical  Care. 

Committee  on  Medical  History  Din- 
ner, scheduled  for  7 p.m.  on  Thursday, 
May  11,  to  be  sponsored  by  the  TMA 
Committee  on  Medical  History.  Dr.  Sam 
N.  Key  of  Austin  will  speak  to  partici- 
pants on  “The  History  of  Ophthalmol- 
ogy in  Texas.” 

Symposium  on  Maternal  Health, 
scheduled  from  2 p.m.  to  4 p.m.  on 


This  map  shows  the  major  hotels  that  will  host  the  1972  Annual  Session  in  San 
Antonio  and  the  city’s  convention  center.  The  facilities  (shown  by  number)  are: 
1 — San  Antonio  Convention  Center,  scientific  sessions  headquarters;  2 — Hilton 
Palacio  del  Rio,  scientific  sessions  co-headquarters;  3 — St.  Anthony  Hotel,  busi- 
ness sessions  headquarters;  4 — La  Mansion  Motor  Hotel  (formerly  La  Posada), 
Auxiliary  headquarters;  5 — Menger  Hotel  and  Motor  Inn;  6 — La  Quinta  Motor  Inn; 
7 — Gunter  Hotel;  8 — Crockett  Motor  Inn;  9 — El  Tropicano  Motor  Hotel;  10 — Holi- 
day Inn — Downtown;  and  11 — LaVillita  TraveLodge. 
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Friday,  May  12,  to  be  sponsored  by  the 
TMA  Committee  on  Maternal  Health. 

Symposium  on  Medicine  and  Reli- 
gion, scheduled  from  2 p.m.  to  5 p.m. 
on  Thursday,  May  11,  to  be  sponsored 
by  the  TMA  Committee  on  Medicine 
and  Religion.  A program  discussing 
death  and  dying  is  planned. 

Special  Program  on  Drugs,  sched- 
uled from  9:30  a.m.  to  2 p.m.  on  Sun- 
day, May  14,  to  be  sponsored  by  the 
Southwestern  Chapter  of  the  American 
Medical  Writers  Association.  A discus- 
sion of  the  hazards  of  drugs,  interaction 
of  drugs,  overmedication,  et  cetera  is 
planned. 

Program  on  Physician’s  Assistants, 

scheduled  from  2 p.m.  to  5 p.m.  on 
Thursday,  May  11,  to  be  sponsored  by 
the  TMA  Committee  on  Health  Careers. 

Related  organizations 

In  addition  to  the  special  and  section 
programs  that  will  be  offered,  many 
state  medical  organizations  other  than 
TMA  will  be  meeting  at  the  1972  An- 
nual Session  in  San  Antonio.  Some 
groups  will  have  business  sessions; 
others  will  sponsor  scientific  programs; 
and  some  plan  combination  meetings. 

Participating  in  the  coming  Annual 
Session  will  be  the  following  related 
organizations:  .American  Academy  of 
Pediatrics,  Texas  Chapter;  American 
Cancer  Society,  Texas  Division;  Ameri- 
can College  of  Chest  Physicians,  Texas 
Chapter;  American  College  of  Emergen- 
cy Physicians,  Texas  Chapter;  Ameri- 
can Heart  Association,  Texas  Affiliate, 
Inc.;  American  Medical  Writers  Associa- 
tion, Southwestern  Chapter;  American 
Psychiatric  Association,  Texas  District 
Branch;  Conference  of  City  and  County 
Health  Officers;  Flying  Physicians  Asso- 
ciation, Texas  Chapter;  Texas  Academy 
of  General  Practice;  Texas  Air-Medics 
Association:  Texas  Association  of  Phy- 
sicians in  Nuclear  Medicine:  Texas 
Association  of  Public  Health  Physi- 
cians; Texas  Commission  on  Alco- 
holism; Texas  Department  of  Mental 
Health  and  Mental  Retardation;  Texas 
Dermatological  Society:  Texas  Diabetes 
Association;  Texas  Industrial  Medical 
Association;  Texas  Ophthalmological 
Association;  Texas  Orthopaedic  Associ- 
ation; Texas  Otolaryngological  Associa- 
tion; Texas  Pediatric  Society;  Texas 
Physical  Medicine  and  Rehabilitation 
Society;  Texas  Proctologic  Society;  Tex- 
as Rheumatism  Association;  Texas  So- 
ciety of  Anesthesiologists;  Texas  Socie- 


ty of  Athletic  Team  Physicians;  Texas 
Society  of  Internal  Medicine,  Inc.;  Texas 
Society  of  Pathologists,  Inc.;  Texas 
Society  of  Plastic  Surgeons;  Texas 
Traumatic  Surgical  Society;  Texas  Uro- 
logical Society;  and  United  Cerebral 
Palsy  Association  of  Texas,  Inc. 

Be  ready  for  fun,  too! 

The  Committee  on  General  Arrange- 
ments has  been  hard  at  work,  too. 
They  have  been  managing  aspects  of 
the  sports  competition  that  will  be  held 
at  the  1972  Annual  Session  and  plan- 
ning entertainment  for  session  partici- 
pants. 

Planning  for  the  sports  events  is  well 
under  way.  Golf,  tennis,  and  skeet 
and  trap  tournaments  are  definitely 
planned.  The  golf  competition  will  be 
held  at  the  Pecan  Valley  Golf  Club.  The 
tennis  tournament  will  be  played  at 
McFarlin  Tennis  Center,  and  shooters 
will  compete  at  the  San  Antonio  Inter- 
national Gun  Club.  Consideration  is 
also  being  given  to  sponsorship  of 
fishing,  sailing,  and  water  skiing  con- 
tests at  Canyon  Lake. 

For  the  San  Antonio  meeting,  class 
reunions  and  fraternity  functions  have 
been  scheduled  for  6:30  p.m.  on  Thurs- 
day, May  11.  Alumni  events  will  be 
held  beginning  at  7 p.m.  on  Friday, 
May  12. 

An  evening  of  fun  in  the  colorful  city 
of  San  Antonio  is  also  being  consid- 
ered. Plans  call  for  a Fiesta  del  Noche- 
type  function  at  7 p.m.  on  Saturday, 
May  13.  The  event  will  be  a benefit 
affair. 

Registration  and  hotels 

Advance  registration  for  the  Annual 
Session  will  be  used  again  for  the  1972 
meeting.  Housing  and  advance  regis- 
tration forms  will  be  included  in  the 
January-April,  1972,  issues  of  Texas 
Medicine. 

Registration  booths  will  also  be  set 
up  in  the  San  Antonio  Convention  Cen- 
ter and  the  St.  Anthony  Hotel.  On  Sun- 
day, an  additional  booth  will  be  open 
at  the  Hilton  Palacio  del  Rio  Hotel. 

Scientific  sessions  will  be  scheduled 
in  the  San  Antonio  Convention  Center 
and  the  Hilton  Palacio  del  Rio.  Should 
additional  space  be  required  for  the 
scientific  programs,  rooms  in  the  Men- 
ger  Hotel  and  Motor  Inn  will  be  used. 
Business  sessions  of  the  House  of  Dele- 
gates and  meetings  of  TMA  boards, 
councils,  and  committees  will  be  held 
at  the  St.  Anthony  Hotel.  The  Auxil- 


iary’s conference  will  be  conducted  in 
the  La  Mansion  (formerly  La  Posada). 

In  addition  to  the  hotels  men- 
tioned, Annual  Session  participants 
may  choose  accommodations  in  the 
following  hotels  where  housing  com- 
mitments have  been  secured:  La  Quinta 
Motor  Inn,  Crockett  Motor  Inn,  Holiday 
Inn — Downtown,  La  Villita  TraveLodge, 
Gunter  Hotel,  and  El  Tropicano  Motor 
Hotel. 

Prospective  essayists 

Thus  far,  62  prospective  essayists 
have  responded  to  a mailing  request- 
ing participation  in  the  Annual  Session 
by  presenting  a paper.  All  replies  have 
been  forwarded  to  section  officers  or 
related  organization  program  chairmen, 
who  are  responsible  for  planning  the 
scientific  programs. 

The  105th  Annual  Session  looks  to 
be  one  that  will  be  outstanding  in  all 
ways! 

Medical  examiners  list 
MDs  on  exam  honor  roll 

The  Texas  State  Board  of  Medical 
Examiners  has  released  its  honor  roll 
of  physicians  who  scored  high  on 
examinations  in  June,  1971. 

Dr.  Larry  James  Strausbaugh,  now 
in  Richmond,  Vt.,  was  highest  with  a 
score  of  93.5.  He  is  a graduate  of 
Baylor  College  of  Medicine. 

Only  one  point  separated  the  high- 
est from  the  next  highest  score  of 
92.5,  which  was  achieved  by  South- 
western graduate  Dr.  Thomas  Douglas 
Watson,  III,  of  Houston,  now  in  Dallas. 

Others  listed  on  the  honor  roll  (scor- 
ing 90.0  or  above)  are: 

Baylor  College  of  Medicine:  Drs. 
Richert  Edgar  Goyette,  Marvin  Kelsey 
Gibbs,  Neal  Gearreald  Sutherland,  Jack 
Chandler  Halter,  Dan  William  Luedke, 
James  Connor  Loomis,  John  Michael 
Duncan,  Jr.,  Dennis  Alan  Beck,  Edward 
OIney  Green,  William  Wilson  Stevens, 
111,  David  Alan  Hughes,  and  John 
Frederick  Rinderknecht. 

The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas:  Drs.  Troy 
R.  Smith,  Jr.,  Vance  Robideaux,  James 
Kendall  Sims,  David  Gordon  Beddow, 
Wanda  Jordan  Bedinghaus,  and  James 
Kenneth  Burks. 

The  University  of  Texas  Medical 
School  at  San  Antonio:  Dr.  Ronald 
Craig  Allison. 
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Medical  Branch  team 
wins  award  for  exhibit 

A team  of  oral  surgeons  and  trainees 
in  the  division  of  oral  surgery,  depart- 
ment of  surgery,  at  The  University  of 
Texas  Medical  Branch  at  Galveston  won 
top  honors  for  their  exhibit  at  the 
recent  joint  meeting  of  the  Texas  and 
Louisiana  State  Dental  Associations. 

The  title  of  the  exhibit  was  “Salem 
Sump  Irrigation  Technique  for  Treat- 
ment of  Osteomyelitis  of  Jaws.”  The 
exhibit  featured  a working  mannequin 
showing  the  new  and  successful  proce- 
dure which  was  developed  as  a sub- 
stitute for  oral  surgery  in  treatment  of 
osteomyelitis  of  the  jaws.  The  display 
also  included  photographs  showing  a 
patient’s  infected  area,  and  pre-  and 
post-treatment  x-rays. 

Involved  in  producing  the  award- 
winning exhibit  were  Dr.  Carl  E.  Schow, 
Jr.  (D.D.S.),  chief  of  the  division  of  oral 
surgery  at  the  Medical  Branch;  Dr. 
David  S.  Hershman  (D.D.S.),  chief  resi- 
dent; and  division  trainees  James  C. 
Gilbert  and  Joseph  F.  Morgan. 

The  exhibit  won  the  top  honors  from 
a field  of  approximately  50  competi- 
tors. 

Active  foundation  honors 
prominent  Laredo  doctor 

To  fulfill  its  stated  purpose — “dedi- 
cated and  inspired  by  the  true  Ameri- 
can way  of  life  to  help  others  achieve 
their  goals  in  education,  athletics,  and 
health” — the  Dr.  Joaquin  Gonzalez 
Cigarroa,  Sr.,  Memorial  Foundation  in 
Laredo  has  spent  more  than  $68,000 
since  its  founding  three  years  ago. 

The  foundation  was  launched  in 
May,  1968,  with  contributions  from 
Mrs.  Joaquin  Gonzalez  Cigarroa,  Sr., 
Mrs.  Marco  Uribe,  Dr.  Joaquin  Gonza- 
lez Cigarroa,  Jr.,  Dr.  Leonides  G.  Cigar- 
roa, and  Dr.  Margaret  Giller  Cigarroa, 
all  members  of  the  Cigarroa  family.  It 
was  created  to  honor  the  late  Dr. 
Cigarroa,  Sr.,  a prominent  Mexican- 
born  physician  who  supported  many 
of  Laredo's  charitable,  religious,  and 
educational  institutions  over  more  than 
30  years. 

Activities  of  the  foundation  include 
a scholarship  program  for  assisting 
area  youths  in  their  educational  pur- 
suits, providing  economic  aid  for  the 


development  of  athletic  programs  and 
facilities,  and  providing  comprehensive 
health  services  to  those  members  of 
the  community  who  otherwise  would 
not  be  able  to  provide  for  their  medical 
needs. 

Scholarships  have  been  given  to 
several  outstanding  students  in  the 
Laredo  area  who  wished  to  continue 
their  education  after  graduation  from 
high  school.  Award  participants  are 
now  attending  classes  at  such  institu- 
tions as  The  University  of  Texas,  Texas 
A&M  University,  Texas  A&l  University, 
North  Texas  State  University,  Texas 
Woman’s  University,  Rice  University, 
and  Pan-American  College.  Several 
recipients  are  enrolled  in  Laredo  Jun- 
ior College,  and  at  least  one  is  a stu- 
dent at  the  Mercy  Hospital  Radiology 
School. 

The  foundation  has  also  donated 
funds  for  improvements  of  local  ath- 
letic facilities  and  for  sponsoring  tour- 
naments and  contests.  Some  $1,200 
went  to  buy  science  equipment  for  an 
area  school,  and  money  has  also  been 
presented  to  such  groups  as  the  Texas 
Commission  for  the  Blind  to  aid  those 
in  need  of  medical  care. 

Two  committees  supervise  the  activ- 
ities of  the  foundation.  Serving  on 
the  Scholarship  Committee  are  J.  W. 
Nixon,  Ramiro  Martinez,  Dr.  R.  Laird, 
R.  P.  St.  John,  Domingo  Arechiga,  and 
Dr.  Leonides  G.  Cigarroa.  On  the  Ath- 
letic Committee  are  Alfredo  Salinas, 
Sabas  Perez,  and  Luis  Novoa. 

Southwestern  students 
present  teaching  awards 

Freshmen  and  sophomore  students  at 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  honored  nine 
of  the  school's  faculty  members  with 
annual  Student  Teaching  Awards  at 
the  end  of  the  spring  semester. 

One  Southwestern  professor.  Dr. 
Bruce  D.  Fallis,  received  “Distin- 
guished Teaching  Awards”  from  both 
the  freshman  and  sophomore  classes. 
He  is  a professor  of  pathology. 

Other  recipients  selected  by  a vote 
of  freshmen  students  for  the  teaching 
awards  were  Dr.  Donald  S.  Wiggans 
(Ph.  D.),  professor  of  biochemistry, 
and  Dr.  Ivan  E.  Danhof,  associate  pro- 
fessor of  physiology.  Honorable  men- 


tion went  to  Dr.  John  C.  Porter  (Ph. 
D.),  professor  of  physiology,  and  Dr. 
Janice  B.  Dorn  (Ph.  D.),  assistant  pro- 
fessor of  physiology. 

Sophomore  medical  students  named 
Dr.  Jack  Reynolds,  professor  and  vice- 
chairman  of  the  department  of  radiol- 
ogy, and  Drs.  Alan  K.  Pierce,  Jack  A. 
Barnett,  and  Jay  P.  Sanford,  all  pro- 
fessors of  internal  medicine,  as  out- 
standing instructors. 

Residents  trained  at 
UT  Austin  health  center 

An  orthopaedic  training  program  involv- 
ing The  University  of  Texas  Medical 
School  at  San  Antonio  and  the  UT  Aus- 
tin Student  Health  Center  illustrates 
the  cooperative  arrangements  that  may 
be  made  between  components  in  the 
UT  System. 

The  program  benefits  the  orthopae- 
dic residents  from  the  medical  school, 
the  staff  at  the  Student  Health  Center, 
and  the  student  patients  who  can  ob- 
tain appointments  for  orthopaedic  prob- 
lems twice  as  fast. 

Dr.  Gary  Pamplin,  a recent  ortho- 
paedic resident  in  the  center’s  physical 
therapy  department,  called  his  work 
at  the  Health  Center  “excellent  experi- 
ence.” 

Dr.  Pamplin  is  one  of  several  medi- 
cal school  graduates  working  on  their 
orthopaedic  residencies  under  the  direc- 
tion of  Dr.  Charles  A.  Rockwood,  Jr., 
chairman  of  the  department  of  ortho- 
paedics at  the  San  Antonio  medical 
school. 

Under  the  program,  residents  work 
on  a rotating  three-month  schedule 
at  four  San  Antonio  hospitals — Santa 
Rosa,  Baptist,  Wilford  Hall,  and  Bexar 
County  Hospitals — and  now  the  Health 
Center  at  UT  Austin  has  joined  the  list. 

In  addition  to  on-the-job  experience, 
residents  are  required  to  attend  formal 
lectures  in  anatomy  and  pathology 
after  their  work  day  ends. 

According  to  Dr.  Pamplin,  the  differ- 
ent hospitals  provide  different  areas  of 
orthopaedic  emphasis.  At  the  Health 
Center,  for  example,  work  is  concen- 
trated with  a young  adult  age  group 
and  with  athletic  injuries. 

Dr.  Jerry  D.  Julian,  Austin  orthopae- 
dist and  consultant  at  the  Health  Cen- 
ter, is  sponsor  of  the  orthopaedic  resi- 
dents at  the  Austin  center. 
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Foundation  grant  to  fund 
atherosclerosis  study 

The  John  A.  Hartford  Foundation,  Inc., 
of  New  York  City  has  awarded  Baylor 
College  of  Medicine  and  The  Metho- 
dist Hospital  in  Houston  a two-year, 
$289,572  research  grant  for  studies  of 
plasma  lipoprotein  and  lipid  transport, 
the  arterial  wall,  and  patterns  of  ath- 
erosclerosis. 

Announcement  of  the  award  was 
made  by  Harry  B.  George,  president  of 
the  foundation,  and  Dr.  Michael  E. 
DeBakey,  president  of  Baylor. 

The  study  will  be  carried  out  in  the 
division  of  atherosclerosis  and  lipopro- 
tein research  in  Baylor’s  department  of 
medicine.  The  aim  of  the  study  is  to 
determine  the  importance  of  lipopro- 
teins in  the  development  of  athero- 
sclerosis. In  some  people,  increased 
amounts  of  lipoproteins  in  the  blood 
appear  to  lead  to  atherosclerosis. 

Dr.  Antonio  Gotto,  professor  of  medi- 
cine and  head  of  the  division  of  ather- 
osclerosis and  lipoprotein  research, 
will  be  the  principal  investigator.  He 
will  be  assisted  by  Dr.  Richard  Jack- 
son,  Dr.  Joel  Morrisett  of  Stanford  Uni- 
versity, and  Dr.  Sumana  K.  Devi,  who 
will  move  to  Houston  from  the  Nation- 
al Institutes  of  Health  in  Bethesda,  Md. 

AMA  reviews  record 
on  recent  legislation 

The  American  Medical  Association  has 
set  forth  its  recent  record  on  legisla- 
tion— a record  that  shows  statements 
in  support  of  health  care  proposals  in 
31  of  35  appearances  before  the  91st 
Congress  and  support  in  the  present 
Congress  for  medical  school  expan- 
sion, increased  financial  aid  to  medical 
students,  family  practice  training  pro- 
grams, and  full  funding  for  maternal 
and  child  care  programs. 

The  AMA’s  record  on  legislation  was 
submitted  as  part  of  a 39-page  state- 
ment filed  by  the  organization  with  the 
Subcommittee  on  Administrative  Prac- 
tice and  Procedure  of  the  Senate  Judi- 
ciary Committee.  During  a hearing  by 
the  subcommittee  on  July  14,  subcom- 
mittee chairman  Sen.  Edward  M.  Ken- 
nedy (D.-Mass.)  charged  the  AMA 
with  maintaining  a negative  and  ob- 
structionist attitude  toward  proposals 


to  improve  health  care  in  the  United 
States. 

“It  requires  a certain  strain  on  the 
process  of  human  logic  to  interpret 
this  record  as  negative,”  the  AMA 
stated. 

Bills  supported  by  the  AMA  in  the 
91st  Congress  included  appropriations 
for  hospital  and  medical  facilities  con- 
struction, appropriations  for  medical 
education,  drug  abuse  education  and 
narcotic  addict  rehabilitation,  vaccina- 
tion assistance  programs,  and  regional 
medical  programs. 

The  AMA  opposed  as  unnecessary 
the  proposed  Commission  on  Mari- 
huana; opposed  one  version  of  the 
Occupational  Safety  and  Health  Act  of 
1969,  but  supported  another  version 
in  both  the  Senate  and  House;  and 
opposed  certain  parts  of  the  Social 
Security  Amendments  of  1970. 

The  affirmative  legislative  stance  of 
the  AMA  has  been  maintained  in  the 
present  Congress,  as  many  members  of 
the  Senate  and  House  will  attest,  the 
AMA  noted. 

In  its  testimony,  the  AMA  pointed 
out  that  it  has  introduced  its  own  pro- 
posal for  financing  health  care — Medi- 
credit — which  would  provide  govern- 
ment-subsidized health  insurance  for 
the  poor  and  would  insure  against 
catastrophic  medical  costs. 

The  organization  warned  against  the 
“panacea”  approach  of  a massive 
government  health  program  as  recom- 
mended by  Sen.  Kennedy. 

Regarding  specific  charges  leveled 
by  Sen.  Kennedy  against  the  AMA  and 
against  doctors  generally,  the  AMA 
statement  termed  the  charges  “out  of 
date,  out  of  context,  and  out  of 
balance.” 

Contrary  to  Sen.  Kennedy’s  charges, 
the  AMA  noted  it  does  not  and  has  not 
opposed  vaccination  programs,  group 
practice,  an  increase  in  the  number 
of  doctors,  private  health  insurance, 
government  support  for  medical  educa- 
tion, innovations  in  medical  school 
curricula,  equal  opportunity  in  medical 
education,  or  peer  review. 

The  AMA  cited  its  public  record  and 
policy  statements  over  the  years  to 
refute  these  charges. 

The  AMA  did  object  to  Medicare  at 
the  time  of  its  passage  because  the 
organization  believed  available  govern- 
ment funds  should  not  be  used  to  pro- 


vide assistance  to  those  who  did  not 
need  it  and  because  of  the  unsound 
actuarial  basis  on  which  it  was  pre- 
dicted. Premiums  have  since  had  to 
be  raised  several  times  to  support  the 
program,  the  AMA  noted. 

However,  after  Medicare  became 
law,  the  AMA  gave  it  full  support  and 
worked  to  make  the  program  a suc- 
cess, the  report  added. 

The  AMA  completed  its  testimony  by 
stating: 

“Let  us  set  aside  old,  worn-out 
charges.  Let  us  set  aside  emotional 
language  and  political  opportunism. 
Let  us,  instead,  seek  together  valid 
and  workable  solutions  to  the  health 
care  problems  that  confront  us. 

“The  AMA  will  support  every  such 
effort.” 


Tentative  okay  given  for 
pediatric  RN  program 

A certificate  program  for  pediatric 
nurse  practitioners  was  approved  ten- 
tatively on  Sept.  8 by  The  University 
of  Texas  System  board  of  regents. 

Final  approval  is  contingent  on  de- 
termination that  the  program  would  not 
be  in  violation  of  the  Texas  Medical 
Practice  Act.  The  program  is  also  sub- 
ject to  approval  of  the  Coordinating 
Board,  Texas  College  and  University 
System. 

The  proposed  program  would  be  ad- 
ministered by  the  UT  System  Nursing 
School,  with  added  support  from  the 
academic  and  clinical  resources  of  The 
University  of  Texas  Southwestern  Med- 
ical School  at  Dallas. 

Dean  Marilyn  Willman  of  the  UT 
System  Nursing  School  said  tentative 
plans  call  for  the  enrollment  of  10  stu- 
dents each  semester  during  the  long 
session  or  a total  of  20  students 
annually. 

Those  admitted  to  the  program 
would  be  required  to  be  registered 
nurses  holding  baccalaureate  degrees 
in  nursing.  In  addition.  Dean  Willman 
said  enrollees  must  be  guaranteed  by 
an  employer  the  opportunity  to  prac- 
tice in  the  expanded  role  for  which 
they  will  be  prepared. 

“It  is  important  to  emphasize,”  Dean 
Willman  added,  “that  at  all  times  these 
pediatric  nurse  practitioners  will  work 
under  the  immediate  direction  and  su- 
pervision of  a licensed  physician.” 
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Which  choice: 


Direct  biiling  or  accepting  assignments? 


By  C.  Lincoln  Wiliiston 
Executive  Secretary 
Texas  Medical  Association 

Physicians  can  gain  appreciably  in 
their  collections  by  knowing  the  vari- 
ous billing  options  which  are  available 
to  them  and  the  limitations  on  billing 
under  the  various  tax-financed,  gov- 
ernment programs  of  medical  care. 

In  view  of  the  many  federal  health 
care  programs — each  with  basic  dif- 
ferences in  their  operations  and  bene- 
fits— there  is,  understandably,  some 
confusion  in  the  minds  of  physicians 
as  to  the  billing  options  available  and 
limitations  on  billing  under  the  four 
major  tax-financed  programs  of  medi- 
cal care — Medicare,  Medicaid,  the 
Champus  program  for  military  depend- 
ents, and  the  Federal  Employees  Health 
Insurance  Program. 

Despite  substantial  differences  in 
each  of  these  programs,  there  are  sev- 
eral general  principles  that  can  be 
helpful  to  the  physician. 

A choice  is  available 

The  first  and  most  important  princi- 
ple is  that  in  almost  all  government 
programs  (except  Medicaid),  the  phy- 
sician has  the  choice  of  billing  the 
patient  directly  or  accepting  an  as- 
signment. Under  the  Texas  Medicaid 
program,  payments  for  professional 
services  can  be  made  only  to  physi- 
cians, not  to  patients.  This  means  that 
the  physician  who  accepts  a patient 
under  the  program  must  take  an  as- 
signment, and  it  further  obligates  the 
physician  to  accept  the  payment  made 
under  the  program  as  his  full  charge. 
The  physician  cannot  bill  the  recipient 
for  any  part  of  a charge  that  is  re- 
duced by  the  program’s  criteria  of  a 
reasonable  charge. 

The  Texas  Medical  Association  has 
worked  diligently  over  the  years  to  ask 
the  United  States  Congress  to  amend 
the  federal  law  relating  to  Medicaid  in 
order  to  permit  the  physician  to  bill 


the  patient  directly  and  to  allow  the 
fiscal  intermediary  to  pay  the  patient 
on  the  basis  of  the  doctor’s  itemized 
statement.  Unfortunately,  this  modifi- 
cation has  not  been  attained  as  yet, 
and  prospects  are  not  favorable.  In 
Texas,  the  Medicaid  program  is  limited 
to  Old  Age  Assistance  recipients,  the 
blind,  the  totally  and  permanently  dis- 
abled, and  families  with  dependent 
children.  Congress  has  taken  the  posi- 
tion that  these  individuals  are  truly 
needy  and  that  they  do  not  have  ade- 
quate resources  to  pay  their  medical 
bills.  Nevertheless,  for  purposes  of 
emphasis,  it  should  be  restated  that 
in  all  programs  except  Medicaid,  the 
physician  has  the  choice  of  billing  the 
patient  directly  or  accepting  an  as- 
signment. 

Billing  for  services  not  covered 

A second  principle  is  that  physicians 
always  are  permitted  to  bill  the  patient 
directly  for  professional  services  ren- 
dered which  are  not  covered  as  bene- 
fits under  government  programs.  Simi- 
larly, when  deductible  and  co-insur- 
ance features  are  built  into  the  benefit 
structure,  physicians  can  bill  the  pa- 
tient directly  for  those  amounts  which 
are  not  reimbursable  under  the  pro- 
gram. 

Some  physicians  who  accept  assign- 
ments under  the  Medicare  program 
are  not  billing  the  patient  for  deducti- 
bles and  co-insurance  amounts  and  for 
some  services  which  are  not  reimburs- 
able from  the  fiscal  intermediary.  How- 
ever, at  the  same  time,  some  physi- 
cians are  risking  running  afoul  of  fed- 
eral laws  and  regulations  by  violating 
the  assignment  agreement  under  Med- 
icare when  they  collect  all  or  part  of 
their  full  charges  which  have  been  re- 
duced by  the  insurance  carrier  in  com- 
puting reasonable  charges. 

Physicians  should  be  aware  that  the 
Medicaid  and  Champus  programs  are 
broad,  comprehensive  programs,  and 
very  few  services  are  excluded  from 


them.  Medicare  and  the  Federal  Em- 
ployees Health  Insurance  Program  are 
somewhat  more  restrictive  and  include 
deductible  and  co-insurance  features. 
At  any  rate,  in  all  programs,  the  physi- 
cian legally  can  bill  the  beneficiary  for 
the  full  amount  of  his  charge  for  any 
service  that  is  not  included  as  a 
benefit. 

No  billing  after  assignment 
is  accepted 

Many  physicians  have  inquired,  after 
accepting  an  assignment,  "Can  I bill 
the  patient  for  the  difference  between 
the  amount  allowed  by  the  fiscal  inter- 
mediary and  my  own  usual,  customary, 
and  reasonable  fee?”  As  a general  rule, 
in  most  government  programs,  when  a 
physician  accepts  an  assignment,  he 
must  accept  the  amount  paid  by  the 
program  as  payment  in  full  for  the 
benefits  covered. 

As  previously  cited,  under  Medicaid, 
there  are  no  provisions  for  the  physi- 
cian who  accepts  an  assignment  to 
bill  a patient  for  benefits  which  are 
covered.  Under  Medicare,  the  physi- 
cian agrees  to  accept  the  carrier’s  de- 
termination of  reasonable  charges  as 
full  payment.  Similarly,  under  the 
Champus  program,  when  a physician 
accepts  an  assignment  and  bills  the 
fiscal  administrator,  he  agrees  to  ac- 
cept the  reasonable  fee  as  full  pay- 
ment. The  patient,  then,  has  no  fur- 
ther obligation  to  the  physician  for  the 
cost  of  services  rendered.  However, 
this  principle  does  not  apply  to  the 
Federal  Employees  Health  Insurance 
Program.  Under  that  program,  the 
physician  may  bill  the  patient  for  the 
difference  if  the  amount  paid  by  the 
fiscal  agent  does  not  represent  what 
the  physician  considers  to  be  a reason- 
able fee. 

Physicians  obviously  are  confronted 
with  a great  challenge  in  securing  re- 
imbursement of  what  they  regard  as 
their  “usual,  customary,  and  reason- 
able fee”  when  they  accept  an  assign- 
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Features  of  the  Four  Major  Tax-Financed  Government  Health  Care  Programs 


Assistance 

recipients 

Basic 

coverage 

Billing 

options 

Co- 

insurance 

Deductible 

Medicare 

Basically  those  over  age  65. 

(Part  A of  Medicare  is  related 
to  Social  Security  coverage 
and  provides  mainly  for 
hospital  benefits.  Part  B,  not 
related  to  Social  Security 
coverage,  deals  with 
professional  services.) 

Approximate  no.  eligible  in 

Texas:  9,500,000 

Under  Part  A,  hospital  services 
incurred  both  as  an  inpatient  and  as  an 
outpatient.  Under  Part  B, 
physicians'  services  and  the  services 
of  certain  other  health  professionals  also 
are  covered.  Extended  care  is 
included,  but  drugs  are  not. 

Direct  billing  of  patient  or  assignment. 

(If  assignment  is  accepted,  physician 
may  bill  patient  for  deductible,  co- 
insurance,  and  other  services 
that  are  not  reimbursable  by  the 
fiscal  intermediary.  Physician 
may  not  bill  for  all  or  part  of  charge 
(for  covered  services)  that  have 
been  reduced  by  the  carrier's 
"reasonable"  fee  criteria.) 

Yes 

Yes 

Medicaid 

Old  Age  Assistance  recipients, 
the  blind,  the  totally 
and  permanently  disabled,  and 
needy  families  with 
dependent  children. 

Approximate  no.  eligible  in 

Texas:  600,500 

Inpatient  and  outpatient  hospital 
services,  laboratory  and  x-ray  services, 
radiation  therapy,  and  physician's 
services.*  This  is  a very 
comprehensive  program. 

Assignment  only.  (Physician 
may  not  bill  patient  for  any  of 
the  covered  benefits.) 

No 

No 

Champus 

Dependents  of  US  servicemen 
on  active  duty,  retired 
servicemen  and  their  dependents, 
dependents  of  US  servicemen 
who  die  while  on  active 
duty  or  while  in  a retired 
status,  and  members  of  the 
armed  forces  of  NATO 
countries  assigned  for  duty 
in  the  US. 

Approximate  no.  eligible 
in  Texas:  512,500 

Inpatient  and  outpatient  hospital 
services,  laboratory  and  x-ray  services, 
diagnostic  services,  physician's 
services,  nursing  services,  services  of 
other  health  professionals, 
ambulance  services,  drugs  prescribed  by 
a physician,  therapeutic  services,  blood, 
artificial  limbs  and  eyes,  adjunctive 
dental  care,  autopsy.  In  addition 
to  their  regular  program,  Champus  also 
has  a special  Program  for  the 

Handicapped.  This  is  a very 
comprehensive  program. 

Direct  billing  of  patient  or 
assignment.  (If  assignment  is  accepted, 
physician  agrees  to  accept  fiscal 
administrator's  "reasonable"  fee  for 
covered  services  as  full  payment 
and  may  not  bill  patient  for 
any  difference  between  payment 
received  and  his  usual  charge.) 

Yes 

Yes 

Federal  Employees  Health  Insurance 

Civil  Service  employees  and 
their  dependents. 

Approximate  no.  in 

Texas:  450,000 

Inpatient  hospital  services,  emergency 
outpatient  treatment,  physician's 
services,  drugs  and  ambulance.  This  is 
an  insurance  program  with  basic 
and  Major  Medical  benefits. 

Direct  billing  of  patient  or 
assignment.  (If  assignment  is  accepted, 
physician  may  bill  the  patient 
for  the  difference  if  the  amount  paid 
by  the  fiscal  agent  does  not 
represent  what  the  physician  considers 
to  be  a reasonable  fee.) 

Yes 

Yes 

‘Also  see  information  on  vendor  drug  program^  page  6. 
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merit  for  services  rendered  under  most 
government  programs.  Earlier  this  year, 
the  Social  Security  Administration  is- 
sued a regulation  stipulating  that  the 
75th  percentile  of  physicians’  charges 
will  be  used  as  a general  limit  that 
Medicare  will  recognize  as  a reason- 
able charge.  That  same  provision  is  in- 
cluded in  H.R.  1,  the  Social  Security 
Amendments  of  1971,  which  has  been 
passed  by  the  United  States  House  of 
Representatives  and  is  now  pending 
before  the  Senate. 

Direct  billing  has  advantages 

Recognizing  that  the  federal  govern- 
ment is  certain  to  assume  an  even 
greater  role  in  financing  medical  care 
and  that  it  undoubtedly  will  become 
even  more  involved  in  fee  determina- 
tions and  reimbursement,  the  Texas 
Medical  Association  has  been  a strong 
advocate  in  encouraging  physicians  to 
bill  patients  directly  for  services  ren- 
dered, rather  than  to  accept  assign- 
ments, when  possible. 

The  TMA  House  of  Delegates  has 
pointed  out  that  physicians  should  be 
aware  of  the  manifest  superiorities  of 
direct  billing.  This  particularly  is  true 
if  the  fiscal  intermediary  is  not  provid- 
ing reimbursement  for  amounts  which 
the  physician  considers  to  be  reason- 
able fees.  The  advantages  of  direct 
billing  are  threefold: 

1.  Direct  billing  protects  both  the 
patient  and  the  physician  from  interfer- 
ence by  government  and  third  parties. 

2.  It  is  the  least  demanding  on  the 
time  of  the  busy  physician  and  his 
office  assistants. 

3.  It  reduces  the  multitude  of  com- 
plexities which  are  involved  in  the  tak- 
ing of  assignments.  To  be  more  spe- 
cific, the  physician  does  not  have  to 
be  concerned  with  such  questions  as 
whether  the  patient  is  eligible  for  bene- 
fits, those  services  which  are  covered 
by  a program  and  those  which  are  not, 
and  the  factors  of  deductibles  and 
co-insurance. 

Genetically  inherited  ills 
to  be  studied  at  Baylor 

The  US  Department  of  Health,  Edu- 
cation, and  Welfare  has  awarded  a 
$68,000  research  grant  for  the  study 
of  genetically  inherited  diseases  to  Dr. 
C.  Thomas  Caskey,  head  of  the  section 


of  medical  genetics  at  Baylor  College 
of  Medicine  in  Houston. 

Dr.  Caskey  explained  that  the  study, 
entitled  “Mammalian  Peptide  Termina- 
tion— Mechanism  and  Suppression,” 
will  hopefully  be  useful  in  reversing 
genetically  inherited  diseases  in  man. 

"Mutation  will  be  introduced  into 
mammalian  cells  grown  in  tissue  cul- 
ture which  will  render  them  defective,” 
said  Dr.  Caskey. 

After  this  mutation  is  introduced, 
ways  for  correcting  the  mutations  will 
be  developed.  Once  corrected,  the  me- 
chanism for  correction  will  be  deter- 
mined, explained  Dr.  Caskey. 

Grant  to  fund  training 
in  community  psychology 

A University  of  Texas  psychologist  is 
the  recipient  of  a five-year,  $220,000 
grant  to  train  doctoral  students  in  the 
field  of  community  psychology. 

Under  one  of  the  new  grants  given 
by  the  National  Institute  of  Mental 
Health,  Dr.  Ira  Iscoe  will  direct  the 
interdisciplinary  project  for  students 
majoring  in  psychology,  educational 
psychology,  and  sociology. 

Academic  work  and  intensive  field 
training  in  a variety  of  community  set- 
tings (or  as  Dr.  Iscoe  describes  it, 
“making  a laboratory  of  the  commu- 
nity”) is  planned  for  the  students. 

Focusing  on  the  community  and  its 
forces  as  they  affect  mental  health, 
the  UT  project  will  emphasize  “envi- 
ronmental and  community  resource 
utilization”  rather  than  individual  clini- 
cal treatment,  said  Dr.  Iscoe. 

The  aim  of  the  program  will  be  to 
produce  a doctoral-level  person,  knowl- 
edgeable in  the  field  of  mental  health, 
who  can  work  and  do  research  in  com- 
munity-based activities  such  as  model 
cities,  poverty  programs,  school  sys- 
tems, and  city  planning. 

Among  the  types  of  research  studies 
Dr.  Iscoe  envisions  assigning  to  doctor- 
al students  in  the  new  program  are:  (1) 
an  assessment  of  mental  health  cen- 
ters in  Texas,  (2)  expectancies  of  dif- 
ferent social  classes  regarding  psycho- 
logical help  offered  them,  (3)  dropouts 
from  an  urban  school  system,  (4)  al- 
ternatives to  institutionalization,  and 
(5)  adolescent  drug  usage  and  avoid- 
ance techniques. 


MD  assistants  training 
program  begins  at  Baylor 

Baylor  College  of  Medicine  has  estab- 
lished a two-year  physician’s  assistant 
training  program  and  a Center  for 
Allied  Health  Manpower  Development. 

Dr.  Joseph  M.  Merrill,  executive  vice- 
president  of  the  college,  announced 
the  establishment  on  Sept.  7,  the  first 
day  of  classes  for  the  first  class  of  phy- 
sician’s assistant  trainees — six  men 
and  four  women.  Plans  are  to  expand 
the  incoming  class  to  20  students  in 
1972  and  to  40  in  1973  and  subse- 
quent years. 

Carl  Passer,  a graduate  physician’s 
assistant  from  Duke  University,  is  co- 
ordinator for  the  physician’s  assistant 
program  which  has  been  developed 
under  the  direction  of  Dr.  Robert  J. 
Luchi,  vice-chairman  of  Baylor’s  de- 
partment of  medicine  and  chief  of 
medical  services  at  Veterans  Adminis- 
tration Hospital. 

Trainees  must  be  high  school  gradu- 
ates with  at  least  three  years’  experi- 
ence involving  patient  contact.  Results 
of  Scholastic  Aptitude  Tests  of  the  Col- 
lege Entrance  Examination  Board  are 
required,  and  preference  is  given  to 
applicants  with  two  or  more  years  of 
college. 

The  physician’s  assistant  program  is 
a component  of  Baylor’s  newly-created 
Center  for  Allied  Health  Manpower 
Development,  which  aims  to  coordi- 
nate Baylor’s  existing  allied  health 
training  programs,  establish  an  allied 
health  personnel  instructional  unit  to 
train  prospective  teachers  for  the  dif- 
ferent colleges  of  health-related  pro- 
fessions, and  develop  liaison  and  ca- 
reer interest  programs  with  feeder 
schools  such  as  the  Houston  Inde- 
pendent School  District  and  Houston 
Community  College.  Core  curricula 
with  self-instructional  courses  will  be 
designed  and  implemented  for  as 
many  of  Baylor’s  existing  allied  health 
training  programs  as  possible. 

Dr.  Robert  E.  Roush,  Jr.,  (Ed.D.)  has 
been  appointed  director  of  the  new 
center.  Dr.  Roush,  a native  of  Bay- 
town,  received  both  his  BS  and  master 
of  education  degrees  from  Sam  Hous- 
ton State  University  in  Huntsville.  He 
took  his  doctor  of  education  degree  in 
school  administration  and  supervision 
from  the  University  of  Houston  in 
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1969,  and  for  the  past  year,  he  had 
been  a postdoctoral  fellow  in  the  divi- 
sion of  research  in  medical  education 
at  the  University  of  Southern  California 
School  of  Medicine  in  Los  Angeles. 

The  director  of  the  new  center  is  a 
member  of  the  Association  of  American 
Medical  Colleges,  the  American  Asso- 
ciation of  University  Professors,  the 
American  Education  Research  Associa- 
tion, and  the  Association  for  Super- 
vision and  Curriculum  Development. 

Health  system  in  Dallas 
due  survey  by  students 

Future  physicians  will  fan  out  over 
Dallas  this  fall  to  survey  the  amount 
and  quality  of  health  care  obtained  by 
people  in  various  parts  of  the  city. 

This  new  slant  to  the  sophomore 
community  medicine  course  at  The 
University  of  Texas  Southwestern  Med- 
ical School  calls  for  assembling  the 
class  into  nine  groups,  each  of  which 
will  be  assigned  one  of  nine  areas  of 
Dallas. 

“We  want  you  to  see  the  way  people 
obtain  health  care,  and  this  includes 
physician  services,  hospital  and  nurs- 
ing home  care,  ambulance  service,  and 
many  other  facets,”  Dr.  Norman  Kap- 
lan, professor  of  internal  medicine  and 
director  of  the  course,  told  the  class. 

He  then  posed  the  following  ques- 
tions to  the  students:  “How  do  the 
people  in  Dallas  receive  health  care? 
Is  it  adequate?  Is  it  convenient?  Is  it 
provided  at  reasonable  cost?  Does  the 
quality  of  health  care  differ  between 
different  parts  of  the  city?” 

In  order  to  examine  the  total  health 
care  system,  the  class’s  survey  will 
review  several  categories  of  care.  As 
outlined  by  Dr.  Tom  Moore,  professor 
of  pediatrics  and  director  of  the  chil- 
dren and  youth  project  in  West  Dallas, 
these  categories  will  include  acute 
care,  scheduled  care,  specialty  care, 
home  care,  hospital  care,  and  antici- 
patory care. 

After  gathering  the  information,  the 
students  will  compare  the  various 
kinds  of  health  delivery  systems  oper- 
ating in  different  parts  of  the  city. 

The  faculty  leaders  believe  that 
some  of  the  answers  to  the  ques- 
tions posed  by  Dr.  Kaplan  will  be 
predictable. 


“Nutritional  iron  deficiencies  found 
in  West  Dallas  are  probably  not  a sig- 
nificant factor  in  North  Dallas,”  Dr. 
Moore  speculated. 

“This  is  not  a game,”  said  Dr.  Kap- 
lan. “We  do  hope  from  this  to  diag- 
nose the  current  status  of  the  system 
and,  with  reading  and  research,  to 
come  up  with  certain  remedies  that 
may  be  feasible  in  the  reasonable 
future.” 

Group  leaders  for  the  survey  course 
include  Dr.  Bryan  Williams,  associate 
dean  for  student  affairs;  Dr.  Jack  Bar- 
nett, professor  of  internal  medicine;  Dr. 
Joe  Goldstritch,  assistant  in  internal 
medicine;  Dr.  Hunter  Leake,  instructor 
in  pediatrics;  Dr.  James  Luby,  assist- 
ant professor  of  internal  medicine  and 
physiology;  Dr.  Spencer  Shropshire,  Jr., 
assistant  professor  of  internal  medi- 
cine; Dr.  James  W.  Smith,  assistant 
professor  of  internal  medicine;  and 
Dr.  David  Snyder,  medical  officer  for 
community  health  services,  US  Public 
Health  Service. 


Top  honors  awarded  to 
medical  art  department 

Representatives  of  the  medical  art 
department  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
took  top  awards  at  the  recent  Biologi- 
cal Photographic  Association  meeting 
in  El  Paso. 

Assistant  professor  William  J.  Sten- 
strom,  president  of  the  organization, 
received  first-place  awards  for  the  best 
paper  presented  (“Stereoscopic  Pho- 
tography in  Ophthalmology”)  and  for 
medical  illustration.  He  also  received 
honorable  mention  for  color-slide  med- 
ical photography. 

Miss  Elizabeth  Rodriquez  won  both 
first  and  second  prizes  for  black-and- 
white  photographs  in  the  natural  sci- 
ence category,  and  first  award  for  a 
color  print  in  the  natural  science  cate- 
gory. 

Michael  Lorfing,  coordinator  of  pro- 
duction services,  received  honorable 
mention  for  his  paper,  “The  Photog- 
rapher as  a Polluter.”  Dr.  Bruce  N. 
Epker,  assistant  professor  of  oral  sur- 
gery, received  a second  prize  and  hon- 
orable mention  for  color  photomicro- 
graphs. 


AMA  gives  warning  about 
liquid  silicone  injections 

The  American  Medical  Association  has 
issued  a warning  to  women  who  have 
turned  to  liquid  silicone  injections  to 
enlarge  their  breasts. 

“The  injection  of  silicone  fluid  to 
increase  the  size  of  the  female  breast 
is  an  unapproved  surgical  technique 
and  is  dangerous,”  said  Dr.  William  R. 
Barclay,  assistant  executive  vice-presi- 
dent for  scientific  affairs  of  the  AMA. 

During  this  past  summer,  an  unli- 
censed practitioner  in  Houston  was 
charged  with  murder  in  the  death  of 
a Houston  woman  following  silicone 
injections  in  her  breasts.  An  autopsy 
report  revealed  that  the  silicone  had 
entered  her  bloodstream  and  lodged  in 
her  lungs. 

The  US  Food  and  Drug  Administra- 
tion has  reported  that  four  deaths  have 
been  reported  after  fluid  silicone  was 
injected  to  enlarge  the  breasts. 

“Massive  abscesses,  necessitating 
surgical  removal  of  the  breast,  have 
also  followed  such  injections,”  said  Dr. 
Marion  J.  Finkel,  deputy  director  of  the 
Bureau  of  Drugs  of  the  FDA. 

Use  of  liquid  silicone  as  an  investi- 
gational new  drug  for  other  purposes 
has  been  approved  by  FDA  on  a strict- 
ly-controlled trial  basis.  Included  are 
such  uses  as  filling  out  conspicuous 
sunken  scarred  areas,  as  on  the  face; 
injection  into  the  eye  for  detached  reti- 
na; and  injection  into  the  larynx  for 
certain  malfunctions  of  the  vocal  cords. 

This  approval  is  limited  to  a very 
few  highly  skilled  plastic  surgeons. 
None  of  these  studies  involves  breast 
augmentation,  and  any  such  use  of 
liquid  silicone  is  illegal,  said  Dr.  Finkel. 

How  widespread  the  practice  of 
breast  enlargement  by  liquid  silicone 
injection  has  become  in  the  United 
States  is  unknown,  but  it  has  grown 
considerably  in  recent  years  with  the 
onset  of  the  “topless”  fad  among 
waitresses  and  showgirls. 

Reports  from  physicians  called  upon 
to  treat  the  complications  that  follow 
these  injections  reached  such  a volume 
during  the  past  summer  that  the  AMA 
decided  a full-scale  warning  to  the 
public  and  the  scientific  community 
was  necessary. 
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He  made 
the  pluses 
outweigh 
the  minuses 


Abilene  ophthalmologist  Dr.  James  L. 
Tucker,  Jr.,  puts  in  a full  day  of  prac- 
tice and  yet  has  time  to  spare  to  be 
a leader  in  the  armed  forces  and  an 
entertaining  actor,  too. 


“A  person  with  a physical  defect 
knows  in  his  own  mind  that  he  can 
perform  many  or  all  of  the  tasks  he 
previously  performed.  But  his  basic  in- 
security develops  because  of  his  lack 
of  confidence  that  employers  will  real- 
ize his  potential  and  ability.” 

These  words  were  not  spoken  by  a 
professional  counselor  to  amputees  or 
others  with  severe  handicaps.  They 
were  said  by  a man  who  himself  has 
faced  the  psychological  and  physical 
problems  associated  with  the  loss  of 
his  right  hand.  Today,  Dr.  James  L. 
Tucker,  Jr.,  is  a successful  ophthal- 
mologist in  Abilene. 

A native  of  Waxahachie,  Tex.,  Jim 
Tucker  moved  to  Mobile,  Ala.,  with  his 
family  at  the  age  of  14.  At  16,  like 
other  young  boys  his  age,  he  was  fas- 
cinated with  explosives  and  fireworks 
so  one  day  he  assembled  a home- 
made bomb.  The  bomb  exploded,  sev- 
ering his  right  hand,  and  Jim  was  tak- 
en to  the  hospital  to  begin  his  battle 
against  a serious  handicap.  Dr.  Tucker 
recalls  that  “for  days,  I was  depressed 
and  refused  to  see  anyone.  It  bothered 
me  most  to  be  different  from  other 
people.  It  was  difficult  to  overcome 
the  fear  of  not  being  accepted  because 
of  a physical  difference,  but  I was  final- 
ly able  to  accomplish  this  by  deter- 
mining that  the  pluses  could  outweigh 
the  minuses.” 

Piling  up  the  pluses 

After  deciding  that  he  could — and 
would — face  the  future  with  determi- 
nation, Dr.  Tucker  began  to  pile  up 
the  pluses.  The  year  after  his  accident, 
he  lettered  in  track  and  basketball. 
Using  a modified  prosthesis  for  bal- 
ance, he  learned  to  shoot  and  sink 
baskets  with  his  left  hand.  He  com- 
pleted high  school  and  went  on  to  col- 
lege. In  1951,  he  enrolled  in  Tulane 
University  School  of  Medicine  in  New 
Orleans  and  was  graduated  with  his 
MD  degree  in  May,  1955.  Today,  Dr. 
Tucker  puts  in  a full  day  at  his  oph- 
thalmology practice,  including  some 
delicate  eye  surgery. 

But  when  his  work  as  a physician 
is  finished,  he  doesn’t  stop.  An  active 
member  of  the  community,  he  is  the 
commander  of  an  Air  Force  Medical 
Reserve  unit  and  enjoys  entertaining 
others  as  a member  of  the  Abilene 
Community  Theater.  He  is  also  an  en- 
thusiastic bridge  player,  and  recently. 


he  attained  the  rating  of  Life  Master, 
the  highest  level  of  achievement  in 
national  bridge  play. 

As  a colonel  in  the  Air  Force  Re- 
serve, he  has  lead  two  Fort  Worth  med- 
ical reserve  units  to  top  honors  award- 
ed by  the  Air  Force  Headquarters.  In 
1966,  the  unit  he  commanded  won  the 
national  outstanding  non-flying  medi- 
cal unit  award,  and  in  June  of  this 
year,  a second  unit  under  his  com- 
mand received  the  same  award.  Dr. 
Tucker  says,  “I’m  no  more  or  no  less 
patriotic  than  most  Americans.  When 
I was  graduated  from  medical  school, 
the  draft  board  reclassified  me  1-A, 
and  I was  drafted  into  the  Air  Force. 
This  experience  in  the  military  has 
been  most  gratifying,  and  I’m  proud 
to  serve  the  United  States  in  this  ca- 
pacity. It  is  unfortunate  that  some 
provision  is  not  made  for  others  with 
physical  defects  to  serve  their  country 
in  the  military.” 

As  an  actor,  Dr.  Tucker  has  played 
the  leading  role  of  Captain  Von  Trapp 
in  the  Sound  of  Music,  and  recently — 
“in  a bit  of  type  casting,”  he  says — 
he  was  given  the  part  of  Captain  Hook 
in  the  children’s  classic  Peter  Pan.  “I 
was  repeatedly  asked  to  show  how  I 
could  so  cleverly  hide  my  hand  to 
make  the  hook  look  so  real,”  he  said. 

Dr.  Tucker  presently  owns  two  pros- 
theses — one  for  everyday  wear  and 
another  that  is  used  exclusively  in  sur- 
gery. “It’s  not  only  easier  to  maintain 
sterility  in  this  way,  but  the  cable  sys- 
tem of  the  prosthesis  is  more  depend- 
able when  used  only  for  light  work  such 
as  eye  surgery,”  he  explains. 

Dr.  Tucker  remembers  one  special 
problem  concerning  his  prosthesis 
that  arose  during  his  medical  school 
days.  One  professor  feared  that  his 
leather  prosthesis  would  present  a 
sterilization  problem  when  he  was  on 
the  obstetrics  ward.  In  answer  to  this 
problem,  the  ophthalmologist  devel- 
oped a glove  for  the  prosthesis,  which 
could  be  sterilized  in  the  usual  man- 
ner, and  proceeded  to  deliver  some 
100  babies. 

Living  with  a handicap 

As  a result  of  his  own  experience  of 
dealing  with  a handicap.  Dr.  Tucker 
has  some  definite  ideas  on  living  with 
a handicap  and  how  to  help  others 
who  have  similar  problems. 

He  comments,  “The  newly  injured 
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amputee  in  his  battle  to  forget  his  new 
predicament  must  constantly  remind 
himself  that  the  injury,  no  matter  how 
serious,  could  have  been  worse — he 
could  be  dead.  The  new  amputee  must 
not  only  prove  to  himself  but  also  to 
others  that  he  deserved  the  second 
chance  to  succeed. 

“Adversity  builds  character.  The  am- 
putees I've  known  feel  that  they  proba- 
bly have  concentrated  more  on  doing 
tasks  well  than  they  would  have  if  they 
had  had  two  arms  or  two  legs.  It’s  in- 
teresting that  in  many  instances  where 
children  are  the  victims  of  a disabling 
accident  that  the  amputee’s  parents — 
not  the  amputee  or  his  colleagues — 
have  great  misgivings  regarding  the 
future  success  of  their  offspring.  This 
is  a serious  mistake,  and  parents 
should  in  no  way  attempt  to  shield  a 
handicapped  child  from  competition 
of  any  sort.  It  is  imperative  that  the 
physically  handicapped  be  encouraged 
to  compete  in  school,  social,  athletic, 
and  business  endeavors.  I remember 
working  as  a grocery  clerk  in  high 
school — I could  not  get  a pay  raise 
because  I couldn’t  stack  cans  on  the 
shelf  or  sack  groceries  as  fast  as  a 
person  with  two  hands  (at  least  that 
is  what  they  told  me),  but  I was  grate- 
ful for  having  the  experience  of  work- 
ing in  a grocery  store. 

"Quite  often,  the  amputee  feels 
sorry  for  himself.  This  isn’t  unusual, 
for  most  people  believe  that  misfor- 
tune will  occur  to  others,  and  it  is  nat- 
ural when  an  accident,  birth  defect,  or 
disease  results  in  the  loss  of  a leg  or 
arm  to  ask  the  question,  ‘Why  did  this 
happen  to  me?’  It  can  be  very  stimu- 
lating to  try  and  decide  why  it  did 
happen  to  me,  and  this  is  where  self- 
pity  ends. 

“But  it  is  universally  true  that,  if 
an  amputee  is  half-normal  mentally, 
he  does  not  want  sympathy  or  pity 
from  his  colleagues.  The  one  thing  an 
amputee  always  enjoys  hearing  is,  ‘You 
function  so  well  that  I forget  you  have 
a prosthesis’  or  ‘I  forget  that  that 
sleeve  is  empty.’  I remember  the  boost 
I once  got  from  my  chief  in  residency 
training  after  he  had  assisted  me  in 
eye  surgery  to  evaluate  my  progress 
as  a surgeon.  He  said,  ‘You  did  fine 
today;  which  hand  did  you  use  any- 
way?' ’’ 

Dr.  Tucker  does  some  counseling 


with  others  who  have  gone  through 
ordeals  similar  to  his.  “I  won’t  attempt 
to  counsel  (cheer  up)  any  person  who 
does  not  want  to  be  counseled,’’  he 
says.  “Usually,  I am  asked  to  counsel 
an  amputee  by  his  physician — most 
often  an  orthopaedic  surgeon.  I have, 
of  course,  talked  with  young  people 
who  have  had  amputations  due  to  can- 
cer of  the  bone  and  adults  injured  in 
industrial  accidents.  A few  families 
have  specifically  asked  me  to  stop  by 
and  chat  with  loved  ones,  as  one  re- 
cently returned  Vietnam  veteran  with 
one  hand  blown  away.” 

His  own  early  counseling  consisted 
of  war  amputees  stopping  by  to  say, 
“it’s  not  so  bad.”  “I  wanted  no  part 
of  their  story,”  he  recalls.  “First,  they 
were — as  far  as  I was  concerned — 
heroes  fighting  for  their  country,  while 
I was  injured  ‘just  messing  around.’  ” 
When  asked  what  factor  contributed 
most  significantly  to  his  own  adjust- 
ment, Dr.  Tucker  replied,  “If  I were 
to  select  one  factor  enabling  me  to 
adjust,  it  would  have  to  be  my  brother. 

I have  a twin  brother,  and  naturally, 
the  thought  had  to  occur  again  and 
again — ‘Why  did  this  happen  to  me? 
Why  not  him?’  So,  in  the  last  analysis, 

I wanted  to  succeed  to  the  same  de- 
gree I knew  he  would.”  Dr.  Tucker’s 
brother  is  presently  a hospital  admin- 
istrator in  Mobile,  Ala. 

Advice  to  others 

What  advice  would  he  give  to  others 
who  have  lost  hands?  “First  and  fore- 
most— don’t  be  self-conscious  about 
the  difference  in  your  physical  appear- 
ance. I tell  my  patients  daily  regarding 
their  physical  blemishes  that  the  de- 
fects they  see  when  looking  into  a mir- 
ror are  ten  times  more  apparent  to 
them  than  they  are  to  those  around 
them.  I’m  always  amazed  at  how  many 
people  meet  me  and  never  realize  that 
I have  a prosthesis.” 

Standing  on  his  beliefs,  two  years 
ago  Dr.  Tucker  “went  to  bat”  for  a 
one-handed  student  who  was  applying 
for  entrance  to  medical  school.  He 
assisted  the  young  man  in  gaining 
acceptance  to  the  school  by  pointing 
out  to  the  school’s  acceptance  com- 
mittee that  “many  fields  of  medicine 
require  only  one  hand  or,  for  that  mat- 
ter, no  hands!”  As  examples,  he  cited 
the  work  of  a pathologist,  internist, 
radiologist,  psychiatrist,  specialist  in 


tropical  medicine,  and  pediatrician. 

Humor  and  a handicap 

Not  everything  associated  with  a 
handicap  is  serious,  either.  Dr.  Tucker 
is  known  among  his  colleagues  as  one 
with  an  excellent  sense  of  humor.  The 
ophthalmologist  can  remember,  with 
some  embarrassment,  the  time  he  was 
shaking  hands  with  one  of  his  medical 
school  professors  and  his  prosthesis, 
which  was  somewhat  less  sophisticated 
than  those  now  available,  clamped 
shut  and  stubbornly  refused  to  turn 
loose  for  several  minutes.  “Another 
amusing  situation  concerning  my  pros- 
thesis was  the  time  I was  separated 
from  my  family  for  several  weeks  dur- 
ing my  Air  Force  indoctrination.  Upon 
reunion,  my  youngest  daughter  (then 
age  three)  did  not  remember  me  until 
I showed  her  my  hand  would  ‘come 
off,’  ” he  smiles. 

Perhaps  Dr.  Tucker’s  philosophy  is 
best  summed  up  in  his  own  words: 
“Handicapped  people  are  no  different 
from  others.  They  simply  have  to  try 
harder.” 


Losing  his  right  hand  was  a shock,  but 
Dr.  Tucker  has  adjusted  to  his  handi- 
cap, and  with  his  philosophy  of  confi- 
der>ce,  he  has  helped  others  with  simi- 
lar problems  face  the  future  with  a 
determination  to  succeed. 
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now. 

for  the  stable  adult  diabetic  who  needs 
higher  doses  of  a reliable  oral  hypoglycemic... 


• a higher  dosage  strength  for  use  in  the 
overweight,  maturity-onset  diabetic 

if  dietalonefails 

• abiguanide...notasulfonylurea 

• newdosageflexibility 

• low  patient  cost 


lowers  elevated 
jUood  sii^ar 

I Secondary  to  its  blood  sugar  lowering  effect 
’ DBI-TD  probably  decreases  insulin 
oversecretion  and  thus  may  help  reduce 
lipogenesis  and  facilitate  lipolysis.  This  may 
accountforthe  clinically  reported  reduction 
in  weight  and  lowering  of  serum  cholesterol 
levels  in  the  overweight  and  hypercholes- 
teremic  diabetic  patient. 


usually 
weU  tolerated 

Mainly  gastrointestinal  side  effects  may 
occur.  However,  as  with  many  drugs,  you 
should  keep  in  mind  that  higherdosages  may 
increase  the  incidence.  Hypoglycemic 
reactions  are  rare  when  DBI-TD  is  used  alone. 


to  prescribe 

DBr"TD  (phenformin  HCO 

if  diet  aioiie  faiis 
specify 

DBI-TD  50  mg.  for  the  newly  diagnosed 
overweight,  stable  adult  diabetic 
DBI-TD  100  mg.  for  the  overweight, 
adult-onset  diabetic  who  needs  higherdoses 
of  a reliable  oral  hypoglycemic 

Indications:  Stable  adult  diabetes  mellitus;  sulfonylurea  failures,  primary  and  secondary.  Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile  diabetes  that  is  uncomplicated  and  well  regulated  on  insulin;  acute  complications  of  diabetes 
(metabolic  acidosis,  coma,  infection,  gangrene);  surgery;  severe  hepatic  disease;  renal  disease  with  uremia;  cardiovascular  collapse, 
after  disease  states  associated  with  hypoxemia.  Warning:  Use  during  pregnancy  is  to  be  avoided.  Until  adequate  data  on  the  effects 
of  DBI  on  the  human  fetus  are  available,  such  use  can  be  considered  experimental.  Precautions:  Starvation  Ketosis,  which  must  be 
differentiated  from  "insulin  lack"  ketosis,  and  is  characterized  by  ketonuria  in  spite  of  relatively  normal  blood  and  urine  sugar,  may 
result  from  excessive  DBI  therapy,  excessive  insulin  reduction  or  insufficient  carbohydrate  intake.  Adjustment  of  DBI-TD  or  insulin 
dosage,  or  supplying  carbohydrates,  alleviates  this  state.  DO  NOT  GIVE  INSULIN  WITHOUT  FIRST  CHECKING  BLOOD  AND  URINE 
SUGARS.  Lactic  Acidosis:  DBI  is  not  recommended  in  the  presence  of  azotemia  or  in  any  clinical  situation  that  predisposes  to  sus- 
tained hypotension  that  could  lead  to  lactic  acidosis.  To  differentiate  lactic  acidosis  from  ketoacidosis,  it  is  recommended  that 
periodic  determinations  of  ketones  in  the  blood  and  urine  be  made  in  diabetics  previously  stabilized  on  DBI,  or  DBI  and  insulin,  who 
have  become  unstable.  If  electrolyte  imbalance  is  suspected,  periodic  determinations  should  also  be  made  of  electrolytes,  pH  and 
the  lactate-pyruvate  ratio.  DBI  should  be  withdrawn  and  insulin,  when  required,  and  other  corrective  measures  instituted 
immediately  upon  the  appearance  of  any  metabolic  acidosis.  Hypoglycemia:  Although  hypoglycemic  reactions  are  rare  when 
DBI  is  used  alone,  every  precaution  should  be  observed  during  the  dosage  adjustment  period,  particularly  when  insulin  or 
a sulfonylurea  has  been  given  in  combination  with  DBI.  Adverse  Reactions:  Principally  gastrointestinal,  occurring  more 
often  at  higher  dosage  levels;  unpleasant  metallic  taste,  continuing  to  anorexia,  nausea  and,  less  frequently,  vomiting 
and  diarrhea.  Reduce  dosage  at  first  sign  of  these  symptoms.  In  case  of  vomiting,  DBI  should  be  immediately  with- 
drawn. Although  rare,  urticaria  and  gastrointestinal  symptoms  following  excessive  alcohol  intake  have  been  re- 
ported. Dosage:  25  mg. -300  mg.  daily.  How  Supplied:  50  mg.  timed-disintegration  capsules,  bottles  of  100  and 
1000;  100  mg.  timed-disintegration  capsules,  bottles  of  100  and  500.  Also  Available:  DBI  tablets  25  mg., 
bottles  of  100  and  1000. 

USV  PHARMACEUTICAL  CORP.,Tuckahoe,  New  York  10707 


Class  affects  acceptance 
of  use  of  MDs  assistants 

Upper  middle  class  communities  more 
readily  accept  the  idea  of  nurses  and 
medical  assistants  performing  tasks 
usually  carried  out  by  physicians  than 
do  lower  middle  and  working  class 
communities,  two  Boston  physicians 
have  reported. 

Dr.  Loring  Conant,  Jr.,  Dr.  Joel  J. 
Alpert,  and  their  associates  discussed 
anticipated  patient  acceptance  of  new 
nursing  roles  and  physicians’  assist- 
ants in  the  September  issue  of  the 
American  Journal  of  Diseases  of  Chil- 
dren. 

For  their  study,  the  authors  chose 
two  Boston  suburban  communities — 
one  upper  middle  class,  the  other  low- 
er middle  and  working  class.  They  were 
alike  in  availability  of  physicians  and 
population  size.  The  random  sample 
covered  120  households  in  each  com- 
munity. 

Interviewers  asked  the  female  head 
of  each  household  how  she  would  re- 
act in  six  hypothetical  situations.  Each 
was  also  asked  if  she  would  go  back 
to  the  same  doctor  with  a similar  prob- 
lem if  the  doctor  assigned  a nurse  or 
medical  assistant  to  perform  the  fol- 
lowing tasks: 

1.  Obtain  a detailed  medical  history 
before  the  doctor  gave  her  a routine 
checkup. 

2.  Discuss  her  9-year-old  son’s  asth- 
ma problem. 

3.  Take  a history,  conduct  an  ex- 
amination, and  order  laboratory  tests 
before  the  doctor  saw  her. 

4.  Discuss  her  13-month-old  daugh- 
ter’s eating  problem. 

5.  Clean,  stitch,  and  dress  a 2-inch 
cut  on  her  arm. 

6.  Discuss  her  overweight  problem. 

More  members  of  the  upper  middle 

class  community  than  lower  middle 
and  community  working  class  accepted 
the  physician’s  use  of  assistants  and 
nurses  for  preliminary  evaluation  of  an 
acute  illness,  supervision  of  both  adult 
and  infant  feeding  problems,  and  a 
minor  surgical  procedure.  Both  lower 
and  upper  middle  class  communities 
readily  accepted  an  assistant  taking  a 
medical  history  for  a routine  checkup. 
Symptoms  appeared  to  be  more  impor- 
tant in  determining  the  respondent’s 
attitude  than  either  the  age  of  the 


patient  or  the  type  of  health  worker. 

The  authors  noted  that  one  pro- 
posed solution  for  improving  the  medi- 
cal care  of  the  underprivileged  is  the 
greater  use  of  nurses  or  medical  assist- 
ants. They  pointed  out  that  the  lower 
income  groups,  those  more  likely  to  be 
the  recipients  of  such  care,  expressed 
a lower  degree  of  acceptance  of  this 
approach.  They  suggested  it  might  be 
less  disruptive  to  introduce  these  new 
personnel  in  upper  middle  class  areas, 
making  more  physicians  available  for 
practice  in  lower  class  areas. 


Cyrosurgery  used  in 
treating  cervical  cancer 

Gynecologists  at  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas  are  using  Freon  gas,  best  known 
for  its  air-conditioning  capabilities,  to 
fuel  a promising  new  preventive  attack 
on  cancer  of  the  cervix. 

Cyrosurgery  has  been  used  by  the 
Southwestern  gynecologists  to  destroy 
abnormally-growing  cervical  cells  in  32 
of  35  women  patients  with  mild  dys- 
plasia. 

Cyrosurgery  also  has  been  effective 
in  easing  severe  discomfort  and  in 
shrinking  tumor  size  among  five  wo- 
men with  advanced  malignancies  in 
the  pelvic  area,  according  to  a report 
by  Dr.  Thomas  R.  Singley,  postdoctoral 
fellow  in  obstetrics  and  gynecology. 

All  the  patients  studied  were  treated 
by  cyrosurgery  in  the  gynecology  clinic 
at  Parkland  Memorial  Hospital  in  an 
experimental  program  that  has  been 
under  way  for  the  past  18  months. 

Dr.  Creighton  L.  Edwards,  assistant 
professor  of  obstetrics  and  gynecology 
at  Southwestern  and  director  of  gyne- 
cologic oncology  at  Parkland,  said  that 
of  the  35  patients  “only  three  have 
had  evidence  of  residual  or  recurrent 
change  to  abnormal  cells’’  following  a 
single  cyrosurgery  treatment. 

“With  this  technique,  we  are  freez- 
ing what  would  have  been  removed 
surgically,”  said  Dr.  Edwards,  thus 
saving  patients  loss  of  time  from  work 
and  the  cost  of  hospitalization  (an  es- 
timated $500)  that  would  be  required 
for  surgery.  Surgical  distortion  of  the 
cervix  also  is  avoided. 

Intensive  followup  examinations  on 
the  32  successfully  treated  patients 


have  continued  for  periods  ranging 
from  three  months  to  a year,  with  no 
recurrence  or  medical  difficulties  other 
than  some  menstrual-type  cramping 
soon  after  treatment. 

Parkland's  dysplasia  clinic  is  cur- 
rently treating  some  five  or  six  patients 
a week  with  cyrotherapy.  The  treat- 
ment presently  is  limited  to  those  with 
the  mildest  form  of  cellular  irregu- 
larity. 

Physicians  named  fellows 
of  College  of  Surgeons 

Several  physicians  in  Texas  were  elect- 
ed to  fellowship  in  the  American  Col- 
lege of  Surgeons  at  the  organization’s 
52nd  annual  meeting  in  Denver,  Colo. 

New  fellows  include  the  following: 
Drs.  Wayne  E.  Dear,  Michael  A.  LeVine, 
Harry  S.  Lipscomb,  John  P.  McGovern, 
Donald  W.  Owens,  Harold  M.  Seizman, 
and  Henry  Yeager,  Jr.,  all  of  Houston; 
James  C.  Guckian  and  Robert  L.  Peake, 
both  of  Galveston;  H.  Herbert  Hahn, 
II,  and  Paxton  H.  Howard,  Jr.,  both 
of  Temple;  James  H.  Herndon,  Jr., 
William  L.  Kraus,  Omkar  N.  Markand, 
Paul  M.  Southern,  Jr.,  and  Arthur  S. 
Weston,  all  of  Dallas;  George  L.  Le- 
Beau,  Jr.,  Wichita  Falls;  Maj.  John  J, 
Costanzi,  Lackland  Air  Force  Base; 
and  Lt.  Col.  Robert  L.  North,  Fort  Sam 
Houston. 

To  get  rid  of  colds, 
just  outgrow  them! 

What  can  you  do  about  colds?  Out- 
growing them  seems  to  be  the  best 
answer,  according  to  an  article  in  the 
September  issue  of  the  American  Jour- 
nal of  Diseases  of  Children. 

The  journal  article  reports  on  a 
study  made  by  the  Child  Research 
Council  of  the  University  of  Colorado 
Medical  Center  in  Denver.  The  study 
analyzed  the  records  of  116  boys  and 
111  girls  for  the  number  of  “mild”  and 
“more  severe”  respiratory  infections 
contracted.  Subjects’  illnesses  were  fol- 
lowed from  birth  for  five  to  34  years 
during  the  study. 

A “more  severe”  infection  was  de- 
fined as  any  illness  with  a fever  higher 
than  100  degrees  combined  with  cur- 
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tailed  activity.  Any  other  illness  was 
classified  as  “mild.” 

Subjects  were  volunteered  by  their 
parents  before  they  were  born  and 
were  studied  from  the  day  of  birth  until 
the  end  of  the  study. 

Facts  the  study  revealed  about  colds 
included: 

1.  Most  colds  occur  between  Octo- 
ber and  May:  the  fewest  occur  in  June, 
July,  and  August. 

2.  The  preschool  child  had  the 
greatest  number  of  colds. 

3.  “More  severe”  infections  de- 
creased gradually  after  about  age  two 
in  boys  and  age  five  in  girls,  reaching 
a low  level  in  early  adult  life. 

4.  “Mild”  infections  peaked  in  pre- 
school and  early  school  years,  slowly 
declined  until  mid-adolescence,  then 
dropped  abruptly. 

5.  Girls  had  more  “mild”  infections 
than  boys  prior  to  adolescence;  then 
girls  showed  an  earlier  and  more 
marked  drop  in  incidence  than  did 
boys. 

6.  There  is  no  evidence  that  fre- 
quent infections  in  early  life  enhance 
resistance  to  similar  infections  later  on. 

7.  The  passage  of  time  has  not  in- 
fluenced the  incidence  of  respiratory 
tract  infections  since  1930. 

8.  There  is  no  evidence  that  anti- 
biotic therapy  has  altered  the  number 
of  respiratory  tract  infections. 

9.  The  removal  of  tonsils  and  ade- 
noids does  not  influence  the  incidence 
of  “minor”  infections. 

10.  The  removal  of  tonsils  and  ade- 
noids does  appear  to  produce  fewer 
“more  severe”  infections. 

11.  The  frequency  of  removal  of  ton- 
sils and  adenoids  has  not  changed  in 
the  last  40  years. 

Author  of  the  article  is  Robert  W. 
McCammon. 

Laboratory  in  Oregon 
may  lose  federal  licensure 

The  Department  of  Health,  Education, 
and  Welfare  moved  recently  to  with- 
draw federal  licensure,  as  well  as  Medi- 
care certification,  of  the  Exfoliative 
Cytology  (Pathology)  Laboratory  of 
United  Medical  Laboratories,  Inc.,  of 
Portland,  Ore. 

In  a simultaneous  action,  the  Social 
Security  Administration,  which  is  re- 


sponsible for  Medicare  certification, 
and  the  Health  Services  and  Mental 
Health  Administration's  Center  for  Dis- 
ease Control,  which  administers  the 
federal  licensure  program  for  labora- 
tories engaged  in  interstate  commerce, 
informed  United  Medical  Laboratories 
of  the  decision.  In  conjunction  with  the 
action  of  these  two  agencies,  the  Medi- 
cal Services  Administration  of  the 
Social  and  Rehabilitation  Service  an- 
nounced that  federal  participat.on  in 
Medicaid  payments  to  the  laboratory 


will  cease,  as  federal  law  limits  such 
participation  under  Title  XIX  to  labora- 
tor  es  qualified  under  Medicare. 

The  decision  was  based  on  the  lab- 
oratory’s failure  to  meet  standards  set 
under  Title  XVIII  of  the  Soeial  Security 
Act  and  the  Clinical  Laboratory  Im- 
provement Act  of  1967.  The  standards 
require  that  a laboratory  have  appro- 
priate supervision  and  sufficient  num- 
ber of  properly  qualified  techn  cal  per- 
sonnel to  perform  laboratory  tests  re- 
quiring independent  judgment. 


Dr.  Charles  C.  Sprague,  dean  of  The  University  of  Texas  Southwestern  Medical 
School  at  Dallas,  accepts  a $10,000  check  for  cancer  research  from  Mrs.  Alex- 
ander Cottone,  national  president  of  the  Ladies  Auxiliary  to  the  Veterans  of 
Foreign  Wars.  The  presentation  was  made  during  the  auxiliary's  national  con- 
vention in  Dallas  in  August.  During  the  past  year,  the  organization  raised  some 
$494,000  for  cancer  research. 
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You’ll  rely  on  MINTEZOL  (Thiabendazole, 
MSD)  often  for  pinwortn  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action-against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 
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SUSPENSION,  500  mg  per  5 cc 
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Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress. 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SCOT.  Hypersensitivity  reac- 
tions include:  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  S Dohme,  Division  of  Merck  & Co.,  Inc.. 
West  Point,  Pa.  19486 
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Behind  the  scenes: 

At  home  and  away  at  Annual  Session 


The  Association  year  reaches  its  peak 
during  the  Annual  Session,  and  two 
Dales  are  a big  part  of  the  reason  the 
meeting  is  so  successful. 

One  is  Dale  Willimack,  TMA  staff 
member  who  coordinates  all  the  de- 
tails of  the  Annual  Session  according 
to  the  guidelines  established  by  the 
TMA  Council  on  Annual  Session. 

The  other  is  Dale  Werner,  who  is  in 
charge  of  getting  MD’s  attention  fo- 
cused on  the  session  through  lively, 
attractive  promotional  mailings  and  of 
handling  all  aspects  of  exhibiting  dur- 
ing the  meeting.  When  not  dealing  with 
Annual  Session  matters.  Dale  Werner 
promotes  other  meetings  of  the  Associ- 
ation and  directs  a small  staff  in  taking 
care  of  the  Association  Headquarters 
Building. 

The  Annua!  Session  Department 

Putting  on  the  Annual  Session  of 
TMA  is  a time-consuming  job  and  one 
that  requires  the  greatest  attention  to 
details — and  a calm  spirit!  But  the  job 
gets  easier  with  experience,  and  Mrs. 
Willimack  has  been  working  with  Annu- 
al Session  details  since  1960.  Assisting 
her  now  are  Mrs.  Shirley  Peek  and  Mrs. 
Muriel  O’Hara. 

Planning  for  the  Annual  Session  be- 
gins almost  five  years  in  advance  of 
the  opening  day  of  the  meeting,  says 
Mrs.  Willimack.  “The  Council  on  Annu- 
al Session,  which  supervises  prepara- 
tions of  the  Annual  Session  program, 
actually  begins  arrangements  for  the 
current  meeting  five  years  before  with 
the  selection  of  dates  and  host  city.” 

She  adds  that  program  planners 
must  keep  a variety  of  things  in  mind 
when  making  such  decisions.  They 
must  especially  remember  the  calen- 
dar; local  celebrations,  religious  and 
national  holidays,  and  election  days  all 
can  influence  travel,  menus,  entertain- 
ment, attendance,  and  the  availability 
of  facilities.  Mrs.  Willimack  notes  that 
selecting  the  date  for  the  Annual  Ses- 


sion is  not  always  easy  either  with 
so  many  medical  meetings  scheduled 
throughout  the  year. 

In  choosing  a host  city,  planners  ad- 
here to  guidelines  established  by  the 
Council  on  Annual  Session  for  evalua- 
tion of  convention  facilities.  An  inspec- 
tion committee,  composed  of  members 
of  the  council  and  the  TMA  staff,  look 
carefully  at  each  city  under  considera- 
tion to  make  sure  that  facilities  are  in 
a central  location  and  readily  accessi- 
ble to  many  physicians. 

They  also  seek  facilities  that  will  fill 
the  guideline  requirements.  For  exam- 
ple, the  convention  center  used  for  sci- 
entific meetings  of  the  Annual  Session 
must  have  at  least  14  meeting  rooms, 
which  can  accommodate  groups  rang- 
ing from  75  to  400  people,  and  at 
least  25,000  square  feet  of  space  for 
exhibits.  Meeting  rooms  must  have 
good  acoustics,  and  it  should  be  possi- 
ble to  darken  the  rooms  for  slide  or 
film  presentations.  Of  course,  these 
represent  only  a portion  of  the  require- 
ments that  a city  and  its  facilities  must 
meet.  Other  requirements  deal  with  the 
number  and  kind  of  guest  rooms  that 
must  be  available  and  the  necessary 
services  and  facilities  that  each  of  the 
three  headquarters  hotels  must  be  able 
to  provide. 

Mrs.  Willimack  explained  that  after 
the  city  is  selected  and  dates  are 
chosen,  work  on  the  scientific  portion 
of  the  program  begins. 

Officers  of  the  various  scientific  sec- 
tions and  related  organizations  are 
given  the  responsibility  of  submitting 
several  names  of  prospective  out-of- 
state  guest  speakers.  Then,  through 
extensive  correspondence,  Mrs.  Willi- 
mack and  her  staff  work  with  the  sec- 
tion officers  and  officers  of  related 
groups  in  securing  the  guest  speakers 
they  have  requested. 

“Each  section  and  each  related 
group  is  entitled  to  invite  one  out-of- 


state guest  speaker  each  year,”  said 
Mrs.  Willimack.  “Generally,  several 
names  are  submitted,  though,  since 
speakers  may  have  to  refuse  the  invi- 
tation, cancel  at  a later  date,  and,  in 
the  past,  some  speakers  who  accepted 
invitations  died  before  the  meeting.” 

The  Council  on  Annual  Session  must 
approve  any  nonmember  participants 
before  they  can  participate  in  the  offi- 
cial program  of  the  session.  "Council 
members  are  mailed  postcards  at  nu- 
merous times  throughout  the  year  re- 
questing their  approval  of  a nonmem- 
ber participant.  Their  response  is  ex- 
cellent. They  usually  return  the  cards 
within  a week,  and  this  is  really  how 
our  work  keeps  going,”  said  Mrs.  Willi- 
mack. 

Because  of  the  efficient  postcard 
system  and  the  tons  of  correspondence 
that  go  between  council  members  and 
the  Annual  Session  Department,  the 
council  does  all  of  the  planning  for  the 
Annual  Session  in  just  three  formal 
meetings.  One  session  is  usually  held 
two  to  three  weeks  following  the  Annual 
Session.  Council  members  and  TMA 
staff  members  review  the  successes 
and  failings  of  the  just  completed 
meeting  and  try  to  plan  a little  better 
for  the  next  Annual  Session.  Other 
planning  meetings  are  held  in  the  fall 
and  at  the  first  of  the  year. 

To  complete  the  scientific  program- 
ming for  the  Annual  Session,  Mrs.  Willi- 
mack and  Dale  Werner  work  together 
on  a promotional  mailing  that  is  sent 
to  all  physicians  in  Texas.  The  mailing 
encourages  physicians  and  researchers 
to  participate  in  the  Annual  Session  by 
presenting  a paper  or  an  exhibit.  Re- 
sponses to  the  call  for  papers  are  re- 
ceived by  Mrs.  Willimack  and  her  staff; 
then,  they  are  forwarded  to  the  appro- 
priate section  officers.  It  is  then  the 
responsibility  of  the  officers  of  each 
section  to  choose  the  best  from  among 
the  papers  offered  and  to  schedule 
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Annual  Session  coordinator  Dale 
Willimack  relaxes  with  the 
program  of  the  1971  meeting, 
but  her  mind  is  thinking 
of  the  upcoming  session  in 
San  Antonio. 


speakers  for  their  program.  Through 
this  entire  process,  Mrs.  Willimack  and 
her  staff  serve  as  a liaison  between 
section  and  related  organization  offi- 
cers and  the  Council  on  Annual  Ses- 
sion. 

In  addition  to  knowing  all  the  details 
of  the  various  scientific  section  pro- 
grams, Mrs.  Willimack  must  keep  tabs 
on  the  special  programs  that  will  be 
presented  during  the  session,  sports 
and  entertainment  events,  and  two 
Annual  Session  features  which  have 
proved  to  be  extremely  popular — the 
Continental  Breakfast  Round  Table  pre- 
sentations and  the  Curbstone  Consul- 
tations which  are  generally  held  in  the 
evening. 

Topics  for  the  breakfast  presenta- 
tions and  the  Curbstone  Consultations 
are  recommended  by  program  chair- 
men, said  Mrs.  Willimack.  “The  council 
then  selects  the  topics  it  feels  will  be 
most  useful  and  will  attract  a large 
attendance.  We  are  trying  now  to  se- 
lect topics  that  will  appeal  to  all  spe- 
cialties— something  that  the  physician 
can  use  in  his  day-to-day  work — for 
the  Curbstone  Consultations,  while  we 
are  trying  to  tie  in  the  topics  of  the 
breakfast  sessions  with  various  special- 
ties or  relate  them  to  the  section  pro- 
grams.” 

Finally,  when  the  general  format  of 
the  session  is  established,  Mrs.  Willi- 
mack can  begin  work  on  room  assign- 
ments and  physical  arrangements.  She 
takes  about  a week — "really  a few  days 
at  a time,  working  between  correspon- 
dence”— to  make  room  assignments 
for  the  scientific  programs  and  for 
business  meetings  of  TMA  boards, 
councils,  and  committees.  This  task 
generally  begins  in  early  March  or 
February. 

“I  have  to  be  aware  of  room  capac- 
ity, previous  attendance  figures  from 
the  past  five  years,  and  the  attendance 
expected  to  make  assignments.  And 


even  then,  the  figures  aren’t  always 
accurate,”  she  points  out. 

“We  just  can’t  always  anticipate 
attendance,  so  we  try  to  establish  good 
liaison  with  the  hotel  staff  all  the  way 
from  top  managers  to  the  actual  setup 
men  who  are  in  charge  of  setting  up 
chairs  and  making  sure  all  the  physical 
arrangements  are  correct.  We  try  to 
make  them  aware  of  what’s  going  on,” 
said  Mrs.  Willimack.  Sometimes,  how- 
ever, signals  do  get  crossed  or  meet- 
ings run  late,  and  Mrs.  Willimack  and 
Mrs.  Peek  have  been  known  to  set  up 
and, /or  take  down  chairs  and  tables 
themselves. 

The  Annual  Session  Department  staff 
will  also  handle  a new  detail  for  the 
1972  Annual  Session.  They  plan  to 
issue  a special  convention  publication 
in  March  listing  the  complete  program 
with  times,  places,  speakers,  and 
topics:  information  on  the  host  city; 
information  and  rules  on  the  sports 
competition;  and  a housing  and  ad- 
vance registration  form. 

Mrs.  Willimack  gives  a great  deal  of 
credit  for  the  planning  of  the  Annual 
Session  to  the  Council  on  Annual  Ses- 
sion; the  Committee  on  General  Ar- 
rangements, which  is  composed  of 
physicians  who  reside  in  the  host  city; 
and  section  and  related  organization 
officers.  The  Annual  Session  Depart- 
ment staff  deserves  credit,  too — for  co- 
ordinating the  details  and  preparing  the 
many  letters  that  must  be  written  to 
stage  a successful  convention. 

Taking  care  of  exhibits 

The  other  Dale  on  the  TMA  staff. 
Dale  Werner,  does  an  admirable  job  of 
soliciting  exhibits  and  seeing  that  the 
exhibits  are  set  up  properly  so  that 
physicians  may  enjoy  the  full  educa- 
tional benefits  of  such  visual  and 
audiovisual  displays. 

Werner  works  closely  with  the  TMA 
Committee  on  Scientific  Exhibits.  He 
and  members  of  the  committee  are  al- 


Putting  the  finishing  touches  on 
the  exhibit  area  floor  plan  is 
Dale  Werner,  exhibits  manager. 
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Raking  the  autumn  leaves  off  the 
grounds  around  the  Headquar- 
ters Building  is  just  one  of  the 
responsibilities  of  grounds- 
keeper Henry  Jones. 


Chestine  Lewis,  maid  for  the 
Headquarters  Building,  cleans  up 
the  Staff  Lounge  in  preparation 
for  the  10  o’clock  coffee  break. 


ways  on  the  watch  for  an  exhibit  of 
exceptional  value,  and  if  they  find  one, 
they  endeavor  to  bring  it  to  the  Annual 
Session. 

Responses  from  the  mailing  sent  to 
all  Texas  physicians  encouraging  them 
to  participate  in  the  Annual  Session 
indicating  that  physicians  would  like 
to  present  an  exhibit  are  referred  to 
Werner.  He  answers  each  response  with 
detailed  information  on  the  cost,  phy- 
sical arrangements  for  exhibits,  and 
rules  and  regulations  for  exhibiting.  A 
mailing  is  also  sent  to  Texas  medical 
schools  and  other  health  organizations 
in  the  state,  and  advertisements  in 
Texas  Medicine  are  used  to  solicit  sci- 
entific exhibits.  “We  also  send  a letter 
and  some  application  blanks  to  county 
medical  society  presidents  for  distribu- 
tion to  society  members,”  he  noted. 

The  Committee  on  Scientific  Exhibits 
checks  over  all  exhibit  applications 
carefully.  If  a specialty  has  not  been 
represented  in  several  years,  the  com- 
mittee tries  to  contact  a physician 
active  in  the  specialty  or  a medical 
school  department  to  encourage  the 
presentation  of  an  exhibit. 

Werner  also  actively  encourages 
medical-related  businesses  to  exhibit 
at  the  Annual  Session.  One  mailing  is 
sent  to  prospective  technical  exhibitors 
shortly  after  the  close  of  the  Annual 
Session  which  reminds  them  when  and 
where  the  Annual  Session  will  be  held 
the  next  year  and  asks  them  to  make 
a note  of  the  dates  on  their  exhibit 
calendar.  A later  mailing  provides  the 
floor  plan  of  the  exhibit  area,  rates  for 
exhibit  space,  freight  charges  and  ar- 
rangements, cost  of  electrical  and  ex- 
tra services  and  supplies,  rates  for 
rental  of  equipment,  and  rules  and 
regulations  for  exhibiting. 

Werner  tries  to  screen  technical  ex- 
hibitors carefully.  All  companies  who 
plan  to  exhibit  are  asked  for  references 
of  other  meetings  where  they  have  ex- 
hibited, and  each  company  is  checked 


to  make  sure  that  no  serious  com- 
plaints have  been  lodged  against  them. 

Where  do  technical  exhibitors  come 
from?  Many  have  been  showing  their 
goods  and  services  at  the  Annual  Ses- 
sion for  many  years,  says  Werner. 
“Also,  I go  to  other  shows  and  check 
copies  of  their  programs  to  see  if  there 
are  any  prospective  technical  exhibi- 
tors who  might  like  to  enter  their  ex- 
hibits in  our  Annual  Session,”  he  add- 
ed. He  checks  various  medical-oriented 
publications  for  names  of  prospective 
exhibitors,  too. 

All  exhibitors  are  sent  a prospectus 
after  details  on  the  floor  plan  for  the 
exhibit  hall  and  costs  of  booths  have 
been  worked  out.  Prices  vary  on  each 
booth  according  to  size  and  location. 

Werner  works  closely  with  a decorat- 
ing service  in  setting  up  the  exhibit 
hall.  Carpenters  and  other  workers 
hired  by  the  Association  help  put  up 
booths  made  of  material  supplied  by 
the  decorating  service,  while  Werner 
oversees  the  entire  setting-up  opera- 
tion. 

The  exhibits  manager  also  promotes 
the  Physicians'  And  Wives  Art  Exhibit 
held  at  the  Annual  Session  through 
mailings,  journal  advertisements,  and 
Auxiliary  publications.  He  mails  out 
rules  and  regulations  of  the  competi- 
tion to  those  who  express  an  interest 
and  makes  all  necessary  arrangements 
for  storage  and  display  of  the  art 
pieces. 

When  not  in  the  exhibit  hall,  the 
exhibit  manager  helps  with  any  special 
physical  arrangements  for  the  Annual 
Session  such  as  busing  to  and  from 
the  headquarters  hotels,  building  walls 
in  meeting  rooms,  and  checking  on 
special  arrangements  in  the  various 
meeting  rooms,  along  with  members  of 
the  Annual  Session  Department  and 
TMA  librarian  Miss  Pauline  Duffield  who 
is  in  charge  of  getting  the  proper  equip- 
ment set  up  in  Annual  Session  meet- 
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ing  rooms.  Werner  also  makes  sure 
that  all  necessary  equipment — such 
as  typewriters,  presses,  reproduction 
equipment,  and  projection  equipment 
— is  taken  to  the  appropriate  head- 
quarters hotels  and  returned  to  the 
Headquarters  Building  when  Annual 
Session  is  over. 

Keeping  the  Headquarters  Building 
in  shape 

Sandwiched  in  between  his  duties  as 
exhibits  manager  and  manager  of  pro- 
motional mailings  for  the  Association’s 
fall  and  winter  meetings,  Werner  hires 
and  supervises  a small  maintenance 
staff  for  the  Headquarters  Building. 

He  and  his  staff  attend  to  all  major 
and  minor  repairs,  calling  in  profes- 
sional workmen  if  needed;  look  after 
heating  and  air-conditioning  equip- 
ment; make  sure  that  necessary  yearly 
inspections  are  made;  and  keep  the 
grounds  around  the  Headquarters 
Building  trimmed  neatly.  Werner  also 
takes  bids  on  maintenance  equipment 
and  services  which  the  Association 
must  purchase. 

Assisting  Werner  in  the  maintenance 
duties  are  his  staff  members,  Owens 
Williams,  porter;  Chestine  Lewis,  maid; 
and  Henry  Jones,  groundskeeper. 

Werner  notes  that  at  present  the 
equipment  in  the  TMA  Headquarters 
Building  is  some  17  years  old.  “We  are 
beginning  to  talk  to  consultants  about 
evaluating  the  present  equipment — 
how  long  we  can  expect  it  to  last, 
what  needs  to  be  done  to  keep  it  work- 
ing properly  for  maximum  time,  et  cet- 
era,” he  said. 

The  manager  of  the  Building  Mainte- 
nance Division  will  be  even  busier  soon, 
as  the  TMA  staff  and  the  services  of 
the  Association  are  growing  rapidly.  The 
TMA  Board  of  Trustees  has  already 
begun  studying  possible  methods  of 
obtaining  additional  space  for  offices. 
And  although  more  space  will  mean 
more  work,  Dale  Werner  and  his  staff 
will  be  ready  for  the  challenge. 


Mrs.  Shirley  Peek  (right)  shows  her  coworker  Muriel  O’Hara  (left) 
“how  to  find  it”  in  the  numerous  files  of  Annual  Session 
correspondence  and  information. 


Porter  Owens  Williams  snips  off 
branches  and  leaves  of  an  untidy 
hedge.  Williams  also  makes 
local  pickups  and  deliveries,  as 
well  as  assisting  in  keeping  the 
Building  in  “tiptop”  shape. 
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angina  pectoris. 

See  full  prescribing  information 
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pain  of 
angina 


Peritrate*SA 
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(pentaerythritol 
tetranitrate)  80  mg 

Indications;  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  reiief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions:  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
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(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress, which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
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(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
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...is  not  news.  What’s  news 
is  that  our  film  program  for 
professional  medical  audi- 
ences is  the  most  ambitious 
ever  launched  against  a sin- 
gle disease. 

Approximately  30  films 
are  now  available  (free  on 
loan).  The  subjects  include: 
chemotherapy,  radiation 
therapy,  cancer  in  children, 
nursing  care  of  the  cancer 
patient,  rehabilitation,  can- 
cer sites  — skin,  stomach, 
mouth,  colon  and  rectum, 
prostate,  thyroid,  breast, 
lung,  uterus. 

As  pioneers  in  the  usage 
of  medical  films,  we  know 
their  value  as  teaching  tools. 
They  are  a vital  part  of  our 
professional  educational  pro- 
grams.  We  hope  you  will 
contact  your  local  ACS  Unit 
about  them. 
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THE  CHANGING  FACE  OF  TEXAS  MEDICINE 


The  October,  1921,  issue  of  Texas 
State  Journal  of  Medicine  contained 
many  items  of  interest  for  the  physi- 
cian of  that  day,  and  the  modern  MD 
may  find  that  the  following  items  from 
the  50-year-old  journal  apply  to  today’s 
world,  too! 

:t:H''‘Postgraduate  medical  instruc- 
tion,” said  one  journal  article,  “is  the 
prime  need  of  the  medical  profession 
throughout  the  country.”  The  article 
continued,  explaining  that  the  Texas 
Medical  Association’s  Committee  on 
Medical  Education  had  been  exploring 
the  subject  for  some  time.  The  com- 
mittee had  made  two  suggestions 
which  had  been  approved  by  the 
House  of  Delegates:  (1)  to  request  the 
medical  schools  in  Texas  (at  that 
time.  The  University  of  Texas  Medical 
Branch  at  Galveston  and  Baylor  Uni- 
versity College  of  Medicine)  to  either 
separately  or  jointly  arrange  for  cours- 
es to  be  taught  in  their  immediate 
vicinities  “and  if  possible  appoint  fly- 
ing squadrons  from  the  teaching  staffs 
to  operate  in  counties  where  organi- 
zations can  be  perfected  and  facilities 
made  available  for  a session  of  from 
one  to  two  days”  and  (2)  to  establish 
a permanent  committee  of  the  state 
association  to  deal  with  postgraduate 
work  and  to  aid  “in  formulating  cours- 
es of  instruction  to  be  given  in  short 
and  inexpensive  sessions  at  hospitals 
or  in  suitable  locations  in  towns  or 
cities  whose  county  societies  may  in- 
vite same.” 

The  Reference  Committee  on  Scien- 
tific Work  had  commented,  “We  en- 
dorse the  idea  of  broader  and  post- 
graduate education  in  medicine,”  and 
the  committee’s  recommendation  was 
unanimously  adopted  by  the  House  of 
Delegates.  A word  of  caution  was  found 
at  the  end  of  the  committee’s  report, 
however:  “It  must  be  stated  in  this 
connection,  that  the  whole  subject  of 
graduate  medical  instruction  must  be 
projected  on  a plane  of  the  highest 
altruism  and  without  the  slightest  sug- 
gestion of  personal  interest  or  selfish 
motive.  Such  a situation  would  be 
fraught  with  immediate  and  perma- 
nent disaster  to  the  plan.  If  conducted 
on  a high  plane,  with  professional  and 
public  welfare  its  only  motive,  great 


good  can  be  accomplished;  in  no  other 
way  can  anything  useful  come  out  of 
such  a plan.” 

Hospitals  were  another  topic 
discussed  in  the  October,  1921,  jour- 
nal. One  article  commented  on  the  fig- 
ures that  were  gathered  and  published 
by  the  American  Medical  Association’s 
Council  on  Medical  Education  and 
Hospitals  in  the  Journal  of  the  Ameri- 
can Medical  Association. 

“The  figures  for  Texas  are  rather 
interesting,”  noted  the  journal.  “There 
are  140  hospitals  of  all  sizes,  with  a 
total  of  7,557  beds,  of  which  it  is  esti- 
mated that  4,400,  or  58%,  are  in  con- 
stant service.  There  is  one  bed  to  each 
617  inhabitants  ...  In  Texas,  there 
are  187  counties  without  hospitals, 
and  64  have  hospitals  of  some  kind 
. . . According  to  this  list  of  hospitals 
given  for  the  State  of  Texas,  quite  a 
few  have  been  missed  and  some  are 
named  that  exist  practically  in  name 
only.” 

The  National  Board  of  Medical 
Examiners — its  establishment  and  its 
activities — were  reviewed  by  journal 
editors.  Commenting  on  the  matter, 
the  authors  wrote,  “From  time  to  time, 
the  problem  of  National  licensure  in 
the  practice  of  medicine  is  agitated 
in  the  medical  press.  The  discussion 
inevitably  comes  to  the  same  end, 
namely,  that  such  a thing  is  impracti- 
cal and  out  of  the  question.”  The  arti- 
cle went  on  to  report  that  the  estab- 
lishment of  an  examining  board  with 
such  high  standards  that  its  examina- 
tions would  be  acceptable  to  all  state 
licensing  boards  seemed  to  be  the  only 
answer.  Then,  the  article  related  that 
six  years  ago  such  a national  board  of 
medical  examiners  was  formed. 

In  the  scientific  section  of  the 
journal  was  an  article  that  could  well 
have  been  written  in  1971.  Its  title  was 
“A  Plea  for  Safe  Water.”  Author  Dr. 
J.  D.  Blevins,  assistant  state  health 
officer,  pointed  out  in  his  article  that 
community  health  is  very  much  related 
to  clean,  safe  water  supplies  and  to 
clean  surroundings.  He  then  recounted 
the  stories  of  some  serious  epidemics 
which  had  occurred  as  a result  of  pol- 
luted water  supplies.  In  closing.  Dr. 
Blevins  wrote,  “The  time  is  not  far  dis- 


tant when  a community  will  number  its 
water  and  filter  plant  operators  along 
with  its  public  health  nurse  and  its 
public  health  physician,  as  among  its 
most  valuable  assets.” 


PERSONALS 


i 


Dr.  Pestana 


Assigned  to  new  administrative  duties 
at  The  University  of  Texas  Medical 
School  at  San  Antonio  were  Dr.  Carlos 
Pestana  and  Dr.  Fred  M.  Taylor. 

Dr.  Pestana,  an  associate  professor 
of  surgery,  became  half-time  associate 
dean  for  academic  de- 
velopment on  Aug.  1. 
A graduate  of  Escuela 
Nacional  de  Medicina 
in  Mexico,  Dr.  Pestana 
was  named  “Best  Clini- 
cal Instructor”  at  the 
San  Antonio  medical 
school  in  1970. 

Dr.  Taylor,  who  has  been  associate 
dean  for  academic  development,  as- 
;r-  r sumed  additional  du- 

ties as  associate  dean 
in  the  office  of  the 
dean.  A professor  of 

pediatrics.  Dr.  Taylor 
came  to  UTMSSA  in 
1969  from  Baylor  Col- 
lege of  Medicine  in 

Dr.  Taylor  Houston,  where  he  had 

been  a faculty  member  for  more  than 

20  years. 

The  new  administrative  appoint- 
ments were  announced  by  UTMSSA 

dean.  Dr.  F.  Carter  Pannill. 


Dr.  A.  Bryan  Spires,  Jr.,  of  Taylor,  Dr. 
Howard  O.  Smith  of  Marlin,  and  Dr. 
L.  G.  Ballard  (D.O.)  of  Granbury  have 
been  reappointed  to  the  Texas  State 
Board  of  Medical  Examiners. 

Texas  Gov.  Preston  Smith  also  ap- 
pointed Dr.  Max  C.  Butler  of  Houston 
to  the  board  to  the  position  formerly 
held  by  Dr.  Clarence  S.  Kemp  of  Bryan. 

Dr.  M.  S.  Dickerson,  chief  of  the  Com- 
municable Disease  Services  section  of 
the  Texas  State  Department  of  Health, 
announced  recently  that  Kingsville  gen- 
eral practitioner  Dr.  Frank  B.  Higgins 
has  joined  the  medical  staff  of  the 
Communicable  Disease  Services  sec- 
tion as  a medical  consultant  and  field 
epidemiologist. 
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El  Paso  physician  Dr.  Fay  E.  Millett, 
Jr.,  was  named  1971  Physician  of  the 
Year  during  the  annual  convention  of 
the  Texas  Rehabilitation  Association. 
Dr.  Millett  was  honored  for  his  contri- 
butions to  vision  rehabilitation  services 
in  El  Paso.  Dr.  Millett  has  also  helped 
establish  vision  screening  clinics  in 
Presidio,  Marfa,  and  Fort  Hancock. 

The  recipient  of  the  fourth  annual  Dis- 
tinguished Achievement  Award  of  the 
American  Gastroenterological  Associa- 
tion is  Dr.  John  S.  Fordtran  of  Dallas, 
professor  of  internal  medicine  and 
chief  of  the  gastroenterology  section 
at  The  University  of  Texas  Southwest- 
ern Medical  School. 

Dr.  Fordtran  was  presented  the 
award  at  the  association's  recent  an- 
nual convention.  The  title  of  the  lec- 
ture he  presented  when  awarded  the 
honor  was  "Models  for  Intestinal  Trans- 
port of  Ions,  Waters,  and  Sugars.” 

Dr.  Robert  J.  Hall,  American  College 
of  Cardiology  governor  for  Texas,  an- 
nounced that  Houston  physician  Dr. 
Everett  C.  Price  is  a new  fellow  of  the 
college.  Dr.  Price  was  granted  fellow- 
ship along  with  105  other  MD’s  from 
the  US  and  Canada. 

physicians  have  volun- 
services  on  short-term 
tours  of  duty  aboard 
the  hospital  ship,  S.  S. 
HOPE.  Beginning  their 
service  on  Sept.  12 
were  Dr.  Jimmie  Hal 
Calhoon  and  Dr.  Arnold 
Cohn. 

Dr.  Calhoon,  a sur- 
geon, is  in  private  prac- 
tice in  Austin.  He  is  affiliated  with 

Brackenridge,  St.  David’s  Community, 
and  Seton  Hospitals. 

Dr.  Cohn  is  assistant  professor  of 

otolaryngology  at  Baylor  College  of 
Medicine.  He  is  affiliat- 
ed with  Methodist,  St. 
Luke’s  Episcopal,  Tex- 
as Children’s,  Ben  Taub 
General,  and  Veterans 
Administration  Hospi- 
tals in  Houston. 

S.  S.  HOPE  is  pres- 
ently completing  a ten- 
month  teaching  and  treatment  mission 
in  Kingston,  Jamaica. 


A former  member  of  the  Texas  Society 
of  Pathologists,  Dr.  Robert  W.  F.  Mor- 
rissey, has  been  named  the  director 
of  the  Armed  Forces  Institute  of  Path- 
ology. 

Dr.  Morrissey  is  a colonel  in  the 
US  Air  Force  Medical  Corps. 

Obstetrician  and  gynecologist  Dr.  Dud- 
ley V.  Powell  has  been  named  a mem- 
ber of  the  board  of  Planned  Parent- 
hood— World  Population.  Dr.  Powell  is 
also  president  of  Planned  Parenthood 
of  Dallas. 


PAMPHLETS 


Guidance  to  physicians  handling  Work- 
men’s Compensation  insurance  cases 
is  offered  in  a new  booklet  prepared  by 
the  Texas  Medical  Association’s  Com- 
mittee on  Workmen’s  Compensation 
and  Industrial  Health. 

The  booklet,  entitled  Physician’s 
Workmen’s  Compensation  Guide,  lists 
the  coverage  and  scope  of  the  insur- 
ance, the  physician’s  responsibility, 
the  desired  format  for  medical  reports 
under  the  program,  and  methods  of 
billing  the  insurance  carriers.  In  addi- 
tion, the  arbitration  procedure  used 
when  disputes  arise  between  the  phy- 
sician and  the  insurance  carrier  is  out- 
lined for  proper  adjudication  of  the 
case. 

Members  of  the  TMA  Committee  on 
Workmen’s  Compensation  and  Indus- 
trial Health  prepared  the  booklet.  They 
include:  Drs.  Edward  F.  Thomas,  Ama- 
rillo, chairman;  Robert  E.  Haan,  El 
Paso;  John  R.  Hall,  Jr.,  Houston;  Wil- 
liam O.  Hargrove,  Fort  Worth;  Edward 

C.  Held,  San  Antonio;  G.  V.  Launey, 
Dallas;  Ralph  Liles,  Houston;  Richard 

D.  Smith,  Lubbock;  James  K.  Stewart, 
Beaumont;  and  Clarence  A.  Temple, 
Paris. 

Copies  of  the  guide  are  available  at 
no  charge  from  the  Texas  Medical 
Association,  1801  N.  Lamar  Blvd., 
Austin  78701. 

Chronicling  the  development  of  gradu- 
ate education  in  surgery,  the  American 
College  of  Surgeons  has  published  an 
82-page  monograph  relating  the  story 
and  activities  of  the  college  in  advanc- 
ing the  idea  of  graduate  education 


Two  Texas 
teered  their 


Dr.  Calhoon 


Dr.  Cohn 


since  the  founding  of  the  society. 

The  new  publication,  entitled  The 
American  College  of  Surgeons  and 
Graduate  Education  in  Surgery  . . . A 
Chronical  of  Surgical  Advancement, 
was  edited  by  Dr.  George  W.  Stephen- 
son, assistant  director  of  fellowship 
for  the  college. 

The  monograph  outlines  the  efforts 
of  the  American  College  of  Surgeons  in 
promoting  graduate  education  for  sur- 
geons so  that  they  will  be  prepared  to 
practice  in  the  changing  scene  of 
American  medicine. 

Based  on  knowledge  learned  from 
past  experience,  the  monograph  will  be 
of  interest  to  deans  of  medical  schools 
and  to  surgeons  who  have  served  on 
committees  concerned  with  graduate 
education. 

Copies  of  the  monograph  may  be 
obtained  from  the  American  College 
of  Surgeons,  55  E.  Erie  St.,  Chicago, 
III.  60611. 


"At  last!  A fatal  poison  that  doesn’t  alter 
a single  function  on  a 12-channel  analyser." 


Volume  67,  October,  1971 
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Senior  Consultant 

Perry  C.  Talkington,  M.D. 
Psychiatrist-in-Chief 

Howard  M.  Burkett,  M.D. 
Medical  Director 

James  K.  Peden,  M.D. 
Director  of  Professional 
Education 

Jerry  M.  Lewis,  M.D. 
Associate  Psychiatrists 
Claude  L.  Jackson,  M.D. 
Dode  Mae  Hanke,  M.D. 


Doyie  I.  Carson,  M.D. 
Maurice  S.  Green,  M,D. 
Stanley  L.  Seaton,  M.D. 
Thomas  H.  Allison,  M.D. 
Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D, 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 
Social  Work 

Sally  Stansfield,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 
Donald  H.  Cawley,  M.S,S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
0,T.R.  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  B.B.A. 


381-7181 


LAWN 

PSYCHIATRIC  HOSPITAL 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 


STREET 


AC  (713)  526-2671 


CLINIC 

HOUSTON 


6624  FANNIN 

INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseases 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D., 
F.A.C.P. 

Joy  Mackay  M.D. 

Phillips  Kay  Campion,  M.D. 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentliff  M.D., 
F.A.C.P. 

Ralph  D.  Eiehhorn,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D.. 
F.A.C.P. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke,  M.D. 

General  Medicine  and  Oncology 

Carlos  F.  Taboada.  M.D. 

Elihu  N.  Root,  M.D. 

•Military  Service 


Nephrology 

Francis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 

Jerome  B.  Bart,  M.D. 
Infectious  Diseases 

Stuart  Rig-gs  M.D., 

F.A.C.P. 

Allergy 

Thomas  R.  Woehler,  M.D. 
Occupational  Health  Services 

Paul  E.  Wright  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
F.A.C.Pr.M. 

Richard  M.  Fenno  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  I.  Karstens,  M.D. 
F.A.C.Pr.M. 

Frank  A.  Goss,  M.D. 

GENERAL  & THORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D. 

OBSTETRICS  & GYNECOLOGY 

Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 

William  A.  Johnson,  III, 
M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 

♦Ricardo  Daichman,  M.D. 

Manuel  C.  Ramirez,  M.D. 

PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 


Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce,  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Cranberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson,  M.D. 

OPHTHALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan,  Ph.D., 
M.D.,  F.A.S.C.P. 

DENnSTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman,  M.A. 

Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 


, TEXAS  77025 

SPEECH  PATHOLOGY  AND 
AUDIOLOGY 

Donna  R.  Fox,  Ph.D. 

Jane  Porter,  M.A. 

CONSULTANTS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Psychiatry 

Albert  Owers,  M.D. 
Pulmonary  Diseases 

H.  Irving  Schweppe,  Jr., 

M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 
Cardiology 

David  K.  Brooks,  Ph.D.,  M.D., 
F.A.C.C. 

Efrain  Garcia,  M.D., 

F.A.C.P. 

Social  Service 

Mary  E.  Wheeler,  Ph.D. 

SPECIAL  FACILITIES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratory 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

ADMINISTRATOR 
James  A.  Bakken 
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MEDICINE  IN  LITERATURE 


Books  on  history  of  disability,  hemoglobins  discussed 


New  Aspects  of  the  Structure,  Func- 
tion, and  Synthesis  of  Hemoglobins, 
T.  H.  J.  Huisman  and  W.  A.  Schroe- 
der,  64  pp.,  illus.,  charts,  Cleveland, 
Ohio,  CRC  Press  (division  of  The 
Chemical  Rubber  Co.),  1971. 

TO  THOSE  CONCERNED  with  hemo- 
globin research  and  molecular  biology, 
this  is  an  excellent  volume  of  refer- 
ence information  dealing  with  the  bio- 
chemical, physico-chemical,  and  ge- 
netic aspect  of  hemoglobinopathies. 

A number  of  excellent  stereoscopic 
configurations  of  alpha  and  beta 
chains  of  hemoglobin  showing  posi- 
tions at  which  alterations  have  been 
identified  with  specific  hemoglobinopa- 
thies are  included.  Considerable  space 
is  devoted  to  amino-acid  sequence  of 
the  various  chains  composing  differ- 
ent types  of  hemoglobin  in  man  and 
other  animals. 

Only  small  portions  of  the  book 
have  practical  value  for  the  physician 
involved  in  the  day-to-day  practice  of 
hematology.  An  excellent  discussion 
on  the  recently  identified  condition 
known  as  hereditary  persistence  of 
fetal  hemoglobin  (HPFH)  is  included. 

SIDNEY  C.  STEWART,  M.D. 

Austin. 


Disability  in  Antiquity,  Fareed  Hai,  188 
pp..  New  York,  Philosophical  Library, 
1970,  $6.50. 

ISLAMIC  AND  ARABIC  attitudes  toward 
and  methods  of  destruction  of  the 
human  mind  and  body  are  described 
in  detail  in  this  book.  The  period  cov- 
ered is  from  A.D.  632  until  A.D.  1258. 

The  material  covers  three  areas 
of  disability-provoking  mechanisms. 
These  include  communicable  disease, 
war,  and  corporal  punishment.  Among 
the  communicable  diseases  discussed 
are  smallpox,  leprosy,  measles,  tuber- 
culosis, poliomyelitis,  scarlet  fever, 
typhoid  fever,  whooping  cough,  and 
gonorrhea. 

The  ravages  of  wars  upon  the  peo- 
ple are  recorded.  Writes  Hai,  “The  his- 
tory of  no  other  nation  can  record 
more  battles  than  that  of  the  Arabs. 
To  them,  war  was  alternately  a sport, 
an  economic  necessity,  a business  en- 
terprise, and  a religious  duty;  above 
all,  war,  in  the  long  run,  was  their 
greatest  tragedy.” 

It  was  a common  event  for  an  army 
to  lose  12,000  warriors  in  a one-day 
battle.  Many  of  these  were  physically 


disabled,  while  others  lost  their  lives. 
The  disabilities  were  generally  loss  of 
an  eye  or  a limb.  As  an  example  of 
the  harshness  of  war  upon  the  Arabs, 
when  the  Crusaders  conquered  Jerusa- 
lem, they  permitted  themselves  three 
full  days  of  blood  letting  among  the 
city's  residents.  During  this  short  peri- 
od, more  than  70,000  Moslems  were 
put  to  death.  No  difference  was  made 
for  sex  or  age. 

A worse  calamity  befell  the  Moslems 
when  the  Greeks  attacked  the  double 
city  of  Moppeustia,  which  was  divided 
by  the  River  Sarsus,  and  200,000  were 
“predestined”  to  death  or  slavery.  In 
the  section  on  war,  very  little  could 
really  be  said  about  disabilities  since 
the  wounded  of  the  vanquished  army 
were  almost  always  put  to  death  and 
those  who  engaged  in  close  combat 
usually  never  lived  long  enough  to  be 
treated. 

Although  the  Islamic  Prophet  Mo- 
hammed recommended  leniency  in 
punishment,  corporal  punishment  was 
common  during  the  period  and  did  re- 
sult in  some  disabilities.  People  who 
were  subjected  to  the  disabling  type  of 
corporal  punishment  usually  lost  eyes 
or  parts  of  the  upper  extremities.  Oth- 
ers were  flogged  to  the  point  of  death 
or  left  so  weak  that  they  were  ex- 
tremely susceptible  to  disabling  or 
life-threatening  disease. 

This  study  is  well  researched,  and 
a comprehensive  list  of  resources  may 
be  found  in  the  bibliography.  In  con- 
clusion, the  work  is  of  value  to  those 
looking  for  background  information  on 
diability,  and  it  proves  to  be  interest- 
ing reading. 

SAM  YEATS 

Regional  Medical  Program  of  Texas. 

Austin. 


NEW  BOOKS 
IN  TMA  LIBRARY 

Barondess,  J.  A.,  ed.:  Diagnostic  Ap- 
proaches to  Presenting  Syndromes, 
Baltimore,  Williams  & Wilkins  Co., 
1971. 

Crenshaw,  A.  H.,  ed.:  Campbell’s  Op- 
erative Orthopaedics,  vols.  1 and  2, 
ed.  5,  St.  Louis,  The  C.  V.  Mosby 
Co.,  1971. 

Eastman,  P.  F.:  Outpatient  Hemor- 
rhoidectomy: Ligation  Technique, 

Flushing,  N.  Y.,  Medical  Examination 
Publishing  Co.,  Inc.,  1970. 


Garfield,  S.:  Teeth,  Teeth,  Teeth — A 
Treatise  on  Teeth  and  Related  Parts 
of  Man,  Land  and  Water  Animals 
from  Earth’s  Beginning  to  the  Fu- 
ture of  Time,  New  York,  Simon  and 
Schuster,  1969. 

Gass,  J.  D.  M.:  Stereoscopic  Atlas  of 
Macular  Diseases,  A Funduscopic 
and  Angiographic  Presentation,  St. 
Louis,  The  C.  V.  Mosby  Co.,  1970. 
Green,  M.,  and  Haggerty,  R.  J.,  eds.: 
Ambulatory  Pediatrics,  Philadelphia, 
W.  B.  Saunders  Co.,  1968. 

Harper,  H.  A.:  Review  of  Physiological 
Chemistry,  ed.  13,  Los  Altos,  Calif., 
Lange  Medical  Publications,  1971. 
Sanders,  M.,  and  Schaeffer,  M.,  com- 
pilers and  eds.:  Viruses  Affecting 
Man  and  Animals,  Third  Internation- 
al Symposium  on  Medical  and  Ap- 
plied Virology,  St.  Louis,  Warren  H. 
Green,  Inc.,  1971. 

Schoenberg,  B.,  Carr,  A.  C.,  Peretz,  D., 
and  Kutsher,  A.  H.,  eds.:  Loss  and 
Grief:  Psychological  Management  in 
Medical  Practice,  New  York,  Colum- 
bia University  Press  (CIBA),  1971. 
Schulberg,  H.  C.,  Sheldon,  A.,  and 
Baker,  F.,  eds.:  Program  Evaluation 
in  the  Health  Fields,  New  York,  Be- 
havioral Publications,  1969. 

Smith,  D.  T.,  Conant,  N.  F.,  Willett, 
H.  P.,  et  al.:  Zinsser  Microbiology, 
ed.  14,  New  York,  Appleton-Century- 
Crofts,  1968. 

Solomon,  P.,  and  Patch,  V.  D.,  eds.: 
Handbook  of  Psychiatry,  ed.  2,  Los 
Altos,  Calif.,  Lange  Medical  Publi- 
cations, 1971. 

Turner,  P.:  Clinical  Aspects  of  Autono- 
mic Pharmacology,  Philadelphia,  J. 

B.  Lippincott  Co.,  1969. 

University  of  Texas  M.  D.  Anderson 

Hospital  and  Tumor  Institute:  Leu- 
kemia-Lymphoma, A Collection  of 
Papers  Presented  at  the  Fourteenth 
Annual  Clinical  Conference  on  Can- 
cer, 1969,  at  the  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute  at  Houston,  Houston,  Tex- 
as, Chicago,  Year  Book  Medical 
Publishers,  Inc.,  1970. 

Walton,  J.  N.:  Essentials  of  Neurology, 
ed.  2,  Philadelphia,  J.  B.  Lippincott 
Co.,  1966. 

Young,  C.  G.,  and  Barger,  J.  D.:  Medi- 
cal Specialty  Terminology,  Vol.  1 — 
Pathology,  Clinical  Cytology,  and 
Clinical  Pathology,  St.  Louis,  The 

C.  V.  Mosby  Co.,  1971. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Memorial 
Library,  1801  N.  Lamar  Blvd.,  Austin  78701. 
Guidelines  for  book  reviewers  are  available 
from  the  Library. 
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NEW  PROFESSIONAL  FILMS 

The  Texas  Medical  Association  Memori- 
al Library  has  received  two  new  films 
directed  toward  professional  audiences. 
Both  of  the  films  deal  with  neurologi- 
cal subjects.  Titles  of  the  films  are; 

Abnormal  Movements.  Sound,  color, 
15  min.,  Eaton  Laboratories,  1971. 
This  film  was  made  under  the  auspices 
of  Dr.  George  W.  Paulson.  Dr.  Paulson 
is  affiliated  with  the  Ohio  State  Univer- 
sity College  of  Medicine,  Columbus, 
Ohio. 

A New  Approach  to  Physical  Therapy 
in  Parkinsonism.  Sound,  color,  15  min., 
Eaton  Laboratories,  1971.  This  film  is 
narrated  by  Dr.  E.  Richard  Blonsky, 
who  is  with  Northwestern  University 
Medical  School,  Chicago,  III. 

Either  of  the  films  may  be  obtained 
by  writing  to  the  TMA  Memorial  Li- 
brary, Film  and  Tape  Library,  1801  N. 
Lamar  Blvd.,  Austin  78701. 


Dr.  C.  N.  Duncan 

Dr.  Charles  Newton  Duncan,  58,  died 
in  Dallas  on  June  22,  1971. 

The  internist  and  cardiologist  was 
born  in  Meridian,  Tex.,  and  obtained 
his  premedical  education  at  Southern 
Methodist  University  in  Dallas.  In 
1937,  he  was  awarded  his  MD  degree 
from  Baylor  College  of  Medicine,  then 
located  in  Dallas.  The  year  following 
his  graduation.  Dr.  Duncan  served  as 
an  intern  at  Baylor  Uruversity  Medical 
Center.  From  1938  to  1939,  he  held 
a residency  in  pathology  at  the  center. 
Upon  completion  of  his  residency.  Dr. 
Duncan  was  named  an  assistant  in 
medicine  at  Harvard  University  Medical 
School  and  was  awarded  a research 
fellowship  at  Thorndike  Memorial  Lab- 
oratory in  Boston,  Mass.  After  a year’s 
work  there,  he  became  an  assistant 
resident  physician  in  medicine  at 
Evans  Memorial  Laboratory,  also  in 
Boston,  until  he  left  in  1941  for  a pri- 
vate general  practice  in  Dallas,  later 
specializing  in  internal  medicine.  In 
1969,  ill  health  prompted  his  retire- 
ment, and  Dr.  Duncan  moved  to  Sher- 
man from  Dallas. 


DR.  DUNCAN 

The  physician  was  a founder  and 
former  chairman  of  the  board  of  direc- 
tors of  East  Dallas  Hospital  and  East 
Dallas  Clinic. 

A World  War  II  veteran.  Dr.  Duncan 
served  with  the  US  Naval  Reserve. 
When  he  was  discharged  in  1946,  he 
held  the  rank  of  lieutenant  commander. 

Dr.  Duncan  was  a member  of  the 
American  Medical  Association,  South- 
ern Medical  Association,  Dallas  Coun- 
ty Medical  Society,  Dallas  Internists 
Club,  and  Dallas  Southern  Clinical 
Society.  In  1969,  he  was  elected  to 
inactive  membership  in  Texas  Medical 
Association.  He  was  also  a member  of 
Alpha  Omega  Alpha  honorary  medical 
fraternity. 

Dr.  Duncan  is  survived  by  his  wife, 
Bonnie  Galbreth  Duncan;  two  sons, 
Charles  Newton  Duncan,  Jr.,  of  Dallas, 
and  James  Edward  Duncan  of  Hous- 
ton; a stepson,  Lt.  Reid  Galbreth  of 
Loring  AFB,  Me.;  his  parents.  Dr.  and 
Mrs.  Charles  G.  Duncan  of  Sherman; 
and  one  granddaughter. 


DR.  McGEHEE 

Dr.  C.  L.  McGehee 

Dr.  Charles  L.  McGehee,  a native  of 
Chickasha,  Okla.,  died  in  San  Antonio 
on  July  11,  1971,  at  the  age  of  71. 

Dr.  McGehee  had  been  in  private 
general  practice  in  San  Antonio  since 
1936.  A graduate  of  the  University  of 
Oklahoma  in  Norman,  he  received  his 
MD  degree  from  the  University  of  Okla- 
homa School  of  Medicine  in  Oklahoma 
City.  He  then  served  a general  rotating 
internship  at  University  Hospital  in 
Oklahoma  City.  From  1932  to  1933,  he 
was  a resident  in  surgery  at  the  hospi- 
tal, and  during  the  years  1931-1933, 
he  served  as  instructor  of  elementary 
materia  medica  in  the  School  of  Nurs- 
ing at  the  University  of  Oklahoma. 

Dr.  McGehee  also  served  on  active 


duty  as  an  officer  with  the  US  Army 
Medical  Corps  Reserve  from  1933  to 
1936  and  had  attained  the  rank  of 
captain.  During  World  War  II,  he 
worked  with  the  Selective  Service  Sys- 
tem. 

The  general  practitioner  was  a mem- 
ber of  American  Medical  Association, 
Texas  Medical  Association,  and  Phi 
Beta  Pi  medical  fraternity.  He  had 
served  as  trustee  and  treasurer  of  Bex- 
ar County  Medical  Society,  president 
and  director  of  the  International  Post- 
graduate Medical  Assembly  of  South- 
west Texas,  and  secretary-treasurer  of 
the  Alamo  Chapter  of  the  American 
Academy  of  General  Practice.  Dr.  Mc- 
Gehee helped  organize  the  Texas  State 
and  Alamo  chapters  of  the  American 
Academy  of  General  Practice  and  had 
served  as  chief  of  the  general  practice 
section  of  Santa  Rosa  General  Hospi- 
tal. A former  member  of  the  Bexar 
County  Board  of  Health,  Dr.  McGehee 
served  on  the  staffs  of  Santa  Rosa 
Medical  Center,  Baptist  Memorial  Hos- 
pital, and  Southwest  Texas  Methodist 
Hospital.  For  many  years,  he  was 
attending  physician  at  the  Mexican 
Christian  Institute  in  San  Antonio. 

Survivors  include  his  wife,  Mary 
Wantland  McGehee;  a daughter,  Mrs. 
Mary  Charline  Mims,  Jr.,  of  San  An- 
tonio; a brother,  J.  Carroll  McGehee  of 
Chickasha,  Okla.;  three  grandchildren; 
and  two  great-grandchildren. 

Dr.  E.  L.  Haney 

Retired  general  practitioner  Dr.  Edward 
Lucius  Haney  died  on  Aug.  25,  1971, 
at  the  age  of  85.  He  had  been  a patient 
at  West  Texas  Hospital  in  Lubbock  for 
10  days  before  his  death. 

Dr.  Haney  had  practiced  in  Ralls, 
Tex.,  from  1917  until  his  retirement  in 
1958.  Before  moving  to  Ralls,  he  had 
also  had  offices  in  Dyer,  Ark.;  Hackett, 
Ark.;  Suter,  Okla.;  and  Spur,  Tex. 

A native  of  McNeil,  Ark.,  Dr.  Haney 
attended  a private  school  in  Campbell, 
Tex.,  and  then  enrolled  in  Physicians 
and  Surgeons  Medical  School  (which 
later  merged  with  the  University  of 
Arkansas  Medical  School)  at  Little 
Rock,  Ark.  He  was  awarded  his  MD 
degree  in  1911. 

In  August,  1918,  Dr.  Haney  volun- 
teered for  service  in  World  War  I.  He 
was  stationed  at  Camp  McArthur  in 
Waco  and  at  Eagle  Pass.  When  he  was 
discharged  in  1919,  he  had  attained 
the  rank  of  lieutenant.  Dr.  Haney  also 
served  on  the  Crosby  County  Selective 
Service  Board  during  World  War  II. 

Dr.  Haney  was  named  the  first  city 
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health  officer  of  Ralls  after  the  city 
was  incorporated  in  1922.  He  had  also 
served  as  a member  of  the  Ralls  City 
Commission  and  was  active  in  local 
Masonic  activities. 

Dr.  Haney  was  a member  of  Ameri- 
can Medical  Association  and  Lubbock- 
Crosby-Garza  Counties  Medical  Society. 
He  was  elected  to  inactive  membership 
in  Texas  Medical  Association  in  1958. 

Surviving  the  physician  are  his  wife, 
Mabel  Paver  Haney;  two  brothers, 
Byron  Scott  Haney  of  Afton  and  James 
W.  Haney  of  Matador;  and  two  sisters, 
Mrs.  Ora  May  Thacker  and  Mrs.  Fairlie 
Gray,  both  of  Mount  Pleasant. 


DR.  DEAN 

Dr.  W.  M.  Dean 

Dr.  William  McCoy  Dean,  Morton  gen- 
eral practitioner  since  1968,  died  Aug. 
28,  1971,  in  Methodist  Hospital  in 
Lubbock  following  a lengthy  illness. 

The  41-year-old  physician  was  a 
native  of  Birmingham,  Ala.  In  1955, 
he  was  awarded  his  MD  degree  from 
the  Medical  College  of  Alabama,  Uni- 
versity of  Alabama,  in  Birmingham. 
Prior  to  that  time,  he  had  attended  the 
University  of  Alabama  in  Tuscaloosa 
and  was  graduated  with  a BS  degree 
in  1951.  From  1955  to  1956,  Dr.  Dean 
was  an  intern  at  Carraway  Methodist 
Hospital,  also  in  Birmingham.  He  later 
accepted  a residency  in  internal  medi- 
cine at  Veterans  Administration  Hospi- 
tal in  Houston.  He  held  the  residency 
from  January,  1959,  to  July,  1959. 

A captain  in  the  US  Air  Force,  Dr. 
Dean  served  on  active  duty  from  1956 
to  1958  at  the  5040th  US  Air  Force 
Hospital  in  Anchorage,  Alaska.  Follow- 
ing his  service  with  the  Air  Force  and 
his  residency  training,  he  opened  a 
private  general  practice  in  Comanche. 
He  also  practiced  in  Littlefield;  Demop- 
olis,  Ala.;  and  Muleshoe  before  moving 


to  Morton  in  December,  1968. 

Dr.  Dean  was  a member  of  Texas 
Medical  Association,  American  Medi- 
cal Association,  American  Academy  of 
General  Practice,  and  Lamb-Bailey- 
Hockley-Cochran  Counties  Medical  So- 
ciety. 

Surviving  Dr.  Dean  are  his  wife, 
Anne  St.  John  Dean;  two  sons,  William 
Lee  Dean,  11,  and  Buford  St.  John 
Dean,  both  of  Morton;  two  daughters, 
Hope  and  Joy  Dean,  both  of  Morton;  a 
brother,  Harold  Douglas  Dean,  Ph.D., 
of  Glendale,  Calif.;  his  parents,  Mr.  and 
Mrs.  William  Lee  Dean  of  Rogersville, 
Ala.;  and  his  grandparents,  Mr.  and 
Mrs.  Addison  Tays  of  Killen,  Ala. 

Dr.  J.  R.  Finch 

Dr.  John  Richard  Finch,  assistant  pro- 
fessor of  psychiatry  at  Baylor  College 
of  Medicine  in  Houston,  his  wife,  and 
two  sons  died  July  23,  1971,  of  smoke 
inhalation  during  a fire  in  a New 
Orleans,  La.,  hotel. 

Dr.  Finch,  39,  was  a native  of  Grape- 
land,  Tex.  He  attended  Baylor  Univer- 
sity in  Waco,  and  in  1957,  he  was 
awarded  an  MD  degree  from  Baylor 
College  of  Medicine  in  Houston.  From 
1957  to  1958,  he  was  an  intern  at  the 
US  Naval  Hospital  in  Great  Lakes,  III. 
While  he  was  on  active  duty  with  the 
US  Navy,  Dr.  Finch  was  also  stationed 
in  Pensacola,  Fla.;  Port  Isabel,  Tex.; 
and  Moffett  Field,  Calif.  Dr.  Finch 
studied  to  be  a flight  surgeon  at  the 
School  of  Aviation  Medicine  at  Pensa- 
cola, Fla.  In  1962,  he  was  discharged 
as  a lieutenant  commander  and  then 
entered  the  Baylor  Affiliated  Program 
in  Houston  as  a resident  in  psychiatry. 
He  finished  his  residency  training  in 
1965. 

In  addition  to  his  professorship  at 
Baylor,  Dr.  Finch  maintained  a private 
practice  in  psychiatry.  For  the  past 
several  years,  he  had  been  involved  in 
a study  of  emotional  factors  that  affect 
automobile  accidents,  and  in  1970,  he 
was  named  to  the  Committee  on  Traf- 
fic Records,  Highway  Research  Board 
of  the  National  Academy  of  Sciences, 
National  Research  Council.  Dr.  Finch 
also  served  as  director  of  training  in 
psychiatry  at  the  Texas  Research  Insti- 
tute of  Mental  Sciences  and  was  a con- 
sultant to  the  Institute  of  Religion 
located  in  the  Texas  Medical  Center. 

Dr.  Finch  and  his  family  were  return- 
ing to  Houston  via  New  Orleans  from 
a visit  to  relatives  in  New  York  when 
the  tragedy  occurred. 

Survivors  include  his  parents,  Mr. 
and  Mrs.  Ector  Lee  Finch  of  Houston; 


DR.  FINCH 

two  brothers,  Charles  D.  and  Ted  O. 
Finch,  both  of  Pasadena;  and  a sister, 
Mrs.  Vaughn  McClain  of  Houston. 

Dr.  S.  E.  Potts 

The  director  of  the  Wood  County 
Health  Office  for  the  past  five  years. 
Dr.  Steve  Edison  Potts,  died  Aug.  8, 
1971,  in  Mother  Frances  Hospital  of 
Tyler. 

The  81-year-old  physician  was  a 
native  of  Keatchie,  La.  He  attended 
Louisiana  State  University  in  Baton 
Rouge  and  was  graduated  from  Van- 
derbilt University  School  of  Medicine  in 
Nashville,  Tenn.,  in  1912.  Following 
his  graduation.  Dr.  Potts  served  as  an 
intern  at  Shreveport  (La.)  Charity  Hos- 
pital. 

In  1912,  he  began  a general  prac- 
tice in  Oil  City,  La.  In  1920,  he  moved 
to  Tampico,  Mexico,  where  he  special- 
ized in  industrial  medicine  and  sur- 
gery. Ten  years  later,  he  moved  his 
practice  to  Overton,  Tex.  While  there 
he  helped  build  the  Overton  Memorial 
Hospital.  In  1940,  Dr.  Potts  estab- 
lished a general  practice  and  a spe- 
cialty practice  in  industrial  medicine  in 
Corrigan,  Tex.  Dr.  Potts  also  practiced 
in  Mineola  and  was  medical  director 
of  Thiokol  Chemical  Company  of  Mar- 
shall and  Louisiana  Ordnance  Plant  in 
Minden,  La.  He  retired  from  active 
practice  in  1952. 

Dr.  Potts  was  a member  of  Wood 
County  Medical  Society,  and  he  was 
elected  to  inactive  membership  in 
Texas  Medical  Association  in  1964. 

Survivors  include  his  wife,  Aileen 
Childress  Potts;  a daughter,  Mrs.  Joyce 
Fulgham  of  Dallas;  two  sons,  Steve  E. 
Potts,  Jr.,  of  Ocala,  Fla.  and  Henry  R. 
Potts,  DDS,  of  Whitman  Air  Force 
Base,  Mo.;  six  grandchildren;  and 
three  great-grandchildren. 
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Dr.  M.  D.  Bell 

Dallas  clinical  pathologist  Dr.  Marvin 
DeWitt  Bell,  82,  died  Aug.  9,  1971,  in 
Dallas  following  a lengthy  illness. 

A native  of  Heflin,  Ala.,  Dr.  Bell  had 
been  in  practice  in  Dallas  since  1917. 
He  retired  from  active  practice  in 
1971.  Dr.  Bell  was  a 1911  graduate  of 
Baylor  University  in  Waco  and  received 
his  MD  degree  in  1916  from  Baylor 
College  of  Medicine,  then  located  in 
Dallas.  From  1916  to  1917,  the  pa- 
thologist served  an  internship  at  Bay- 
lor University  Medical  Center,  also  in 
Dallas. 

Dr.  Bell  was  a founder  and  past 
president  of  the  Texas  Society  of  Pa- 
thologists. Certified  by  the  American 
Board  of  Pathology  in  1937,  he  was 
also  a member  of  Dallas  County  Medi- 
cal Society,  American  Medical  Associa- 
tion, American  Society  of  Clinical  Pa- 
thologists, College  of  American  Pathol- 
ogists, and  Dallas  Southern  Clinical 
Society.  At  the  1971  Annual  Session 
in  Houston,  he  was  elected  to  honor- 
ary membership  in  Texas  Medical 
Association. 

Surviving  the  pathologist  are  his 
wife,  Bonita  Brouillette  Bell;  a daugh- 
ter, Mrs.  Mary  Virginia  Boone;  three 
brothers,  Lester,  Herbert,  and  A.  P. 
Bell;  a sister,  Mrs.  Barbara  Davis;  one 
grandchild;  and  one  great-grandchild, 
all  of  Dallas. 


Dr.  R.  S.  Wood 

Former  Waco  general  practitioner  Dr. 
Rex  Spencer  Wood  died  July  12,  1971, 
at  the  Home  for  Aged  Masons  in 
Arlington  where  he  lived. 

Dr.  Wood  had  been  retired  from  ac- 
tive practice  since  1962.  He  was  a 
native  of  Perry,  Mo.,  and  had  received 
his  premedical  training  at  the  Univer- 
sity of  Michigan  in  Ann  Arbor.  In  1907, 
he  was  graduated  from  Jefferson  Medi- 
cal College,  Thomas  Jefferson  Univer- 
sity, Philadelphia,  Pa.,  with  an  MD 
degree. 

An  honorary  member  of  the  Texas 
Medical  Association,  Dr.  Wood  was  a 
past  president  of  the  McLennan  Coun- 
ty Medical  Society  and  had  been  chief 


of  staff  at  Providence  Hospital  in  Waco 
for  many  years.  A Vice-President  of  the 
Texas  Medical  Association  in  1936,  Dr. 
Wood  was  physician  for  the  Waco  In- 
dependent School  District  during  many 
of  his  years  of  active  practice. 

Dr.  Wood  had  served  in  the  US  Army 
Medical  Corps  in  World  War  I,  attain- 
ing the  rank  of  lieutenant. 

Surviving  the  physician  are  his 
daughter,  Mrs.  Fasig  Rainer  of  Malibu 
Beach,  Calif.;  two  sons.  Bob  Wood  of 
Denver,  Colo.,  and  Rex  Spencer  Wood, 
Jr.,  of  Arlington,  Va.;  five  grandchil- 
dren; and  two  great-grandchildren. 


Dr.  L.  P.  Kleuser,  Jr. 

Dr.  Lawrence  P.  Kleuser,  Jr.,  a Fort 
Worth  specialist  in  orthopaedic  sur- 
gery, died  Aug.  31,  1971,  in  St. 

Joseph  Hospital  in  Fort  Worth.  He 
was  47. 

Dr.  Kleuser  was  born  in  Greenville, 
Tex.,  and  received  his  undergraduate 
training  at  Texas  A&M  University  in 
College  Station  and  at  University  of 
Southwestern  Louisiana  in  Lafayette. 
In  1947,  he  was  graduated  from  The 
University  of  Texas  Medical  Branch  at 
Galveston  with  his  MD  degree.  From 
February,  1947,  to  June,  1947,  Dr. 
Kleuser  served  an  internship  at  St.  Paul 
Hospital  in  Dallas.  He  then  held  a ro- 
tating internship  from  July,  1947,  to 
July,  1948,  at  Parkland  Memorial  Hos- 
pital, also  in  Dallas.  From  July,  1948, 
to  June,  1949,  he  was  a general  surgi- 
cal resident  at  Parkland.  In  1949,  he 
accepted  a residency  in  orthopaedic 
surgery  at  the  Veterans  Administration 
Hospital  in  Dallas.  Additional  training 
in  orthopaedics  was  taken  at  Brooke 
General  Hospital,  Brooke  Army  Medical 
Center,  in  San  Antonio  and  at  Texas 
Scottish  Rite  Hospital  in  Dallas. 

In  1956,  Dr.  Kleuser  was  certified 
by  the  American  Board  of  Orthopaedic 
Surgery.  Dr.  Kleuser  had  been  in  prac- 
tice in  Fort  Worth  since  1953.  He  was 
a member  of  Tarrant  County  Medical 
Society,  Texas  Medical  Association, 
American  Medical  Association,  Ameri- 
can Academy  of  Orthopaedic  Surgeons, 
and  the  Catholic  Physicians  Guild.  He 
also  belonged  to  Texas  Orthopaedic 


DR.  KLEUSER 


Association,  and  at  his  death.  Dr. 
Kleuser  was  president  of  the  North 
Texas  chapter  of  the  Western  Ortho- 
paedic Association.  He  had  also  been 
a past  chief  of  orthopaedic  surgery  at 
St.  Joseph  Hospital  in  Fort  Worth. 

He  is  survived  by  his  wife,  Mary 
Ellecia  Murnane  Kleuser;  three  sons. 
Tommy,  Murphy,  and  Lawerence  Jo- 
seph Kleuser  of  Fort  Worth;  and  three 
daughters,  Mary  Katherine  Anderson 
of  Galveston  and  Collen  Marie  and 
Ann  Kleuser  of  Fort  Worth. 


DR.  NICHOLS 


Dr.  A.  E.  Nichols 

Dr.  Ace  Elliott  Nichols  of  Hearne  died 
June  8,  1971,  of  coronary  occlusion. 
He  was  65. 

A native  of  Belton,  Dr.  Nichols  at- 
tended Southwestern  University  in 
Georgetown  and  Washington  University 
in  St.  Louis,  Mo.  He  obtained  his  MD 
degree  in  1929  from  Jefferson  Medical 
College,  Thomas  Jefferson  University, 
in  Philadelphia,  Pa.  Following  his  gradu- 
ation, Dr.  Nichols  served  an  internship 
at  Philadelphia  General  Hospital  from 
1929  to  1931.  In  1932,  he  accepted  a 
position  as  assistant  house  surgeon  at 
Lying-In  Hospital,  a unit  of  New  York 
Hospital,  in  New  York  City. 

Dr.  Nichols  had  previously  practiced 
in  Fort  Worth,  Belton,  Corpus  Christi, 
and  Dallas.  He  was  in  the  Air  Force 
Medical  Corps  as  an  aviation  medical 
examiner  at  Randolph  Air  Force  Base 
near  San  Antonio  and  as  a flight  sur- 
geon with  the  Army  Medical  Detach- 
ment at  Cuero.  Before  entering  prac- 
tice in  Hearne,  he  was  with  the  Veter- 
ans Administration  Hospital  in  Marlin 
and  the  VA  Regional  Office  Clinic  in 
Waco.  Currently  a general  practitioner, 
in  the  past  he  had  specialized  in  ob- 
stetrics and  gynecology. 

He  was  a member  of  Texas  Medical 
Association,  Brazos-Robertson  Counties 
Medical  Society,  and  Nu  Sigma  Nu 
medical  fraternity.  He  was  also  with  the 
United  States  Public  Health  Service. 

Dr.  Nichols  is  survived  by  his  wife, 
Carlee  Baker  Nichols;  two  daughters, 
Joan  and  Kay  Nichols  of  Belton;  and 
his  mother.  Mrs.  R.  R.  Fulwiler  of 
Bryan. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 

PSYCHIATRY 

INPATIENT  - OUTPATIENT 


Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 


Psychiatry 

Joseph  L.  Knapp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211 


214  331-8331 
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fr^ncisT 

HOSPiTELS 

INCORPORATED 


HWNCIsf^ 
CONVALESCENT 
CENTERS 

^DIVISION  Of  FRANCIS  HOSPiTELS,  INC  . 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  “hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  “Hospl- 
telble”  Francis  way. 


FRANCIS  HOSPITELS,  INC.,  Suite  204,  7700  Chevy  Chase  Drive,  Austin,  512  454-5101 


FRANCIS  CONVALESCENT  CENTERS— WACO:  Francis  Hospitel,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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...the  “now”  supplier! 


When  you  need  that  specific  something — NOW — 
call  SCHERER . . .the  house  with  the  items, 
more  sizes,  more  complete  lines. 

SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


ARIZONA 

PHOENIX  • 1841  North  23rd  Avenue  • 85005 
Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926 

Telephone:  (916)  483-4976 

LOS  ANGELES  • 291  Coral  Circle 

El  Segundo,  California  90245 

Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 

North  Highlands,  California  95660 

Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road  • 92110 

Telephone:  (714)  291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 

South  San  Francisco,  California  84080 

Telephone:  (415)  871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 

Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 
DENVER  • 3865  South  lason  Street 
Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  07102 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 
SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone:  (512)  344-8303 

UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 
SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


SCHERER/Texas 

Houston  • 115  Hyde  Park  Boulevard  • 77006 

(713)  526-2011 


San  Antonio  • 138  West  Rhapsody  • 78216 

(512)  344-8303 


SCHERER  COMPANY 

Medical  and  Scientific  Supplies 

k 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 

^ , The  concept  of  chemotherapy  plus  the 


physician’s  psychological  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 


Fertility  and  Steriiity,  January  1970 
Official  Journ'ai  of  the 


American  Fertility  Society 


Android 

(thyroiid-androgen)  tablets 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2. 5 mg. 
Thyroid  Ext.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Ext.  ('/2  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  . . . . I . . .10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  Of  100,  500,  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.5  mg. 

Thyroid  Ext.  (1  gr.)  64  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60.  500. 


Android-Plus 

WITH  HIGH  POTENCY 
B-COMPLEX  ANO  VITAMIN  C 
Each  white  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Ext. {'/4  gr.)  ...15  mg. 
Ascorbic  Acid  (Vit.  C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyridoxine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  . 10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications;  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysuria,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  if  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions;  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reference*:  1.  Montesano,  P.,  and  Evangelista,  I.  Methyltestosterone-thyrold  treatment  of  sekual 
impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5;67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6.  1962.  4.  Heilman,  L.,  Bradlow,  H.  L.,  Zumoff,  6.,  Fukushima,  D.  K.,and  Gallagher,  T.  F. 
Thyroid-androeen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
1959.  S.  Farns,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:663,  1958.  6.  Osol,  A.,  and  Farrar,  G.  E.  United  States  Dispensatory  (ed.  25).  Lippincott,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

111.,  1959,  pp.  79-99.  . k * . 
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For  the  treatment  of  the  aging  patient 


Cerebro-Nicin- 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


POOR 


FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
*:aging  patients  showed  striking  improvement. 

^ Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
p';the  Amer.  Ger,  Soc.  June,  1.964 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazol© lOGmgV 

Nicotinic  Acid 100  mg,^ 

Ascorbic  Acid 100  mg.  ^ 

Thiamine  HCI 25  mg, 

1-Glutamic  Acid : 50  mg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyridoxine 3mg, 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician. 
AVAILABLE:  Bottles  of  tOO,  500,  1000  capsules.  • ? 

Also  elixir  8oz.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentyfenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  is  transient  and  is  ' 

rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction. 

PDR 


Write  for  literature  and  samples... 

( the  brown  pharmaceutical  CO. 

LHllSAiliii# 2500  W.  6th  St, Los  Angeles, Calif.90057 
Write  for  Product  Catalog 
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Serving  the  Children 
of  the  Nation  with 


• • • 


Residential  Treatment 
Programs 

Day  and  Residential 
Camps 

Day  School  Facilities 

Behavioral  Research 

Professional  Training 
Programs 

DEVEREUX  SCHOOLS 

serving  mentally  retarded  and  emotionally 
disturbed  children  and  young  adults 

UNDER  THE  DEVEREUX  FOUNDATION 


A NON-PROFIT  ORGANIZATION 

Helena  T.  Devereux,  Founder  and  Consultant 


FOR  INFORMATION  AND  LITERATURE: 

PENNSYLVANIA,  MASSACHUSETTS,  CONNECTICUT 

CALIFORNIA  Keith  A.  Seaton,  Registrar 

TEXAS  Mrs.  Jo  Lange,  Registrar 

ARIZONA  Bette  Hammer,  Ed.D.,  Director  . . 


Marshall  H.  Jarvis,  President 

Charles  J.  Fowler,  Director  of  Admissions 
Devereux  Schools,  Devon,  Pa.  19333 

Ellwood  M.  Smith,  Registrar,  Devon,  Pa.  19333 

Box  1079,  Santa  Barbara,  93102 

Box  2666,  Victoria,  77903 

6404  E.  Sweetwater,  Scottsdale,  85254 


Volume  67,  October,  1971 


133 


Versapen* 

(hetacillin) 

Once  in  the  potienfs  body,  it  rapidly  hydrolyzes  into  ampicillin. 

IS 

IT 

JUST/IN 

/1MPICILUN? 
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Extensive  clinical  experience  has 
shown  that  this  ampicillin 
derivative  offers  unique  advantages 
over  the  ampicillin  you  may  be 
presently  prescribing: 


1/ A uniform  adult  and  a uniform  pediatric 
dosage  in  gh  mild-to-moderate  infections 
due  to  susceptible  organisms-respiratory, 
genitourinary,  G.I.,  skin  and  soft  tissue. 

Adults:  225  mg.  q.i.d. 

Children:  10  mg./lb./day  in  4 equally  divided 
doses. 

The  recommended  dosage  for  Versapen 
(hetacillin)  does  not  depend  on  site  of  infec- 
tion, but  on  severity.  Therefore,  in  mild-to-mod- 
erate  infections  due  to  susceptible  organisms, 
you  can  prescribe  Versapen  (hetacillin)  for  the 
genitourinary  tract  at  the  same  dose  recom- 
mended for  the  respiratory  tract.  Or  any  other 
infection  site. 

2/ A low  dosage  for  mild-to-moderate  genl- 
tourinary  infections  due  to  susceptible 
organisms. 

3/A  low  dosage  for  mild-to-moderate  pedi- 
atric infections  due  to  susceptible  organisms. 

4/  Parenteral  forms  remain  stable  up  to  six 
hours  after  reconstitution  with  sterile  water 
...longer  than  any  ampicillin. 

5/ Lower  patient  cost.  Inherent  with  lower  dos- 
ages for  many  indications  is  the  benefit  of 
lower  cost  to  the  patient.  And,  in  these  many 
instances,  Versapen  is  significantly  more  eco- 
nomical to  the  patient  than  ampicillin  brands. 


Side  Effects.  As  with  any 
penicillin  serious  allergic 
reactions,  including  ana- 
phylaxis, can  occur.  The  type 
of  side  effects  most  frequently 
enoountered  are  the  same 
as  with  ampioillin,  namely: 
diarrhea,  loose  stools,  rash 
and  nausea. 

Please  see  next  page 
for  brief  summary 
of  prescribing  information. 

BRISTOL 
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Versapen®  (hetacillin) 

Versapen*-K  (potassium  hetacillin) 


■ Versatile  dosage  forms... for  all  patients... of  all  ages.  ■ A uniform  adult 
and  a uniform  pediatric  dosage  for  all  susceptible  mild-to-moderate 
infections. ..respiratory,  genitourinary,  G.I.,  skin  and  soft  tissue.  Recom- 
mended dosage  varies  with  severity,  not  site,  of  infection.  ■ Parenteral 
forms  remain  stable  up  to  six  hours  after  reconstitution  with  sterile  water 
...longer than  any  ampicillin.  ■ Economical  therapy. 


BRIEF  SUMMARY  OF  PRESCRIBING  INFORMATION 
(A) 12/28/70 

For  complete  information,  consult  Official  Package  Circular. 
Actions:  Hetacillin  provides  bactericidal  levels  of  ampicillin  but 
has  no  antibacterial  activity  itself.  It  hydrolyzes  to  ampicillin  and 
has  a half-life  of  20  minutes  at  pH  7. 1 . 

Indications:  Hetacillin  is  indicated  in  the  treatment  of  susceptible 
strains  of  the  following  organisms  in  the  diseases  listed.  Bacteriol- 
ogy studies  to  determine  the  causative  organisms  and  their  sensi- 
tivity should  be  performed.  Therapy  may  be  instituted  prior  to 
obtaining  results  of  sensitivity  testing. 

Group  A beta-hemolytic  Streptococcus:  Tonsillitis,  pharyngitis, 
otitis  media,  skin  and  soft  tissue  infections. 

Diplococcus  pneumoniae:  Broncho-  and  lobar  pneumonia,  otitis 
media. 

Nonpenicillinase-producing  Staphylococcus  aureus:  skin  and 
soft  tissue  infections,  otitis  media. 

H.  influenzae:  Bronchitis  and  bronchopneumonia. 

Escherichia  coli:  Cystitis,  pyelonephritis,  prostatitis/urethritis, 
skin  and  soft  tissue  infections. 

Proteus  mirabilis:  Cystitis,  pyelonephritis,  skin  and  soft  tissue 
infections. 

Enterococcus  {Streptococcus  faecalis):  Cystitis,  pyelonephritis, 
prostatitis/ urethritis. 

Shigella  species:  Shigellosis. 

Salmonella  species:  Salmonellosis  (parenteral  only). 

Indicated  surgical  procedures  should  be  performed. 

Use  parenteral  drug  only  in  severe  infections  or  in  patients  un- 
able to  take  oral  medications. 

Contraindications:  A history  of  allergic  reactions  to  penicillins 


V\lbrning:  Anaphylaxis  may  occur,  particularly  after  parenteral 
administration  and  especially  in  patients  with  an  allergic  diathesis. 
Checkfora  historyof  allergy  to  penicillins,  cephalosporins  or  other 
allergens.  If  an  allergic  or  anaphylactic  reaction  occurs,  discon- 
tinue hetacillin  and  institute  appropriate  treatment. 

Usage  in  Pregnancy:  Safety  for  use  in  pregnancy  is  not  estab- 
lished. 

Precautions:  Mycotic  or  bacterial  superinfections  may  occur.  As- 
sess renal,  hepatic  and  hematopoietic  function  periodically  dur- 
ing long-term  therapy.  Because  intravenous  administration  of 
potassium  hetacillin  in  doses  in  excess  of  5 mg  ./Kg.  has  been  noted 
to  enhance  the  vasopressor  effect  of  epinephrine  in  dogs,  precau- 
tions should  be  taken  with  patients  receiving  epinephrine  con- 
currently. 

Adverse  Reactions:  Untoward  reactions  include:  Glossitis,  stoma- 
titis, black  "hairy  " tongue,  nausea,  vomiting  and  diarrhea,  skin 
rashes,  urticaria,  exfoliative  dermatitis,  erythema  multiforme  and 
anaphylaxis  (usually  with  parenteral  administration).  Anemia, 
thrombocytopenia,  thrombocytopenic  purpura,  eosinophilia,  leu- 
kopenia, and  agranulocytosis  have  been  noted,  are  usually  revers- 
ible and  are  believed  to  be  hypersensitivity  phenomena. 

Elevationsinoneormoreliver  function  tests  have  been  reported 
without  any  evidence  of  hepatic  toxicity. 

Local  reactions:  Thrombophlebitis  at  the  site  of  intravenous  in- 
jection has  been  reported. 

Usual  Dosage:  Patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 
Patients  weighing  less  than  90  lbs.:  2.5  mg./lb.  q.i.d. 

Group  A beta-hemolytic  streptococcal  infections  should  be 
treated  for  at  least  1 0 days.  Administer  oral  preparations  in  a fast- 
ing state  to  insure  maximum  absorption. 


or  lidocaine. 


Recommended  dosages  (expressed  in  terms  of  ampicillin  activity)  in  susceptible  mild-to-moderate  infections* 

Chewable  Tablets 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 

For  a 45  lb.  child:  one  tablet  q.i.d. 

Versapen® 

(hetacillin) 

Oral  Suspension 
( 1 1 2.5  mg./5  ml.) 

Usual  pediatric  dosage:  1 0 mg./lb./day  in  4 equally  divided  doses. 

For  a 45  lb.  child:  1 tsp.  q.i.d. 

Available  in  40  ml.,  80  ml.,  and  new  100  ml.  bottles. 

1 12.5  mg. 

Pediatric  Drops 
( 1 1 2.5  mg. /ml.) 

Usual  dosage:  10  mg./lb./day  in  4 equally  divided  doses. 

For  a 1 0 lb.  child:  14  dropper  q.i.d. 

Available  in  10  ml.  bottles. 

Capsules 

Usual  adult  dosage:  one  225  mg.  capsule  q.i.d. 

(potassium 

hetacillin) 

225  mg. 

I.V. 

l.M.  with  Lidocaine  HCI 

(20  mg  /vial) 

For  patients  weighing  90  lbs.  or  more:  225  mg.  q.i.d. 

For  patients  weighing  less  than  90  lbs.: 

1 0 mg./lb./day  in  4 equally  divided  doses. 

•For  severe  infections-Adults:  450  mg.  q.i.d.  Children  up  to  90  lbs.:  20  mg./lb./day  in  4 equally  divided  doses. 

Very  serious  infections  may  require  very  high  doses  and  prolonged  therapy.  Note:  Versapen®  has  been  issued  Patent  No.  3198804, 


BRISTOL  BRISTOL  LABORATORIES/Division  of  Bristol-Myers  Company/Syracuse,  New  York  13201 


Create  a 


lAHiattodo 

until ..  . 
tupposrtones 

work: 


‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  workJ-3  Some- 
times t\A/o/  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, ^ and 
not  infrequently  produce  smarting,  burning  and  tenesmus.^ 

Alternative  to  the  long  unpleasant  wait;  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 


Much  better. 


C.  B.  FLEET  CO  , INC. 
Lynchburg,  Va.  24505 


m 

|pli3finaceulic3ls 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present. 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:908,  Apr.  1,  1963.  3.  Weinsaft.  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun.  A.  B.: 
Amer  J Obstet  Gynec  85:905,  Apr.  1,  1963.  5.  Feder,  1.  A.,  Flores.  A.  and  Weiss.  J : Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz.  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 
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Ritients  fell  asleep  quickl: 


Daimane  (flurazepam  HCi)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.^>2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Daimane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30-mg  capsule  of  Daimane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
ofsubfects. 

Results  shown  represent  average  values  in  all 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Daimane  therapy 
and  the  seven  consecutive  nights  on  Daimane 
30  mg. 

Daimane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Daimane  15  mg 
should  be  prescribed  for  these  patients.) 

Seterences;  1.  Frost,  J.  D.,  Jr.;  "A  System  for  Automatically  Analyz- 
ing .Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov,  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Daimane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


^nd  skpt  through  the  night 


! On 


I 

I 


1 

f 


Dalmane 
(flurazepam  HCI) 


Time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


werage  sleep  laboratory  measurements  in  cited  studies 


Parameter 

"ime  required  to  fail  asleep 
Make  time  after  onset  of  sleep 
Jumberof  wakeful  periods  after 
onset  of  sleep 
dtal  sleep  time 
otal  sleep  percent 


Before  Dalmane 

On  Dalmane 

33.6  min. 

17.6  min. 

48.7  min. 

22  6 min. 

12.2 

8.4 

420.0  min. 

447.5  min. 

88.6 

94.5 

Clinical  effectiveness  as 
proven  in  the  sleep  laboratory 

Dalmane 

JIurazepam  HCO 

3ne  30-mg  capsule  h.s.— usual  adult  dosage. 
3ne  IS-mg  capsule  h.s.— initial  dosage  for 
elderly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows; 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings;  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 

Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

It  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

\ Roche  Laboratories 

< ROCHE > Division  of  Hoffmann-  La  Roche  Inc. 
\ y Nutley,  New  Jersey  071 1 0 


105th  ANNUAL  SESSION 

TEXAS  MEDICAL 

ASSOCIATION 

MAY  11-14,  1972 

San  Antonio,  Texas 

Scientific  Exhibits 

Physicians'  and  Wives'  Art  Exhibit 

Scientific  exhibit  applications  are  now 

Participate  in  the  5th  Annual  Physicians’ 

available.  Share  your  knowledge  with 

and  Wives’  Art  Exhibit.  Awards  in  both 

your  colleagues.  No  charge  for  scientific 

Modern  and  Classical  work.  Artists  may 

exhibit  space. 

offer  art  for  sale  during  show.  TMA 

Write;  Scientific  Exhibits 

Texas  Medical  Association 

physicians,  wives,  interns  and  residents 
may  participate.  For  applications  write: 

1801  N.  Lamar  Blvd. 

Austin,  Texas  78701 

Art  Exhibit 

Texas  Medical  Association 

1801  N.  Lamar  Blvd. 

Austin,  Texas  78701 
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if  skin  is  infected, 
or  open  to  infection 

choose  the  topicds 
that  ^ive  yoin*  patient- 


broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

\imishing  Cream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is ; 
perforated.  These  products  are  contraindicated  in  those  individuals  who  *. 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 

' sj, 

■4 


ft 

Wellco 


I 

/ Burroughs  Welkome  Co. 

/ Research  Triangle  Park 
/ North  Carolina  27709 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief: 

[U  belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-navored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  rend  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  w ith  licjuids. 


STUART  PHARMACEUTICALS  1 Pasadena,  California  91109  1 Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmochc/sedative/antiflatulent 


Spring  peeper  {tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

PSYCHIATRY 

SAMUEL  E.  NEELY,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


* DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  D.A.B.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  D.A.B.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 


G«n«ral  Surgery: 

L.  L.  Travia,  M.D. 

J.  S.  O’Hare.  M.D. 

R.  K.  Willma,  M.D. 

OrtLopedle  Surserr: 

E.  L.  Mahon,  Jr.,  M.D. 

Urolocy: 

H.  F.  Rivee,  M.D. 

PatholoKT: 

Harbert  Davenport,  Jr..  M.D. 


JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verbeyden,  M.D. 

J.  T.  Scogrin,  M.D. 

J.  H.  Peanell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

Obatetries  and  Gynecology: 

J,  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrica: 

M.  L.  Gray.  M.D. 

Radiology  and  Radioactive  Isotopes: 
L.  W.  RaUton,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinie 
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directory  rates  & DATA;  Space  is  available  to  TMA  mem- 
bers at  $10.00  per  column  inch  and  listings  must  run  for  a 
minimum  of  six  months.  New  listings  are  limited  to  those 
specialties  recognized  by  the  American  Medical  Association. 
A discount  of  5%  is  allowed  for  six  months’  advance  payment. 
Mail  copy  to  Advertising  Assistant,  TEXAS  MEDICINE.  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  20th  of 
the  month  preceding  publication  month. 


lexas 

Physicians’  Directory 


Aerospace  Medicine 

D.  OWEN  COONS,  M.D.,  M.P.H.,  F.A.M. 


Clinics 


Oiplomate  American  Board  of  Preventive  Medicine 


CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 


Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 
Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certification 


224  West  Beauregard  Avenue,  San  Angelo,  Texas 

R.  M.  Finks,  M.D.,  Pediatrics  Dale  W.  Hayter,  M.D., 

M.  D.  Knight,  M.D.,  Surgery  Ophthalmology 


6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 


Allergy 


DRS.  FEIN  AND  KAMIN 


W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


O.  Sterling  Gillis,  III,  M.D., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,  M.D. 

Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


Allergy  and  Immunology 

Bernard  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamin,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 
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THE  FORT  WORTH  CLINIC 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  F.A.A.A. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 

Thomas  J.  Coleman,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANTS 
William  H.  Neil,  M.D. 

Victor  E.  McCall,  M.D. 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 
Allergy 


Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  Queng,  M.D. 

Kenneth  E.  Peirce,  M.D,  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


I HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
, Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 
2530  Morgan,  Corpus  Christi,  Texas,  882-3487 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

' 921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  884-3861 

GYNECOLOGY 


J.  H.  Thomas,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Salvador  Ortiz,  M.D. 

Marilyn  Upmanyu,  M.D. 
(Consultant) 

SURGERY 

S.  T.  Coleman,  M.D.,  F.A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 
(Consultant) 

RADIOLOGY 
Crysup  Sory,  M.D. 


OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  F.A.C.S, 
FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 
H.R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

UROLOGY 

J.  D.  Stephenson,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


SEAT  BELTS  SAVE  LIVES— 
BUT  ONLY  IF  YOU  USE  THEM 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  U Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Internal  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 


ADMINISTRATION 

C.  H.  "Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kolle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 

CONSULTANT 


LANCASTER  OFFICE 


R.  B.  Caraway,  Jr.,  M.D. 


C.  G.  Spears,  M.D. 


525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A.  Harris,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D..,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.B.  Allensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 
Jarrett  E.  Williams,  M.D. 


B.  B.  Trotter,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  Asst.  Clinic  Manager 


Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  T.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friediand,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan.  M.D. 

Thomas  G.  Vandivler,  M.D. 

Charles  H.  Giegory,  M.D. 

R.  Frederick  Gregory,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 

HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 

INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 

Jack  L.  Reddin,  M.D. 

INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 

Oscar  A.  Fonseca,  M.D. 

Consultation  By  Appointment 


NEUROLOGY 

Donald  J.  Russell,  M.D. 

ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 

Jack  P.  Abbott,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D, 
Charles  A.  Spain,  M.D, 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
C.  G.  Mercy, 

Administrator 
Robert  B.  Hall, 

Assistant  Administrator 
LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 
ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  F.A.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 

RADIOLOGY 

Neil  B.  Longley,  M.D. 

Richard  E.  Schuette,  M.D. 

BUSINESS  MANAGER 
C.  C.  Walker 
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TEXAS  MEDICim 


Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 
315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


JOHN  C.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


W.  HUBERT  SEALE,  M.D. 

Eye,  Ear,  Nose  & Throat 

HUBERT  JAMES  SEALE,  M.D. 
Disease  & Surgery  of  the  Eye 

1321  Hickory  St.,  Abilene,  Texas,  Phone  673-3751 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 


nil 
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Family  & General  Practice 

General  Surgery 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.« 

GENE  V.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Fioresville,  Texas  78114,  512  393-2527 
*Oiplomate  American  Board  of  Family  Practice 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

IRWIN  KURTZ,  M.D. 

Diplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D,.  F.A.C.P. 

Consultations  in  hospitals  only 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

TEXAS  MEDICINE 

regularly  lists  highlights  of  more  than  100 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 

information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “HIGHLIGHTS  OF 

COMING  MEETINGS"  section. 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 
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ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

Neurology 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Neurological  Surgery 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

DIplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Ophthalmology 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

i 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

Diplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Femdale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 
Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  O.  Box  6374,  Corpus  Christ!,  Texas  78411 
512  853-7319 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


Diplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

*Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• Annual  Winter  Conference,  Jan.  22,  1972,  Austin 

• 105th  Annual  Session,  May  11-14,  1972,  San  Antonio 

• Annual  Fall  Conference,  Sept.  23,  1972,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serologar, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemogiobin  Eiectrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathoiogy 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

TOM  BARR,  M.D.  I 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery  ^ 

Medical  Arts  Building,  Dallas,  Texas  ^ 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D,  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  UBORATORY  SERVICE  OF  DALLAS 

Ciinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytoiogy 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Dipiomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  0.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request  _ 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  MD. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  O.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

Pharmaceutical  advertising  in  TEXAS  MEDICINE 
keeps  you  informed  and  pays  for 
publishing  costs.  When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad  in  your  journal. 
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Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

*Oiplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

JAMES  H.  PENOFF,  M.D. 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904V2  E-  Southmore,  Pasadena,  Texas  77502,  473-5488 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512) 

Office  696-2390 

Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Diplomats  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue.  Fort  Worth,  Texas  76104,  3354751 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Present  your  ideas 
in  Texas  Medicine 

flitting  manuscripts, 

“Information  for  Authors.” 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

General  Psychiatry 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


'Bernard  J.  Doicnz,  M.D. 

•Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
•Diplomates  American  Board  of  Psychiatry  and  Neurology 


140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 

practice  limited  to 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACKG.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 
Geoffrey  Kelham,  M.D. 


Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
•Abe  Hauser,  M.D. 

•Robert  I.  Hauser,  M.D. 

•Barry  M.  Brown,  M.D. 

H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 


X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Section  of  Neurology 
•Gerald  Ratinov,  M.D. 

•Robert  M.  Gordon,  M.D. 

•Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 

•Diplomate,  American  Board  of  Psychiatry  and  Neurolog;y 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.AB.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Thoracic  Surgery 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

DIplomate  of  American  Board  of  Urology 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

DIplomate  of  American  Board  of  Urology 

CHARLES  T.  MEADOWS,  M.D. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

MARVIN  GREER  RAPE,  M.D. 

DIplomate  of  American  Board  of  Urology 

NEWTON  F.  MCDONALD,  M.D. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

JOHN  L.  KEE,  JR.,  M.D. 

Thoracic  Surgery 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

1209-10  Medical  Aits  Bldg.,  Houston,  Texas  77002,  222-7521 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

DIplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

2925  West  T.C.  Jester  Blvd.,  Houston,  Texas,  681-0343 

ALLAN  L.  GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

THE  UROLOGY  CLINIC 

1010  Louisiana,  Houston,  Texas  77002,  227-1414 

James  S.  Boren,  M.D. 

Robert  1.  Cox,  M.D. 

Diplomates  American  Board  of  Urology 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

HECTOR  A.  ESCAMILLA,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Urology 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to;  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group, 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  8330  South 
Lancaster  Road,  Dallas,  Texas  75216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals. 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  Texas  76670,  area  code  214,  493-2511. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236.  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


ORTHOPEDIC  SURGEON.  PEDIATRICIAN.  OBSTETRICIAN  AND 
TWO  GENERAL  PRACTITIONERS  needed  by  19  doctor-group.  Salary 
open.  Full  partnership  in  one  year.  100-bed  fully  accredited  hospital. 
Many  fringe  benefits  including  tax-sheltered  retirement  plan.  For  addi- 
tional details  write  Chester  Clinic  and  Hospital  Association.  3330  South 
Lancaster  Road,  Dallas,  Texas  76216,  Attn:  John  B.  Chester,  M.D. 


OPPORTUNITIES  IN  YOAKUM  COUNTY,  TEXAS,  DENVER  CITY, 
TEXAS.  Actual  need  for  four  general  practitioners.  Three  overworked 
general  practitioners  for  the  past  six  years  until  January  16,  1970.  One 
man  left  at  that  time  to  enter  industrial  medicine,  leaving  two.  His 
modern  well  equipped  clinic  available,  rent  free  for  six  months,  low  rent 
for  following  six  months,  with  option  to  buy,  records  available.  This 
clinic  on  same  block  with  hospital.  Hospital  is  60  beds,  well  equipped, 
has  radiology,  clinical  and  tissue  pathology  consultation  on  regular  basis. 
Present  two  physicians  will  welcome  one  or  two  other  physicians,  will 
help  introduce.  Amicable  working  arrangement  for  time  off,  patient 
coverage  and  consultation.  PLAINS,  TEXAS.  County  seat  of  Yoakum 
County,  15  miles  north  of  Denver  City,  excellent  highway.  Completely 
equipped  modern  clinic  available  for  one  dollar  ($1.00)  a month.  Utilities 
furnished  by  city.  Large  enough  for  two  physicians.  Physicians  in  Den- 
ver will  make  same  arrangements  for  coverage,  etc.  as  outlined  above. 
Yoakum  County  bas  excellent  schools,  good  churches,  Yoakum  County 
Park  between  tbe  two  towns  with  very  good  grass,  green  nine  hole  golf 
course.  Lubbock  with  Texas  Tech  University,  one  hour,  twenty  minutes 
away.  Midland-Odessa  area  one  hour,  thirty  minutes  away.  Contact  ad- 
ministrator Yoakum  County  Hospital,  Denver  City,  Texas,  area  code  806, 
692-2121  or  County  Judge  Gene  Bennett,  Plains,  Texas,  area  code  806, 
456-8606. 


WANTED:  PHYSICIANS  WITH  INTEREST  IN  OBSTETRICS  to 
locate  in  progressive  East  Texas  area  with  complete  support  of  local 
medical  staff.  Contact  Paul  R.  Bennett.  300  West  Upshur,  Gladewater, 
Texas,  or  phone  AC  214,  846-2281. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
workng  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8166,  379-8166,  Newton, 
Texas. 


WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  36,  military  com- 
pleted to  join  another  OB-GYN.  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-46,  60  miles  from  Dallas.  Beginning 
salary,  $25,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  Tbe 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin.  Texas  78701. 


$30,000-$40,000  GUARANTEED  FIRST  YEAR.  Little  or  no  practice 
expense.  Maximum  leisure  time  with  family.  General  and  internal  medi- 
cine private  practices  available  in  solo  and  group  situations.  Not  an 
employment  agency.  No  cost  to  physician.  Sanford  Smith,  Director,  Phy- 
sician and  Personnel  Planning,  P.O.  Box  9836,  Houston,  Texas  77016. 
713-463-6324. 


PHYSICIANS  WITH  TEXAS  LICENSE.  Opportunity  to  work  in  state 
institute  for  retarded.  40-hour  week,  retirement  program,  vacation,  other 
fringe  benefits.  Ebccellent  schools,  fishing,  hunting.  Salary  from  $22,000 
depending  upon  qualifications.  An  equal  opportunity  employer.  Contact 
Superintendent,  Mexia  State  School.  P.  O.  Box  1132,  Mexia,  Texas  76667, 
or  call  AC  817,  662-2821. 


WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator, P.  O.  Box  28,  Dallas,  Texas. 

OPPORTUNITY  FOR  YOUNG  MD  IN  FAMILY  PRACTICE  in  Spring 
Branch  area  of  Houston.  For  information  contact  Dr.  J.  Siegel,  7410 
Long  Point,  Houston,  Texas  77066;  telephone  682-2663. 

WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  76601. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  to^ 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  tbree-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  salary 
and  incentive.  Excellent  fringe  benefits  including  retirement  plan.  New 
modern  building  with  fully  equipped  x-ray  and  laboratory  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas  76501. 
Telephone  AC  214,  792-7161. 

GENERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join 
eighteen  man  multi-specialty  group  in  the  Southwest.  Attractive  starting 
salary  and  incentive.  Excellent  fringe  benefits  including  retirement  plan. 
New  modem  building  with  fully  equipped  x-ray  and  laboratory  facilities. 
Two  accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & 
Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas 
75601.  Telephone  AC  214,  792-7151. 


GENERAL  PRACTITIONER,  INTERNIST.  OPHTHALMOLOGIST, 
PEDIATRICIAN,  ORTHOPEDIST  to  join  six  general  practitioners  and 
three  specialists  in  well  equipped  offices.  Liberal  salary  with  usual  frii^e 
benefits  including  hospital/major  medical,  life,  disability,  and  malpractice 
insurance,  and  interest  in  vested,  tax  sheltered  retirement  program.  Two 
year  employee  status  leading  to  full  partnership.  Open  staff  hospital 
appointments  at  fully  accredited,  126  bed  general  hospital  adjacent  to 
office  building.  Texas  Gulf  Coast  area  encompasses  rapidly  growing  in- 
dustrial complex  and  extensive  recreational  facilities  including  fishing, 
boating  and  hunting.  Located  26  miles  from  Houston  and  40  miles  from 
Galveston.  School  system  includes  junior  college.  Contact  H.  H.  Duke,  Jr., 
M.D.,  Medical  & Surgical  Group,  1105  Decker  Drive,  Baytown,  'Texas 
77620.  Telephone  AC  713,  427-1761. 


GENERAL  PRACITTIONER  (ONE  OR  TWO)  NEEDED  to  assume 
practice  of  retiring  doctor  in  Italy,  Texas.  Italy  is  located  30  minutes 
south  of  Dallas  with  a population  of  6,000  within  a 4 mile  radius.  May 
use  present  office  space  or  will  build  to  doctor’s  specifications.  Italy  has 
a modem  76-bed  nursing  home  and  hospital  facilities  14  miles  away  in 
Waxahachie.  Good  school  (Class  A)  and  churches  with  new  homes  under 
construction.  If  you  will  take  a look,  we  will  pay  expenses.  For  informa- 
tion write  Willis  L.  Bugg,  P.O.  Box  160,  Italy,  Texas  76661,  or  call 
AC  214,  483-6271  or  483-6836. 


WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Annual  salary  $21,600  to  $28,000, 
depending  on  training  and  experience.  40  hour  work  week  with  ample 
vacation  time,  other  fringe  benefits.  Excellent  community  to  live.  Near 
Dallas,  Fort  Worth.  Contact  Medical  Director,  Denton  State  School,  Box 
368,  Denton,  Texas  76201. 


AVAILABLE  IMMEDIATELY.  Single  general  practitioner’s  M.D. 
clinic  and  practice.  Deceased  physician  63  years  of  practice.  Excellent 
location,  within  two  mile  radius  of  four  major  accredited  hospitals.  City 
of  393,476.  Minimum  earning  capacity  $26,000  per  annum,  more  if 
capable  to  do  surgery  and  ob/gyn.  Will  consider  locum  tenens.  Dr. 
A.  M.  Huffman  Clinic,  1201  Hemphill,  Fort  Worth,  Texas  76104;  phone 
1-817-332-8171,  1-817-926-2336,  1-817-266-1713. 


PROFITABLE  PRACTICE  in  small  town  of  Alto  open  to  respon- 
sible physician.  Extremely  low  overhead  in  newly  remodeled  clinic  next 
to  oral  surgeon,  owned  by  civic  group.  46  bed  hospital  12  miles  on 
4-lane  highway.  Contact  Bill  Warner,  Box  57,  Alto,  Texas  76925: 
phone  713-868-4311,  or  nights  and  Sunday  868-4478. 


OPENINGS  FOR  GENERAL  PRACTICE  and  all  specialties  avail- 
able in  the  near  vicinity  of  Pasadena  Bayshore  Hospital.  This  is  a 300 
bed  hospital,  with  a 100  bed  annex  and  two  professional  buildings 
located  immediately  adjacent  to  the  hospital  grounds.  This  hospital  is 
located  in  a arrowing  city  of  nearly  100,000  population,  adjacent  to  the 
NASA-Ciear  Lake  area  and  Houston.  Interested  doctors  shouid  address 
their  inquiries  to  G.  G.  Alexander,  M.D.,  3912  Brookhaven,  Pasadena, 
Texas  77504. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  the  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED  GENERAL  SURGEON  to  join  GP  in  small  privately 
owned  29  bed  hospital  and  clinic  in  Central  Texas.  Beginning  salary 
$S000  per  month  or  may  be  on  own.  Call  or  write  M.  A.  Childress, 
M.D.,  P.O.  Box  289,  Goldthwaite,  Texas  76844:  phone  916-648-2212. 

GENERAL  PRACTITIONER  NEEDED  in  Beaumont,  Texas.  City  of 
120,000  servicing  400,000  to  600,000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,500  per  month  with  50% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new, 
fully  equipped  clinic.  Presently  have  5-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 

GENERAL  PRACTITIONERS,  PEDIATRICIANS,  GYNECOLOGISTS 
needed  in  pleasant  East  Texas  town  of  Marshall.  Office  space  across 
street  from  hospital.  New  hospital  to  start  construction,  same  site,  Janu- 
ary 1972.  Opportunity  for  association  for  purpose  of  trading  call  and 
weekends.  Contact  R.  Orin  Littlejohn,  M.D.,  304  University  Avenue, 
Suite  200,  Marshall.  Texas  75670. 

PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $15,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 
78751. 

WANTED:  ANESTHESIOLOGIST  for  small  Dallas  hospital  with  ex- 
pansion plans.  Fee  for  services,  $35,000  minimum.  Excellent  opportunity 
to  head  Department  of  Anesthesiology;  listed  with  A.H.A.-T.H.A.  ; 
Medicare-Medicaid  approved.  Send  resume  to  P.O.  Box  292,  Hutchins, 
Texas  75141. 

MD  FOR  GENERAL  PRACTICE  AND  SURGERY,  join  established 
clinic  or  start  private  practice.  New  hospital  and  clinic  offices  to  be  com- 
pleted September  16,  1971.  For  information  contact  James  D.  Holquist, 
Administrator,  South  Eastland  County  Hospital  District,  Gorman,  Texas 
76454.  AC  817-734-5830. 

WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  Base  annual  salary  $21,500,  40  hour  work  week  with 
ample  vacation  time,  other  fringe  benefits.  Excellent  community  to  live. 
Near  San  Angelo,  Texas.  Contact  Medical  Director,  San  Angelo  Center, 
Carlsbad,  Texas  76934. 

PRIVATE  PRACTICE  OPPORTUNITIES  are  now  available  in  the 
fields  of  General  Practice,  Pediatrics,  ENT,  OB-GYN,  Surgery,  and  Anes- 
thesiology. These  opportunities  available  in  a 100-bed  proprietary  hospital, 
physician  owned,  with  an  expansion  to  165  beds.  Medical  success  in  your 
practice  guaranteed  by  cash  of  at  least  $4,000  per  month  for  a period  of 
6 months.  Free  rent  and  other  benefits  also  included.  Pasadena,  Texas, 
is  a progressive  city  of  100,000  located  as  a suburb  of  Houston.  Texas, 
near  the  Manned  Space  Craft  Center.  Medical  community  enjoys  high  per 
capita  earnings,  open  staff  policies,  and  unlimited  medical  opportunities. 
For  additional  information  write  or  call  Richard  Fly,  Pasadena  General 
Hospital,  1004  Seymour,  Pasadena,  Texas  77502.  Phone  AC  713-473-1771. 

UNUSUAL  OPPORTUNITY  FOR  M.D.  Round  Rock,  Texas,  is  a grow- 
ing city  in  excess  of  3,000,  seven  miles  from  city  limits  of  Austin,  Texas. 
Large  completely  equipped  clinic  building  available.  Shopping  center  to 
be  built  across  highway  from  clinic.  Westinghouse  is  building  plant  that 
will  employ  over  800  ; this  plant  to  be  in  city  limits.  Town  has  two  homes 
for  aged  and  modem  child-cax*e  home.  Enrollment  of  school  system  about 
2,000.  Has  large  trade  area,  beautiful  area  to  live  in.  No  MD  or  DO  at 
present.  Ad  sponsored  by  Round  Rock  Chamber  of  Commerce,  Kiwanis 
Club,  Lions  Club.  Contact  N.  G.  Whitlow,  President,  Farmers  State  Bank, 
Round  Rock,  Texas.  Telephone  AC  512-255-3622. 

WANTED:  BOARD  ELIGIBLE  OR  CERTIFIED  PSYCHIATRIST  as 
medical  director  of  hospital  outpatient  clinic  and  director  of  outreach 
services.  Salary  $27,000  with  additional  $1,000  for  certification.  Hospitali- 
zation and  life  insurance  partly  paid  by  employer.  Excellent  vacation, 
holiday  and  sick  leave.  JCAH  hospital,  excellent  staff,  and  opportunities 
provide  a challenge.  Write  Superintendent,  Preston  E.  Harrison,  M.D., 
P.O.  Box  231,  Big  Spring,  Texas  79720. 

STAFF  PHYSICIANS  NEEDED  for  school  for  the  retarded.  Progres- 
sive 2,000  resident  state  institution.  Eligibility  for  Texas  license  required. 
Paid  vacation,  paid  sick  leave,  group  insurance,  retirement  plan  and  13 
paid  holidays.  Send  resume  to  John  E.  Muller,  Personnel  Officer,  Austin 
State  School,  P.O.  Box  1269,  Austin,  Texas  78767. 

FOUR  GPs  DESIRE  FIFTH  GP  intei*ested  in  practicing  a high  stand- 
ard of  general  medicine.  Military  must  be  complete.  Clinic  and  hospital 
facilities  in  growing  community  due  to  industrial  growth.  Night  and 
weekend  call  on  equal  rotation  basis.  Opportunity  for  partnership  after 
one  year.  Group  incorporated  and  has  profit  sharing  plan.  Located  be- 
tween Dallas  and  Fort  Worth.  C.  D.  Pittard  or  Dan  Perrett,  1600  West 
College  Street,  Grapevine,  Texas  76051.  Telephone  AC  817-488-7546  or 
481-1588. 

INDUSTRIAL  MEDICAL  AND  SURGICAL  CLINICS  located  in  Dallas, 
Texas,  at  426  Medical  Arts  Building,  1719  Pacific  Avenue  and  350  Ix>cke 
Medical  Building,  6011  Harry  Hines  Blvd.,  and  opening  a clinic  at  the 
new  Dallas-Fort  Worth  Regional  Airport  in  Arlington,  Texas,  has  posi- 
tions available  for  interested  physicians.  Contact  Harry  Carter,  Admin- 
istrator, Cook  Clinic,  350  Locke  Medical  Building,  Dallas,  Texas  75235. 
Telephone  AC  214-638-2730. 

GENERAL  PRACTITIONER  for  new  treatment  facility  operated  by 
Hidalgo  County  Health  Department,  funded  by  Model  Cities.  Pay  $25,000  ; 
life,  health,  and  malpractice  insurance  paid.  Texas  license  required,  Span- 
ish speaking  desirable  ; full  staff  and  facilities.  Close  to  Mexico  and  the 
Gulf  of  Mexico.  Contact  John  Miller,  P.O.  Box  1229,  Edinburg,  Texas 
78539. 

Classified  ads  in  Texas  Medicine 

GET  RESULTS! 

Only  $8.00  for  50  words  that  reach 
over  11,800  readers  each  month. 

See  full  details  on  previous  page. 


EMERGENCY  ROOM  PHYSICIAN  IN  TEXAS.  Position  available  now 
and  July  1,  1972.  Earning's  average  $50,000  a year.  Guarantee  according 
to  position.  Locations  in  Wichita  Falls,  Houston,  San  Antonio,  and  Beau- 
mont. Call  1-512-732-9247  collect  anytime.  Apply  Ad-337,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

AN  OB-GYN,  UNDER  40  YEARS  OF  AGE,  is  wanted  to  join  a four- 
doctor  OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  part- 
nership. Contact  Midland’s  Women’s  Clinic,  2009  West  Wall,  Midland, 
Texas  79701. 

GENERAL  PRACTITIONER  NEEDED  IN  JUNCTION,  TEXAS.  Com- 
pletely  equipped  office  available  for  immediate  occupancy.  Modern  18-bed 
well  equipped  hospital.  Junction  city  population  2,800.  Kimble  County 
population  4,500.  Kimble  County  Hospital  serves  entire  county.  Excellent 
school  system,  friendly  small  town,  stable  ranching  community,  multiple 
recreational  facilities  available.  Please  reply  to  Ad-339,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 

WANTED— FAMILY  PRACTITIONER  OR  SURGEON  to  associate  with 
a three-man  family  practice  group.  Rapidly  growing  area  in  Texas  Pan- 
handle. 35-bed,  well  equipped  hospital  w'ith  office  facilities  for  five  doc- 
tors attached.  No  investment  necessary.  Please  reply  to  Ad-340,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGEON  AND  INTERNIST  NEEDED  for  growing  four- 
man  group  practice  in  Dallas.  $30,000  annual  income,  no  investment  re- 
quired. Clinic  has  complete  medical  and  technical  facilities  ; excellent  lo- 
cation : clinic  practice  consists  of  good  mixture  of  industrial  and  general 
medicine.  Call : Clinic  Manager,  AC  214-363-0121. 

PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  44  year 
old  physician  in  established  pediatric  practice  in  Austin.  Willing  to  con- 
sider any  mutually  agreeable  affiliation,  ranging  from  office  sharing  to 
full  partnership.  Please  reply  to  Ad-342,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

ASSOCIATE  PATHOLOGIST  WANTED  for  385-bed  hospital,  good 
community,  fine  medical  staff,  automated,  computerized  laboratory  with 
12  ASCP  technologists.  Salary  first  year,  then  percentage  in  partnership. 
Very  good  future  opportunity.  Please  reply  to  L.  L.  Duncan,  M.D.,  1000 
Pine,  Texarkana.  Texas  75501.  Telephone  AC  214-793-4122. 

PHYSICIAN  WANTED:  SPECIALIST  OR  GENERAL  PRACTITION- 
ER to  take  over  office  building  where  there  has  been  established  practice 
for  20  years.  Only  60  steps  across  the  street  to  Shannon  West  Texas 
Memorial  Hospital.  Before  remodeling  and  carpeting  four  years  ago,  was 
appraised  at  $40,000.  Approximately  $10,000  in  remodeling,  with  another 
$1,500  past  year  to  replace  air  conditioning.  40  foot  front  and  around 
1,600  square  feet  floor  space.  Perfect  for  specialist  who  needs  easy  access 
to  hospital.  Has  carport  and  space  for  four  automobiles  as  well.  Two 
hour  parking  free  in  front.  No  water  shortage  now  and  assured  of  ade- 
quate water  to  year  2000.  Will  sell  for  $38,000  (has  established  loan  at 
6%%).  Come  to  San  Angelo  and  enjoy  living  at  its  best.  Have  looked  all 
over  the  Southwest  and  have  found  nothing  to  equal  climate,  schools,  or 
the  community  in  general.  No,  I am  not  leaving,  just  changing  locations. 
Write  Lloyd  L.  Downing,  M.D.,  22  South  Magdalen,  San  Angelo,  Texas 
■raOL 

GENERAL  PRACTITIONER  GROUP  PRACTICE  with  three  other 
general  practitioners.  Combination  clinic,  42-bed  hospital.  44-bed  ex- 
tended care  facility,  pharmacy.  No  capital  outlay,  no  buy-in,  equal 
privileges,  guaranteed  income  until  established.  One  of  the  top  oppor- 
tunities in  the  Southwest.  Contact  Sydney  A.  Garrett,  M.D.  or  Ray 
W.  Freeman,  M.D.,  806-839-2471,  Hi-Plains  Hospital-Clinic,  203  West 
4th,  Hale  Center,  Texas  79041. 


Situations  Wanted 


INTERNIST-GASTROENTEROLOGIST,  35  years  old,  trained  in  G.I., 
x-ray,  endoscopy.  Will  do  internal  medicine  plus  gastroenterology.  Desires 
to  relocate  in  Dallas  or  Houston  area.  Please  reply  to  Ad-319,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 

YOUNG  M.D.  with  three  years  experience  as  general  practitioner 
desires  full-time  or  part-time  employment  in  Houston  area  from  No- 
vember 1,  1971,  to  June  30,  1972.  US  medical  school  graduate.  Contact 
AD-328,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

RADIOLOGIST.  CERTIFIED  AND  EXPERIENCED  in  diagnosis, 
therapy  and  isotopes  seeks  directorship  of  hospital  X-ray  department; 
association  with  clinic,  individual  radiologist  or  radiological  group.  Please 
reply  to  Ad-333,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


TEXAS  RADIOLOGIST,  board  certified,  desires  small  hospital,  clinic 
or  association  with  group.  19  years  hospital  and  clinic  experience.  Please 
reply  to  Ad-335,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 


EXPERIENCED  PHYSICIAN  desires  locum  tenens  work  or  association. 
El  Paso  or  environs  preferred.  Please  reply  to  Ad-338,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

GENERAL  SURGEON — 37  years  old,  residency  completed  and  board 
eligible,  seeks  opportunity  in  the  Dallas-Fort  Worth  area.  Extensive 
training  in  abdominal,  head  and  neck,  pediatric  and  peripheral  vascular 
surgery.  Academic  position  would  be  considered.  Please  reply  to  Ad-341, 
Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

INTERNIST,  finishing  residency  August  1,  1972,  seeking  group  prac- 
tice. Please  reply  to  Ad-343,  Texas  Medicine,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


For  Sale  or  For  Rent 


FOR  YOUR  RANCH  OR  FARM  two  hea-vy-duty  rotary  cutters,  Roto- 
cycles,  demonstrators,  excellent  condition,  new  guarantee.  Tractor  pow- 
ered  lift  type  and  pull  type.  Call  AC  817-756-2137. 

OFFICE  FOR  LEASE.  Reception,  waiting,  consultation,  and  treatment 
rooms.  Furnished.  Centrally  located,  near  downtown  Dallas  in  frame 
building.  Former  doctor  had  an  established  practice  of  25  years.  Prefer 
bilingual  (Spanish-English)  MD.  Excellent  opportunity  for  beginning 
practitioner.  For  further  information  write  to:  Mrs.  J.  T.  Saldivar,  9816 
Limerick  Drive,  Dallas,  Texas  75218. 
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When  the  problem 
is  E.  coli. 

Klebsiella-Aerobacter. 

P.  mirabilis  or 
Staph,  aureus . . . 


Consider  this; 

rapid  absorption, 

high  plasma  concentrations, 

rapid  renal  clearance, 

high  solubility  at  urinary  pH 

proved  reliability, 

high  urinary  drug  levels, 

generally  good  tolerance, 

and . . . economy. 
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Gantrisin* 


sulfisoxazoIe/Roche® 


classic  for  nonobstructed  cystitis, 
pyelitis  and  pyelonephritis 
4 to  8 tablets  stat,  2 to  4 tablets  g.i.d. 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Acute,  recurrent  or  chronic  urinary 
tract  infections  (primarily  cystitis,  pyelitis,  pyelo- 
nephritis) due  to  susceptible  organisms,  (usually 
E.  coli,  Klebsiella-Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and  less  frequently, 
Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note:  In 
vitro  sulfonamide  sensitivity  tests  are  not  always 
reliable;  tests  must  be  coordinated  with  bacterio- 
logic  and  clinical  response.  Aminobenzoic  acid 
should  be  added  to  follow-up  culture  media  for 
patients  already  taking  sulfonamides. 

Currently,  the  increasing  frequency  of  resistant 
organisms  is  a limitation  of  the  usefulness  of  anti- 
bacterial agents  including  sulfonamides. 

Free  sulfonamide  blood  levels  should  be  meas- 
ured in  patients  receiving  sulfonamides  for  serious 
infections  since  there  may  be  wide  variations  with 
identical  doses;  20  mg/ 100  ml  should  be  maxi- 
mum total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 
Contraindications:  Hypersensitivity  to  sulfona- 
mides, infants  less  than  2 months  of  age,  preg- 
nancy at  term,  and  during  the  nursing  period. 


Warnings:  Safety  of  sulfonamides  in  pregnancy 
has  not  been  established.  Sulfonamides  will  not 
eradicate  group  A streptococci.  Deaths  have  been 
reported  from  hypersensitivity  reactions,  agranu- 
locytosis, aplastic  anemia  and  other  blood  dyscra- 
sias  associated  with  sulfonamide  administration. 
Clinical  signs  such  as  sore  throat,  fever, 
pallor,  purpura  or  jaundice  may  be  early  indica- 
tions of  serious  blood  disorders.  Complete  blood 
counts  and  urinalysis  with  careful  microscopic 
examination  should  be  performed  frequently  dur- 
ing sulfonamide  therapy. 

Precautions:  Use  with  caution  when  impaired 
renal  or  hepatic  function,  severe  allergy  or  bron- 
chial asthma  is  present.  In  glucose-6-phosphate 
dehydrogenase-deficient  individuals,  hemolysis 
(frequently  a dose-related  reaction)  may  occur. 
Maintain  adequate  fluid  intake  to  prevent  crystal- 
luria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia,  methemoglobinemia.  Allergic 
reactions:  Erythema  multiforme  (Stevens-Johnson 
syndrome),  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  ex- 


foliative dermatitis,  anaphylactoid  reactions,  peri- 
orbital edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia,  allergic  myocardi- 
tis. Gastrointestinal  reactions:  Nausea,  emesis, 
abdominal  pains,  hepatitis,  diarrhea,  anorexia, 
pancreatitis,  stomatitis.  C.N.S.  reactions:  Head- 
ache, peripheral  neuritis,  mental  depression,  con- 
vulsions, ataxia,  hallucinations,  tinnitus,  vertigo, 
insomnia.  Miscellaneous  reactions:  Drug  fever, 
chills,  toxic  nephrosis  with  oliguria  and  anuria. 
Periarteritis  nodosa  and  L.E.  phenomenon  have 
occurred  with  sulfonamide  therapy.  Sulfonamides 
bear  certain  chemical  similarities  to  some  goitro- 
gens,  diuretics  and  oral  hypoglycemic  agents. 
Goiter  production,  diuresis  and  hypo^ycemia 
have  occurred  rarely  in  patients  receiving  sul- 
fonamides. Cross-sensitivity  may  exist  with  these 
agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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D.  R.  Swetland,  M.D..  F.A.C.S. 
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INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussdl,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland,  M.D.,  F.A.C.S, 
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ALLERGY 

S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese.  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson,  Jr..  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 


Telephone:  WE  6-3561 


DENTISTRY 


NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

Harry  W.  Slade,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator ; 

J.  D.  Norris.  Jr. 

Larry  Parsons,  Asst.  Administrator 


Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


Superintendent  of  Nurses ; 
Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 

The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  fonns  cf  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AND  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


♦Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Dia^osis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P,,  Pediatrics 
Diplomate  American  Board  Pediatrics 
•Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
♦Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
♦Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B.R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S.,  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O.,  Ophthalmology 

♦Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D.,  D.A.B. O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke,  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D.,  Internal  Medicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
J.  Boyd  Holiabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone,  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatologry 
Landon  W.  Stewart,  M.D.,  Internal  Medicine 
William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 

George  S.  Phalen,  M.D.,  Orthopedic  Surgery 

Richard  B.  Dulany,  M.D.,  Urology 

William  F.  Walton,  D.D.S.,  General  Dentistry 

E.  Nelson  Forsyth,  Jr.,  M.D.,  Gastroenterology  & Internal 
Medicine 

George  D.  Blake,  D.D.S.,  General  Dentistry 
Lucinda  A.  Melichar,  M.D.,  General  Medicine 
Cloyce  L.  Stetson,  Jr.,  M.D.,  Internal  Medicine 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 
C.  H.  Rosamoml,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


♦Inactive  status 


anxiety: 
a time  bomb 


Unless  defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronic  illness 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms  and 
interfere  with  recovery. 

The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjunctively 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 


Librium* 

(chlordiazepoxide 

HCI) 

5-mg,10-mg, 

25-mg  capsules 
uptolOOmgdaily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 
known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 


chinery, driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  may 
be  present  and  protective  measures  nec- 
essary. Variable  effects  on  blood  coagula- 
tion have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anti- 
coagulants; causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  Drowsiness, 
ataxia  and  confusion  may  occur,  espe- 
cially in  the  elderly  and  debilitated.  These 
are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges. 
In  a few  instances,  syncope  has  been  re- 
ported. Also  encountered  are  isolated  in- 
stances of  skin  eruptions,  edema,  minor 
menstrual  irregularities,  nausea  and  con- 
stipation, extrapyramidal  symptoms,  in- 
creased and  decreased  libido— all  infre- 
quent and  generally  controlled  with  dos- 
age reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscra- 
sias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  re- 
ported occasionally,  making  periodic 
blood  counts  and  liver  function  tests  ad- 
visable during  protracted  therapy. 
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When  doctors  speak . . . 
Medicenter  listens. 


Medicenters  are  dedicated 
to  the  finest  in  sub-acute  pa- 
tient care  for  short  term  re- 
covery from  illness  or  injury. 
We  recognize  and  practice  the 
fact  that  each  of  our  patients 
is  under  the  supervision  of  his 
or  her  personal  physician. 


Based  upon  recommenda- 
tions we've  received  from  many 
physicians,  we  arrange  and 
provide  for  easy  transfer  from 
hospital  to  Medicenter.  We’re 
conveniently  located  close  to 
hospital  complexes.  Our  forms 
and  charts  are  thorough  but 


simplified.  We  have  a fully- 
equipped  and  staffed  physical 
therapy  department.  Lab,  X- 
ray  and  pharmacy  services  are 
available. 

That’s  why  we  say  “when 
doctors  speak... Medicenter  lis- 
tens.” May  we  hear  from  you? 


Medicenter  of  America 


701  West  Randol  Mill  Road 
Arlington,  Texas  76013 


1314  Third  Street 
Corpus  Christi,  Texas  78404 


2301  North  Oregon  Street 
El  Paso,  Texas  79902 


815  Eighth  Avenue 
Fort  Worth,  Texas  76104 
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TEXAS  MEDICAL  ASSOCIATION 


AFRICAN  ADVENTURE 

DEPARTING  DALLAS  AND  HOUSTON  ON  FEBRUARY  10,  1972 


SPOIL  YOURSELF  WITH  A VISIT  TO  UNSPOILED  AFRICA 


Our  two  week  completely  non-regimented 
Adventure  offers  you  the  continent  of  Africa 
...its  magic,  its  excitement  and  its  unspoiled 
beauty.  All  for  only  $968.  African  Adventure 
includes  these  exclusive  features  at  charter 
cost  savings: 

• Direct  flights  via  private  jet 

• The  finest  first  class  hotels 

• Complete  American  breakfasts 

• Dinners  at  a selection  of  the  finest 
restaurants 


• 70  pound  baggage  allowance. . .expedited 
custom  facilities 

• Optional  sightseeing  tours,  plenty  of  time 
for  shopping 

• Five  hosts  always  available  to  assist  you 

• Never  any  regimentation . . do  asyou  please 

Space  is  limited.  Complete  the  reservation 
form  below  and  return  it  today. 


Home  Address 


City  State  Zip  Code  Phone 

□ Please  send  full  color  brochure. 
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Physician’s  Office  Today 

Dr.  Donald  H.  Brandt  of 
Denison  is  in  the 
piivate  practice  of  internal 
medicine.  Currently,  he 
is  president-elect  of 
the  Grayson  County 
Medical  Society  and  is  a 
member  of  several  other 
professional  organizations. 
His  article  explains  how 
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in  clinical  practice  as 
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A Ten-Year  Reevaluation 

Dr.  Robert  E.  Leslie 
practices  internal  medicine 
and  cardiology  in  El 
Campo.  He  has  served  as 
trustee  and  vice-president 
of  the  American  College 
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governor  of  its  Texas 
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of  the  American  College 
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99  Prolonged  Partial 
Bypass  for  Correction  of 
Recurrent  Coarctation  of 
the  Aorta  in  a Patient  with 
Unilateral  Renal  Agenesis 

Dr.  Bob  Q.  Lanier  is  a 
resident  in  pediatrics 
at  The  University  of  Texas 
Medical  Branch,  Galveston. 
His  coauthors  are  Dr. 
Quang  X.  Nghiem,  pediatric 
cardiology  Department 
of  Pediatrics,  and  Dr.  John 
R.  Derrick,  Department 
of  Surgery,  at  the 
Medical  Branch. 
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practiced  in  Del  Rio  and 
El  Paso  before  joining 
the  VA  staff.  Dr. 

Wallace,  chief  of  the 
Medical  Service,  is  a 
diplomate  of  the  American 
Board  of  Internal 
Medicine. 

117  Coccidioidomycosis: 

A Review 

Dr.  James  W.  Smith  is 
chief  of  the  Infectious 
Disease  Section,  Veterans 
Administration  Hospital 
in  Dallas.  He  also  is 
an  assistant  professor  of 
internal  medicine  at  The 
University  of  Texas 
Southwestern  Medical 
School.  He  is  a diplomate 
of  the  American  Board 
of  Internal  Medicine  and  a 
member  of  the  American 
Federation  for  Clinical 
Research  and  the  Infec- 
tious Disease  Society. 


EDITORIALS 

55  The  Ambulance — 

Friend  or  Foe? 

Dr.  William  H.  Kolter,  Jr. 

65  The  Physician’s 

Assistant — A Brief  Critique 
Dr.  James  H.  Sammons 

NEWS 

8 Innovations  in 
Education  Considered 
by  School  Dean 

9 Guest  Speaker 
Reviews  Ways  to 
Increase  Health 
Services 

10  JAMA  Plans  Conver- 
sion to  Use  of 
Metric  Units 

11  TAGP  Approves 
Name  Change 

12  New  Hospital  Accredi- 
tation Standards 
Called  Dynamic 

13  AMA  House  Speaker 
Urges  ‘Putting  It  All 
Together' 

16  Science  To  Receive 
Emphasis  at  TMA's 
105th  Annual 
Session 

17  New  Technique  for 
Giving  Anesthetics 
Propounded 

17  UTSMS  Opens 
Woman's  Clinic  in 
Dallas  Shopping 
Center 

18  Researcher  Finds 
Blood  Has  Elastic 
Structure 


18  Statistics  Show  92% 
Have  Private  Hospital 
Insurance 

21  UT  Austin  Researchers 
Investigate  ‘Silent 
Speech’ 

22  Investigators  Attempt 
to  Define  ‘Normal’ 
Behavior 

22  Proficiency  Test 
Offered  for  MD 
Office  Laboratories 

23  Professor  Says 
Heredity  Linked  to 
Forms  of  Cancer 

23  Regents  Extend 
Programs  of  Marine 
Biomedical  Institute 

24  ‘Grow-Your-Own’  Heart 
Valve  Technique 
Studied  at  UTMB 

24  AMA  Council 

Condemns  Diet  As 
Dangerous  to 
Followers 

FEATURES 

126  Healing  in  the  Midst 
of  Death  and 
Destruction 

130  Tyler  Physician  Leads 
Second  Medical 
Pilgrimage  to  His 
Childhood  Home 

DEPARTMENTS 

29  Coming  Meetings 

35  Continuing  Education 
Courses 

132  The  Changing  Face  of 
Texas  Medicine 


ON  THE  COVER 

So-called  conversation 
with  a computer  can  give 
humans  excellent 
assistance  or  enough 
material  for  nightmares 
unlimited,  but  generally  the 
humans  who  can  hold  up 
their  end  of  computer- 
language  conversations 
get  excellent  response.  The 
article  beginning  on 
page  68  tells  how  a 
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It’s  working, 
even  when  she’s  not. 

10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
Gantanol®  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystitis. 

The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 

1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  E.  coli,  Kleb- 
siella-Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris)  and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis);  pregnancy  at  term  and 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  estab- 
lished, and  teratogenicity  potential  has  not  been  thoroughly 
investigated.  Sulfonamides  will  not  eradicate  or  prevent  se- 
quelae to  group  A streptococcal  infections,  i.e.,  rheumatic 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  reac- 
tions, agranulocytosis,  aplastic  anemia  and  other  blood  dys- 
crasias  have  been  reported;  early  clinical  signs  such  as  sore 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  serious 
blood  disorders.  Complete  blood  counts  and  urinalysis  with 
careful  microscopic  examination  are  recommended  frequently 
during  sulfonamide  therapy.  Clinical  data  are  insufficient  on 
prolonged  or  recurrent  therapy  in  chronic  renal  diseases  of 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy,  bronchial  asthma 
and  in  glucose-6-phosphate  dehydrogenase-deficient  indi- 
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4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
pathogens,  such  as  E.  coli,  Klebsiella- Aer oh acter,  S.  aureus  and  others. 
Action  all  day.  And  action  all  night  to  prevent  retained  urine  from 
becoming  the  medium  for  bacterial  proliferation. 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  h.i.d. 
therapy  means  rapid  symptomatic 
improvement,  often  in  24  to  48  hours,  for 
most  patients  with  nonobstructed  urinary 
tract  infections. 

in  nonobstructed  urinary  tract  infections 

GantanolRLD. 

(sulfamethoxazole) 

Tablets/Suspension 
12  hours  of  therapy  with  every  dose 


viduals.  In  the  latter,  dose-related  hemolysis  may  occur. 
Maintain  adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
anemia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
nemia; allergic  reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal  necrolysis, 
urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
anaphylactoid  reactions,  periorbital  edema,  conjunctival  and 
scleral  injection,  photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
dominal pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
stomatitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
mental  depression,  convulsions,  ataxia,  hallucinations,  tin- 
nitus, vertigo  and  insomnia;  and  miscellaneous  reactions: 
drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
chemical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2 Qm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b./.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp.)/ 20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

/ \ Roche  Laboratories 

: BOCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  N J.  07110 
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INNOVATIONS  IN  EDUCATION 
CONSIDERED  BY  SCHOOL  DEAN 

Innovations  in  medical  education  can 
represent  progress  only  when  the  prob- 
lems that  such  new  changes  inevitably 
bring  are  "quickly  identified,  objective- 
ly analyzed,  and  promptly  corrected." 
These  were  the  feelings  of  the  dean 
of  the  University  of  California  College 
of  Medicine  as  he  spoke  to  Texas  phy- 
sicians at  TMA’s  recent  Conference  on 
Medical  Practice. 

Dr.  Warren  L.  Bostick  of  Irvine,  Calif., 
pointed  out  to  conference  participants 
that  the  changes  that  have  occurred  in 
medical  education  over  the  past  15 
years  are  almost  as  great  as  those  that 
followed  the  Flexner  report.  "The  ear- 
lier revolution  resulted  from  the  deca- 
dent quality  of  medical  education,”  said 
Dr.  Bostick,  but  the  current  changes 
are  a result  of  changing  social  priori- 
ties. 

To  set  the  scene  for  his  discussion 
of  the  current  revolution  in  medical 
education.  Dr.  Bostick  outlined  the 
typical  characteristics  of  the  pre-1950 
or  "classical  Flexner  medical  school.” 
He  emphasized  that  the  schools  pro- 
vided only  basic  science  studies,  but 
no  clinical  orientation,  during  the  first 
two  years  of  the  curriculum.  After  two 
years  of  basic  science  came  the  clinical 
instruction  which  was  predominantly 
done  in  the  major  teaching  hospital  of 
the  school  with  minimal  instruction  in 
community  hospitals.  From  1940  on, 
the  internship  was  an  "understood” 
requirement,  since  simply  awarding  the 
MD  degree  did  not  completely  prepare 
the  student  to  directly  enter  practice. 


Dr.  Warren  Bostick 


"Thus,  one  recalls  a rather  stereo- 
typed medical  program — relatively  in- 
flexible, undisturbed  by  student  opin- 
ion, and  distinctly  aloof  from  society’s 
day-to-day  health  care  delivery  prob- 
lems,” said  Dr.  Bostick. 

But  after  Flexner’s  report  was  re- 
leased, medical  schools  changed.  The 
emphasis  was  on  science;  "it  was  the 
individual  ‘tough  case,’  not  clinical 
practice,  that  drew  attention.”  Congress 
gave  hundreds  of  millions  of  dollars  for 
“research,”  which  medical  schools  de- 
fined in  the  broadest  terms  so  that 
these  funds  could  be  used  to  support 
almost  all  of  the  activities  of  the  medi- 
cal school. 

Of  course,  this  emphasis  resulted  in 
significant  advances  in  basic  knowledge 
of  common  and  deadly  diseases,  but 
it  also  began  a trend  toward  specializa- 
tion. 

“Finally,"  explained  Dr.  Bostick, 
“Congress’  infatuation  faded,  and  new 
magic  words  began  to  appear.  Greatest 
among  these  are  ‘health  care  delivery,’ 
‘mainstream  medicine,'  and  ‘national 
health  care  systems.’  As  none  of  these 
programs  could  proceed  without  more 
physicians  and  health  care  personnel, 
the  stage  was  set  for  a major  change 
in  medical  education.” 

Dean  Bostick  outlined  a few  of  the 
key  characteristics  of  this  major 
change: 

1.  There  has  been  a fading  in  the 
distinction  between  the  clinical  and  pre- 
clinical  years  of  study,  thus  strengthen- 
ing the  "continuum  concept”  in  medi- 
cal education. 

2.  In  many  schools,  the  curriculum 
has  been  shortened.  Dr.  Bostick  noted 
that  students  actually  study  approxi- 
mately the  same  number  of  months 
under  a three-year  program  as  they  do 
under  a four-year-long  study;  they  sim- 
ply forego  the  summer  vacations  that 
are  part  of  the  four-year  curriculum. 

3.  Another  fundamental  change  is 
that  there  are  more  elective  courses 
and  fewer  required  courses.  "In  many 
schools,”  said  the  California  dean,  "the 
entire  fourth  year  is  elective.  When  that 
occurs,  it  becomes  indistinguishable 
from  an  internship.  This  is  one  of  the 
main  reasons  why  the  internship  is 
disappearing  from  postgraduate  medi- 
cal education,  for  it  has  merged  with 
the  last  year  of  medical  school.” 

Dr.  Bostick  noted  that  most  of  the 
basic  changes  in  the  new  curriculum 
trends  are  desirable.  However,  there  are 
some  pressures  that  are  currently  be- 
ing felt  by  the  medical  profession  and 
medical  schools  that  can  adversely  af- 
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feet  the  quality  of  medical  education. 
According  to  Dr.  Bostick,  these  pres- 
sures include  (1)  the  physician  short- 
age, (2)  the  demand  for  medical  school 
centers  to  become  massively  involved 
in  the  day-to-day  provision  of  medical 
care,  and  (3)  the  large  and  numerous 
categories  of  health  manpower  careers. 

In  discussing  the  effect  of  the  "sup- 
posed” manpower  shortage.  Dr.  Bos- 
tick pointed  out  some  of  the  pitfalls  in 
requiring  medical  schools  to  increase 
their  incoming  classes.  He  said  that 
most  schools  responded  generously  to 
the  call  for  increasing  their  freshman 
classes,  but  "legislative  rules  continue 
to  demand  still  greater  output  even  be- 
yond the  capacity  of  many  institutions 
to  handle  either  physically  or  educa- 
tionally.” He  also  commented  that  the 
larger  classes  become  too  impersonal — 
that  students  are  unable  to  receive  in- 
dividual attention  and  are  unable  to 
identify  and  establish  friendships  with 
their  classmates  and  their  professors. 
Dean  Bostick  added,  too,  “In  the  face 
of  scientific  information  increasing  by 
almost  logarithmic  proportions,  all  of 
which  must  be  comprehended  by  the 
student,  how  can  there  still  be  a cla- 
mor to  further  cut  back  hours?” 

The  more  recent  demand  for  medical 
school  centers  to  provide  health  care  is 
a double-edged  sword.  "Part  of  this 
change  is,  without  a doubt,  desirable, 
as  it  is  forcing  the  college  away  from 
its  ivory  tower  and  into  the  community 
of  physicians,  hospitals,  health  care 
centers,  health  departments,  et  cetera 
. . . Such  a commitment  is  a welcome 
relief  to  many  thoughtful  people  in- 
cluding students.  The  problem,  how- 
ever, is  one  of  appropriate  balance. 
The  medical  school’s  major  obligation 
is  to  educate  doctors.  It  can  be  over- 
committed in  health  care  services  with 
resultant  injury  to  its  primary  mission,” 
said  Dean  Bostick. 

On  the  third  pressure — the  develop- 
ment of  large  and  numerous  categories 
of  health  manpower  careers — Dr.  Bos- 
tick said  that  to  some  extent  the  term 
“physician’s  assistant”  is  only  a new 
name  for  already  existing  positions — 
the  head  office  nurse,  the  head  labora- 
tory technologist,  et  cetera. 

But  when  the  physician’s  assistant 
is  to  be  a "generalist,”  he  said,  the 
picture  changes,  and  the  education  of 
the  generalist  physician’s  assistant  is 
closely  related  to  that  of  the  medical 
student. 

Dr.  Bostick  stated  that  the  education 
of  such  generalist  physician’s  assist- 
ants must  be  coordinated  with  that  of 


physicians  in  order  for  the  assistants 
to  become  a part  of  the  health  care 
team  with  clearly  defined  duties.  If  this 
coordination  is  not  accomplished,  "cat- 
astrophic practices  and  jurisdictional 
problems  will  develop  in  the  future,” 
warned  Dean  Bostick. 

In  concluding,  he  said,  “These  are 
exciting  times  of  ferment,  and  many 
things  have  been  accomplished  that 
are,  without  a doubt,  of  great  benefit 
to  all.  More  doctors  are  being  trained 
more  efficiently  in  less  time  and  with 
better  techniques  than  was  ever  pos- 
sible before.  The  pendulum  has  swung 
away  from  the  emphasis  on  research 
toward  a more  balanced  direction  of 
social  medicine,  clinical  practice,  and 
health  care  delivery. 

"With  these  new  changes,  new  types 
of  problems  have  begun  to  appear 
which  are  urgent  and  troublesome.  It 
is  absolutely  essential  that  they  be 
quickly  identified,  objectively  analyzed, 
and  promptly  corrected.  Only  informed 
legislators  and  concerned  educators 
and  physicians  can  assure  that  these 
innovations  will  continue  to  represent 
progress.” 

GUEST  SPEAKER  REVIEWS  WAYS 
TO  INCREASE  HEALTH  SERVICES 

Describing  a three-pronged  approach  to 
the  problems  of  health  manpower  at 
the  recent  1971  TMA  Conference  on 
Medical  Practice  was  Dr.  Francis  C. 
Coleman  of  Tampa,  Fla.,  vice-chairman 
of  the  American  Medical  Association’s 
Council  on  Health  Manpower. 

Dr.  Coleman  began  his  discussion  by 
telling  conference  participants  that  the 
shortage  of  specified  health  services  in 
America  can  be  shown,  but  the  real 
question  is  whether  this  shortage  is 
attributable  to  numbers  of  health  care 
providers  or  whether  it  is  caused  by 
inefficient  use  and  unbalanced  distri- 
bution of  the  people  already  involved 
in  providing  health  services.  “As  a re- 
sult,” he  said,  "current  attempts  to 
increase  the  supply  of  services  embrace 
both  approaches.” 

“To  be  more  specific,”  said  Dr.  Cole- 
man, “we  are  presently  engaged  in  a 
simultaneous  attempt  (1)  to  encourage 
more  effective  use  and  distribution  of 
existing  health  manpower,  (2)  to  stim- 
ulate increased  numerical  recruitment 
and  training  of  established  health  oc- 
cupations, and  (3)  to  develop  new 
health  occupations  to  assist  the  physi- 
cian in  delivering  care.” 

Dr.  Coleman  said  that  studies  are 
showing  that  “we  may  have  to  come  up 
with  some  realistic  alternatives  to  the 
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traditional  ‘physician-in-residence’  for 
many  areas,  because  we’re  up  against 
the  basic  human  inclination  to  go 
‘where  the  action  is.’  ” He  added  that 
incentives  such  as  loan  forgiveness  pro- 
visions can  help,  but  attention  should 
also  be  directed  to  other  potential  solu- 
tions— "modern  transportation,  . . . the 
use  of  more  physicians  on  a part-time 
basis,  . . . facilities  for  remote  biomon- 
itoring of  patients,  and  . . . more  in- 
novative use  of  allied  health  personnel 
to  relieve  the  physician  of  some  of  his 
more  routine  duties.” 

"Another  possibility  for  making  bet- 
ter use  of  existing  resources  is  to  in- 
crease the  productivity  of  physicians 
and  allied  health  workers,”  said  Dr. 
Coleman.  One  method  of  increasing 
productivity,  he  said,  is  a job  analysis 
or  a time-and-motion  study  of  various 
teams  involved  in  the  health  care  de- 
livery process.  After  data  have  been 
collected  from  such  a study,  inappro- 
priate use  of  skills  could  be  identified, 
and  duties  could  be  reallocated  be- 
tween the  health  workers  in  the  team 
to  achieve  maximum  output  per  unit  of 
input. 

Some  health  leaders  question  the 
worth  of  this  approach,  while  others 
argue  that  there  is  unproductive  “down 
time,”  unclear  division  of  duties,  and 
inappropriate  use  of  skills  in  existing 
health  care  teams  and  that  a job  analy- 
sis and  a reallocation  of  tasks  could 
increase  productivity  significantly. 

Said  Dr.  Coleman,  "I  think  this  dif- 
ference of  opinion  misses  the  main 
point,  which  is  the  need  to  increase  the 
supply  of  health  services.  Whether  we 
can  do  this  immediately  by  reassigning 
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tasks  to  existing  personnel  or  over  a 
longer  period  by  reducing  the  time  and 
money  input  in  the  education  required 
to  perform  a given  health  service,  we 
have  to  start  by  finding  out  who 
shouldn’t  be  doing  what  to  whom.” 

Dr.  Coleman  also  told  his  audience 
that  because  of  the  large  number  of 
individual  studies  and  the  need  to  ef- 
fectively communicate  the  results  of 
the  studies  to  the  practicing  physician, 
the  Council  on  Health  Manpower  is 
drafting  plans  for  a Manpower  Utiliza- 
tion Clearinghouse,  which  would  assist 
the  physician  in  expanding  his  produc- 
tion of  medical  services  by  providing 
valuable  information  to  him. 

The  council  vice-chairman  added  that 
the  AMA  also  plans  to  study  in  detail 
the  licensing  or  certification  systems  of 
health  personnel  and  the  effective  use 
of  such  personnel  through  a national 
study  commission  which  was  proposed 
by  the  AMA  House  of  Delegates  in  late 
1970. 

In  the  field  of  development  of  en- 
tirely new  health  occupations.  Dr.  Cole- 
man reported  that  the  AMA  has  com- 
municated with  all  the  recognized  spe- 
cialty societies  and  asked  them  to  help 
prepare  functional  “models”  for  such 
personnel,  if  their  membership  deter- 
mines that  the  need  for  that  type  of 
personnel  exists  in  their  specialty.  Sev- 
eral societies  have  responded,  and  a 
core  of  functions  and  duties  that  could 
be  delegated  to  a primary  care  physi- 
cian’s assistant  have  been  identified. 

Dr.  Coleman  added,  “Finally,  the 
Council  on  Health  Manpower  is  current- 
ly drafting  a proposal  for  AMA  leader- 
ship in  establishing  a national  certifi- 
cation program  for  physician’s  assist- 
ants.” 

As  for  the  third  method  of  increasing 
health  services — through  increasing  the 
number  of  personnel  involved — Dr. 
Coleman  reviewed  statistics  from  var- 
ious sources  and  showed  that  “taken 
as  a whole,  . . . evidence  is  beginning 
to  accumulate  that  the  supply  of  health 
manpower  may  be  catching  up  with 
demand  at  a rate  faster  than  we  anti- 
cipated.” For  this  reason,  he  advocated 
monitoring  the  growth  in  medical  and 
allied  health  fields  for  the  next  four 
to  five  years. 

Dr.  Coleman  concluded  his  presenta- 
tion by  saying,  “I  believe  that  within 
the  next  few  years,  we  will  approach 
the  point  where — for  some  health  oc- 
cupations at  least — we  will  have  to  ask 
some  very  searching  questions  as  to 
whether  manpower  shortages  are,  in- 
deed, fact  or  fiction.” 


116  PHYSICIAN’S  ASSISTANTS 
NOW  AT  WORK,  REPORTS  AMA 

The  physician’s  assistant  is  becoming 
a practical  reality  and  is  not  simply  a 
theoretical  concept,  according  to  sta- 
tistics compiled  by  the  American  Med- 
ical Association’s  Department  of  Health 
Manpower. 

The  department  recently  released  in- 
formation on  the  number  of  physician’s 
assistants  now  employed  in  offices  and 
institutions  across  the  country  and  the 
expected  total  of  graduates  from  phy- 
sician’s assistants  programs  by  Janu- 
ary, 1972. 

Their  report,  based  on  information 
gathered  from  20  physician’s  assistants 
programs  now  in  operation,  revealed 
that  116  assistants  are  actively  em- 
ployed, and  184  will  have  been  gradu- 
ated from  12  training  programs  by  the 
beginning  of  next  year.  Eight  more  pro- 
grams, now  operational,  will  graduate 
their  first  class  later  in  1972  or  in  the 
following  years.  The  report  also  noted 
that  consideration  is  now  being  given 
to  the  establishment  of  31  additional 
programs. 

The  length  of  training  offered  by  the 
20  programs  polled  varies  from  one  to 
four  years.  Six  of  the  programs  offer 
training  in  a specialty,  and  one  (at  the 
Marchfield  Clinic  in  Wisconsin)  offers 
on-the-job  training  in  lieu  of  formal 
education. 

The  AMA’s  Council  on  Health  Man- 
power is  currently  studying  a proposal 
for  establishing  a national  certification 
program  for  assistants  to  primary  care 
physicians  in  order  to  assure  minimal 
performance  qualifications  of  the  phy- 
sician’s assistant  by  the  end  of  1971. 

Some  of  the  20  programs  now  in 
operation  are  designed  to  accommodate 
former  military  corpsmen;  others  re- 
cruit people  with  various  backgrounds 
in  the  health  field. 

The  programs  polled  include  medex. 
University  of  Alabama,  Birmingham; 
surgeon’s  associate.  University  of  Ala- 
bama Medical  Center,  Birmingham; 
medex,  C.  Drew  Postgraduate  Medical 
School,  Los  Angeles,  Calif.;  child  health 
associate.  University  of  Colorado,  Den- 
ver; physician’s  associate,  Yale  Univer- 
sity School  of  Medicine,  New  Haven, 
Conn.;  ophthalmic  technologist,  George- 
town University  Hospital,  Washington, 
D.C.;  anesthesia  technology,  Emory 
University  School  of  Medicine,  Atlanta, 
Ga.;  medical  specialty  assistant  in  cor- 
onary care,  Grady  Memorial  Hospital, 
Atlanta,  Ga.;  clinical  assistant.  Univer- 
sity of  Kentucky  Medical  Center,  Lex- 


ington; medex,  Dartmouth  Medical 
School,  Hanover,  N.H.;  medical  services 
assistant,  Brooklyn-Cumberland  Medi- 
cal Center,  Brooklyn,  N.Y.;  physician’s 
assistant.  Bowman  Gray  School  of  Med- 
icine, Wake  Forest  University,  Winston- 
Salem,  N.C.;  medex.  University  of 
North  Dakota,  Grand  Forks;  anesthesia 
assistant  and  associate.  Case  Western 
Reserve  University,  Cleveland,  Ohio; 
physician’s  associate.  University  of 
Oklahoma  Medical  Center,  Oklahoma 
City;  medex.  University  of  Utah,  Salt 
Lake  City;  medex.  University  of  Wash- 
ington School  of  Medicine,  Seattle; 
physician’s  assistant,  Alderson-Broad- 
dus  College,  Philippi,  W.  Va.;  physi- 
cian’s assistant,  Marshfield  Clinic, 
Marshfield,  Wis.;  and  physician’s  asso- 
ciate, Duke  University  Medical  Center, 
Durham,  N.  C. 

Use  of  physician’s  assistants  is  one 
proposed  solution  for  improving  health 
care  delivery. 

JAMA  PLANS  CONVERSION 
TO  USE  OF  METRIC  UNITS 

As  of  January,  1973,  all  measurements 
in  The  Journal  of  the  American  Medical 
Association  will  be  published  exclusively 
in  a modified  metric  system,  the  jour- 
nal’s editors  announced  on  Nov.  1. 

The  policy  of  the  magazine  has  been 
to  express  weights  and  measurements 
in  both  metric  and  nonmetric  units. 
Since  the  medical  profession  predomi- 
nantly uses  metric  measurements  but 
often  combines  them  with  customary 
measures,  some  strange  combinations 
have  resulted.  For  example,  a seven- 
pound  baby,  50  centimeters  long;  a 
piece  of  tubing  six  feet  long  and  one 
square  millimeter  in  cross  section;  and 
a patient’s  oxygen  consumption  stated 
in  liters  per  minute  while  walking  on  a 
treadmill  at  three  miles  an  hour. 

The  metric  system  was  first  devised 
and  officially  used  nearly  200  years 
ago.  Its  simplicity  and  applicability  ap- 
pealed to  science  and  technology  and 
benefited  industry  and  commerce. 
Since  that  time  every  major  nation  ex- 
cept the  United  States  has  adopted  it 
or  is  in  the  process  of  adopting  it.  In 
July  of  this  year,  the  Secretary  of  Com- 
merce recommended  to  Congress  that 
the  United  States  begin  a ten-year 
changeover  to  the  metric  system. 

The  AMA  went  on  record  in  favor  of 
the  use  of  a metric  system  in  medicine 
and  US  trade  and  commerce  nearly  100 
years  ago.  In  that  period  American 
medicine  has  almost  completely  con- 
verted to  its  use. 
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A HEALTH  INSURANCE  PLAN  FOR  DOCTORS’  EMPLOY- 
EES HAS  BEEN  APPROVED  AND  WILL  BE  AVAILABLE 
EARLY  NEXT  YEAR. 

THE  TEXAS  MEDICAL  ASSOCIATION  GROUP 
INSURANCE  PROGRAM 
NOW  PROVIDES: 

• Disability  Income 

• Office  Overhead  Expense 

• Personal  Accident 

• Major  Medical 

• Life 


AND  SOON 

EMPLOYEE  HEALTH  INSURANCE 

For  Information  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 

Phone  - 512/476-6551 

Underwritten  By 

Pmdential 
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DALLAS  ALLIED  HEALTH  SCHOOL 
POSTS  ENROLLMENT  GAINS 

The  School  of  Allied  Health  Professions 
at  The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas  reports  a 
50%  increase  in  enrollment  in  its  sec- 
ond year  of  operation.  Total  number  of 
students  now  enrolled  in  the  four  train- 
ing programs  offered  by  the  school  is 
65. 

In  its  first  year  of  operation — 1970, 
the  school  taught  43  students. 

Of  the  four  training  programs,  the 
rehabilitation  science  program  posted 
the  largest  percentage  gain.  This  year, 
19  students  are  pursuing  studies  in  the 
field  as  compared  with  10  last  year. 

Other  classes  under  way  include  phy- 
sical therapy,  24  students:  medical 
technology,  14  students:  and  dietetics 
internship,  8 students. 

The  school  is  based  at  Dallas’  Metho- 
dist Hospital  Annex:  other  clinical  train- 
ing facilities  are  located  at  Methodist 
Hospital  of  Dallas,  Parkland  Memorial 
Hospital,  and  other  health  care  institu- 
tions in  the  city,  according  to  the 
school’s  new  dean.  Dr.  John  W.  Scher- 
merhorn  (Ph.D.). 

TAGP  APPROVES  NAME  CHANGE 

Texas  general  practitioners  voted  at 
the  22nd  Annual  Scientific  Assembly 
of  the  Texas  Academy  of  General  Prac- 
tice to  change  the  organization’s  name. 
It  will  now  be  known  as  the  Texas 
Academy  of  Family  Physicians. 

The  action  was  taken  at  the  Dallas 
meeting  so  that  the  new  name  will  re- 
flect the  organization’s  relationship  to 
the  American  Academy  of  Family  Physi- 
cians, which  changed  its  name  to  the 
current  title  early  in  October.  Prior  to 
the  name  change,  it  was  known  as  the 
American  Academy  of  General  Practice. 

NEW  HOSPITAL  ACCREDITATION 
STANDARDS  CALLED  DYNAMIC 

According  to  Dr.  William  B.  Hildebrand, 
AMA  Commissioner  on  the  Joint  Com- 
mission on  Accreditation  of  Hospitals, 
the  revised  standards  for  hospital  ac- 
creditation issued  recently  by  the  com- 
mission represent  a living  document 
that  will  change  through  the  years  as 
its  various  sections  are  tested  by  ex- 
perience. 

Dr.  Hildebrand  discussed  and  ex- 
plained two  important  parts  of  the  stan- 
dards for  voluntary  accreditation  at 
TMA’s  recent  Conference  on  Medical 
Practice.  Receiving  emphasis  in  his 
presentation  v/ere  the  sections  dealing 
with  the  governing  body  of  a hospital 


and  the  hospital  medical  staff. 

The  AMA  commissioner  stressed  that 
the  new  standards  “provide  a number 
of  concepts  which,  if  properly  imple- 
mented, will  go  a long  way  toward  im- 
proving the  communication  factor’’  be- 
tween governing  boards  and  medical 
staffs.  He  noted  that  lack  of  communi- 
cation is  frequently  the  cause  of  prob- 
lems between  hospitals  and  their  medi- 
cal staffs. 

Some  of  the  methods  advocated  in 
the  new  standards  to  insure  a free  flow 
of  information,  cooperation,  and  coor- 
dination among  staff  members,  board 
members,  and  administration  officials 
include  (1)  providing  an  “effective  for- 
mal means  for  the  medical  staff  to  par- 
ticipate in  the  development  of  hospital 
policy  relative  to  both  hospital  man- 
agement and  patient  care,’’  (2)  stating 
that  the  administrator  or  chief  executive 
officer  of  the  hospital  should  prepare 
reports  on  the  activities  of  the  hospital 
and  make  them  available  to  members 
of  the  hospital  staff  and  that  the  ad- 
ministrator should  “name  hospital  de- 
partmental representatives  to  medical 
staff  committees,  where  appropriate 
and  when  requested  by  the  medical 
staff,’’  (3)  requiring  hospitals  to  parti- 
cipate in  planning  to  meet  the  health 
needs  of  the  community,  especially  ad- 
vocating the  development  of  a written 
plan  for  the  hospital’s  own  growth  and 
development  by  representatives  of  both 
the  hospital  and  the  medical  staff,  (4) 
spelling  out  the  functions  of  the  gov- 
erning board  and  the  medical  staff  in 
the  appointment  procedure,  and  (5) 
providing  for  a mechanism  for  review 
of  decisions  by  the  governing  board  or 
the  medical  staff  when  the  decision 
concerns  the  granting  or  curtailment  of 
a physician’s  privileges  in  the  hospital. 

The  new  standards  also  clarify  var- 
ious aspects  of  medical  staff  member- 
ship, responsibilities  and  duties,  or- 
ganization, continuing  education  re- 
quirements, and  adherence  to  medical 
ethics. 

In  response  to  suggestions  from  the 
AMA  House  of  Delegates,  the  Joint 
Commission  has,  in  the  revised  stan- 
dards, reduced  the  number  of  medical 
staff  meetings  the  physician  must  at- 
tend and  has  restated  its  permissive 
policy  toward  joint  meetings  of  medical 
and  departmental  staffs  of  neighboring 
hospitals. 

To  further  reduce  the  demands  on  a 
physician’s  time,  the  Joint  Commission 
has  provided  in  the  revised  standards 
that  some  of  the  functions  formerly 


performed  only  by  physicians  may  now 
be  shared  with  members  of  other  pro- 
fessional disciplines.  Examples  of  these 
functions  are  pharmacy  and  therapeu- 
tics review,  medical  records  review,  and 
infection  control  surveillance. 

The  commission  does  require  that 
hospitals  perform  an  adequate  peer 
review  function:  however,  this  function 
need  not  be  handled  by  a committee. 
The  standards  state  that  “the  medical 
staff  may  decide  to  do  the  clinical  re- 
view as  a unit,  or  it  may  delegate  the 
responsibility  to  a Medical  Care  Evalu- 
ation Committee  or  a similar  commit- 
tee within  each  department.”  The  stan- 
dards also  specify  that  the  medical 
care  evaluation  shall  include  a utiliza- 
tion review  component. 

In  summary.  Dr.  Hildebrand  said, 
“The  new  standards  are  dynamic  and 
not  static.  They  are  far  from  perfect 
and  are  subject  to  change  as  times  and 
medical  practice  change.  It  is  impor- 
tant for  us  to  think  of  the  standards  as 
a living,  changing  document  constantly 
being  reviewed  and  upgraded,  with 
additions  and  deletions  as  indicated.” 

He  added  that  one  of  the  by-products 
of  the  revision  project  has  been  a unit- 
ing of  all  the  commissioners  on  the 
Joint  Commission  in  working  toward  a 
common  goal.  “In  presenting  the  final 
product,”  said  Dr.  Hildebrand,  “one 
central  theme  has  been  constantly  be- 
fore us,  that  of  attempting  to  insure 
that  the  patient  or  consumer,  when  he 
needs  it,  receives  the  best  medical  care 
possible  in  a safe  and  pleasant  environ- 
ment. After  all,  if  there  were  no  patients 
or  consumers,  there  would  be  no  need 
for  accreditation  or  standards.” 


Dr.  William  Hildebrand 
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AMA  HOUSE  SPEAKER  URGES 
‘PUTTING  IT  ALL  TOGETHER’ 

“It's  high  time  to  set  about  putting  it 
back  together,"  said  Dr.  Russell  B. 
Roth,  speaker  of  the  AMA  House  of 
Delegates.  Dr.  Roth,  speaking  at  the 
Texas  Medical  Association’s  Conference 
on  Medical  Practice,  was  referring  to 
the  ranks  of  American  medicine,  which 
at  present  appear  to  be  splintered 
sometimes  on  a variety  of  subjects  in- 
cluding the  most  efficient  methods  of 
delivering  and  financing  health  care. 

Dr.  Roth  explained  his  feelings  about 
what  the  AMA  is  and  what  its  activities 
should  be. 

“The  original  medical  society  was 
loosely  and  informally  put  together  as 
a manifestation  of  that  fundamental 
trait  of  human  nature  that  decrees  that 
people  of  similar  interests  like  to  asso- 
ciate with  one  another.  Doctors,  in  the 
early  days,  got  together  for  discussion 
of  mutual  problems  and  interesting 
cases.  They  soon  set  regular  meeting 
times,  elected  a chairman  or  president, 
and  began  to  serve  a public  purpose  in 
distinguishing  between  themselves  and 
the  charlatans,  quacks,  and  itinerant 
snake-oil  peddlers  who  advertised  so 
blatantly  ...  it  should  be  clear  that 
what  started  out  as  a social  matter 
soon  became  an  obvious  vehicle  for 
the  discharge  of  civic  responsibilities,” 
said  Dr.  Roth. 

He  explained  that  these  local  groups 
formed  state  organizations,  and  these 
in  turn  banded  together  on  a national 
level,  with  the  goal  of  each  of  these 
groups  being  to  support  a set  of  pro- 
fessional ideals.  Only  later  did  govern- 
ment enter  the  health  care  picture. 

Dr.  Roth  commented  on  his  expecta- 
tions of  local  and  state  societies,  then 
turned  his  attention  to  the  national 
level.  He  said,  “I  should  like  to  look  to 
that  national  organization  for  profes- 
sional leadership  in  upholding  quality  in 
medical  education  and  in  providing  the 
guidelines  and  standards  for  all  kinds 
of  health  education,  be  it  at  the  under- 
graduate, graduate,  or  continuing  edu- 
cation level.  I would  regard  it  as  an 
appropriate  source  for  well-edited  scien- 
tific publications.  Through  it,  I would 
feel  that  one  could  assemble  experts 
in  a variety  of  broad  fields  ...  to  serve 
in  a consultative  and  advisory  capacity 
to  the  public,  the  profession,  and  espe- 
cially to  legislators  who  are  contem- 
plating spending  public  funds  in  pro- 
grams best  designed  for  the  public 
benefit. 

“My  association  should  be  respon- 
sibly prepared  to  testify  in  legislative 


Dr.  Russell  Roth 


hearings  on  all  health-related  subjects 
— giving  its  opinions  as  to  what  will  be 
best  for  the  public  and  its  reasons  for 
those  opinions. 

“Perhaps  most  of  all,  1 would  want 
my  association  to  be  one  in  which  I 
had  a voice  and  one  in  which  policies 
could  be  changed  when  they  needed  to 
be  changed. 

“Obviously,  you  recognize  that  I am 
describing  an  organization  essentially 
like  that  which  I conceive  the  American 
Medical  Association  and  its  constituent 
and  component  societies  to  be.” 

Dr.  Roth  also  commented  on  the  fact 
that  AMA  policy  positions  are  not  al- 
ways favored  by  all  AMA  members. 
“No  organization  with  more  than  200, 
000  members  can  have  policies  which 
please  them  all  in  every  respect.  Dif- 
ferences of  opinion  are  basic  to  horse 
races,  football  polls,  and  national  and 
all  other  elections,  and  they  account 
for  the  necessity  for  a code  of  parlia- 
mentary law  by  which  these  differences 
may  be  adjudicated,  usually  in  favor  of 
a majority  view,”  he  stated. 

Of  the  younger  physicians  who  dis- 
like AMA  policy  or  distrust  the  organi- 
zation, the  AMA  House  speaker  said, 
“They  have  a clear  alternative — to  join 
or  not  to  join.  Those  who  choose  not 
to  join  may  sign  up  with  some  other 
organization,  form  one  of  their  own, 
or  simply  remain  aloof,  which  is  tanta- 
mount to  rejecting  any  allegation  of 
broad  professional  responsibility.  The 
total  individualists  desert  the  field, 
leaving  the  discharge  of  societal  obli- 
gations to  someone  else.” 

Dr.  Roth  urged  that  American  medi- 
cine “put  it  all  together” — that  bicker- 


ing groups  come  together  and  discuss 
their  differences.  He  pointed  out  that 
the  AFL-CIO  has  resolved  its  differ- 
ences with  the  United  Auto  Workers 
Union  and  the  Committee  of  One  Hun- 
dred so  that  instead  of  having  a Ken- 
nedy bill  and  a Griffiths  bill,  each 
concerned  with  the  delivery  of  health 
care,  as  was  true  in  the  91st  Congress, 
now  there  is  one  “labor”  bill,  the  Ken- 
nedy-Griffiths  bill. 

“And  what  has  the  opposition  agreed 
upon  as  its  alternative?”  asked  Dr. 
Roth.  “Some  in  the  AMA  say  Medi- 
credit;  some  in  the  AHA  favor  Ameri- 
plan;  the  health  insurers  say  the  Burle- 
son bill  is  the  answer.  The  administra- 
tion has  its  plans.  The  nursing  home 
industry  has  its  bill,  and  the  group 
practice  clinics  have  now  come  up  with 
their  proposal.  Only  one  thing  seems 
certain — on  our  side  of  the  fence,  we 
have  taken  things  thoroughly  apart.” 

Dr.  Roth  emphasized  that  if  Ameri- 
can medicine  is  to  put  up  a defense  of 
professionalism  against  a take-over  by 
government,  there  is  a vital  need  for 
strong  leadership  and  for  unity  of  pur- 
pose. 

HOSPITAL  HONORS  INTERN  WHO 
TAKES  MOST  PAP  SMEARS 

R.  E.  Thomason  General  Hospital  in 
El  Paso  has  taken  a new  approach 
to  stimulating  beginning  physicians’ 
awareness  of  the  value  of  Pap  smears 
in  early  detection  of  cervical  cancer. 
The  hospital  last  year  instituted  a “Pap 
Smear  Award.” 

The  award,  which  consists  of  a certi- 
ficate signed  by  the  clinical  director  of 
the  obstetrics-gynecology  department  of 
the  hospital  and  the  president  of  the 
El  Paso  Unit  of  the  American  Cancer 
Society,  is  to  be  presented  each  year 
to  the  intern  who  has  taken  the  most 
Pap  smears  during  his  tour  at  the  hos- 
pital. The  winner  from  the  1970-1971 
class  was  Dr.  Jorge  I.  Pina,  according 
to  Dr.  Harold  M.  Jesurun,  clinical  di- 
rector of  Thomason’s  obstetrics-gyne- 
cology department.  Dr.  Pina  not  only 
performed  more  of  the  screening  tests 
than  any  of  the  other  interns  at  the 
hospital,  but  also  had  the  highest  “pick- 
up” rate  of  patients  with  positive 
smears. 

Dr.  Jesurun  explained,  “It  is  hoped 
that  the  award  will  not  only  stimulate 
interns  to  perform  these  important 
screening  tests  during  their  training 
period,  but  also  to  later  make  a habit 
of  including  the  Pap  smear  when  per- 
forming physical  examinations  of  fe- 
male patients.” 
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Dicarbosil 

ANTACID 


Your  ulcer  patients  and 
others  will  praise  it.  Specify 
DICARBOSIL  144's-144  tab- 
lets in  12  rolls. 


ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Lou(S,  Missouri  63102 
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GROWTH  STOCK 
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Est.  1950 

A HO  LOAD  FUND 

Investing  in  stocks 
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Individuals  & institutions 
are  invited  to  request  free  prospectus 
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SALUTENSIN’ 

hydroflumethiazide,  50  mg./reserpine, 

0.125  mg./  protoveratrine  A,  0.2  mg. 

Brief  Summary  of 

Prescribing  Information— 9-9/22/69. 

For  complete  information  consult  Official 
Package  Circular. 

Indications;  Essential  hypertension.  Use  cau- 
tiously in  patients  with  renal  insufficiency, 
particularly  if  they  are  digitalized. 
Contraindications:  Anuria,  oliguria,  active  pep- 
tic ulceration,  ulcerative  colitis,  severe  depres- 
sion or  hypersensitivity  to  its  components 
contraindicates  the  use  of  Salutensin. 
Warnings:  Small-bowel  lesions  (obstruction, 
hemorrhage,,  perforation  and  death)  have  oc- 
curred during  therapy  with  enteric-coated 
formulations  containing  potassium,  with  or 
without  thiazides.  Such  potassium  formulations 
should  be  used  with  Salutensin  only  when  in- 
dicated and  should  be  discontinued  immedi- 
ately if  abdominal  pain,  distension,  nausea, 
vomiting  or  gastrointestinal  bleeding  occurs. 
Use  cautiously,  and  only  when  deemed  essen- 
tial, in  fertile,  pregnant  or  lactating  patients. 
Use  in  Pregnancy:  Thiazides  cross  the  placenta 
and  can  cause  fetal  or  neonatal  hyperbiliru- 
binemia, thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  electrolyte 
disturbances.  Fatal  reactions  may  occur  with 
reserpine  during  electroshock  therapy;  discon- 
tinue Salutensin  2 weeks  before  such  therapy. 
Increased  respiratory  secretions,  nasal  conges- 
tion, cyanosis  and  anorexia  may  occur  in 
infants  born  to  reserpine-treated  mothers. 
Precautions:  Azotemia,  hypochloremia,  hypo- 
natremia, hypochloremic  alkalosis  and  hypo- 
kaliemia  (especially  with  hepatic  cirrhosis  and 
corticosteroid  therapy)  may  occur,  particularly 
with  pre-existing  vomiting  and  diarrhea.  Po- 
tassium loss  or  protoveratrine  A may  cause 
digitalis  intoxication.  Potassium  loss  responds 
to  potassium-rich  foods,  potassium  chloride  or, 
if  necessary,  discontinuation  of  therapy.  Stop 
therapy  if  protoveratrine  A induces  digitalis 
intoxication.  Serum  ammonia  elevation  may 
precipitate  coma  in  precomatose  hepatic  cir- 
rhotics. Discontinue  therapy  2 weeks  before 
surgery  or  if  myocardial  irritability,  progres- 
sive azotemia  or  severe  depression  occur. 
Exercise  caution  in  patients  with  chronic  ure- 
mia, angina  pectoris,  coronary  thrombosis  or 
extensive  cerebral  vascular  disease  or  bron- 
chial asthma  and  in  those  with  a history  of 
peptic  ulceration  or  bronchial  asthma;  in  post- 
sympathectomy patients;  in  patients  on  quini- 
dine;  and  in  patients  with  gallstones,  in  whom 
biliary  colic  may  occur.  Patients  who  have  dia- 
betes mellitus  or  who  are  suspected  of  being 
prediabetic  should  be  kept  under  close  obser- 
vation if  treated  with  this  agent. 

Adverse  Reactions:  Hydroflumethiazide:  Skin 
rashes  (including  exfoliative  dermatitis),  skin 
photosensitivity,  urticaria,  necrotizing  angiitis, 
xanthopsia,  granulocytopenia,  aplastic  anemia, 
orthostatic  hypotension  (potentiated  with  alco- 
hol, barbiturates  or  narcotics),  allergic  glo- 
merulonephritis, acute  pancreatitis,  liver 
involvement  (intrahepatic  cholestatic  jaundice), 
purpura  plus  or  minus  thrombocytopenia,  hy- 
peruricemia, hyperglycemia,  glycosuria,  mal- 
aise, weakness,  dizziness,  fatigue,  paresthe- 
sias, muscle  cramps,  skin  rash,  epigastric 
distress,  vomiting,  diarrhea  and  constipation. 
Reserpine:  Depression,  peptic  ulceration,  diar- 
rhea, Parkinsonism,  nasal  stuffiness,  dryness 
of  the  mouth,  weight  gain,  impotence  or  de- 
creased libido,  conjunctival  injection,  dull  sen- 
sorium,  deafness,  glaucoma,  uveitis,  optic 
atrophy,  and,  with  overdosage,  agitation,  in- 
somnia and  nightmares.  Protoveratrine  A:  Nau- 
sea, vomiting,  cardiac  arrhythmia,  prostration, 
blurring  vision,  mental  confusion,  excessive 
hypotension  and  bradycardia.  (Treat  brady- 
cardia with  atropine  and  hypotension  with 
vasopressors.) 

Usual  Dose:  1 tablet  b.i.d. 

Supplied:  Bottles  of  60,  600,  and  1000  scored 
50  mg.  tablets. 

Service  items  pictured  at  right  and  Salutensin 
samples  are  available  on  request  from  your 
Bristol  Representative  or  on  written  request. 
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SCIENCE  TO  RECEIVE  EMPHASIS  AT  TMA’S  105TH  ANNUAL  SESSION 


Six  additional  guest  speakers  from 
other  states  have  said  “yes”  to  invita- 
tions to  participate  in  TMA’s  1972 
Annual  Session  slated  for  May  11-14  in 
San  Antonio. 

In  addition  to  the  speakers  listed  in 
last  month’s  Texas  Medicine  (pages  98- 
100),  Annual  Session  registrants  \will 
have  an  opportunity  to  learn  from  Dr. 
Louis  K.  Diamond,  professor  of  pediat- 
rics, University  of  California  School  of 
Medicine  Medical  Center,  San  Fran- 
cisco; Dr.  James  F.  Masterson,  Jr.,  as- 
sociate professor  of  psychiatry.  New 
York  Hospital,  New  York  City;  Dr.  Alan 
D.  Perlmutter,  Children’s  Hospital  of 
Michigan,  Detroit,  Mich.;  Dr.  Lowell 
Thomas  Sheffield,  assistant  professor 
of  medicine,  University  of  Alabama 
Medical  Center,  Division  of  Cardiology, 
Birmingham;  Dr.  Gene  H.  Stollerman, 
chairman  of  the  department  of  medi- 
cine, University  of  Tennessee  College 
of  Medicine,  Memphis;  and  Dr.  Harry 
C.  Shirkey,  professor  and  chairman  of 
the  department  of  pediatrics,  Tulane 
University  School  of  Medicine,  New 
Orleans,  La. 

Curbstone  Consultations 

Another  learning  experience  will  be 
provided  Annual  Session  participants 
by  Texas  physicians  at  the  popular 
Curbstone  Consultations.  This  will  be 
the  tenth  year  that  the  highly  success- 
ful sessions  have  been  scheduled. 

Curbstone  Consultations  are  de- 
signed to  provide  a forum  for  informal 
discussion  of  20  topics  concerned  with 
broad  aspects  of  medicine.  Ten  tables, 
each  focusing  on  one  topic,  will  be  set 
up  in  the  Banquet  Hall  of  the  San  An- 
tonio Convention  Center  from  5 p.m.  to 
6 p.m.  on  Friday,  May  12,  and  on  Sat- 
urday, May  13,  from  4:30  p.m.  to  5:30 
p.m.  A moderator  and  four  or  five  table 
participants  will  be  on  hand  to  keep 
the  discussion  moving.  Physicians  may 
move  freely  from  one  table  to  another, 
and  they  are  encouraged  to  ask  ques- 
tions, express  their  own  ideas,  and 
make  comments  on  various  aspects  of 
the  subjects  under  discussion  while  en- 
joying free  beer,  coffee,  or  soft  drinks. 

Topics  for  the  Friday  session  include: 
Newer  Methods  of  Contraception;  Abor- 
tion on  Demand — Pro  and  Con;  Bridg- 
ing the  Gap  Between  State  Mental  Insti- 
tutions and  the  Community  Level;  The 
Status  of  By-Pass  Procedures  in  the 
Management  of  Coronary  Artery  Dis- 
ease; The  Use  of  Synthetic  Drugs  in 
the  Treatment  of  Drug  Abusers  and 
Addicts;  Postoperative  Respiratory  Com- 
plications; Anesthetic-Induced  Hepato 


and  Nephro  Toxicity:  Fact  or  Fancy!; 
Evaluation  of  Pediatric  Urinary  Infec- 
tion; Peer  Review;  and  Nephritis — Diag- 
nosis and  Management. 

Curbstone  Consultations  on  Saturday 
will  focus  on  the  following  topics:  Gyne- 
cology Problems  of  Adolescence;  The 
Physician’s  Assistant;  Management  of 
Recurrent  Otitis  Media  in  Children  (a) 
By  the  Pediatrician,  (b)  By  the  Oto- 
laryngologist: Management  of  Common 
Skin  Tumors:  The  Hazards  of  Medica- 
tion; Preoperative  Evaluation  of  Surgi- 
cal Risk;  New  Concepts  in  Management 
of  Urinary  Calculi;  Suction  Curettage 
and  Saline  Amniocentesis  for  Thera- 
peutic Abortion;  New  Proposals  for  De- 
livery and  Financing  of  Medical  Care; 
and  Current  Status  of  Total  Hip  Re- 
placement. 

Special  scientific  programs 

Related  organizations,  several  TMA 
committees,  and  other  health  groups 
will  also  sponsor  both  scientific  pro- 
grams and  business  meetings  at  the 
1972  Annual  Session.  Involved  in  spe- 
cial symposia,  conferences,  seminars, 
and  programs  are  the  following  groups. 
Thursday,  May  11: 

TMA  Committee  on  Athletics,  TMA 
Committee  on  School  Health,  and  Tex- 
as Society  of  Athletic  Team  Physicians, 
Symposium  on  Sports  Medicine,  8:30 
a. m. -4:30  p.m. 

American  College  of  Emergency  Phy- 
sicians, Texas  Chapter,  scientific  pro- 
gram, 1 p.m. -5  p.m. 

TMA  Committee  on  Cardiovascular 
Diseases  and  American  Heart  Associa- 
tion, Texas  Affiliate,  Inc.,  Symposium 
on  Cardiovascular  Diseases,  9 a.m.-5 
p.m. 

TMA  Committee  on  Disaster  Medical 
Care,  Symposium  on  Trauma,  9 a.m.- 
5 p.m. 

Flying  Physicians  Association,  Texas 
Chapter,  and  Texas  Air-Medics  Associa- 
tion, scientific  program,  9 a.m.-5  p.m. 

Texas  Academy  of  Family  Physicians, 
TAFP  Seminar,  9 a.m.-5  p.m. 

Texas  Proctologic  Society,  scientific 
program,  10  a.m.-l  p.m. 

TMA  Committee  on  Medicine  and 
Religion,  Symposium  on  Death  and 
Dying,  2 p.m. -5  p.m. 

TMA  Committee  on  Health  Careers, 
Symposium  on  the  Physician’s  Assist- 
ant, 2 p.m. -5  p.m. 

International  College  of  Surgeons, 
Texas  State  Surgical  Division,  scientific 
program,  2 p.m. -5  p.m.,  and  dinner, 

7 p.m. 

Texas  Traumatic  Surgical  Society, 
business  meeting,  5 p.m. 


Texas  Association  of  Public  Health 
Physicians,  dinner  program,  6:30  p.m. 

TMA  Committee  on  Medical  History, 
dinner  program,  7 p.m. 

Texas  Commission  on  Alcoholism, 
Symposium  on  Alcoholism,  8 p.m. 
Friday,  May  12: 

Texas  Otolaryngological  Association, 
scientific  program,  9 a.m.-5  p.m.  (co- 
sponsors program  with  TMA  Section  on 
Otolaryngology). 

Texas  Society  of  Plastic  Surgeons, 
scientific  program,  9 a.m.-5  p.m. 

TMA  Committee  on  Maternal  Health, 
Symposium  on  Maternal  Health,  2 p.m.- 
4 p.m. 

Texas  Industrial  Medical  Association, 
scientific  program,  2 p.m. -5  p.m. 

Conference  of  City  and  County 
Health  Officers,  scientific  program,  2:30 
p.m. -5  p.m. 

Texas  Physical  Medicine  and  Reha- 
bilitation Society,  business  meeting, 
4 p.m. 

Texas  Pediatric  Society,  executive 
board  meeting,  6:30  p.m. 

American  College  of  Chest  Physi- 
cians, Texas  Chapter,  and  Texas  Society 
of  Anesthesiologists,  scientific  program, 
1 p.m. -5  p.m. 

Saturday,  May  13: 

Texas  Orthopaedic  Association,  sci- 
entific program,  8 a.m.-5  p.m. 

Texas  Dermatological  Society,  scien- 
tific program,  9 a. m. -noon. 

Texas  Rheumatism  Association,  sci- 
entific program,  9 a.m.-5  p.m. 

Texas  Society  of  Plastic  Surgeons, 
scientific  program,  9 a.m.-l  p.m. 

Texas  Association  of  Physicians  in 
Nuclear  Medicine,  scientific  program, 
9:30  a.m.-2  p.m. 

American  College  of  Chest  Physi- 
cians, Texas  Chapter,  scientific  pro- 
gram, 10  a.m.-5  p.m. 

Texas  Ophthalmological  Association, 
scientific  program,  10  a.m.-5  p.m.  (co- 
sponsors program  with  TMA  Section  on 
Ophthalmology). 

American  Academy  of  Pediatrics, 
Texas  Chapter,  luncheon  program, 
12:30  p.m. -2  p.m. 

American  Psychiatric  Association, 
Texas  District  Branch,  social  function, 
no  time  set  yet. 

Sunday,  May  14: 

Texas  Society  of  Anesthesiologists, 
scientific  program,  9 a. m. -noon. 

Texas  Society  of  Pathologists,  Inc., 
business  meeting,  9 a. m. -noon, 

Texas  Diabetes  Association,  scien- 
tific program,  9 a.m.-4  p.m. 

American  Medical  Writers  Associa- 
tion, Southwestern  Chapter,  scientific 
program,  10  a.m.-2  p.m. 
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In  addition  to  these  organizations 
hosting  meetings,  the  American  Cancer 
Society,  Texas  Division  will  sponsor  two 
guests  for  the  1972  Annual  Session; 
the  Texas  Department  of  Mental  Health 
and  Mental  Retardation  will  cosponsor 
a speaker  and  will  work  with  the  Sec- 
tion on  Nervous  and  Mental  Diseases; 
the  Texas  Society  of  Internal  Medicine, 
Inc.,  will  sponsor  a speaker;  and  United 
Cerebral  Palsy  Association  of  Texas, 
Inc.,  will  sponsor  a speaker. 

Plan  now  to  attend  as  many  of  the 
1972  Annual  Session  scientific  pro- 
grams as  possible.  This  session  should 
prove  to  be  a fascinating — and  fully 
scheduled — educational  experience. 

NEW  TECHNIQUE  FOR  GIVING 
ANESTHETICS  PROPOUNDED 

A new  method  for  calculating  doses  of 
anesthetics  to  be  given  surgical  patients 
has  been  developed  by  Dr.  Norman 
Wulfsohn,  associate  professor  of  anes- 
thesiology at  The  University  of  Texas 
Medical  School  at  San  Antonio. 

Dr.  Wulfson  believes  that  an  anes- 
thetic dosage  based  on  a patient’s  lean 
body  mass  instead  of  his  total  body 
weight  makes  the  use  of  an  anesthetic 
far  smoother  and  safer  for  the  patient. 

One  of  the  eight  drugs  he  has  al- 
ready made  specific  calculations  for 
administering  is  ketamine,  a general 
anesthetic  used  to  anesthetize  burn  pa- 
tients having  skin  grafts  and  children 
undergoing  minor  surgery.  His  calcula- 
tions on  ketamine  are  now  being  used 
routinely  during  surgery  at  Bexar  Coun- 
ty Hospital  in  San  Antonio. 

Dr.  Wulfsohn  commented  that  when 
an  anesthetic  is  administered  on  the 
basis  of  a patient’s  weight,  there  is  a 
possibility  that  the  patient  will  waver 
between  deep  and  light  sleep.  He  ex- 
plained that  his  findings  now  make  it 
possible  to  keep  a patient  at  a constant 
unconscious  level  by  administering  cer- 
tain dosages  of  drugs  at  specified  peri- 
odic intervals  during  an  operation. 

The  San  Antonio  anesthesiologist 
contends  that  administering  an  anes- 
thetic in  the  same  dosages  to  persons 
of  the  same  weight  but  of  different 
body  structure  is  wrong,  because  when 
a drug  first  enters  the  body,  it  goes 
first  to  lean  body  tissue  and  then  to 
fatty  tissue. 

“The  person  with  more  lean  body 
tissue,”  said  Dr.  Wulfsohn,  “has  a 
‘bigger  gas  tank’  to  fill  up,  so  he  needs 
more  anesthetic  to  begin  with  and  prob- 
ably throughout  an  operation.” 

All  the  information  Dr.  Wulfsohn  has 
accumulated  is  computerized,  and  dos- 


ages for  the  eight  drugs  he  has  worked 
with  can  be  determined  for  any  indi- 
vidual by  using  a small  calculator  or 
computer.  Dosage  amounts  are  based 
on  a person’s  height,  weight,  and  girth. 

Dr.  Wulfsohn  speculates  his  calcu- 
lations regarding  lean  body  mass  may 
be  applied  in  administering  drugs  other 
than  anesthetics. 

The  physician’s  findings,  especially 
on  ketamine,  were  presented  in  an  ex- 
hibit at  the  recent  annual  meeting  of 
the  American  Society  of  Anesthesiolo- 
gists. 

FOUNDATION’S  G'FTS  TO  BAYLOR 
BOOST  ENDOWMENT  CAMPAIGN 

The  Fondren  Foundation  has  presented 
two  gifts  totaling  $1,500,000  to  Baylor 
College  of  Medicine  in  Houston  in  re- 
sponse to  the  school’s  $30  Million  En- 
dowment Campaign. 

One  gift  is  a $1,000,000  endowment 
for  the  entire  college;  the  other  is  a 
$500,000  endowment  for  Baylor’s  de- 
partment of  dermatology. 

Announcement  of  the  two  gifts 
boosts  the  campaign  total  to  $23.6  mil- 
lion. L.  F.  McCollum,  chairman  of  the 
Baylor  board  of  trustees,  reported  that 
as  campaign  chairman  he  hopes  to  suc- 
cessfully conclude  the  campaign  later 
this  year. 

The  campaign,  which  was  announced 
in  February,  1970,  aims  to  provide 
$17.5  million  in  endowment  for  teach- 
ing positions;  $3.5  million  for  scholar- 
ships and  fellowships;  $6  million  for 
building;  and  $3  million  in  operating 
funds. 

Baylor’s  32-member  board  of  trust- 
ees has  pledged  more  than  $5  million 
to  the  campaign,  while  the  faculty  has 
contributed  more  than  $3.5  million — 
the  largest  amount  ever  pledged  by  a 
college  or  university  faculty. 


UTSMS  OPENS  WOMAN’S  CLINIC 
IN  DALLAS  SHOPPING  CENTER 

A Dallas  shopping  center  is  the  site  of 
a new  woman’s  clinic  opened  by  The 
University  of  Texas  Southwestern  Med- 
ical School’s  Family  Planning  Project. 

The  new  clinic  was  the  sixth  facility 
manned  under  the  project,  which  is 
sponsored  by  the  Office  of  Health,  Ed- 
ucation, and  Welfare  in  cooperation 
with  the  medical  school,  Dallas  County 
Hospital  District,  and  Dallas  Health 
Department. 

“The  major  thrust  of  the  new  cen- 
ter will  be  to  give  reproductive  care 
and  guidance  to  any  woman,”  said  Dr. 
Jack  Pritchard,  project  director  and 
professor  of  obstetrics  and  gynecology 
at  Southwestern.  “We  will  provide  pre- 
natal care  for  the  pregnant  woman;  we 
will  provide  for  the  woman  who  is  not 
pregnant  and  who  does  not  wish  to 
be;  and  we  will  provide  for  the  woman 
who  is  not  pregnant  and  who  wants 
to  be.” 

The  new  center,  located  in  the 
Lancaster-Kiest  Shopping  Center,  is  de- 
signed as  a pilot  unit  for  innovations. 

Location  of  the  clinic  in  the  shop- 
ping center  came  after  a survey  that 
indicated  a need  in  this  area.  The  study 
was  conducted  by  Dr.  Walter  Taylor, 
assistant  professor  of  obstetrics  and 
gynecology  and  chief  physician  for  the 
Family  Planning  Project. 

The  basic  staff  of  the  clinic  includes 
two  physicians,  a nurse,  and  clerical 
personnel.  Center  services  are  available 
without  cost. 

The  Family  Planning  Project  has 
been  under  way  in  Dallas  for  two  years. 
Other  project  centers  are  in  Parkland 
Memorial  Hospital,  South  Dallas  Health 
Center,  West  Dallas  Health  Center,  Oak 
Cliff  Health  Center,  and  Grand  Prairie 
Health  Center. 


UNIT  VALUES  FOR  TMA  MEMBERS  RETIREMENT  PLAN  AND  TRUST 

(As  a service  to  participants  in  the  TMA  Members  Retirement  Plan  and  to  physi- 
cians interested  in  enrolling  in  the  program,  comparative  values  for  investments 
are  listed.  Figures  shown  are  the  latest  available  at  press  deadline  and  are  for 
comparison  purposes  only.  Most  daily  newspapers  list  up-to-the  minute  values 
on  mutual  funds.) 


Original 

Net  asset 

price 

, value 

per  share 

Investment  media 

9-30-68 

10-15-71 

10-15-71’ 

Mercantile  National  Bank  Stock  Fund 

$10.25 

$11.23 

$11.23 

Loomis-Sayles  Capital 

Development  Fund 

14.20 

12.03 

14.21 

T.  Rowe  Price  Growth 

Stock  Fund 

25.93 

27.53 

29.97 

Loomis-Sayles  Mutual 

Fund 

16.82 

14.81 

18.03 

Stein  Roe  & Farnham 

Balanced  Fund 

23.34 

20.66 

25.49 

Mercantile  Bank  Fixed 

Income  Fund 

10.00 

10.55 

10.55 

*Adjusted  to  include  dividends  and  distributions  since  9-30-68. 
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RESEARCHER  FINDS  BLOOD 
HAS  ELASTIC  STRUCTURE 

Human  blood  has  an  elastic  structure 
that  must  be  disrupted  before  normal 
flow  can  take  place,  says  a biomedical 
engineering  professor  at  The  University 
of  Texas  at  Austin. 

This  new  property  of  human  blood 
was  discovered  by  Dr.  George  B.  Thurs- 
ton, a professor  of  mechanical  engi- 
neering and  physics.  Details  of  his  find- 
ing are  to  be  described  in  a forthcom- 
ing issue  of  the  Biophysics  Journal. 

“The  elastic  property  in  blood  was 
found  through  studies  of  oscillatory 
flow  of  blood  in  tubes,”  said  Dr. 
Thurston. 

When  the  movement  in  the  tube  was 
very  small.  Dr.  Thurston  found  that  the 
blood  cells  stuck  together  and  formed 
a gelatinous  elastic  solid.  When  the 
flow  rate  was  large,  the  gelatinous 
structure  was  destroyed  and  the  blood 
then  behaved  as  a viscous  fluid,  he 
said. 

Dr.  Thurston  and  his  research  as- 
sistants, two  graduate  students  in  the 
Biomedical  Engineering  Program  in  the 
College  of  Engineering,  used  recon- 
structed blood  from  a local  blood  bank 
to  ascertain  the  appropriate  balance 
between  the  red  cells  and  plasma  for 
measurement  purposes.  The  blood  was 
then  placed  in  small  tubes,  which  were 
set  up  to  obtain  measurements  of  the 
pulsating  flow.  Special  instrumentation 
developed  by  Dr.  Thurston  as  a gradu- 
ate student  and  refined  through  the 
years  recorded  the  blood  activity. 

In  addition  to  helping  to  explain  the 
basic  character  of  blood  flow.  Dr.  Thurs- 
ton believes  that  this  new  property  will 
prove  valuable  for  the  diagnosis  of 
blood  quality  related  to  certain  disease 
conditions. 

"It  is  already  known  that  a close 
relationship  exists  between  the  viscos- 
ity of  blood  and  coronary  heart  disease 
and  peripheral  arterial  diseases,”  Dr. 
Thurston  said.  “An  exact  measurement 
of  the  blood  elasticity  may  provide  a 
more  precise  index  to  these  condi- 
tions.” 

Such  basic  information  is  also  need- 
ed in  order  to  understand  the  behavior 
of  the  distribution  of  blood  in  the  cir- 
culatory system  and  to  be  able  to  de- 
sign the  prosthetic  devices  used  in 
cardiovascular  biomedical  engineering, 
according  to  Dr.  Thurston. 

“In  the  artificial  pumping  of  blood, 
it  is  well  known  that  the  blood  becomes 
damaged,”  the  professor  said.  “It  is 
possible  that  one  origin  of  this  damage 
rests  with  the  sticking  between  the  red 


blood  cells,  which  form  the  elastic 
structures.” 

The  blood  studies  under  way  in  the 
biorheoiogy  laboratory  at  the  university 
are  being  continued  to  explore  further 
the  influence  of  some  commonly  used 
drugs  upon  the  elastic  property  of 
blood. 

STUDENTS  TASTE  DIET  FOODS 
TO  LEARN  ABOUT  NUTRITION 

Third-year  medical  students  at  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio  are  getting  a taste  of  their  own 
medicine — or  rather,  food! 

Under  a new  program  directed  by  Dr. 
Elliot  Weser,  deputy  chairman  of  physi- 
ology and  medicine,  the  students  are 
meeting  for  periodic  luncheons  at  which 
they  are  treated  to  various  foods  per- 
missible on  the  special  diets  they  will 
one  day  be  prescribing  for  their  pa- 
tients. 

One  recent  luncheon  consisted  of  a 
diet  low  in  phenylalanine,  an  amino 
acid  which  is  connected  to  the  inherited 
disorder  phenylketonuria  (PKU). 

The  medical  school  at  San  Antonio 
hopes  that,  in  addition  to  learning  what 
they  will  be  prescribing  for  their  pa- 
tients, medical  students  will  be  more 
aware  of  the  increasingly  important  role 
of  nutrition  in  the  prevention,  control, 
and  cure  of  disease. 

‘MORNING  AFTER'  PILL 
PROVES  SAFE,  EFFECTIVE 

A “morning  after”  birth  control  pill  pre- 
vented pregnancy  in  1,000  women  with- 
out any  serious  side  effects,  reported 
Michigan  physician  Dr.  Lucile  Kirtland 
Kuchera.  Dr.  Kuchera  made  her  find- 
ings known  in  the  Oct.  25,  1971,  issue 
of  The  Journal  of  the  American  Medical 
Association. 

Dr.  Kuchera  gave  the  women,  all  of 
child-bearing  age,  the  synthetic  estro- 
gen known  as  diethylstilbestro!  twice 
daily  for  five  days.  All  of  the  women 
came  to  the  physician  at  the  University 
of  Michigan  Health  Center  within  72 
hours  of  sexual  exposure,  and  almost 
90%  had  not  used  any  form  of  contra- 
ceptive protection. 

Dr.  Kuchera  emphasized  to  the  wom- 
en that  the  treatment  was  of  an  emer- 
gency nature,  and  she  advised  that  they 
use  other  methods  of  contraception  on 
a regular  basis.  She  also  asked  them 
to  report  back  on  pregnancy,  side  ef- 
fects, and  the  type  of  menstrual  period 
they  had  following  ingestion  of  the  pill. 

No  serious  side  effects  developed  in 
any  of  the  1,000  women  taking  the  pill. 


More  than  45%  had  virtually  no  side 
reactions  at  all.  The  most  common 
complaint  the  women  reported  was  in- 
termittent nausea,  or  nausea  and  vom- 
iting. 

Diethylstilbestrol,  which  was  discov- 
ered about  25  years  ago,  appears  to 
act  on  the  lining  of  the  uterus  and  to 
prevent  implantation.  It  also  speeds  the 
passage  of  the  egg  through  the  genital 
tract. 

The  drug  has  been  used  for  estrogen 
replacement  therapy  in  menopausal 
women;  abnormal  uterine  bleeding: 
breast  engorgement  after  childbirth  and 
breast  cancer.  The  Food  and  Drug  Ad- 
ministration has  not  yet  approved  its 
labeling  for  use  in  postcoital  contra- 
ception. 

STATISTICS  SHOW  92%  HAVE 
PRIVATE  HOSPITAL  INSURANCE 

Almost  92%  of  Americans  below  age 
65  (an  estimated  170  million  persons) 
were  covered  by  private  hospital  insur- 
ance at  the  end  of  1970,  reports  the 
Health  Insurance  Council.  The  group 
also  noted  that  of  those  covered  for 
some  or  all  of  their  hospital  expenses, 
94%  also  had  surgical  expense  cover- 
age, and  80%  were  covered  by  non- 
surgical  medical  expense  insurance. 

These  figures  were  determined  from 
the  council’s  25th  annual  survey  on  the 
extent  of  private  health  insurance  in 
the  United  States. 

Survey  statistics  also  indicated  that 
as  of  Dec.  31,  1970,  76  million  persons 
under  age  65  had  major  medical  ex- 
pense policies.  Dental  expense  cover- 
age, a relatively  new  form  of  insurance, 
now  pays  benefits,  when  necessary,  to 
6.6  million  Americans.  This  figure  is 
more  than  19  times  the  number  insured 
for  dental  expenses  just  seven  years 
ago. 

More  than  57%  rnillion  workers  were 
protected  from  nonoccupational  short- 
term wage  loss  by  disability  income 
coverage  at  the  end  of  1970.  A total  of 
more  than  10%  million  wage  earners 
were  insured  against  long-term  disa- 
bility. The  Health  Insurance  Council 
noted  that  the  amount  of  duplication 
existing  between  long-  and  short-term 
disability  coverage  is  not  known  at  the 
present  time. 

The  council’s  survey  also  noted  that 
benefits  paid  by  private  health  insur- 
ance came  to  $16.2  billion  during  1970. 
Some  $1.7  billion  of  these  benefits 
went  to  disabled  wage  earners,  while 
$14.5  billion  went  for  medical  and 
dental  expenses  of  persons  under  age 
65. 
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DALLAS  PSYCHIATRIST  GIVES 
PROFILE  OF  A SKYJACKER 

Dallas  psychiatrist  Dr.  David  G.  Hub- 
bard painted  the  picture  of  a typical 
skyjacker  in  a recent  issue  of  AM  A 
Update. 

Dr.  Hubbard,  recognized  as  an  au- 
thority on  the  subject,  has  interviewed 
more  than  40  would-be  airplane  hi- 
jackers in  prison. 

‘‘As  a child,  he  detested  his  ‘old 
man,’  who  was  an  alcoholic  and  vio- 
lent,” said  Dr.  Hubbard.  ‘‘Mama  was  a 
religious  nut.” 

In  his  hostile  home,  the  typical  sky- 
jacker "quickly  learned  to  dash  from 
one  angry  parent  to  the  sanctuary  of 
the  other,”  said  the  psychiatrist.  "This 
flattered  the  parents,  and  they  en- 
couraged it.” 

“You  could  hardly  describe  a typical 
skyjacker  as  ‘masculine,’  ” he  added. 
“His  voice  is  apt  to  be  very  soft.  If 
he’s  had  sexual  activity,  it  was  due  to 
the  advances  of  a sexually  aggressive 
female.  I’ve  yet  to  meet  a skyjacker 
who  ever  seduced  a woman.” 

Dr.  Hubbard  continued,  "As  an 
adult,  he  has  a singular — neurotic — 
preoccupation  with  space,  motion,  and 
the  force  of  gravity.  He’s  deeply  en- 
vious of  airline  pilots  and  astronauts. 
Apparently,  he  envies  their  ability  (as 
he  sees  it)  to  defy  gravity.  He  even 
dreams  of  being  able  to  fly,  weightless- 
ly,  like  an  angel  or  an  astronaut. 

"Like  his  mother,  he’s  almost  invari- 
ably a religious  nut.  And  he  has  a driv- 
ing death-wish.  In  his  act  of  hijacking 
an  airplane,  he  is  apparently  courting 
a death  that  would  not  result  from  his 
own  suicidal  action.  Suicide  would  con- 
demn him  to  hell.  But  if  he  is  killed  by 
another’s  hand  (again  as  he  sees  it), 
he  will  rise  upward  to  God  in  an  anti- 
gravitational  fashion.” 

The  Dallas  psychiatrist  commented 
that  despite  the  number  who  want  to 
go  to  Cuba,  most  skyjackers  have  no 
strong  political  convictions.  "In  a 
sense,”  he  said,  “his  act  of  skyjacking 
is  a replication  of  his  childhood  strat- 
egy of  seeking  the  protection  of  one 
parent  against  a hostile  one.  This  is 
borne  out  by  the  fact  that  skyjackers 
seek  to  go  to  nations  that  are  unfriend- 
ly to  their  homeland.” 

Can  skyjacking  be  discouraged? 

"Yes,  in  large  measure,”  said  Dr. 
Hubbard.  "When  asked  what  single 
thing  would  have  kept  him  from  hi- 
jacking a plane,  every  one  of  the  men 
I interviewed  said  he  wouldn’t  have 


done  it  if  he’d  known  he  would  be  re- 
turned home  immediately.” 

UT  AUSTIN  RESEARCHERS 
INVESTIGATE  ‘SILENT  SPEECH’ 

A project  that  could  lead  to  the  devel- 
opment of  a new  measure  of  central 
nervous  system  activity  during  sleep 
has  been  announced  by  the  National 
Institute  of  Mental  Health,  Health  Ser- 
vices and  Mental  Health  Administra- 
tion, US  Department  of  Health,  Educa- 
tion, and  Welfare. 

Scientists  at  The  University  of  Texas 
at  Austin  are  monitoring  the  activity 
of  the  tongue  and  laryngeal  muscles 
during  sleep  to  determine  if  "silent 
speech”  (subvocal  motor  activity)  ac- 
companies dreams.  If  it  does,  the 
phenomenon  could  be  used  as  a mea- 
sure of  dream  content  and  sleep  talk- 
ing. 

Dr.  Peter  F.  MacNeilage,  director  of 
the  university’s  Linguistics  Laboratory, 
says  that  if  “silent  speech”  is  found 
to  occur  "it  may  be  a useful  index  of 
neurological  organization  during  (vari- 
ous stages  of)  sleep  and  a useful  mani- 
festation of  dream  content.” 

The  proposed  method  of  study  of 
"silent  speech”  is  to  make  recordings 
during  sleep  from  representative  points 
in  the  laryngeal  and  upper  articulatory 
musculature  to  determine  the  frequen- 
cy and  patterning  of  subvocal  muscle 
activity.  College  student  volunteers  will 
be  selected  on  the  basis  of  a sleep 
questionnaire  that  includes  questions 
about  dream  recall  and  sleep  talking. 

Since  rapid  eye  movement  was 
found  to  accompany  most  dreams,  it 
has  been  used  widely  as  an  overt  mea- 
sure of  sleep  and  dream  activity.  Its 
use  has  aided  sleep  research  immea- 
surably. 

A $23,212  grant  will  support  the 
first  year  of  the  new  "silent  speech” 
project. 

COLLEGE  OF  SURGEONS  LISTS 
66  NEW  FELLOWS  FROM  TEXAS 

Sixty-six  Texas  physicians  were  named 
fellows  of  the  American  College  of  Sur- 
geons during  the  recent  Clinical  Con- 
gress of  the  college. 

Among  the  approximately  1,475  sur- 
geons who  were  inducted  into  fellow- 
ship were  the  following: 

Amarillo — Dr.  Wesley  L.  Askew,  Jr. 

Andrews — Dr.  Brian  E.  Gordon. 

Athens — Drs.  Ken  E.  Kuykendall  and 
Joe  Ed  Smith. 

Austin — Dr.  Thomas  P.  Leonard. 


Baytown — Dr.  Drew  D.  Williams. 

Corpus  Christi — Drs.  Truman  Frank 
Appel,  Bruce  M.  Henderson,  and 
Charles  R.  Sargent,  USN  MC. 

Corsicana — Dr.  E.  Scott  Middleton. 

Dallas — Drs.  James  M.  Anthony, 
Charles  J.  Carrico,  Charles  D.  Coin,  Wil- 
liam M.  Crutcher,  James  R.  Gantt,  Don 
H.  Gustafson,  Gary  C.  Hutchison,  Wil- 
liam J.  Rea,  Herbert  W.  Rumsfeld,  Jr., 
Kenneth  E.  Salyer,  Jack  Stern,  William 
W.  Taylor,  Erwin  R.  Thai,  and  Nathaniel 
T.  Watts,  Jr. 

El  Paso — Drs.  Alberto  Melgar  and 
William  J.  Nelson,  Jr. 

Fort  Worth — Drs.  Manuel  G.  Lagon 
and  Hugh  Lamensdorf. 

Galveston — Drs.  James  E.  Doyle  and 
Glenn  A.  Meyer. 

Garland — Drs.  Javad  Fiuzat  and 
David  K.  Selby. 

Houston — Drs.  Michael  F.  Appel, 
Demetrio  Boulafendis,  John  S.  Carle- 
ton,  Oscar  M.  Guillamondegui,  Douglas 
E.  Johnson,  Marvin  W.  Lerner,  Grant  R. 
McKeever,  Richard  M.  Moiel,  Clifton  E. 
Mountain,  John  A.  Murray,  Daniel  C. 
Redmond,  II,  Joseph  S.  Weycer,  and  J. 
David  Wright. 

Laredo — Dr.  Sigifredo  Perez. 

Lubbock — Dr.  Lloyd  M.  Garland. 

Pasadena — Dr.  William  H.  Canada. 

Port  Arthur — Dr.  Frank  Williford,  III. 

Richardson — Dr.  Robert  M.  Kuhne. 

San  Angelo — Dr.  Robert  N.  Grant. 

San  Antonio — Drs.  Raymond  G.  Arm- 
strong, USAF  MC,  David  M.  Crouch, 
David  G.  Dibbell,  USAF  MC,  Thomas  F. 
Hogan,  Jr.,  Jack  B.  Lee,  Paul  T.  Lenio, 
MC  USA,  Howard  M.  Radwin,  James  R. 
Smith,  and  Michael  G.  Zeigler,  MC  USA. 

Temple — Dr.  Tadao  Nagashima. 

Tyler — Drs.  Joseph  L.  Prudhomme 
and  Steven  B.  Roberts. 

Waco — Drs.  Robert  T.  Angel  and 
Robert  L.  Stockton. 

Wharton — Dr.  Herman  W.  Wolff,  Jr. 

HIGHER  EMPLOYEE-PATIENT 
RATIO  NOTED  IN  HOSPITALS 

The  nation’s  community  hospitals  em- 
ployed 292  personnel  per  100  patients 
in  1970,  according  to  statistics  re- 
leased by  the  American  Hospital  As- 
sociation. 

The  figure  represents  a new  high  in 
hospital  manpower.  In  1969,  there 
were  280  employees  for  each  100 
patients.  Ten  years  ago,  community 
hospitals  employed  226  personnel  per 
100  patients. 

In  1970,  AHA  registered  5,859 
community  hospitals. 
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FUNDS  GRANTED  FOR  STUDY  OF 
DRUG  EFFECTS  ON  NEWBORNS 

The  National  Institutes  of  Health  has 
awarded  the  Institute  for  Lipid  Re- 
search and  the  department  of  pediat- 
rics at  Baylor  College  of  Medicine  in 
Houston  a $396,373  grant  for  research 
on  toxicological  problems  in  drugs. 

Under  the  joint  leadership  of  Dr. 
Marjorie  G.  Horning,  professor  of  bio- 
chemistry in  the  institute,  and  Dr.  Reba 
M.  Hill,  associate  professor  of  pediat- 
rics, the  project,  which  is  now  in  its 
fourth  year,  aims  to  analyze  the  effects 
of  drugs  given  to  mothers  during  labor 
and  delivery  on  newborns. 

The  research  team  has  found  that 
the  previous  concept  that  the  placenta 
protects  the  fetus  from  the  mother’s 
drug  intake  is  questionable. 

Using  gas  chromatographic  and 
mass  spectrometric  methods  of  analy- 
sis, the  team  has  studied  approximate- 
ly 20  drugs  prescribed  by  physicians 
during  labor  and  delivery  among  180 
to  200  patients. 

Preliminary  findings  indicate  that 
there  is  no  placental  barrier  for  drugs; 
they  are  capable  of  crossing  the  pla- 
centa and  are  stored  in  the  tissue  of 
the  fetus. 

“We  hope  to  be  able  to  see  how 
long  it  takes  the  newborn  child  to  dis- 
pose of  the  drugs  and  if  any  particular 
drug  has  adverse  effects  on  the  child’s 
development,”  said  Dr.  Horning. 

SOUTHWESTERN  RESEARCHERS 
UNDERTAKE  3 CANCER  STUDIES 

Recent  grants  by  private  and  govern- 
ment agencies  are  enabling  researchers 
at  The  University  of  Texas  Southwest- 
ern Medical  School  at  Dallas  to  focus 
their  efforts  on  cancer  from  three  ap- 
proaches. 

One  grant  from  the  American  Cancer 
Society  will  finance  a two-year  study  of 
an  estrogen-class  hormone,  estrone, 
and  its  relation  to  tumors  and  cancers 
arising  in  the  endometrium.  Dr.  Pentti 
K.  Siiteri,  professor  of  obstetrics  and 
gynecology  and  professor  of  biochem- 
istry, was  awarded  the  $79,984  grant. 
He  will  work  in  collaboration  with  Dr. 
Paul  MacDonald,  chairman  of  South- 
western’s department  of  obstetrics  and 
gynecology,  and  Dr.  Creighton  Edwards, 
assistant  professor  of  obstetrics  and 
gynecology.  They  will  try  to  learn  more 
about  the  action  of  estrone,  a hormone 
produced  by  the  post-menopausal  fe- 
male, by  some  young,  obese  women 
who  stop  ovulating,  and  by  those  with 
polycystic  ovarian  disease  and  those 


with  certain  tumors. 

Dr.  Morton  Prager,  professor  of  sur- 
gery and  associate  professor  of  bio- 
chemistry, is  the  principal  investigator 
in  a study  of  the  immune  mechanisms 
involved  with  a chemically  modified 
cancer  cell.  The  National  Cancer  Insti- 
tute has  committed  approximately 
$90,000  for  this  study  during  a three- 
year  period.  Dr.  Prager  explained  that 
the  researchers  involved  in  this  study 
are  “trying  to  find  ways  of  stimulating 
the  immunologic  response  to  cancer.” 
He  reported  preliminary  results  of  the 
investigation  at  the  international  sym- 
posium sponsored  by  the  World  Com- 
mittee for  Comparative  Leukemia  Re- 
search this  past  September  in  Italy. 

In  the  third  investigation.  Dr.  Robert 
F.  Jones,  associate  professor  of  sur- 
gery, has  received  approximately  $47, 
000  over  a two-year  period  to  study 
how  a human  virus — one  that  is  known 
to  produce  upper  respiratory  infections 
— interacts  with  a fungus  toxin  to  pro- 
duce cancer  in  hamsters. 

INVESTIGATORS  ATTEMPT  TO 
DEFINE  ‘NORMAL'  BEHAVIOR 

Researchers  at  the  National  Institute  of 
Mental  Health  have  been  pursuing  the 
problem  of  defining  what  is  “normal.” 
As  a result  of  their  study,  indices  for 
normal  behavior  according  to  sex,  mari- 
tal status,  age,  and  social  class  have 
been  established. 

The  indices  provide  norms  for  rating 
scales  used  in  studying  the  progress  of 
patients,  and  they  also  define  what 
constitutes  normal  behavior. 

The  researchers  performed  their 
study  on  450  persons,  or  3%  of  the 
households  in  a metropolitan  Maryland 
county.  Instead  of  the  self-reporting 
technique  which  has  been  used  in  most 
studies,  close  family  members  (or 
“significant  others”)  were  asked  to  rate 
each  subject  on  such  characteristics  as 
belligerence,  verbal  expansiveness,  neg- 
ativism, helplessness,  emotional  sta- 
bility, suspiciousness,  anxiety,  with- 
drawal, nervousness,  confusion,  and 
bizarreness. 

The  researchers — Gerard  E.  Hogarty 
of  the  Friends  Medical  Science  Re- 
search Center,  Inc.,  and  Dr.  Martin  M. 
Katz  of  NIMH — emphasize  that  there 
are  many  patterns  of  normality  in  hu- 
man behavior,  and  no  one  pattern  is 
necessarily  “sick.” 

Some  of  the  findings  of  the  study 
included: 

1.  Men  and  women  showed  signifi- 
cant differences  in  normal  behavior. 
Women  had  higher  scores  of  nervous- 


ness, helplessness,  and  anxiety,  regard- 
less of  their  age,  marital  status,  or 
social  class. 

2.  Teenagers  were  found  to  be  sig- 
nificantly more  belligerent,  negative, 
distrustful,  and  unstable  than  were  the 
older  age  groups.  This  does  not  neces- 
sarily reflect  a breakdown  in  moral 
codes  or  a diminished  respect  for  “es- 
tablished authority,”  observed  the  in- 
vestigators, but  is  a normal  part  of 
growing  up  and  is  likely  found  in  every 
generation  of  adolescents. 

3.  Among  the  five  social  classes 
studied,  the  lowest  showed  small,  but 
real  differences  in  anxiety,  suspicious- 
ness, and  stability.  An  interesting  and 
unexpected  finding  was  that  in  the  two 
lower  classes,  senior  citizens  are  less 
withdrawn  than  are  those  in  the  upper 
classes.  Possible  explanations  cited  are 
earlier  retirement  for  the  more  affluent 
elderly  and  essential  role  functions  for 
older  people  in  less  affluent  homes. 

4.  As  for  marital  status,  widows  and 
divorced  and  remarried  women  were 
classified  as  more  nervous,  anxious, 
and  helpless  than  were  their  male 
counterparts.  They  also  exhibited  more 
exaggerated  symptoms  than  did  other 
women. 

The  investigators  also  reported  that 
they  did  not  find  an  increase  in  the 
amount  of  psychiatric  symptoms  in  the 
older  age  group,  but  they  concluded 
that  each  age  group  presents  its  own 
particular  behavior  style. 

Complete  details  on  the  study  data 
are  to  be  reported  in  a forthcoming 
issue  of  Archives  of  General  Psychiatry. 

PROFICIENCY  TEST  OFFERED 
FOR  MD  OFFICE  LABORATORIES 

Two  national  medical  specialty  societies 
have  joined  together  to  offer  physicians 
with  office  laboratories  a proficiency 
testing  program. 

The  American  Society  of  Internal 
Medicine  and  the  College  of  American 
Pathologists  designed  the  program  spe- 
cifically for  monitoring  the  capabilities 
of  the  physician’s  office  laboratory.  The 
program  will  also  allow  each  participat- 
ing physician  to  compare  his  own  test 
results  with  those  from  other  labora- 
tories, thereby  offering  the  physician 
an  economical  way  to  obtain  a com- 
prehensive evaluation  of  his  own  lab- 
oratory. 

Dr.  C.  A.  McWhorter,  president  of  the 
College  of  American  Pathologists,  em- 
phasized that  “participation  in  the  pro- 
ficiency testing  program  is  entirely 
confidential.  The  physician  receives 
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data  which  compare  the  performance 
of  his  laboratory  to  a peer  group  com- 
prised of  all  participating  physicians’ 
office  laboratories.” 

The  president  of  the  American  So- 
ciety of  Internal  Medicine,  Dr.  Otto  C. 
Page,  said  that  the  “ASIM  agreed  to  a 
partnership  with  the  CAP  in  this  ven- 
ture because  of  the  college’s  broad 
experience  with  quality  evaluation  pro- 
grams for  clinical  and  hospital  labora- 
tories.” 

“We  have  seen  how  the  CAP'S  pro- 
grams have  given  directors  of  labora- 
tories and  clinicians  the  assurance  of 
quality  results,”  he  said.  “Now,  we 
want  physicians  with  office  laboratories 
to  have  a program  that  assures  their 
patients,  personnel,  and  third  parties — 
such  as  government — of  the  quality  of 
test  results.” 

Physicians  who  choose  to  participate 
in  the  program  will  be  sent  test  mate- 
rials and  instructions  quarterly  for  their 
laboratory  personnel.  Test  results  ob- 
tained by  the  office  laboratory  are  then 
sent  to  a computer  processing  center, 
where  results  are  matched  and  com- 
pared to  those  obtained  for  the  same 
tests  by  reference  laboratories  and 
other  physicians’  office  laboratories. 
After  this  comparison,  a confidential 
report  is  returned  to  the  physician-sub- 
scriber. 

PROFESSOR  SAYS  HEREDITY 
LINKED  TO  FORMS  OF  CANCER 

Cancer  can  be  inherited,  a Nebraska 
professor  of  medicine  reported  at  the 
Association  of  Life  Insurance  Medical 
Directors  of  America’s  annual  meeting 
held  last  month  in  Chicago,  III. 

Dr.  Henry  T.  Lynch,  professor  and 
chairman  of  the  department  of  preven- 
tive medicine  and  public  health  at 
Creighton  University  School  of  Medicine 
in  Omaha,  said  that  hereditary-caused 
cancer  is  being  discovered  with  increas- 
ed frequency.  He  added,  though,  that 
despite  the  importance  of  heredity,  he 
agrees  with  the  theory  that  cancer  can 
be  caused  by  a virus. 

In  reporting  on  the  heredity  aspect, 
he  stated,  “Several  of  the  commonly 
occurring  cancers  in  man  appear  to 
occur  with  increased  statistical  fre- 
quency in  first-  and  second-degree 
relatives  of  cancer  probands.” 

These  cancers,  he  said,  include  “car- 
cinoma of  the  breast,  colon,  endomet- 
rium, stomach,  lung,  prostate,  leuke- 
mia, and  lymphoma.” 

Probably  the  one  form  of  cancer 
which  most  dramatically  indicates  the 


importance  of  heredity  is  breast  can- 
cer. “Breast  cancer  occurs  in  about 
5%  to  6%  of  women  in  the  United 
States,  but  when  a woman  has  a family 
history  of  breast  cancer  in  a first-  or 
second-degree  relative,  her  risk  in- 
creases to  17%, ” Dr.  Lynch  reported. 

He  added  that  often  “cancer  risk 
can  be  assessed  . . . through  recogniz- 
ing a particular  syndrome,  through  the 
performance  of  cytogenic  studies,  and 
through  the  recognition  of  the  impor- 
tance of  family  history.” 

Dr.  Lynch  said  he  believed  the  hered- 
itary factor  as  a cause  of  cancer  should 
influence  life  insurance  companies  to 
ask  for  more  complete  information 
"about  a specific  type  of  cancer  in  the 
family.” 

He  commented,  "Thus,  it  would  ap- 
pear timely  that  more  precise  recording 
of  family  history  and  pathology  in  pa- 
tients’ histories  be  made  available  to 
physicians  and  actuaries  for  more  care- 
ful cancer  control  and  vital  cancer  risk 
judgment.” 

SCHOOL  OFFERS  BACHELOR, 

MD  DEGREES  IN  SIX  YEARS 

If  all  goes  as  expected,  the  40  stu- 
dents who  were  accepted  in  the  first- 
year  class  of  the  Medical  School  at 
the  University  of  Missouri  at  Kansas 
City  will  be  graduated  in  six  calendar 
years  with  both  baccalaureate  and 
medical  degrees. 

The  initial  freshman  class  includes 
three  16-year-olds,  24  17-year-olds, 
12  18-year-olds,  and  one  24-year-old. 
Among  this  group  are  ten  women  and 
four  black  students. 

Dr.  E.  Grey  Dimond,  provost  for 
health  sciences  at  the  medical  school, 
explained  that  for  the  first  two  years, 
the  young  men  and  women  will  be 
regarded  as  provisional  medical  stu- 
dents. “During  this  period,  they  will  be 
taking  about  75%  course  work  in  the 
arts  and  sciences  and  will  be  spending 
the  remainder  of  their  time,  including 
Saturday  mornings  and  10  weeks  in 
the  summer,  with  hospital-patient  situ- 
ations and  medical  studies.” 

From  the  third  to  the  sixth  year, 
students  will  concentrate  on  medicine 
and  patient  care  about  3/4  of  their 
time,  and  the  remainder  of  their  sched- 
ule will  be  devoted  to  liberal  arts 
courses.  Also  beginning  in  the  third 
year,  students  will  be  divided  into  do- 
cent units.  Each  docent,  a practicing 
physician  who  will  serve  as  teacher 
and  councilor  throughout  the  student’s 
remaining  four  years,  will  be  responsi- 
ble for  12  students. 


RED  CELL  MEMBRANES  TO 
BE  STUDIED  AT  UTMSSA 

The  American  Cancer  Society  has 
granted  The  University  of  Texas  Medi- 
cal School  at  San  Antonio  $16,325  to 
finance  a project  entitled  “Studies  of 
the  Red  Cell  Membrane  and  its  Possible 
Effects  on  Erythropoiesis  Utilizing  a 
Radioactive  Label.” 

Dr.  David  Sears,  associate  professor 
of  physiology  and  medicine,  will  con- 
duct the  study.  Dr.  Sears  will  observe 
the  reaction  of  red  cell  membranes  to 
radioactive  materials  and  will  examine 
the  possible  role  that  cell  membranes 
play  in  control  of  cell  division  and 
maturation. 

Before  joining  the  UTMSSA  faculty 
in  1969,  Dr.  Sears  was  an  assistant 
professor  of  medicine  at  the  University 
of  Rochester  School  of  Medicine  and 
Dentistry  in  Rochester,  N.  Y. 

REGENTS  EXTEND  PROGRAMS  OF 
MARINE  BIOMEDICAL  INSTITUTE 

Regents  of  The  University  of  Texas  Sys- 
tem have  approved  an  agreement  de- 
signed to  extend  the  programs  of  the 
Marine  Biomedical  Institute  at  Galves- 
ton. 

Essentially,  the  new  agreement  will 
open  the  Marine  Biomedical  Institute 
to  equal  participation  by  all  of  the  UT 
System  institutions  and  by  other  pub- 
lic and  private  universities  in  the  state 
and  region.  The  agreement  also  makes 
resources  of  the  Marine  Biomedical 
Institute  available  to  state  and  re- 
search agencies. 

Since  1968,  the  institute  has  been 
jointly  sponsored  by  the  UT  Galveston 
Medical  Branch  and  Texas  A&M  Uni- 
versity. The  UT  System  board  of  re- 
gents’ action  IS  designed  to  extend  the 
benefits  of  the  institute  to  additional 
institutions  as  well. 

The  new  agreement  will  extend  the 
institute’s  affiliation  to  UT  Austin,  UT 
Dallas,  the  UT  Medical  School  at  San 
Antonio,  and  the  UT  Southwestern  Med- 
ical School  at  Dallas,  in  addition  to 
other  institutions  that  wish  to  use  the 
institute's  facilities. 

The  University  of  Texas  Medical 
Branch  at  Galveston  and  other  institu- 
tions of  higher  education  work  together 
through  the  Marine  Biomedical  Insti- 
tute "to  advance  the  understanding  of 
biomedical  sciences  research  and  edu- 
cation associated  with  the  marine  en- 
vironment.” 
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SORORITY  FUNDS  GO  TO  UTMSSA 
FOR  PEDIATRIC  LABORATORY 

Dr.  Stanley  E.  Crawford,  chairman  of 
the  pediatrics  department  at  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio,  accepted  a check  for  $7,608 
from  the  Texas  Beta  Sigma  Phi  sorority 
for  the  establishment  of  a pediatric 
hematology  laboratory  at  the  medical 
school. 

The  sorority,  which  has  some  15,000 
active  members,  selected  the  medical 
school  to  receive  the  proceeds  from  its 
state  project  for  three  consecutive 
years  in  order  to  finance  the  labora- 
tory. 

The  proceeds,  which  have  been  des- 
ignated the  Steve  Maxwell  Memorial 
Fund,  will  be  used  to  equip  and  sup- 
port a pediatric  laboratory  that  will  in- 
vestigate better  means  of  diagnosis 
and  treatment  of  cancer,  leukemia,  and 
other  blood  diseases  in  children.  The 
laboratory  will  be  under  the  direction  of 
Dr.  Thomas  E.  Williams,  assistant  pro- 
fessor of  pediatrics. 

Steve  Maxwell,  for  whom  the  fund 
was  named,  was  a seven-month-old 
child  from  Corsicana.  He  died  before  a 
liver  transplant  that  was  to  be  financed 
by  the  sorority  could  be  performed. 

TEXAS  MEDICAL  ASSISTANTS 
PASS  CERTIFICATION  EXAM 

Among  the  record  number  of  169  medi- 
cal assistants  who  successfully  passed 
the  1971  certification  examination  of 
the  American  Association  of  Medical 
Assistants  were  16  Texans. 

' The  American  Association  of  Medical 
Assistants  honored  all  of  the  newly 
certified  medical  assistants  at  a dinner 
on  Nov.  10  as  a part  of  the  associa- 
tion’s 15th  annual  convention  in  Atlan- 
ta, Ga. 

Certification  by  the  association  may 
be  obtained  in  either  clinical  or  ad- 
ministrative categories,  or  both.  The 
complete  examination  for  dual  certifi- 
cation covers  medical  terminology,  ana- 
tomy and  physiology,  human  relations, 
medical  ethics  and  law,  office  skills,  ac- 
counting, examination  room  techniques, 
and  laboratory  orientation. 

New  CMA’s  from  Texas  and  the  type 
of  certificate  they  received  include  the 
following: 

San  Antonio — Wynalle  Alder,  clinical; 
Mrs.  Martha  G.  Gaenzel,  clinical;  Mrs. 
Michaelyn  A.  Hagg,  clinical;  Goldie  R. 
Heller,  clinical;  Mrs.  Eileen  B.  Lenker, 
administrative;  Mrs.  Amelia  M.  Miller, 
administrative  and  clinical;  and  Mrs. 
Charlene  Miller,  clinical. 

Odessa — Mrs.  Frances  L.  Burris, 


clinical. 

Marshall — Mrs.  Carra  Lee  Chochos, 
administrative. 

Elmendorf — Marla  D.  Dickey,  admin- 
istrative and  clinical. 

Dallas — Mrs.  Ilene  M.  Doing,  admin- 
istrative, and  Mrs.  Irene  Vansyckle, 
clinical. 

Fort  Worth — Mrs.  Sophie  J.  Fielding, 
clinical,  and  Mrs.  Rita  H.  Paris,  R.  T., 
LVN,  administrative  and  clinical. 

Wichita  Falls — Mrs.  Victoria  J.  John- 
son, administrative,  and  Mrs.  Patsy  L. 
Popejoy,  RN,  administrative  and  clin- 
ical. 

‘GROW- YOU R-OWN’  HEART  VALVE 
TECHNIQUE  STUDIED  AT  UTMB 

A grow-your-own  heart  valve  project  is 
currently  under  way  at  The  University 
of  Texas  Medical  Branch  at  Galveston. 
Involved  in  the  study  is  thoracic  sur- 
geon Dr.  Richard  T.  Padula,  a new 
member  of  the  Medical  Branch  faculty 
who  was  formerly  doing  heart  research 
and  surgery  at  Jefferson  Medical  Col- 
lege in  Philadelphia,  and  several  other 
investigators. 

Dr.  Padula  reports  that  he  first 
thought  of  the  radically  new  technique 
of  heart  valve  replacement  during  a 
surgical  procedure  on  one  of  his  pa- 
tients in  Philadelphia.  “I  was  changing 
the  pacemaker  in  one  of  my  patients,” 
he  said,  “removing  the  case  around 
which  fibrous  tissue  had  grown — as  it 
always  does — when  I realized  that  if 
this  tissue,  which  had  grown  so  per- 
fectly into  the  shape  of  a pacemaker 
case,  could  be  made  to  grow  into  any 
shape  (such  as  the  shape  of  a heart 
valve),  it  would  be  an  excellent  replace- 
ment for  damaged  heart  valves.  A valve 
of  this  type  might  avoid  many  of  the 
problems  occurring  with  the  present 
types  of  artificial  valves.” 

The  current  phase  of  study  on  the 
new  technique  involves  growing  auto- 
genic aortic  and  mitral  valve  grafts  in 
young  goats  as  a response  to  implant- 
ed silastic  and  stainless-steel  artificial 
valve  molds.  The  Dacron-covered  stain- 
less-steel supporting  frames  (resem- 
bling tendons  to  hold  the  mold  in  place) 
and  the  molded  silastic  forms  are  in- 
serted into  an  animal’s  chest  beneath 
the  latissimus  dorsi  muscle.  Within 
four  to  six  weeks,  these  frames  and 
molds  are  encased  in  fibrous  tissue  by 
the  animal’s  body.  After  they  are  cov- 
ered by  the  tissue,  the  molds  are  re- 
moved and  discarded,  and  the  new 
valve — made  of  the  host’s  own  living 
tissue — is  sewn  into  place  to  replace 
the  natural  heart  valve. 


Researchers  are  now  observing  these 
“home-grown”  valves,  functioning  in 
place,  by  high-speed  cinephotography 
and  listening  devices  implanted  within 
the  beating  hearts.  They  hope  that 
within  the  next  two  years,  the  technique 
will  be  ready  for  use  in  human  patients. 
They  emphasize,  however,  that  before 
clinical  trial  can  be  considered,  the 
possible  development  of  fibrosis  or 
shrinkage  or  calcification  of  the  auto- 
genic valve  must  be  explored. 

The  same  principle  on  which  this 
new  technique  is  based  has  been  suc- 
cessfully applied  to  tubular  grafts 
grown  in  response  to  implanted  cylin- 
drical molds;  these  grafts  remain  pat- 
ent and  durable  when  used  for  vena 
caval  substitutes. 

More  than  $71  thousand  a year  in 
federal  grants  supports  this  research. 

AMA  COUNCIL  CONDEMNS  DIET 
AS  DANGEROUS  TO  FOLLOWERS 

The  Zen  Macrobiotic  diet,  an  extreme 
example  of  the  current  trend  towards 
natural  and  organic  foods,  is  a major 
public  health  hazard,  warns  the  Ameri- 
can Medical  Association’s  Council  on 
Foods  and  Nutrition. 

The  AMA  council  issued  the  warning 
in  a recent  copy  of  The  Journal  of  the 
American  Medical  Association. 

Council  members  stated  that  the  diet 
is  “one  of  the  most  dangerous  dietary 
regimens,  posing  not  only  serious 
hazards  to  health  but  even  to  life  it- 
self.” 

Rigid  followers  of  the  diet  stand  in 
danger  of  incurring  serious  nutritional 
deficiencies  such  as  scurvy,  anemia, 
hypoproteinemia,  hypocalcemia,  and 
emaciation,  in  addition  to  loss  of  kid- 
ney function. 

The  Macrobiotic  diet  proposes  ten 
ways  of  eating  and  drinking  (or  levels  of 
diet)  through  which  an  individual  can 
allegedly  establish  a happy  and  healthy 
life.  The  lowest  level  of  diet  is  a com- 
bination of  animal  products,  vegeta- 
bles, salads,  fruits,  soup,  desserts,  and 
cereals;  the  highest  level  diet  is  100% 
cereal.  Followers  of  the  diet  are  told  to 
avoid  fluids  as  much  as  possible. 

The  originator  of  Zen  Macrobiotics, 
Georges  Ohsawa,  claimed  the  highest 
level  diet  not  only  helped  followers 
achieve  the  ultimate  state  of  well-being, 
but  also  cured  cancer,  mental  disease, 
and  heart  trouble. 

The  council  remarked  that  the  diet’s 
greatest  danger  is  in  the  fact  that  it 
does  not  advocate  medical  consulta- 
tion, but,  rather,  urges  each  individual 
to  be  his  own  doctor. 
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P.S.  AAMA  bylaws  provide  that  the 
association,  "is  not,  nor  shall  it  ever  be- 
come a trade  union  or  collective  bargain- 
ing agency." 


Your  continuing  cooperation  with  the  American  Association 
of  Medical  Assistants  has  been  generous.  With  your 
support  our  drgariization  has  achieved  a membership  of 
14,000  medical  assistants  in  more  than  400  chapters  in 
45  states,  District  Of  Columbia  and  Puerto  Rico. 

Since  our  first  organiziitional  meeting  15  years  ago,  we 
have  worked  toward  the  primary  goal  of  providing  educa- 
tional opportunities  to  the  medical  assistant  in  the 
doctor’s  office.  In  a short  decade  and  a half  the 
association  has: 

• Established  and  conducted  a certification  program  as  an  incen- 
tive to  self-education. 

• Developed  curricula  for  medical  assisting  programs  in 
hundreds  of  junior  and  community  colleges. 

• Carried  bn  a continuing  education  program  for  medical  assistants 
through  seminars,  workshops  and  a professional  bi-monthly 
journal. 

• Published  career  materials  and  established  a scholarship  loan 
fund  to  help  recruit  future  medical  assistants. 

• Cooperated  with  AMA  in  public  relations  efforts  beneficial  to  the 
medical  profession  as  a whole. 

But  our  work  cannot  stop  here.  As  the  only  national 
association  for  medical  assistants,  AAMA  is  eager  to 
contribute  to  advancement  of  this  allied  health  field.  We 
would  like  to  share  our  educational  programs  with  all  of  the 
medical  assistants  across  the  nation.  But  to  do  this  we 
need  the  co-operation  of  many  more  physicians. 

If  your  medical  assistant  is  not  a member  of  AAMA,  please 
fill  out  this  coupon  today.  Her  greater  knowledge  of  medical 
assisting  will  be  your  reward. 

American  Association  of  Medical  Assistants 


I wish  to  inquire  about  membership  for  my  medical  assistant  in  the  Ameri- 
can Association  of  Medical  Assistants,  Inc.  Please  have  someone  send 
more  information  to; 

Name  — 

Business  Address  Phone 

(Street) 

City State Zip 

Member  of  county  medical  society;  Yes No 

County 

Name  of  Assistants;  Address: 


Clip  and  mail  to: 

American  Association  of  Medicai  Assistants 

One  East  Wacker  Drive 
Chicago,  Illinois  60601 
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p For  Insomnia...  ’ 

Noludar3(X 

(methyprylon) 

i one  capsule 
^ fbrtherest 
of  the  night 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows; 

INDICATION:  Relief  of  insomnia  of  varied  etiology. 
CONTRAINDICATIONS;  Patients  with  known  hyper* 
sensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined  ef- 
fects with  alcohol  and  other  CN5  depressants. 
Caution  against  hazardous  occupations  requir- 
ing complete  mental  alertness,  such  as  op- 
erating machinery  or  driving  a motor  vehicle 
shortly  after  ingesting  the  drug, 

Physical  and  Psycholoffical  Dspandenca.-  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 
withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should  be 
under  adequate  medical  supervision. 

Usage  w Pregnancy!  Weigh  potential  benefits  in 
pregnancy,  during  lactation,  or  in  women  of  child- 
bearing age  against  possible  hazards  to  mother  and 
child, 

PRECAUTIONS:  If  sleeplessness  is  pain-related,  an  anal- 
gesic should  also  be  prescribed,  Perform  periodic  blood  counts 
if  used  repeatedly  or  over  prolonged  periods.  Total  daily 
intake  should  not  exceed  400  mg,  as  greater  amounts  do  not 
significantly  increase  hypnotic  benefits, 
g ADVERSE  REACTIONS;  At  recommended  dosages,  there  have 
p been  rare  occurrences  of  morning  drowsiness,  dizziness, 
^ mild  to  moderate  gastric  upset  (including  diarrhea,  esopha- 
gitis, nausea  and  vomiting),  headache,  paradoxical  excita- 
tion and  skin  rash.  There  have  been  a very  few  isoiated 
reports  of  neutropenia  and  thrombocytopenia!  however,  the 
evidence  does  not  establish  that  these  reactions  are  re- 
lated to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ 7 V ROCHE  WBORATORIES 
< ROCHE > Division  of  Hoffmann-La  Roche  Inc. 

/ Nutley,  New  Jersey  071 10 


Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


NEW  CATALOG  NOW  AVAILABLE 

SURGICAL  MECHANICAL  RESEARCH,  INC 

Post  Office  Box  1185  * (714)  646-4405 

960  W.  16th  St.,  Newport  Beach,  Calif.  92663 


Established  Over  40  Years 


SMR  keeps  you 
anci  your  patients’ 
comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
professional  good 
taste. 

SMR  has  manufac- 
tured medical  and 
Dental  equipment  for 
over  forty  years  on  a 
direct  to  user  basis. 


STAINLESS 
STEEL  POLISH 

SMR  Stainless 
Steel  Polish 
cleans,  and  pre- 
serves with 
superior  results 
— ends  finger- 
prints, water- 
marks and 
surface  stains. 

22  oz.  economy 
$2.75  F.O.B.  Plant 


Factory  Direct  Sales 


26 


TEXAS  MEDICINE 


Tract  , 
Record. 


Tetrex^ 

IbMKO^* 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels  all 
with  a bOOmg.  potency,  b.i.d.  convenience 
and  low  prescription  cost.  \ 


tetracycline 

phosphate 

complex) 


For  complete  information  consult 
Official  Package  Circular. 

(4)  2/5/71 

Indications:  Infections  due  to 
Rickettsiae,  Mycoplasma 
pneumoniae  (PPLO,  Eaton 
agent),  agents  of  psittacosis. 
Lymphogranuloma  venereum, 
the  spirochetal  agent  of  relapsing 
fever. 

Also  infections  due  to  Gram- 
positive and  Gram-negative  orga- 
nisms, when  bacteriologic  testing 
indicates  appropriate  susceptibility 
to  the  drug. 

Contraindications : Hypersensitiv- 
ity to  tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sun- 


light should  be  avoided  during 
therapy.  Stop  treatment  it  skin 
discomfort  occurs.  With  renal  im- 
pairment, systemic  accumulation 
and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should 
be  used  and  serum  estimations 
may  be  necessary  with  prolonged 
therapy.  Tooth  staining  and  enamel 
hypoplasia  may  be  induced  during 
tooth  development  (last  trimester 
of  pregnancy,  neonatal  period  and 
childhood). 

Precautions:  Mycotic  or  bacterial 
superinfection  may  occur.  Cases 
of  gonorrhea  with  a suspected 
primary  lesion  of  syphilis  should 
have  darkfield  examinations  be- 
fore receiving  treatment.  In  all 
other  cases  where  concomitant 


syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  at  least  4 months. 

Plasma  prothrombin  levels  may 
be  depressed,  patients  on  antico- 
agulant therapy  may  require  down- 
ward adjustment  of  their  anti- 
coagulant dosage.  In  long-term 
therapy,  periodic  laboratory 
evaluation  of  hematopoietic,  renal 
and  hepatic  organ  systems  should 
be  performed. 

Adverse  Reactions : Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis, 
dermatitis,  and  allergic  reactions 
may  occur.  Infants  may  develop 
increased  intracranial  pressure 
with  bulging  fontanels.  Hemolytic 
anemia,  thrombocytopenia,  neu- 


tropenia, and  eosinophilia  have 
been  reported. 

Usual  Dose:  Usual  Adult  Dose: 
One  Gm./day  in  2 or  4 equally 
divided  doses.  Continue  therapy 
for  ten  days  in  Group  A beta- 
hemolytic  streptococcal  infections. 
Administer  one  hour  before  or 
two  hours  after  meals. 

Supplied:  Capsules — 250  mg.  in 
bottles  of  16  and  100.  bidCAPS — 
500  mg.  in  bottles  of  16  and  50. 
A.H.F.S.  Category  8:12 

BRISTOL 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers 
Company 

Syracuse,  New  York  13201 


You  know 
diuretics 
medically 


Short-acting  diuretics  may  create  abrupt, 
inconvenient  waves  of  diuresis. 
Long-acting  Hygroton  offers  a gentle  flow 
rather  than  abrupt  diuresis. 

It’s  smooth  acting. 

In  edema  and  hypertension. 

Hy§rOtOIl"chlorthalidone  usp 

Makes  water,  not  waves. 


Electrolyte  imbalance  may  occur  when  using  diuretics.  Hygroton  is  contraindicated  in  severe  renal  or  hepatic  diseases  and,  of 
course,  if  it  causes  hypersensitivity.  Carefully  supervise  those  who  may  be  receiving  other  antihypertensives. 

Hygroton®  chlorthalidone  USP  Indications:  Hypertension  and  many  types  of  edema  involving  retention  of  salt  and  water.  Contraindications: 
Hyper^sensitivity  and  most  cases  of  severe  renal  or  hepatic  diseases.  Warnings:  With  the  administration  of  enteric-coated  potassium  supplements,  which 
should  be  used  only  when  adequate  dietary  supplementation  is  not  practical,  the  possibil  ily  of  small-bowel  lesions  (obstruction,  hemorrhage,  and 
perforation)  should  be  kept  in  mind.  Surgery  for  these  lesions  has  been  required  frequently  and  deaths  have  occurred.  Discontinue  enteric-coated  potassium 
supplements  immediately  if  abdominal  pain,  distention,  nausea,  vomiting,  or  gastrointestinal  bleeding  occur.  Use  with  caution  in  pregnant  women  and 
nursing  mothers  since  the  drug  crosses  the  placental  barrier  and  appears  in  cord  blood  and  since  thiazides  appear  in  breast  milk.  The  drug  may  result 
in  fetal  or  neonatal  jaundice,  thrombocytopenia,  and  possibly  other  adverse  reactions  which  have  occurred  in  the  adult.  When  used  in  women  of 
childbearing  age,  balance  benefits  of  drug  against  possible  hazards  to  fetus.  Precautions:  Antihypertensive  therapy  with  this  drug  should  always  be 
initiated  cautiously  in  postsympathectomy  patients  and  in  patients  receiving  ganglionic  blocking  agents,  other  potent  antihypertensive  drugs  or  curare 
Reduce  dosage  of  concomitant  antihypertensive  agents  by  at  least  one-half.  Because  of  the  possibility  of  progression  of  renal  damage,  periodic 
determination  of  the  BUN  is  indicated.  Discontinue  if  the  BUN  rises  or  liver  dyshinction  is  aggravated.  Hepatic  coma  may  be  precipitated  Electrolyte 
imbalance,  sodium  and/or  potassium  depletion  may  occur.  If  potassium  depletion  should  occur  during  therapy,  the  drug  should  be  discontinued  and 
potassium  supplements  given,  provided  the  patient  does  not  have  marked  oliguria.  Take  special  care  in  cirrhosis  or  severe  ischemic  heart  disease  and  in 
patients  receiving  corticosteroids,  ACTH,  or  digitalis.  Salt  restriction  is  not  recommended.  Adverse  Reactions:  Nausea,  gastric  irritation,  vomiting, 
anorexia,  constipation  and  cramping,  dizziness,  weakness,  restlessness,  hyperglycemia,  glycosuria,  hyperuricemia,  headache,  muscle  cramps,  orthostatic 
hypotension,  which  may  be  potentiated  when  chlorthalidone  is  combined  with  barbiturates,  narcotics  or  alcohol,  aplastic  anemia,  leukopenia, 
thrombocytopenia,  agranulocytosis,  impotence,  dysuria,  transient  myopia,  skin  rashes,  urticaria,  purpura,  necrotizing  angiitis,  acute  gout,  and 
pancreatitis  when  epigastric  pain  or  unexplained  G.I.  symptoms  develop  after  prolonged  administration.  Other  reactions  reported  with  this  class  of 
compounds  includejaundice,  xanthopsia,  paresthesia,  and  photosensitization,  Dosage:  50  or  100  mg.  with  breakfast  daily  or  100  mg.  every  other 

day.  How  Supplied:  White,  single-scored  tablets  of  100  mg.  and  aqua  tablets  of  50  mg.,  in  bottles  of  100  and  1000.  (B)46-230-G  For  full  details,  please 
see  the  complete  prescribing  information. 

GEIGY  Pharmaceuticals,  Division  ofCIBA-GEIGY  Corporation,  Ardsley,  New  York  10502 
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TEXAS  MEDICINE 


AMERICAN  MEDICAL  ASSOCIATION 

The  26th  annual  Clinical  Convention  of  the  American  Medical 
Association  will  be  held  Nov.  28-Dec.  1 in  New  Orleans.  The 
convention  will  include  scientific  sessions  on  14  major  topics, 
three  postgraduate  medical  courses,  six  luncheon  roundtable 
discussions,  medical  films,  and  many  scientific  and  industrial 
exhibits.  Topics  at  the  general  scientific  sessions  include:  man- 
agement of  joint  disease;  population  control;  coronary  artery 
disease;  skin  problems  in  everyday  practice;  modem  manage- 
ment of  kidney  failure;  drags,  society  and  the  physician;  diag- 
nosis and  treatment  of  bacterial  and  viral  infections;  office 
gynecology;  recent  advances  in  vascular  surgery;  gastroenterol- 
ogy; care  of  the  ill  and  injured;  colon  and  anorectal  disease; 
and  surgical  treatment  of  liver,  pancreas  and  biliary  tract,  and 
cerebrovascular  disease.  Luncheon  roundtable  discussions  will 
cover  “Hypoglycemic  Agents  in  Diabetic  Control,”  “Office  Diag- 
nosis of  Common  Endocrine  Problems,”  “Recent  Advances  in 
Managing  Shock,”  “Soft-Tissue  Injuries  of  the  Neck,”  “Acci- 
dental Poisoning  in  Children,”  and  “Complications  of  Antimicro- 
bial Therapy.”  Scientific  and  industrial  exhibits  and  all  scientific 
meetings  will  be  held  at  the  Rivergate  Exhibition  Center. 
Contact:  American  Medical  Association,  535  N.  Dearborn  St., 
Chicago  60610. 


SOUTHWESTERN  GYNECOLOGIC  ASSEMBLY 

“The  Fetus  and  His  Environment”  is  the  theme  of  the  sixth 
annual  meeting  of  the  Southwestern  Gynecologic  Assembly, 
scheduled  for  Dec.  2-4  at  the  Sheraton-Dallas  Hotel  in  Dallas. 
The  importance  of  measurements  of  several  constituents  in 
anmiotic  fluid,  fetal  heart  and  intrauterine  pressure  monitoring, 
measurements  of  maternal  blood  and  urinary  hormone  levels, 
and  sonography  are  to  be  evaluated.  Newer  methods  in  caring 
for  the  high-risk  fetus  after  delivery  will  be  emphasized.  The 
faculty  includes:  Dr.  Fred  C.  Battaglia,  professor  of  pediatrics 
and  obstetrics  and  gynecology.  University  of  Colorado  School 
of  Medicine;  Dr.  Donald  L.  Hutchinson,  professor  and  chairman, 
department  of  obstetrics  and  gynecology.  University  of  Pitts- 
burgh School  of  Medicine;  Dr.  Edgar  L.  Makowski,  professor  of 
obstetrics  and  gynecology.  University  of  Colorado  School  of 
Medicine;  Dr.  Thomas  K.  Oliver,  Jr.,  professor  and  chairman, 
department  of  pediatrics.  University  of  Pittsburgh  School  of 
Medicine;  Dr.  E.  J.  Quilligan,  professor  and  chairman,  depart- 
ment of  obstetrics  and  gynecology.  University  of  Southern 
California  School  of  Medicine;  and  Dr.  William  N.  Spellacy, 
professor  of  obstetrics  and  gynecology.  University  of  Miami 
School  of  Medicine. 

Contact:  Dr.  Frank  C.  Council,  900  W.  Randol  Mill  Rd.,  Suite 
108,  Arlington  76012,  registration  chairman. 


COMING 

MEETINGS 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  DERMATOL- 
OGY will  hold  its  30th  annual  meeting:  at 
the  Palmer  House  in  Chicagro,  Dec.  4-9. 
The  Academy  has  planned  two  days  of 
post^aduate  courses  on  Dec.  4-6,  followed 
by  four  days  of  general  scientific  sessions, 
symposia,  seminars-in-depth,  and  small 
group  discussions.  Cutaneous  tumors,  le- 
sions of  the  mucous  membranes,  mechan- 
isms of  clinical  diseases,  venereal  diseases, 
principles  of  internal  medicine  in  derma- 
tology, atopic  dermatitis,  diagnosis  and 
management  of  common  dermatologdc  prob- 
lems, and  recent  advances  in  cutaneous 
medicine  will  be  studied  in  symposia.  Top- 
ics to  be  discussed  in  seminars  include 
photosensitivity,  basic  ultrastructure  of  the 
skin,  contact  dermatitis,  dermatologic  en- 
docrinology, lupus  erythematosus,  basic  im- 
munology, and  malignant  melanoma.  Con- 
tact: Mrs.  Dorothy  P.  Compton,  2260  NW 
Flanders  St.,  Portland,  Ore.  97210,  execu- 
tive secretary. 


AMERICAN  COLLEGE  OF  NUTRITION 
will  present  a symposium  on  hyperlipi- 
demias  and  atherosclerosis  during  its  12th 
annual  meeting  at  the  Royal  Sonesta 
Hotel  in  New  Orleans  on  Nov.  28.  Also 
scheduled  is  a discussion  of  nutrition  in 
outer  space.  Contact:  Dr.  Grace  A.  Gold- 
smith, Dean,  Tulane  University,  1430 
Tulane  Ave.,  New  Orleans  70112. 


RADIOLOGICAL  SOCIETY  OF  NORTH 
AMERICA,  INC.,  announces  its  67th  sci- 
entific assembly  and  annual  meeting  at 
the  Palmer  House  in  Chicago,  Nov.  28- 
Dec.  3.  Presentations  will  include  “Com- 
plications of  Diagmostic  Radiology,"  “Ra- 
diography of  the  Skull,”  “Cancer  Man- 
agement," “The  Upper  Urinary  Tract," 
“Angdography  of  Peripheral  Vascular  and 
Abdominal  Trauma,"  “Lesions  of  the 
Jaw,”  “Radiotherapy  of  Carcinoma  of  the 
Ovary,”  “Radiology  of  the  Larynx  and 
Pharynx,”  “Radiation  Accidents,"  “Select- 
ed Procedures  in  Nuclear  Medicine,” 
“Phlebography  in  the  Diagmosis  and  Man- 
agement of  Deep  Venous  Thrombosis  of 
the  Legs,”  and  “Lower  Extremity  Frac- 
tures in  Children.”  Contact:  Marguerite 
H.  Henry,  713  E.  Genesee  St.,  Syracuse. 
NY  13210,  executive  director. 
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MORE 

COMING 

MEETINGS 


DECEMBER 

AMERICAN  ASSOCIATION  FOR  THE  ADVANCEMENT 
OF  SCIENCE,  Philadelphia,  Dec.  26-31,  1971.  Dr.  William 
Sevan,  1616  Massachusetts  Ave.,  NW,  Washingrton,  DC, 
Exec.  Officer. 

AMERICAN  MEDICAL  WOMEN’S  ASSOCIATION. 
INC.,  New  Orleans,  Dec.  1-4,  1971.  Gertrude  Conroy, 
1740  Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE 
UNITED  STATES,  Washington.  DC.  Dec.  6-8,  1971. 
RADM  Walter  Walham,  MC  USN  Ret,,  8602  Connecticut 
Ave.,  Chevy  Chase,  Md.,  20016,  Exec.  Dir. 

SOUTHERN  SURGICAL  ASSOCIA'nON,  Hot  Springs, 
Va.,  Dec.  6-8,  1971.  Dr.  David  C.  Sabiston,  Jr.,  Duke 
University  Medical  Center,  Durham,  NC,  Sec. 

■ TEXAS  ACADEMY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  INTERNAL  MEDICINE,  San 
Antonio,  Dec.  4,  1971.  Dr.  O.  Roger  Hollan,  703  Nix  Prof. 
Bldg.,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  SOCIETY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  San  Antonio.  December,  1971.  Dr. 
Bland  H.  Schwarting,  304  Medical  Prof.  Bldg.,  San  An- 
tonio 78205,  Sec. 

■ TEXAS  STATE  BOARD  OP  MEDICAL  EXAMINEES, 
Austin,  Dec.  6-8,  1971.  Dr.  M.  H.  Crabb,  1612  Summit 
Ave.,  Suite  303,  Fort  Worth  76102,  See. 


JANUARY 


AMERICAN  ACADEMY  OP  ORTHOPAEDIC  SUR- 
GEONS, Washington,  DC,  Jan.  29-Feb.  3,  1972.  Dr. 
Charles  V.  Heck,  430  N.  Michigan  Ave.,  Chicago  60611, 

Dir. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Austin,  Jan. 
20-21,  1972.  Gordon  L.  Wright,  FO  Box  4653,  Austin 
78761,  Dir.  of  Ed.  & Pub.  Info. 

■ TEXAS  MEDICAL  ASSOCIATION.  Austin,  Jan.  21-23, 
1972.  C.  Lincoln  WilUston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Exec.  Sec. 

■ TEXAS  SOCIETY  OF  PATHOLOGISTS,  Houston,  Jan. 
29-30,  1972.  Dr.  James  C.  Stinson,  Scott  and  White  Clinic, 
Temple  76601,  Sec.-Treas. 


FEBRUARY 

AMERICAN  ACADEMY  OF  ALLERGY,  San  Francisco, 
Feb.  4-9,  1972.  James  O.  Kelley,  226  E.  Michigan,  Mil- 
waukee 63202,  Exec.  See. 

■ INTERNA'nONAL  MEDICAL  ASSEMBLY  OF 
SOUTHWEST  TEXAS,  San  Antonio,  Feb.  17-18,  1972. 
S.  E.  Cockrell,  Jr.,  202  W.  French  Place,  San  Antonio 
78212,  Exeo.  Dir. 


PAN-PACIFIC  SURGICAL  ASSOCIATION,  Honolulu, 
Feb.  26-March  3,  1972.  Harriet  N.  DeVauIt,  236  Alex- 
ander Young  Bldg.,  Honolulu  96818,  Exec.  Sec. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY, 
Hollywood,  Fla.,  Feb.  27-March  3,  1972.  Dr.  John  Bellows, 
30  N.  Michigan,  Chicago  60602,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  Feb.  26, 
1972.  Gordon  L.  Wright,  PO  Box  4663,  Austin  787Sl, 
Dir.  of  Ed.  & Pub.  Info. 

■ 'TEXAS  UROLOGICAL  SOCIETY,  Houston.  Feb.  11- 
12,  1972.  Dr.  C.  E.  Carlton,  2210  Maroneal,  Houston 
77026,  Sec. 


MARCH 

■ AMERICAN  COLLEGE  OP  ALLERGISTS,  Dallas. 
March  4-9,  1972.  Dr.  John  D.  Gillaspie,  2141  14th  St., 
Boulder,  Colo.  80302,  Exec.  Sec. 

■ AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUnOS,  Houston,  March  9-10, 
1972.  Dr.  Richard  T.  Smith,  1718  Gallagher  Rd.,  Norris- 
town, Pa.  19401,  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  20-22,  1972.  Millard  J.  Heath,  488  Medical  Arts 
Bldg.,  Dallas  76201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  6-9,  1972.  Frances  Shumaker,  1480 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Ft.  Worth,  March  10-11,  1972.  Dr. 
Dennis  M.  Voulgaris,  2100  N.  Fulton  St,  Wharton 
77488,  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  March 
23-26,  1972.  Dr.  Gordon  L.  Black,  1601  Arizona,  Bldg.  2, 
El  Paso  79902,  Prog.  Chmm. 


APRIL 


AMERICAN  ACADEMY  OP  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY,  Palm  Beach,  April 
23-26,  1972.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St, 
Durham,  NC  27701,  Sec. 

AMERICAN  ACADEMY  OF  NEUROLOGY,  St.  Louis, 
April  24-29,  1972.  Stanley  A.  Nelson,  4005  W.  66th  St, 
Minneapolis  66435,  Exec.  Sec. 

■ AMERICAN  ACADEMY  OP  PSYCHOANALYSIS, 
Dallas,  April  28-30,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Ehcec.  Sec. 

■ AMERICAN  ASSOCIATION  OF  ANATOMISTS,  Dal- 
las, April  8-6,  1972.  Dr.  Russell  T.  Woodburne,  Dept,  of 
Anatomy,  University  of  Michigan  Medical  School,  4643 
Medical  Science  Bldg.,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 
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AMERICAN  BOARD  OF  FAMILY  PRACTICE,  April 
29-30,  1972.  Dr.  Nicholas  J.  Pisacano,  University  of 
Kentucky  Medical  Center,  Annex  No.  2,  Room  229, 
Lexington  40B06,  Sec. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  At- 
lanta, April  4-7,  1972.  James  W.  Dilley,  2807  Central 
St.,  Evanston,  111.  60201,  Exec.  Dir. 

AMERICAN  COLLEGE  OF  RADIOLOGY,  Miami  Beach, 
April  3-8.  1972.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Room  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION.  Puer- 
to Rico,  April  13-18,  1972.  Dr.  Carl  T.  Nelson,  161  Ft. 
Washington  Ave.,  New  York  10032,  Pres. 

AMERICAN  GERIATRICS  SOCIETY,  INC.,  New  York 
City,  April  B-6,  1972.  Edward  Henderson,  10  Columbus 
Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS. 
Chicago,  April  22-26,  1972.  Dr.  Blaise  F.  Alfano,  676 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

INDUSTRIAL  MEDICAL  ASSOCIATION.  Philadelphia, 
April  16-20,  1972.  Howard  N.  Schulz,  66  E.  Washington, 
Chicago  60602,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY.  San 
Diego,  April  7-14,  1972.  Dr.  Alfred  J.  Cantor,  147-41 
Sanford  Ave.,  Flushing,  NY  11355,  Exec.  Officer. 

■ TEXAS  SURGICAL  SOCIETY,  Dallas,  April,  1972. 
Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400,  Dallas 
78229,  Prog.  Chrmn. 

■ TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DIS- 
EASE ASSOCIATION,  Austin,  April  21-22,  1972.  Thelma 
Outlaw,  2406  Manor  Rd.,  Austin  78722. 


MAY 


AEROSPACE  MEDICAL  ASSOCIATION,  Bal  Harbour. 
Fla.,  May  8-11,  1972.  Dr.  Merrill  H.  Goodwin,  Washing- 
ton National  Airport,  Washington,  DC  20001,  Sec. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles,  May  1-3,  1972.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 

■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  13.  1972.  Dr. 
Byron  N.  Dooley,  7703  Floyd  Curl  Dr.,  San  Antonio 
78229.  Prog.  Chrmn. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Chicago,  May  1-4,  1972.  Dr.  Michael 
Newton,  79  W.  Monroe,  Chicago  60603,  Exec.  Dir. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION, Dallas.  May  21-27,  1972.  Dr.  N.  C.  Hightower. 
Scott  and  White  Clinic,  Temple  76501,  Pres. 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC. 
May  21-26,  1972.  Dr.  C.  D.  Cook,  333  Cedar  St.,  New 
Haven,  Conn.  06514,  Exec.  Sec. 


■ AMERICAN  PSYCHIATRIC  ASSOCIATION.  Dallas. 
May  1-6,  1972.  Dr.  Walter  E.  Barton,  1700  18th  St.,  NW, 
Washingon,  DC  20009,  Med.  Dir. 

AMERICAN  THORACIC  SOCIETY,  Kansas  City,  Mo., 
May  21-24,  1972.  Robert  G.  Weymueller,  1740  Broadway, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  INC.,  Wash- 
ington. DC,  May  22-25,  1972.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEX- 
AS DIVISION,  San  Antonio,  May  11,  1972.  Dr.  Lewis  M. 
Heifer,  208  Medical  Prof.  Bldg.,  San  Antonio  78212, 
Prog.  Chrmn. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  Kansas  City,  Mo.,  May  21-24, 
1972.  Dr.  Robert  J.  Anderson,  1740  Broadway,  New  York 
10019,  Mng.  Dir. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Albuquer- 
que, May  1-4,  1972.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio. 
May  11.  1972.  Dr.  C.  F.  Miller,  Box  1388,  Waco  76703. 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May,  1972.  Dr.  Philip  W.  Mal- 
lory, 7524  N.  Lamar,  Austin  78752,  Sec. 

■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  An- 
tonio, May  13-14,  1972.  Dr.  Harold  L.  Dobson,  Hermann 
Hospital,  Houston  77025,  Prog.  Chrmn. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION. 
San  Antonio.  May  12,  1972.  Dr.  C.  Hunter  Montgomery, 
PO  Box  2180,  Houston  77027,  Prog.  Chrmn. 

■ TEXAS  MEDICAL  ASSOCIATION.  San  Antonio. 
May  10-14,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar 
Blvd.,  Austin  78701,  Elxec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  11-14,  1972.  Dr.  John  C.  Kuppinger,  1516 
Ed  Carey  Dr..  Harlingen  78550.  Prog.  Chrmn. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio. 
May  11,  1972.  Dr.  Lewis  E.  Tucker.  804  M & S Tower. 
730  N.  Main,  San  Antonio  78206,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
May,  1972.  Dr.  Earle  U.  Scharff,  Jr.,  800  Fifth  Ave., 
Ft.  Worth  76104,  Pres. 


JUNE 

AMERICAN  MEDICAL  ASSOCIATION,  San  Francisco, 
June  18-22,  1972.  AMA,  635  N.  Dearborn  St.,  Chicago 
60610. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
Las  Vegas,  June  10-16,  1972.  Royce  Noland,  1166  16th 
St.,  NW,  Washington,  DC  20006,  Exec.  Dir. 
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For  the 
prevention 
of  the 
gripping 
pain  of 
angina 


Peritrate’SA 

Sustained  Action 
(pentaerythritol 

tetranitrate)  80  mg 

A logical  choice  for  the 
“new”  patient  with 
angina  pectoris. 

See  full  prescribing  information 
on  opposite  page. 


Peritrate’SA 

Sustained  Action 
(pentaerythritol 
tetranitrate)  80  mg 

Indications:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  is  indi- 
cated for  the  relief  of  angina  pectoris  (pain 
associated  with  coronary  artery  disease).  It 
is  not  intended  to  abort  the  acute  anginal 
episode  but  is  widely  regarded  as  useful  in 
the  prophylactic  treatment  of  angina  pectoris. 
Contraindications:  PERITRATE  SA  Sustained 
Action  (pentaerythritol  tetranitrate)  80  mg  is 
contraindicated  in  patients  who  have  a 
history  of  sensitivity  to  the  drug. 

Warning:  Data  supporting  the  use  of 
PERITRATE  (pentaerythritol  tetranitrate)  dur- 
ing the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during 
which  clinical  and  laboratory  findings  are 
unstable)  are  insufficient  to  establish  safety. 
This  drug  can  act  as  a physiological  antago- 
nist to  norepinephrine,  acetylcholine,  hista- 
mine, and  many  other  agents. 

Precautions;  Should  be  used  with  caution 
in  patients  who  have  glaucoma.  Tolerance 
to  this  drug,  and  cross-tolerance  to  other 
nitrites  and  nitrates  may  occur. 

Adverse  Reactions:  Side  effects  reported  to 
date  have  been  predominantly  related  to  rash 
(which  requires  discontinuation  of  medica- 
tion) and  headache  and  gastrointestinal  dis- 
tress. which  are  usually  mild  and  transient 
with  continuation  of  medication.  In  some 
cases  severe  persistent  headaches  may 
occur.  In  addition,  the  following  adverse 
reactions  to  nitrates  such  as  pentaerythritol 
tetranitrate  have  been  reported  in  the  litera- 
ture: (a)  Cutaneous  vasodilatation  with 
flushing,  (b)  Transient  episodes  of  dizziness 
and  weakness,  as  well  as  other  signs  of 
cerebral  ischemia  associated  with  postural 
hypotension,  may  occasionally  develop. 

(c)  An  occasional  individual  exhibits  marked 
sensitivity  to  the  hypotensive  effects  of 
nitrite  and  severe  responses  (nausea,  vomit- 
ing, weakness,  restlessness,  pallor, 
perspiration  and  collapse)  can  occur,  even 
with  the  usual  therapeutic  doses.  Alcohol 
may  enhance  this  effect. 

Dosage:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg  (b.i.d.  on 
an  empty  stomach),  1 tablet  immediately  on 
arising  and  1 tablet  12  hours  later. 

Supplied:  PERITRATE  SA  Sustained  Action 
(pentaerythritol  tetranitrate)  80  mg,  bottles  of 
100  and  1000  tablets. 

Additional  Dosage  Forms:  PERITRATE 
(pentaerythritol  tetranitrate)  10  mg  and  20  mg 
tablets  with  or  without  phenobarbital  15  mg, 
bottles  of  100  and  1000  tablets.  PERITRATE 
with  Phenobarbital  SA  Sustained  Action— 
pentaerythritol  tetranitrate  80  mg  and  pheno- 
barbital 45  mg,  bottles  of  100  and  1000  tablets. 
Warning:  Tablets  containing  phenobarbital 
may  be  habit  forming.  PERITRATE  with 
Nitroglycerin— pentaerythritol  tetranitrate 
10  mg  with  nitroglycerin  0.3  mg,  bottles 
of  50  tablets. 


WARNER-CHIL.COTT 

Morris  Plains.  New  Jersey  07950 


PE-GP-1 1 


WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  E.  Crump,  M.D..  F.A.C.S. 

Jamea  T.  Le«.  M.D. 

Charlea  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  E.  Maxlield,  M.D.,  F.A.C.S. 

Clyde  W.  Parsons,  M.D. 

David  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B.R. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

George  W.  Slaughter,  HI,  M.D.,  F.A.A.P. 

Joseph  Bilder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R,,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

MEDICINE 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Endocrinology 

P.  K.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  Se  Internal  Medicine 

I.  L.  Humphrey,  Jr.,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  & Internal  Medicine 
Julian  C.  Sleeper,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany,  M.D. 

John  E.  Worsen,  Jr,,  M.D. 

James  T.  Cook.  M.D. 

UROLOGY 

Owen  C.  Berg,  M.D.,  F.A.C.S. 

OBSTETRICS  AND  GYNECOLOGY 
W.  L.  Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  E.  Dobbs,  Jr.,  Asst.  Administrator 


Drive 

Defensively. 


Published  to  save  lives  in  cooperation  with 
The  Advertising  Council  and  The  National  Safety  Council. 
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Order  now  for  Christmas! 

Texas  Medical  Association  and 
Woman’s  Auxiliary  Jewelry 


Proceeds  go  to  the  TMA.  and  WA  TJMA  Physicians  Benevolent  Fund 


Shown  slightly  smaller  than  actual 

size 

14  Karat 

Sales  Tax 

Gold  Filled  or  Sterling 

Sales  Tax 

Cuff  Links 

$42.50 

(2.13) 

$10.00 

(.50) 

Tie  Bar  - Short 

35.00 

(1.75) 

8.00 

(.40) 

Tie  Bar  - Long 

42.50 

(2.13) 

9.50 

(.48) 

Tie  Tack 

21.00 

(1.05) 

4.50 

(.23) 

Money  Clip 

12.50 

(.63) 

Charm 

20.00 

(1.00) 

5.00 

(.25) 

Pin  and  Pendant 

23.00 

(1.15) 

6.50 

(.33) 

Key  Chain 

5.50 

(.28) 

Addition 

of  single  cut  three-point  diamond 

$10.95  (.55  tax); 

synthetic  stone  $1.15 

(.06  tax) 

AM  orders  shipped  prepaid 


Please  send  me  the  following  TMA  and  Woman’s  Auxiliary  Jewelry: 


Quantity 

Item 

14  Karat 

Gold  Filled 

Sterling  Silver 

Add 

Diamond 

Add 

Syn.  Stone 

Cuff  Links 

Tie  Bar  - Short 

Tie  Bar  - Long 

Tie  Tack 

Money  Clip 

Charm 

Pin  and  Pendant 

Key  Chain 

Name 

Address 

City^ State Zip 

, , , , - Make  payable  to: 

Check  enclosed  for  .Woman’s  Auxiliary  to  the 

Texas  Medical  Association 


*Two  required  for  cuff  links 

Mail  this  form  to: 

Texas  Medical  Association 
and  Woman’s  Auxiliary  Jewelry 
c/o  Physicians  Benevolent  Fund 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 
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CONTINUING  EDUCATION  COURSES 


PULMONARY  FUNCTION:  American 
Thoracic  Society  and  Louisiana  Tho- 
racic Society  will  sponsor  the  eighth  an- 
nual postgraduate  course  on  “Pulmo- 
nary Function  in  Health  and  Disease,” 
Dec.  6-9,  at  Louisiana  State  University 
School  of  Medicine  in  New  Orleans. 
The  course  will  cover  lung  volumes  and 
spirometry,  mechanics  of  breathing  and 
ventilatory  distribution,  pulmonary  gas 
exchange  from  the  aspects  of  both 
ventilation-perfusion  relationships  and 
pulmonary  diffusing  capacity,  blood  gas 
transport  and  acid-base  regulation,  al- 
veolar hypoventilation  and  cor  pulmo- 
nale, metabolic  events  in  the  lung  and 
their  relation  to  disease,  the  patho- 
physiology of  peripheral  airways  ob- 
struction, and  exercise  testing  in  car- 
diorespiratory disease.  Tuition  fee  for 
members  of  American  Thoracic  Society 
is  $100;  non-members,  $125. 

Continuous  with  this  course  is  a 
two-day  postgraduate  course  on  "Pedi- 
atric Pulmonary  Function  and  Disease,” 
which  will  be  held  Dec.  9-10.  Features 
of  this  course  are  (1)  a “wet  hands” 
approach  to  certain  aspects  of  pul- 
monary function  testing  of  children 
and  to  chest  roentgenographic  inter- 
pretation, and  (2)  a synthesis  of 
roentgen  “structure”  and  respiratory 
physiology  by  means  of  carefully  select- 
ed case  presentations.  Tuition  fee  is 
$75. 

For  information  on  both  courses, 
contact:  Louisiana  Thoracic  Society, 
Suite  1504,  333  St.  Charles  Ave.,  New 
Orleans  70130. 

STROKE:  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas 
and  Regional  Medical  Program  of  Texas 
are  sponsoring  a program  entitled  “The 
Diagnosis  and  Treatment  of  the  Stroke 
Patient,”  Dec.  10-11,  at  Presbyterian 
Hospital  of  Dallas.  All  aspects  of  diag- 
nosis, medical  management,  surgical 
management,  and  rehabilitation  proce- 
dures for  the  stroke  patient  will  be 
covered.  Contact:  Dr.  Richard  R.  North, 
Chief  of  Neurology,  Presbyterian  Hos- 
pital of  Dallas,  8200  Walnut  Hill  Lane, 
Dallas  75231. 

X-RAY  TECHNOLOGY:  A symposium  on 
fundamentals  of  management  for  su- 


pervisory technologists  in  radiology  has 
been  planned  by  the  radiology  depart- 
ment at  St.  Mary  of  the  Plains  Hospital 
in  Lubbock,  in  conjunction  with  the 
business  administration  department  at 
Texas  Tech  University.  The  symposium 
will  offer  a unique  approach  to  depart- 
mental problems  and  is  designed  to 
cover  all  the  basic  aspects  of  manage- 
ment of  the  radiology  department.  The 
three-day  meeting  is  scheduled  for  Feb. 
17-19.  Topics  to  be  discussed  include 
the  job  of  management  in  the  hospital 
environment,  effective  managerial  plan- 
ning, modern  department  design,  man- 
agement by  motivation,  personnel  su- 
pervision and  counseling,  performance 
appraisal,  the  essentials  of  cost  ac- 
counting and  control,  analysis  of  de- 
partmental wastes,  and  effective  pub- 
lic relations. 

Registration  is  limited  to  the  first 
100  supervisory  technology  applicants, 
and  a tuition  fee  of  $50  is  required. 
Contact:  Dr.  Buerk  Williams,  4708  17th 
St.,  Lubbock  79416. 

RHINOPLASTY:  A workshop  in  advanced 
rhinoplasty  will  be  held  at  Baylor  Col- 
lege of  Medicine  in  Houston,  Feb.  27- 
March  3.  The  workshop  is  sponsored 
by  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  Inc.,  and 
is  designed  for  surgeons  who  perform 
this  procedure  but  seek  additional  in- 
struction at  an  advanced  level.  Regis- 
tration fee  is  $500.  Contact:  Dr.  William 
K.  Wright,  Suite  508,  Hermann  Prof. 
Bldg.,  Texas  Medical  Center,  Houston 
77025. 

CARDIORESPIRATORY  CARE:  “Modern 
Concepts  in  Acute  and  Chronic  Cardio- 
respiratory Care — Newborn,  Adult,” 
will  be  presented  Feb.  28-March  2,  in 
Steamboat  Springs,  Colo.  The  program 
has  been  developed  jointly  by  the 
American  College  of  Chest  Physicians; 
Pediatric  Cardiopulmonary  Department, 
University  of  Colorado  Medical  Center; 
and  the  Cystic  Fibrosis  Foundation. 

The  purpose  of  the  course  is  to  pro- 
vide physicians  with  up-to-date  infor- 
mation on  pulmonary  problems  in  the 
newborn  and  adult.  Specific  subjects 
to  be  covered  include;  shock  in  the 
newborn,  individual  audiovisual  aids. 


assisted  ventilation  in  asthma,  cystic 
fibrosis  and  chronic  obstructive  airway 
disease  in  children  and  adults,  con- 
genital lung  disease,  oxygen  transport, 
blood  gases,  resuscitation,  and  inten- 
sive care. 

Contact:  American  College  of  Chest 
Physicians,  Department  of  Continuing 
Education,  112  E.  Chestnut  St.,  Chica- 
go 60611. 

LABORATORY  WORKSHOPS:  Texas 
State  Department  of  Health  has  sched- 
uled the  following  laboratory  workshops 
in  Austin: 

Feb.  9-11:  “Introductory  Immuno 
Fluorescence” 

March  15-17:  “Public  Health  and 
Medical  Parasitology” 

April  10-14:  “Public  Health  and 
Medical  Bacteriology”  i 
May  9-12:  “Public  Health  and 
Medical  Mycology” 

These  public  health  laboratory  work- 
shops are  designed  for  public  health, 
hospital,  clinical,  and  other  medical 
laboratories.  Admittance  to  all  work- 
shops is  by  prior  registration.  There  is 
no  registration  fee.  Contact:  Dr.  J.  V. 
Irons,  Director  of  Laboratories,  Texas 
State  Department  of  Health,  1100  W. 
49th  St.,  Austin  78756. 

FUNDAMENTAL  CANCER  RESEARCH: 

The  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute  at 
Houston,  and  the  Division  of  Continu- 
ing Education,  UT  Graduate  School  of 
Biomedical  Sciences  at  Houston,  will 
present  the  25th  Annual  Symposium 
on  Fundamental  Cancer  Research, 
March  8-10,  at  the  Shamrock-Hilton 
Hotel  in  Houston. 

“Molecular  Studies  in  Viral  Neopla- 
sia” will  be  the  subject  of  the  sympo- 
sium. Six  major  sessions  are  planned 
and  will  emphasize  tumor  viruses — 
their  interaction  with  host  cells,  the 
biochemistry  of  their  replication,  po- 
tential methods  for  control  of  virus- 
induced  tumors,  and  the  application  of 
current  knowledge  of  tumor  virology  to 
the  problem  of  human  cancer.  Contact: 
Mrs.  Jane  Brandenberger,  Information 
Coordinator’s  Office,  UT  M.  D.  Ander- 
son Hospital  and  Tumor  Institute, 
Texas  Medical  Center,  Houston  77025. 
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HOSPiTELS 

INCORPORATED 


FR<Wsiasf^ 

CONVALESCENT 
CENTERS 

^■VISION  OF  FRANCIS  HOSPiTElS,  INC  . 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  "hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  “Hospi- 
telble”  Francis  way. 


FT.  WORTH 


FRANCIS  HOSPITELS,  INC.,  Suite  204,  7700  Chevy  Chase  Drive,  Austin,  512  454-5101 


FRANCIS  CONVALESCENT  CENTERS— WACO:  Francis  Hospital,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN; 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  eth  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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TEXAS  MEDICINE 


NeoificapslR. 


(Time  Release) 


B-Complex 
with  Vitamin  C 

Each  capsule  contains:  MDR  (1) 

Thiamine  Mononitrate  {Vitamin  B,).15mg. — 15 

Riboflavin  (Vitamin  B,) 10  mg. — 8.3 

Pyridoxine  HCI  (Vitamin  B*) 5 mg. — X 

Niacinamide  50  mg. — 5 

Calcium  Pantothenate 10  mg. — X 

Ascorbic  Acid  (Vitamin  C) 300  mg. — 10 

Cyanocobalamin  (Vitamin  B,,) 5 meg. — X 

Dietary  Supplement 
100  CAPSULES 


Now  — water-soluble  vitamins  in  convenient  time-release  capsules! 
B-Complex  and  Vitamin  C (plus  B12)  are  released  at  a controlled  rate. 
This  means  sustained  availability  up  to  10  hours.  NEOVICAPS  — the 
unique  vitamin  capsule  that  stays  on  the  job  longer. 


a© 

First  Texas  Pharmaceuticals.  Inc.  oaiias,  Texas  75222 

the  Concern  for  Care 


NOW! 

PRICE  CUT 


FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


\^isapenFK 

wassium*i1etacillin 

THE  AMPICILLIN 
DERIVATIVE 

I BRISTOL  LABORATORIES 

BRISTOL  Division  of  Bristoi-Myers  Company 
Syracuse.  New  York  13201 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  V2.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V^,  phenacetin  gr.  2V^, 
caffeine  gr.  i/i. 


OELUX  1 


SURC 


ADULT  BEDS 


aCCOmmODaTiQ 


S'taXiM/  f^U  /oi>o/ 


bacteriology 


Admiit.ng  D'OgnotiS 

U.  I . f . 


I.  PYOCENS 

□ ^AR  OR  MICRO 

Qxulture 


n . ACID  FAST  BACILLI 
□ SMEAR  □ CULTURE 


III.  FUNGI 

□ SMEAR  □ CULTURE 


BACTE 


fhe 

choice  is 

dear: 


A serious  urinary  tract  infection . . . 

Proteus  vulgaris,  confirmed  by  pure  culture. 
Fortunately,  the  strain  proves  sensitive  to 
carbenicillin  and  the  patient  is  not  allergic  to 
penicillins.  The  choice  is  clear:  Pyopen. 

Unlike  other  antibiotics  currently  available 
for  the  treatment  of  Gram-negative  sepsis,  there 
are  no  reports  of  nephrotoxicity  or  ototoxicity 
with  Pyopen  therapy.  Particularly  valuable 
in  urinary  infections,  because  of  its  exceptionally 
high  urine  levels,  its  effectiveness  against 
Ps.  aeruginosa  and  Proteus  species  has  been 
amply  confirmed  by  clinical  experience  and 
microbiologic  studies. 

Pyopen  is  a product  of  Beecham,  the 
company  which  pioneered  most  of  today’s  semi- 
synthetic penicillins.  Your  Beecham-Massengill 
representative  would  like  to  give  you  proof 
of  our  dedication  to  the  concept  of  Total  Service. 


THE  TOTAL  SERVICE  CONCEPT: 
Beecham-Massengill’s  dedication  to  the 
concept  of  total  service  is  exemplified  by  the 
Pyopen  Program  — offering  valuable  teaching- 
learning materials  and  an  added  measure  of 
personal  attention : Gram-Negative  Sepsis,  a 
multimedia  presentation  by  leading  American 
medical  authorities. . .A  Profile  of  Pseudomonas, 
a monograph  for  the  clinical  microbiologist... 
24-hour  consultation  service  in  matters  relating 
to  carbenicillin  (phone:  201-778-9000)... 
emergency  supply,  a novel  plan  for  assuring 
the  continual  availability  of  Pyopen  to 
hospitals  specifying  this  brand  of  carbenicillin. 

For  additional  information  about  the 
Beecham-Massengill  Total  Service  Concept  see 
our  representative  or  write  to  us  directly. 


BEECHAM-MASSENGILL  PHARMACEUTICALS 
Div.  of  Beecham  Inc. 

Bristol,  Tennessee  37620 


PRESCRIBING  INFORMATION  Indications:  Primariiy  for  treat- 
ment of  infections  due  to  susceptible  strains  of  Pseudomonas  aeru- 
ginosa, Proteus  species  (particularly  indole-positive  strains),  and 
certain  Escherichia  coli.  Clinical  effectiveness  has  been  demon- 
strated in  the  following  infections  when  due  to  these  organisms: 
Urinary  tract  infections;  severe  systemic  infections  and  septicemia; 
acute  and  chronic  respiratory  infections  (while  clinical  improvement 
has  been  shown,  bacteriologic  cures  cannot  be  expected  in  patients 
with  chronic  respiratory  disease  and  cystic  fibrosis);  soft  tissue  in- 
fections. Although  PYOPEN  (disodium  carbenicillin)  is  indicated  pri- 
marily in  Gram-negative  infections,  its  activity  against  Gram-positive 
organisms  should  be  kept  in  mind  when  both  Gram-positive  and 
Gram-negative  organisms  are  isolated  (see  Actions).  Note;  During 
therapy,  sensitivity  testing  should  be  repeated  frequently  to  detect 
the  possible  emergence  of  resistant  organisms  Actions;  Organisms 
found  to  be  susceptible  in  vitro  include:  Gram-Negative  Organisms- 
Ps.  aeruginosa,  Proteus  mirabilis,  Pr,  morganii,  Pr.  rettgeri,  Pr.  vul- 
garis, E.  coli,  Enterobacter  species.  Salmonella  species.  Hemophilus 
influenzae,  and  Neisseria  species.  Gram-Positive  Organisms-Sfaph- 
ylococcus  aureus  (nonpenicillinase-producing).  Staph,  albus,  Diplo- 
coccus  pneumoniae.  Beta-hemolytic  streptococci,  and  Strepto- 
coccus laecalis.  Some  newly  emerging  pathogenic  strains  of 
Herellea,  Mima,  Citrobacter,  and  Serratia  have  also  shown  in  vitro 
susceptibility.  Not  stable  in  the  presence  of  penicillinase.  Klebsiella 
species  are  resistant.  Some  strains  of  Pseudomonas  have  developed 
resistance  fairly  rapidly.  Contraindications;  Known  penicillin  allergy. 
Warnings;  Serious  and  occasional  fatal  hypersensitivity  (anaphy- 
lactic) reactions  have  been  reported  in  patients  on  penicillin  therapy. 
These  reactions  are  more  apt  to  occur  in  individuals  with  a history 
of  sensitivity  to  multiple  allergens  There  have  been  reports  of  indi- 
viduals with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when  treated 
with  a cephalosporin.  Before  therapy  with  a penicillin,  careful  in- 
quiry should  be  made  concerning  previous  hypersensitivity  reactions 
to  penicillins,  cephalosporins,  and  other  allergens.  If  an  allergic 
reaction  occurs,  appropriate  therapy  should  be  instituted  and  dis- 
continuance of  disodium  carbenicillin  therapy  considered,  unless 
the  infection  is  life  threatening  and  only  amenable  to  disodium 
carbenicillin  therapy.  The  usual  agents  (antihistamines,  pressor 
amines,  and  corticosteroids)  should  be  readily  available.  Usage  in 
Pregnancy;  Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions;  As  with  any  other  potent  agent,  it  is  advisable  to  check 
periodically  for  organ-system  dysfunction,  including  renal,  hepatic, 
and  hematopoietic  systems,  during  prolonged  therapy.  Emergence 
of  resistant  organisms,  such  as  Klebsiella  species  and  Serratia 
species,  which  may  cause  superinfection,  should  be  kept  in  mind. 
Each  gram  contains  4.7  mEq  sodium;  in  patients  where  sodium 
restriction  is  necessary,  such  as  cardiac  patients,  periodic  electrolyte 
determinations  and  monitoring  of  cardiac  status  should  be  made. 
Observe  patients  with  renal  impairment  for  bleeding  manifestations 
and  adhere  strictly  to  dosage  recommendations.  If  bleeding  mani- 
festations appear,  discontinue  antibiotic  and  institute  appropriate 
therapy.  As  with  any  penicillin  preparation,  the  possibility  of  an 
allergic  response,  including  anaphylaxis,  may  occur,  particularly 
in  a hypersensitive  individual.  Administration;  Intramuscular  injec- 
tions should  be  made  well  within  the  body  of  a relatively  large  muscle 
(not  into  the  lower  and  mid-third  of  the  upper  arm),  and  aspiration 
is  necessary  to  help  avoid  inadvertent  injection  into  a blood  vessel. 
May  be  given  by  either  intravenous  injection  or  intravenous  infusion. 
After  reconstitution  with  Sterile  Water  for  Injection  unused  portions 
should  be  discarded  after  24  hours  if  stored  at  room  temperature, 
or  after  72  hours  if  refrigerated.  Adverse  Reactions;  Hypersensitivity 
Reactions -Skm  rashes,  eosinophilia,  pruritus,  urticaria,  drug  fever, 
and  anaphylactic  reactions.  Gastrointestinal  Disturbances -Nausea. 
Hemic  and  Lymphatic  Systems- Hemolytic  anemia,  thrombocyto- 
penia, leukopenia,  neutropenia,  in  uremic  patients  receiving  high 
doses  (24  gm/day),  hemorrhagic  manifestations  associated  with 
abnormalities  of  coagulation  tests,  such  as  clotting  and  prothrombin 
time.  Hepatic  and  Renal  Studies -SGOT  and  SGPT  elevations  have 
been  observed,  particularly  in  children.  To  date,  no  clinical  mani- 
festations of  renal  disorders  have  been  demonstrated.  Central  Nerv- 
ous System -Convulsions  or  neuromuscular  irritability  could  occur 
with  excessively  high  serum  levels.  Local  Reactions  — Pain  at  the 
site  of  injection,  sometimes  accompanied  by  induration.  Vein  Irri- 
tation and  Thrombophlebitis-particularly  when  undiluted  solution 
is  injected  directly  Into  the  vein.  How  Supplied;  Available  in  1 Gm. 
and  5 Gm.  vials. 

Before  prescribing  or  administering,  see  package  circular  or  PDR. 


"Drug  research 
gives  me  the  tools 
fliat  save  lives." 


A family  doctor  looks  at  new  de- 
velopments in  the  pharmaceutical 
Industry.  And  he  speculates  on  the 
future. 

When  I look  back  at  some  of  my 
old  records,  I'm  constantly  re- 
minded of  the  changes  that  have 
come  about  in  medicine  just  during 
the  past  twenty-five  years.  Some  of 
the  diseases  I treated  and  prayed 
over  in  the  ’40's  are  found  mostly 
in  medical  history  books  now. 

Thanks  to  drug  research  and  de- 
velopment, we’ve  made  substantial 
gains  in  the  control  of  cardiovas- 
cular disease,  diabetes,  malaria, 
mental  illness,  strep  and  staph  in- 
fections, meningitis  and  a long  list 
of  ailments.  It  seems  like  only  yes- 
terday when  a diagnosis  of  pneu- 
monia was  almost  the  kiss  of  death. 
Now,  with  modern  medical  tech- 
niques and  drug  therapy,  we  can 
offer  some  real  help. 

My  records  on  polio,  influenza 
and  measles  show  an  unbelievable 
trend  for  the  better.  New  vaccines 


have  reduced  the  toll  of  these  age- 
old  threats  dramatically.  And  I see 
patients  in  pain  from  crippling  ar- 
thritis helped  with  new  medicinals 
unknown  just  a few  years  ago. 

I hear  questions  about  the  three 
billion  or  so  dollars  spent  by  the 
drug  industry  in  research  during 
the  past  ten  years  . . . working 
on  new  and  better  drug  products. 
It  does  seem  like  quite  a bit  of 
money  to  spend,  and  I realize  some 
of  it  goes  into  dead  ends.  That’s 
the  problem  with  research,  any  re- 
search . . . you  often  don’t  know 
where  you’re  going  until  you  get 
there.  I want  all  the  tools  I can  get 
to  help  my  patients.  I want  more 
drugs  and  more  effective  drugs.  If 
they  mean  less  pain,  longer  lives 
and  more  productive  careers  for 
those  I treat  . . . well,  that’s  what 
really  counts. 

Another  point  of  view  . . . 
Pharmaceutical  Manufacturers 
Association,  1155  Fifteenth  Street, 
N.W.,  Washington,  D.C.  20005. 


This  advertisement  has  been  reaching  consumers  thru  THE  ATLANTIC,  FAMILY 
HEALTH,  HARPER’S  MAGAZINE,  NEWSWEEK,  SATURDAY  REVIEW, 
TIME  and  U.S.NEWS  & WORLD  REPORT. 


For  new  medical  facilities 
designed  to  work  best  for  you 

A single  source  best  meets  your  needs. 


For  new  facilities  that  are  in  keeping  with  your  needs  . . . now  and  for  the 
future  . . . For  better  ways  to  function  . . . Call  BBC  Health  Care  Industries, 
The  '"single  responsibility"  source  for: 


• ECONOMIC  FEASIBILITY 

• SITE  ANALYSIS 

• SITE  ACQUISITION 
•PLANNING  AND  FINANCING 

• DESIGN  AND  ENGINEERING 
•CONSTRUCTION  MANAGEMENT 
•EQUIPPING  AND  FURNISHING 
•GUARANTEED  COST 


. . . Write,  wire  or  phone,  without  obligation: 

Discuss  your  needs  with 

Mr.  G.  L.  Brown,  Vice  President,  today. 

BBC  Health  Care  I9*i 
Industries,  Inc. 

1130  Hampton  Avenue,  St.  Louis,  Missouri  63139 

(314)  647-3800 


■MASTER  AND  LONG  RANGE 
PLANNING 

■ HEALTH  MAINTENANCE 
ORGANIZATION  PROGRAMS 

■ GROUP  PRACTICE  STUDIES 

■ OPERATIONS  ANALYSIS 

■ FEASIBILITY  STUDIES 
■SYSTEMS  ANALYSIS 


^ Mr.  G.  L.  Brown, 
- Vice  President 

BBC  Health  Care 
Industries,  Inc. 
1130  Hampton  Avenue 
St.  Louis,  Mo.  63139 

Please  have  a representative  call  D 


Please  send  additional  information  D 


Name . 


i 


A Health  Care  Subsidiary  of  Bank  Building 
Corporation,  the  nation's  largest,  most  experienced 
firm  specializing  in  planning,  designing,  building 
and  furnishing  financial  institutions.  ^ 


Address. 


City. 


. State . 


Zip 


Telephone  (Include  Area  Code) 


In  Texas . . . and  everywhere  else . . . 
a new  alternative 


SPECIINOMYCIN 


DIHYDROCHLORIDtitlAHyDRAIE,  UPJOHN 


single-dose  treatment  for 
intramuscular  use  only 

a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis 
and  cure  are  defined  on  page  3 of  advertisement). 

Assurance  of  a single-dose,  physician-controlled 
treatment  schedule 

No  allergic  reactions  occurred  in  patients  with 
/ an  alleged  history  of  penicillin  sensitivity 

when  treated  with  Trobicin,  although  penicillin 
antibody  studies  were  not  performed 
Active  against  most  strains  of 
Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/ml) 

A single  two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100  mcg/ml  in 
one  hour  (average  serum  concentrations  of  15  mcg/ml 
present  8 hours  after  dosing). 

‘Data  compiled  from  reports  of  14  investigators. 

NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time 
to  treat  gonorrhea  may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Since  the  treatment  of  syphilis  demands  prolonged 
therapy  v/ith  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated 
in  the  treatment  of  syphilis,  patients  being  treated  for  gonorrhea 
should  be  closely  obsenv^ed  clinically.  Monthly  serological  follow-up 
for  at  least  3 months  should  be  instituted  it  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously 
found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings 
and  precautions,  please  see  last  page  of  this  advertisement. 


Upjohn 


Mninhn  r'omnnnv/  l^nlnrnnynn  Mirhinnn  4Q0ni 


Irobkin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  of  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeoe  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeoe 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross- resistance  with  penici I li n 
Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 
Trobicin  is  indicated  in  the  treatment  ot  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeoe. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis.Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single 4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae  on  Thayer-Martin  medium  in  oil  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance,-  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

“"Medical  Research  Files,  The  Upjohn  Company 
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a chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


new 


Irobkin 

SIEBLE  SPECTMMYCIN  DIHTOCHLORID 
PENlAHYDRAfE,  UPJOHN 

single-dose  treatment  for  intramuscular  use  only 


E 


Sterile  Trobicin® 

(spectinomycin  di hydrochloride  penta- 
hydrate)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeoe  (MIC  7.5  to  20  meg/ ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Vyfcirnings:  Antibiotics  used  to  treat  gon- 
orrhea may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction 'in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

A/lo/e  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female  — single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
w/v.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med-b.i.s(lwb) 


Upjohn 


The  Upiohn  Company.  Kalamazoo,  Michigan  49001 
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SUSPENSION,  500  mg  per  5 cc 


You’ll  rely  on  MINTEZOL  (Thiabendazole, 
MSD)  often  for  pinworm  disease.  Not  just 
because  that’s  a very  common  helmin- 
thic infestation,  but  because  MINTEZOL 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusually 
wide  range  of  action-against  thread- 
worm, hookworm,  whipworm,  and  large 
roundworm  disease.  This  broad  spectrum 
of  activity  makes  it  particularly  effec- 
tive in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hear 
complaints  about  stained  teeth,  cloth- 
ing, or  bed  linen.  The  most  frequently 
occurring  side  effects  have  been  ano- 
rexia, nausea,  vomiting,  and  dizziness. 
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Contraindications:  History  of  hypersensitivity 
to  thiabendazole. 

Warnings:  May  impair  alertness;  operation  of 
automobiles  and  other  activities  made  hazard- 
ous by  diminished  alertness  should  be  avoided. 
If  hypersensitivity  reactions  occur,  drug  should 
be  discontinued  immediately  and  not  resumed; 
erythema  multiforme,  including  Stevens- 
Johnson  syndrome  (with  a fatal  case),  has  been 
associated  with  thiabendazole  therapy  in  chil- 
dren. Safe  use  in  pregnancy  or  lactation  has 
not  been  established. 

Precautions:  Since  thiabendazole  is  metabo- 
lized in  the  liver  and  excreted  by  the  kidneys, 
hepatic  and  renal  function  should  be  carefully 
monitored  in  patients  with  dysfunction  of 
these  organs. 

Adverse  Reactions:  Frequently  encountered 
are  anorexia,  nausea,  vomiting,  and  dizziness. 
Less  frequently,  diarrhea,  epigastric  distress. 


pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus, 
collapse,  abnormal  sensation  in  eyes,  blurring 
of  vision,  hyperirritability,  numbness,  hyper- 
glycemia, xanthopsia,  enuresis,  perianal  rash, 
cholestasis  and  parenchymal  liver  damage, 
hypotension,  and  a transitory  rise  in  cephalin 
flocculation  and  SGOT.  Hypersensitivity  reac- 
tions include;  fever,  facial  flush,  chills,  con- 
junctival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (including 
Stevens-Johnson  syndrome),  and  lymphade- 
nopathy.  Appearance  of  live  Ascaris  in  the 
mouth  and  nose  has  been  reported  on  rare 
occasions. 

Some  patients  may  excrete  a metabolite  which 
imparts  an  odor  to  urine,  much  like  that  which 
occurs  after  ingestion  of  asparagus.  Crystal- 
luria  without  hematuria  has  been  reported  on 
occasion,  but  has  promptly  subsided  with  dis- 


continuation of  therapy;  while  the  etiologic 
role  of  thiabendazole  has  not  been  established, 
the  possibility  of  crystalluria  should  be  kept 
in  mind.  Transient  leukopenia  has  been  re- 
ported in  a few  patients,  but  the  cause  and 
effect  relationship  in  these  cases  has  not 
been  established. 

NOTE:  In  children  weighing  less  than  30 
pounds,  clinical  experience  with  thiabendazole 
for  treatment  of  intestinal  parasitosis  has 
been  limited.  Thus,  the  benefits  of  this  therapy 
should  be  weighed  against  the  possibility  of 
adverse  reactions. 

Supplied:  Suspension,  containing  500  mg  per 
5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.. 
West  Point,  Pa.  19486 
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Serving  the  Children 
of  the  Nation  with 


• • • 


Residential  Treatment 
Programs 

Day  and  Residential 
Camps 

Day  School  Facilities 

Behavioral  Research 

Professional  Training 
Programs 

DEVEREUX  SCHOOLS 

serving  mentally  retarded  and  emotionally 
disturbed  children  and  young  adults 

UNDER  THE  DEVEREUX  FOUNDATION 


A NON-PROFIT  ORGANIZATION 


Helena  T.  Devereux,  Founder  and  Consultant 
FOR  INFORMATION  AND  LITERATURE: 

PENNSYLVANIA,  MASSACHUSETTS,  CONNECTICUT 
CALIFORNIA  Keith  A.  Seaton,  Registrar  .... 

TEXAS  Mrs.  Jo  Lange,  Registrar 

ARIZONA  Bette  Hammer,  Ed.D.,  Director 


Marshall  H.  Jarvis,  President 

Charles  J.  Fowler,  Director  of  Admissions 
Devereux  Schools,  Devon,  Pa.  19333 

Ellwood  M.  Smith,  Registrar,  Devon,  Pa.  19333 

Box  1079,  Santa  Barbara,  93102 

Box  2666,  Victoria,  77903 

6404  E.  Sweetwater,  Scottsdale,  85254 


50 


TEXAS  MEDICINE 


when  an 
unnervi 


i 

L 


the  compound  analgesic 
that  calms  instead  of  caffeinates 


In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree.  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
CA  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2y2 
gr.),  162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  'A  gr.  (No.  2),  Vi  gr.  (No.  3)  or  1 gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed:  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

A.  H.  Robins  Company,  Richmond,  Va.  AH'I^OBINS 


lon  arising  ’ 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely. 

, ..  . A.  H.  Robins  Company 

prescribing  information  appears  on  next  page  Richmond,  Va.  23220 


Dimetapp 

Extentabs 

Dimetane'^^^  (brompheniramine  maleate),  12  mg.;  phenyl- 
ephrine HCI,  15  mg.,  phenylpropanolamine  HCI,  15  mg. 


STATEMENT  OF  OWNERSHIP,  MANAGEMENT 
AND  CIRCULATION 


(Act  of  August  12,  1970:  Section  3685,  Title  39, 
United  States  Code) 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS;  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tr6ss. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 
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Two  dosage 
strengths - 
125  mg./Sml. 
and 

250  mg./5  ml. 


V-CillinK;Pediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


'“Based  on  Lilly  selling  price  to  wholesalers. 
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Editorials 

THE  AMBULANCE-FRIEND  OR  FOE 


Your  friend  will  always  help  you; 
but  if  he  can’t,  at  least  he 
will  do  you  no  harm.  Historically, 
the  ambulance  has  varied  from 
travois  to  truck  and  from 
oxcart  to  Cadillac,  the  distinguishing 
feature  being  the  ability  to 
transport  a person  who  is  lying 
down.  Unfortunately,  even  today 
it  is  difficult  to  predict  what 
manner  of  ambulance  will  answer 
your  call  for  help,  even  though 
much  has  been  done  in  the 
past  three  or  four  years  by  our  Texas 
State  Department  of  Health  and 
certain  Texas  communities  to 
increase  your  chances  of 
finding  a friend. 

If  the  only  use  of  the  ambulance 
is  transportation  of  the  sick  and 
injured  to  a facility  equipped 
for  definitive  care,  then  a garbage 
truck  can  qualify  as  an 
ambulance.  There  must  be  more 
to  it  than  that.  The  contemporary 
ambulance  must  no  longer  be 
simply  a vehicle,  and  it  must 
no  longer  be  staffed  with  those  who 
are  more  interested  in  a fast, 
attention-getting  run  than  in 
rendering  care  to  the  one  who  is 
truly  the  victim.  It  is  pitiful 
indeed  to  find  yourself  the  necessary 
evil  that  must  be  hoisted  onto  a 
stretcher  and  loaded  before 
the  second  half  of  the  run  can 
commence.  We  recognize  that 
always  there  are  a few  vehicles 


masquerading  as  ambulances; 
in  truth  they  are  searching  for  the 
dead  and  not  the  living.  This  article 
does  not  attempt  to  deal  with 
that  problem. 

Care  is  rendered  by  men,  not  by 
systems.  The  system  provides  the 
means  through  which  men  can 
do  the  work  more  easily  and  with 
better  results.  Types  of  service 
available  include  volunteer  groups 
with  their  own  equipment, 
volunteer  attendants  riding  with 
funeral  home  vehicles  and  drivers, 
funeral  homes  supplying  the 
service  independently,  private 
ambulance  companies,  combinations 
of  funeral  homes  and  private 
companies,  franchises  to  one  or 
several  companies,  and  municipally- 
operated  plans  through  police, 
fire,  health,  or  separate  ambulance 
departments.  Each  type  has 
its  own  strong  and  weak  points, 
which  themselves  will  vary  in 
different  localities.  The  important 
thing  is  for  a town  to  choose 
one  and  then  to  work  with  it,  support 
it,  monitor  the  workings  and 
results  of  it,  and  then  change  and 
strengthen  it  as  required. 

The  purpose  of  the  ambulance 
today  is  to  deliver  to  the  acutely  ill  or 
injured  patient  resuscitative  and 
supportive  care  in  an  appropriate 
manner  as  rapidly  as  it  is 
safely  possible.  There  are  obviously 
many  ramifications  to  the  devel- 
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opment  of  such  a capability.  First,  the 
equipment,  vehicle,  and  trained  personnel 
must  be  available  on  a 24-hour  basis.  There 
must  then  be  a way  for  these  men  to  know 
immediately  where  they  are  needed.  When 
they  arrive  at  the  scene,  they  must  be 
able  to  approach  the  patient  in  a calm  manner, 
and  to  determine  the  nature  of  the  problems 
at  hand.  They  must  then  be  able  to  select 
from  their  supplies  and  equipment  that 
which  is  appropriate,  and  to  apply  these  with 
skill  and  confidence.  They  must  then  transport 
the  patient  safely  to  an  appropriate 
medical  care  facility.  If  the  patient’s  condi- 
tion begins  to  deteriorate  en  route,  this 
fact  must  be  identified  and  appropriate  sup- 
portive measures  begun  or  intensified. 

The  receiving  facility  should  be  notified  of  the 
situation  in  advance  so  they  will  have  time 
to  mobilize  the  necessary  forces.  Far  better 
it  is  to  be  able  to  plan  an  attack  in  advance 
than  to  be  forced  into  a delaying  action 
approach  while  attempting  to  figure  out  the 
problem.  Upon  arrival  at  the  hospital,  an 
orderly  transfer  of  the  patient  from  the  care  of 
the  emergency  medical  technician  to  the  care 
of  the  emergency  medical  staff  should  be 
accomplished  with  minimal  trauma 
to  all  concerned. 

Let  us  look  more  closely  at  the  components 
of  the  system  which  we  have  described. 

If  all  parts  are  present  and  functioning,  a 
smooth  and  orderly  progression  of  events  will 
deliver  the  quality  of  emergency  care  and 
transportation  which  is  so  desperately  needed 
throughout  our  state  and  nation  today. 

The  word  “ambulance"  usually  is 
associated  with  a sleek,  heavy  (and  expensive), 
fast-moving  vehicle  with  flashing  lights  and 
howling  siren.  In  reality,  the  vehicles  in 
use  today  include  station  wagons,  high-topped 
Cadillacs,  panel  trucks,  converted  campers, 
and  larger  custom  vehicles.  Each  has  its 
own  positive  and  negative  values  and  it  is 
difficult  to  say  that  any  one  is  better  than  the 
rest.  However,  in  choosing  a vehicle,  there 
are  certain  factors  worthy  of  consideration. 
Inasmuch  as  the  ambulance  is  primarily 


a patient  care  area  its  space  must  allow  an 
attendant  room  to  work  with  his  patient 
while  in  transit  and  to  allow  the  cardiac  or 
chest  trauma  patient  to  have  his  head 
and  chest  elevated.  The  National  Academy  of 
Sciences  National  Research  Council  has 
established  recommended  standards  for 
dimensions  of  the  patient  care  area;  “The 
minimal  over-all  dimensions  of  the  patient  care 
area  are:  width,  71  inches  (two  litters  23 
inches  wide  plus  25-inch  space  between 
litters);  length,  116  inches  (25  inches  at  the 
head  plus  15  inches  at  the  foot  of  a 
76-inch  litter);  and  height,  54  to  60  inches 
from  floor  to  ceiling.”  Adherence  to  these 
dimensions  will  allow  the  transportation  of  at 
least  two  patients  at  a time  with  sufficient 
room  for  an  attendant  to  work  freely  between 
the  two  of  them.  This  will  allow  enough 
height  for  the  attendant  to  move  about  for 
chest  elevation  where  needed,  and  for 
the  addition  of  intravenous  drip  equipment 
when  such  can  be  added  to  a community's 
emergency  care  system.  The  height  also  allows 
bracketing  for  two  additional  stretchers 
to  be  suspended  from  the  ceiling  and  walls, 
increasing  the  capacity  to  four  patients 
where  desired.  The  length  allows  the  attendant 
to  sit  at  the  patient’s  head  where  most  of 
his  work  will  be  done  en  route,  and  also 
allows  room  for  a Thomas  traction  splint  to 
overhang  the  foot  of  the  stretcher. 

The  rescue  unit  should  be  a crashworthy 
vehicle  built  to  retain  its  shape  during  a 
rollover.  Its  equipment  must  be  secured  so 
that  the  items  themselves  will  not 
become  missiles  during  an  accident.  Inci- 
dentally, we  have  instructed  our  men  in 
Houston  to  take  the  attitude  that  they  are 
driving  the  world’s  best-equipped  magnet. 
Obviously,  the  vehicle  must  be  well  maintained 
to  provide  both  safety  and  reliability. 

Primary  consideration  must  be  given  to  the 
patient  care  area  as  a safe  and  adequate 
working  space.  This  must  not  be  compromised 
by  the  temptation  to  present  a “more 
impressive  appearance.”  Admittedly,  there 
can  be  a conflict  when  the  operator  must  have 
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a vehicle  with  these  capabilities  which  will 
also  be  acceptable  to  his  transfer  trade. 
However,  at  least  one  Texas  operator  has  found 
his  customers  willing  to  use  the  larger 
emergency-type  vehicle  as  a transfer  vehicle 
when  the  customer  finds  out  that  if  anything 
should  happen  en  route,  the  equipment  to 
take  care  of  the  problem  is  in  the  vehicle  along 
with  someone  trained  to  use  it.  This  sort  of 
approach  provides  the  “peace  of  mind” 
so  essential  in  bringing  satisfaction  to  a 
transfer  patient. 

Houston  has  chosen  the  Baltimore  style 
ambulance  for  use  of  its  Emergency  Rescue 
Service  of  the  Houston  Fire  Department.  This 
type  of  unit  allows  the  patient  care  unit 
to  be  removed  and  placed  on  a new  cab  and 
chassis  when  the  old  cab  and  chassis  wears  out. 
The  long-term  cost  should  be  considerably 
less  than  the  cost  of  replacing  an  entire  unit 
each  time  the  mileage  accumulates  to  the 
point  where  the  vehicle  is  no  longer 
either  safe  or  reliable. 

Another  recent  offering  includes  at  least 
two  vehicles  which  provide  adequate  space  for 
continuing  care  and  transportation  of  four 
to  seven  victims  at  a time.  These  actually  are 
not  as  expensive  to  purchase  as  some  of 
the  smaller  units;  and  they  would  readily  lend 
themselves  to  use  by  operators  who  seek 
to  serve  some  of  our  more  infamous  stretches 
of  highway. 

Most  of  the  units  now  marketed  will 
offer  as  optional  equipment  such  items  as 
built-in  suction  equipment,  additional 
internal  lighting,  and  built-in  oxygen  systems. 
Closed  cabinet  space  often  can  be  added  or 
arranged  to  specifications,  and  may  include 
sliding  Plexiglas  doors  through  which  needed 
supplies  can  be  located  without  the  not 
uncommon  scramble  through  the  cabinets. 

The  Trauma  Committee  of  the  American 
College  of  Surgeons  has  recently  revised  their 
list  of  essential  equipment  for  ambulances 
(published  in  the  May  1970  issue  of  the 
Bulletin  of  the  American  College  of  Surgeons). 
The  inclusion  of  certain  items  in  this  list, 
such  as  Thomas  traction  splints,  inflatable 


splints,  bag-mask  resuscitators,  portable 
suction  apparatus,  airways,  obstetrical  delivery 
kits,  and  infusion  sets,  implies  the  presence 
of  one  or  more  persons  trained  and  skilled  in 
the  use  of  each  of  these  items.  Of  signifi- 
cance also  is  the  addition  of  light  extrication 
equipment  to  be  used  in  securing  the  safest 
possible  release  of  the  victim  who  remains 
trapped  in  his  vehicle.  Also  on  the  list 
are  items  which  would  be  available  for  the  use 
of  a physician  present  at  the  scene  of  an 
emergency.  The  listing  of  these  latter  items 
recognizes  that  not  all  of  us  carry  in  our 
vehicle  at  all  times  items  which  we  would  like  to 
have  available  should  we  need  them  in  an 
emergency  care  situation;  indeed,  these 
materials  should  be  in  a well-equipped 
emergency  vehicle  for  our  use  should  we 
happen  onto  the  scene  of  acute  trauma  or 
sudden  illness.  The  presence  of  these  items 
also  looks  forward  to  the  day  when  advanced 
training  will  allow  the  release  of  certain  of 
them  to  an  emergency  medical  technician.  A 
large  number  of  these  items  already  are  used 
by  military  corpsmen.  A portable  kit  or 
bag  of  some  type  should  be  provided  so  that 
bandages,  splints,  airways,  a bag-mask 
respirator,  sphygmomanometer  and  a stetho- 
scope can  be  carried  where  needed.  In  any 
event,  the  equipment  must  never  overshadow 
the  patient,  for  increasingly  complex  equipment 
tends  to  divert  attention  to  itself  and  becomes 
the  central  object  of  worship. 

The  most  important  component  of  this 
system  of  emergency  care  is  the  emergency 
medical  technician  (EMT).  He  must  be 
recognized  and  respected  as  a valuable  and 
responsible  member  of  the  community  in  which 
he  lives.  His  pay  must  be  commensurate 
with  the  responsibility  which  he  carries.  A 
provision  must  be  made  for  some  type 
of  advancement  in  status  and  in  pay  in  order 
that  he  will  remain  active  in  this  type  of 
service,  becoming  one  with  “years  of 
experience”  in  his  field.  He  must  be  carefully 
taught  that  the  name  of  the  game  is  providing 
oxygen  to  the  brain  and  that  the  order  of 
attack  is  airway,  bleeding,  shock,  and 
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fracture.  He  must  know  that  he  can  calm  the 
patient  while  he  is  determining  the  injuries, 
and  that  he  can  use  properly  chosen  bystanders 
to  the  benefit  of  all  concerned.  This  man 
must  know  that  speed  is  out  and  craftsmanship 
is  in.  He  must  know  that  he  is  well  able  to 
use  the  supplies  and  equipment  he  carries, 
that  he  can  rely  on  the  principles  he  was 
taught,  and  that  he  will  have  the  backing  of 
those  who  taught  him.  He  must  be  alert  to  the 
significant  changes  which  may  develop  in 
his  patient  while  en  route  to  the  hospital.  He 
must  also  know  that  while  he  can’t  save 
them  all,  he  will  have  given  of  the  best  that 
there  is. 

EMTs  should  be  trained  by  physicians  and 
surgeons,  preferably  on  the  basis  of  "what  I 
want  you  to  do  for  my  patient  before  I see  him.’’ 
Instruction  time  is  usually  donated  by  the 
physicians  involved.  Through  the  use  of 
physicians  as  instructors,  lines  of  communica- 
tion are  opened  between  the  physicians  and 
the  EMTs — something  that  is  long  overdue. 

As  the  EMT  becomes  more  proficient,  the 
emergency  room  staff  finds  that  it  can  rely  on 
his  information  concerning  the  patient’s 
initial  and  present  condition.  Eventually,  his 
report  will  be  included  in  the  patient’s  hospital 
chart.  In  Jacksonville,  Fla,  this  transfer  of 
information  is  accomplished  as  the  EMT 
completes  a check  sheet  and  leaves  a copy  of  it 
with  the  patient  at  the  emergency  room.  It 
would  be  helpful  if  an  additional  copy  could  be 
made  available  to  a local  health  department 
for  study  of  the  nature  of  a given  community’s 
emergency  problems.  Few  communities  are 
statistically  aware  of  their  trauma  problems  as 
to  relative  incidence  of  different  types  of 
trauma,  and  also  as  to  whether  any  specific 
location  produces  more  of  a certain  type  of 
trauma  than  the  other  areas  in  the  community. 
The  value  of  such  information  could  well 
be  measured  in  terms  of  human  life. 

The  nature  and  duration  of  training  for 
emergency  care  personnel  must  be  related  to  a 
multitude  of  local  factors.  The  willingness 
of  local  physicians  to  make  themselves 
available  to  train  emergency  care  personnel 
must  first  be  determined.  The  community 


itself  must  be  willing  to  provide  the  additional 
rewards,  both  in  recognition  and  in  cash, 
which  these  trained  personnel  will  expect. 

Help  in  training  is  available  through  the 
offices  of  Mr.  Charles  E.  King,  director. 

Civil  Defense  and  Traffic  Safety, 

Texas  State  Department  of  Health,  Austin. 

He  has  developed  a staff  who  are  both 
knowledgeable  and  enthusiastic  in  this  work, 
and  who  are  available  to  assist  where 
requested.  Their  range  of  offerings  is  wide, 
extending  from  a two-  to  three-day  course  in 
emergency  care  principles  to  the  72-hour 
course  which  takes  the  same  principles,  adds 
to  them  certain  other  areas  of  training,  and 
goes  in  depth  as  well.  The  service  provided  is 
organizational;  Mr.  King  will  contact  those 
to  be  trained  and  distribute  material  to  them  as 
well  as  outline  material  to  the  doctors  par- 
ticipating in  the  training  program.  The 
local  medical  society,  or  some  interested 
physician,  will  be  expected  to  develop  a faculty 
and  also  to  secure  a meeting  place.  This  is 
truly  a team  effort;  and  it  has  allowed  a 
number  of  interested  communities  to  develop 
a satisfactory  beginning  in  emergency  care 
training  where  otherwise  the  doctors 
involved  in  this  would  have  given  up  the  effort 
because  of  time  required  in  administrative 
details. 

The  value  of  a reliable  communications 
system  in  providing  improved  emergency  care 
is  little  appreciated,  except  where  it  is 
present  and  working.  Much  is  usually  made 
of  being  able  to  summon  immediately  help 
to  a given  location,  with  early  arrival  of  help 
the  major  objective.  Certainly  at  least  as 
important  is  the  ability  of  the  EMT  to  notify  an 
emergency  room  of  an  impending  arrival, 
and  to  forward  pertinent  information  on  the 
patient’s  condition,  enabling  the  emergency 
room  staff  to  prepare  for  immediate  and 
appropriate  care.  This  capability  becomes  more 
deeply  appreciated  when  one  recalls  the 
number  of  times  an  ambulance  has,  without 
any  warning,  unloaded  a Great  Suffering 
Whatzit  into  the  emergency  room  to  the  horror, 
frustration,  and  confusion  of  all  concerned. 

As  an  additional  benefit,  two-way  capability 
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between  the  ambulance  and  the  hospital  allows 
the  EMT  to  consult  with  an  available  physician 
while  en  route  and  also  provides  an 
opportunity  for  the  physician  to  ask  questions 
or  make  suggestions  to  the  EMT.  While 
seldom  needed,  this  capability  would  be  greatly 
needed  when  used,  and  might  well  channel 
a life-saving  maneuver.  As  a fringe  benefit, 
this  two-way  system  of  advanced  warning  also 
allows  a jammed  emergency  facility  to  direct 
incoming  vehicles  to  nearby  similar  facilities 
if  available. 

In  addition  to  voice  communication, 
telemetry  units  are  being  developed  around 
the  nation  to  allow  transmission  of  electro- 
cardiographic data  from  the  scene  of  illness 
into  an  appropriate  coronary  care  facility 
for  interpretation  by  a physician.  Where  this 
capability  now  exists,  the  physician  making  the 
interpretation  advises,  by  voice  radio,  what 
action  should  be  taken  with  this  patient  prior  to 
arrival  at  the  emergency  room.  This  usually 
involves  a physician’s  decision  as  to  whether 
or  not  defibrillation  or  the  use  of  cardiac 
medication  is  indicated.  While  at  present 
this  capability  has  yet  to  be  developed  in 
Houston,  it  is  already  in  operation  in  other 
cities  in  our  nation,  notably  in  Miami  and 
Jacksonville,  Fla. 

Where  do  we  find  the  men  and  women  who 
will  perform  this  service  which  is  so  peculiarly 
akin  to  our  own?  Often  they  need  only  the 
opportunity  to  step  forth  and  make  themselves 
known.  In  the  Houston  Fire  Department  there 
were  three  times  the  volunteers  needed  to 
fill  the  available  positions;  and  now  that  those 
trained  are  in  service,  another  wave  of 
volunteers  has  appeared  for  back-up  duty. 

With  dedicated  leadership,  almost  any  smaller 
town  would  develop  and  maintain  a rescue 
squad  of  which  the  town  would  be  proud. 

Few  indeed  have  considered  that  a well 
developed  rescue  squad  is  a selling  point  to 
entice  new  industry  and  new  citizens  to  locate 
in  the  community.  There  also  exists  among 
us  an  untapped  reservoir  in  the  many  military 
corpsmen  returning  from  our  conflicts  abroad. 
These  men  have  unparalleled  training  and 


experience  in  supportive  and  rescue  tech- 
niques; yet,  the  best  medical  work  available  to 
them  at  home  is  that  of  “bedpan  commando.” 
Their  reputation  is  established;  accordingly, 
they  will  require  of  us  the  most  effective 
equipment  and  the  best  support.  Would  anyone 
settle  for  less? 

The  problems  associated  with  ambulances 
are  not  new.  Review  of  the  minutes  of  the  Harris 
County  Medical  Society  reveals  that  our  first 
ambulance  committee  was  a three-doctor 
committee  established  “to  agitate  for  improved 
ambulance  service”  in  1896.  In  the  75th  year 
of  our  committee,  we  believe  that  we  have 
finally  accomplished  a major  improvement  in 
emergency  care  and  transportaion  in 
Houston.  We  hope  that  the  time  of  public 
acceptance  of  inferior  ambulance  service  is  at 
an  end.  To  hasten  that  end,  let  us  seek  out 
and  support  those  who  are  ready,  willing,  and 
able  to  share  in  the  material  improvement 
of  emergency  care  and  transportation, 
wherever  they  may  be  found.  To  be  highly 
specific,  if  you  should  be  struck  by  another  car 
when  you  are  returning  home  this  evening, 
will  the  ambulance  that  comes  to  get  you 
be  your  friend  or  your  foe? 

William  H.  Kolter,  Jr.,  MD,  Houston. 
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What  T exas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  conies. 


This  means  the  up-to-date  carrier.  The  one  that's  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn't  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don't  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUAIIY  INDEMNnY  EXDHANBE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 
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...the  “now”  supplier! 


When  you  need  that  specific  something — NOW — 
call  SCHERER . . .the  house  with  the  items, 
more  sizes,  more  complete  lines. 

SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


ARIZONA 

PHOENIX  • 1841  North  23rd  Avenue  • 85005 
Telephone:  (602)  254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926 

Telephone:  (916)  483-4976 

LOS  ANGELES ‘291  Coral  Circle 

El  Segundo,  California  90245 

Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 

North  Highlands,  California  95660 

Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road  • 92110 

Telephone:  (714)291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 

South  San  Francisco,  California  84080 

Telephone:  (415)  871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 

Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 
DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  07102 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 
SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone:  (512)  344-8303 

UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 
SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


SCHERER/Texas 

Houston  • 115  Hyde  Park  Boulevard  • 77006 

(713)  526-2011 


Antnnin  • 138  lA/p^t  Rhan<:nHv  • 7891 


SCHERER  COMPANY 

Medical  and  Scientific  Supplies 


A Bergen/Brunswig  Company 
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IS  THE 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid 

(sodium  levottpxine) 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


TWO  GOOD  REASONS  i 
WHY  THE  ROAD  TO  I 
NORMALIZED  f 

THYROID  STATUS  IS  I 
SO  SMOOTH  FOR  THEj 
SYNTHROID  PATIENT.j 

(1 ) The  onset  of  action  of  T4  is  | 
gradual.  It  has  a long  in  vivo  M 
“half-life”  of  over  six  days.  M 
(Occasional  missed  doses  or  ^ 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’; 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 


AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur, 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in 
administering  the  drug  to  patients 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing 
information  for  additional  data  or 
write  Flint  Laboratories. 


TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ta  (Resin) 

Less  than  25% 

27-35% 

Ta  (Red  Cell) 

Less  than  1 1 % 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 
meg  % 

4-1 1 meg  % 

G^ipose 


dip  Stoootti 


...to  tffyroid  replacemetit  ttiprapy' 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 


TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3  ? 


Thyroxine  (T4)  is,  as  you  know, 

I the  major  circulating  hormone 
iproduced  by  the  thyroid  gland. 

’T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
I a working  hypothesis  among 
'endocrinologists  that  T4  is 
I converted  by  the  body  to  T3.  In 
R970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Sterling  and  Braverman*. 

1T4  does  convert  to  T3,  though  the 
i precise  quantities  are  still  being 
studied. 

I The  conversion  has  been 
iclinically  derhonstrated  during  the 
administration  of  T4  to  athyrotic 
j patients.  Their  thyroid  status  is 
i normalized  on  SYNTHROID  alone, 
jyet  the  presence  of  T3  in  these 
: patients  has  been  clearly  shown. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID-* 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 


1.  Latlolals,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  & Clin.  Pharm.  3:270-7, 1969. 

2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  din.  invest.  49:855-64,  1970. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

FACTS: 

Synthetic  thyroid  drugs  are  an 
improvement  over  animal  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


j ;■ 

I OFFER: 

I Free  TAB-MINDER  medication 
j dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
I SYNTHROID.  Free  information  to 
j physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
titled:  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 


Name 


Address 


City  State  Zip  | 

I I 


Indications:  SYNTHROID  (sodium  levothyroxine)  is  spe- 
cific replacement  therapy  for  diminished  or  absent 
thyroid  function  resulting  from  primary  or  secondary 
atrophy  of  the  gland,  congenital  defect,  surgery,  ex- 
cessive radiation,  or  antithyroid  drugs.  Indications  for 
SYNTHROID  (sodium  levothyroxine)  Tablets  include 
myxedema,  hypothyroidism  without  myxedema,  hypo- 
thyroidism in  pregnancy,  pediatric  and  geriatric  hypo- 
thyroidism, hypopituitary  hypothyroidism,  simple 
(nontoxic)  goiter,  and  reproductive  disorders  asso- 
ciated with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous 
use  in  myxedematous  coma  and  other  thyroid  dysfunc- 
tions where  rapid  replacement  of  the  hormone  is  re- 
quired. The  injection  is  also  indicated  for  intramuscular 
use  in  cases  where  the  oral  route  is  suspect  or  con- 
traindicated due  to  existing  conditions  or  to  absorp- 
tion defects,  and  when  a rapid  onset  of  effect  is  not 
desired. 

Precautions:  As  with  other  thyroid  preparations,  an 
overdosage  may  cause  diarrhea  or  cramps,  nervous- 
ness, tremors,  tachycardia,  vomiting  and  continued 
weight  loss.  These  effects  may  begin  after  four  or  five 
days  or  may  not  become  apparent  for  one  to  three 
weeks.  Patients  receiving  the  drug  should  be  observed 
closely  for  signs  of  thyrotoxicosis.  If  indications  of 
overdosage  appear,  discontinue  medication  for  2-6 
days,  then  resume  at  a lower  dosage  level.  In  patients 
with  diabetes  mellitus,  careful  observations  should  be 
made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accom- 
panied by  adrenal  insufficiency,  as  Addison’s  Disease 
(chronic  subcortical  insufficiency),  Simmonds’s  Dis- 
ease (panhypopituitarism)  or  Cushing’s  syndrome  (hy- 
peradrenaiism),  these  dysfunctions  must  be  corrected 
prior  to  and  during  SYNTHROID  (sodium  levothyroxine) 
administration.  The  drug  should  be  administered  with 
caution  to  patients  with  cardiovascular  disease;  devel- 
opment of  chest  pains  or  other  aggravations  of  cardio- 
vascular disease  requires  a reduction  in  dosage. 
Contraindications:  Thyrotoxicosis,  acute  myocardial 
infarction.  Side  effects:  The  effects  of  SYNTHROID 
(sodium  levothyroxine)  therapy  are  slow  in  being  mani- 
fested. Side  effects,  when  they  do  occur,  are  secondary 
to  increased  rates  of  body  metabolism;  sweating,  h'eart 
palpitations  with  or  without  pain,  leg  cramps,  and 
weight  loss.  Diarrhea,  vomiting,  and  nervousness  have 
also  been  observed.  Myxedematous  patients  with  heart 
disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during 
the  beginning  of  any  thyroid  therapy  will  alert  the 
physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dos- 
age followed  by  a more  gradual  adjustment  upward 
will  result  in  a more  accurate  indication  of  the  pa- 
tient’s dosage  requirements  without  the  appearance 
of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg. 
SYNTHROID  (sodium  levothyroxine)  TABLET  is  equiva- 
lent to  approximately  one  grain  thyroid,  U.S.P.  Admin- 
ister SYNTHROID  tablets  as  a single  daily  dose, 
preferably  after  breakfast.  In  hypothyroidism  without 
myxedema,  the  usual  initial  adult  dose  is  0.1  mg.  daily, 
and  may  be  increased  by  0.1  mg.  every  30  days  until 
proper  metabolic  balance  is  attained.  Clinical  evalua- 
tion should  be  made  monthly  and  FBI  measurements 
about  every  90  days.  Final  maintenance  dosage  will 
usually  range  from  0.2-0.4  mg.  daily.  In  adult  myx- 
edema, starting  dose  should  .be  0.025  mg.  daily.  The 
dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The 
daily  dose  may  be  further  increased  at  two-month  in- 
tervals by  0.1  mg.  until  the  optimum  maintenance  dose 
is  reached  (0. 1-1.0  mg.  daily). 

Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15 
mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and  color-coded, 
in  bottles  of  100,  500,  and  1000.  Injection:  500  meg. 
lyophilized  active  ingredient  and  10  mg.  of  Mannitol, 
N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  So- 
dium Chloride  Injection,  U.S.P.,  as  a diluent. 
SYNTHROID  (sodium  levothyroxine)  for  Injection  may 
be  administered  intravenously  utilizing  200-400  meg. 
of  a solution  containing  100  meg.  per  ml.  If  significant 
improvement  is  not  shown  the  following  day,  a repeat 
injection  of  100-200  meg.  may  be  given. 


PUNT  LABORATORIES 

DIVISION  OF  TRAVENOL  LABORATORIES.  INC 
Morton  Grove.  Illinois  60053 


VILLA 

ROSA 


■ Sponsored  by  tlie  Sisters  of  Charity  of  the 
Incarnate  Word  as  a unit  of  the  Santa  Rosa 
Medical  Center,  this  superb  physical  plant  has 
recently  opened  on  50  acres  in  northwest  San 
Antonio.  The  280-bed  complex  consists  of  eight 
buildings  housing  facilities  for  acute  and  con- 
tinued care  as  well  as  partial  hospitalization. 


■ Psychiatric  services  supported  by  the 
medical,  surgical,  laboratory,  radiologic 
and  isotope  facilities  of  the  Santa  Rosa 
Medical  Center’s  General  and  Children’s 
Hospitals. 

■ Involuntary  commitment  under  Tex- 
as Mental  Health  Code,  should  the 
need  arise. 

■ Psychological  services  including  indi- 
vidual assessment,  personality  function, 
occupational  aptitudes  and  interests  and 
other  specialized  procedures.  Age  of 
service:  Children  through  geriatric. 

■ Narcotics  and  alcoholic  detoxification 
units, 

■ P’our  open  cottages  for  patients  not 
requiring  secured  facilities.  Closed 
units  available. 

B Comprehensive  adolescent  milieu 
therapy  including  fully  accredited 
school  program. 


fl  Recreation  facilities  include  a 4-lane 
automatic  bowling  alley,  junior  Olympic 
swimming  pool,  gymnasium  and  theater 
combination,  tennis  courts  and  baseball. 


fl  Occupational  therapy  — routine  as 
well  as  prescribed  individual  therapies 
involving  ceramics,  general  arts  and 
crafts,  sewing  and  fine  arts. 

B Individual  and  group  psychotherapy, 
chemotherapy  and  c u r rent  somatic 
therapies. 

■ Home  economics  laboratory  with 
model  apartment  containing  appliance- 
equipped  kitchen. 


B Complete  social  ser- 
vice department. 

B Medical  Staff  in- 
cludes 61  Board-certi- 
fied or  eligible  psy- 
chiatrists. 


B For  further  information,  write  or  call  Wade  H.  Lewis,  M.D., 
Medical  Director;  or  Sister  Thomasine  Carter,  Administrator,  5115 
Medical  Drive,  San  Antonio,  Texas  78229.  Telephone  512-228-2601. 
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TEXAS  MEDICINE 


The  Physician’s  Assistant- 
A Brief  Critique 


Undoubtedly,  physician’s  assistants 
can  extend  physician  services, 
but  we  need  to  think  about  tangential 
issues  before  financing  broad-scale 
educational  programs.  The  role 
and  function  of  the  physician’s 
assistant  in  the  medical  care  system 
needs  to  be  better  defined, 
the  appropriate  educational  curric- 
ulum clarified,  and  means  adopted 
to  assure  that  the  best  standards 
of  education  and  performance  are 
maintained. 

The  potential  of  the  physician’s 
assistant  in  the  health  and  medical 
care  system  is  great;  however, 
the  pressures  for  producing  more  of 
them,  and  in  widely  diverse 
educational  settings,  are  already 
such  that  sound  thought  and  action 
are  needed  now  to  prevent  chaos. 
Organized  medicine  must  try  to 
bring  about  a rational  development  of 
all  physician  support  personnel. 

Hospitals  should  assure  that 
the  physician’s  assistants  they 
employ  do  not  become  free  agents, 
but  maintain  a close  relationship 
and  direct  accountability  to  a 
specific  physician  and  to  the  medical 
staff.  Organized  medicine  and 
the  nursing  profession  should  be 
concerned  that  all  who  work  as 
physician’s  assistants  have  the  requi- 
site skills  and  background. 

Programs  of  continuing  education 
should  be  available  to  help  them 
keep  abreast  of  developments  in 
medicine  and  technology,  and 
adequate  provision  should  be  made 
for  malpractice  insurance  to 
cover  their  services. 

Finally,  all  who  have  an  interest  in 
developing  the  physician’s  assistant 
should  see  that  his  duties  and 
functions  do  not  become  fixed  by 
law,  but  are  developed  under 
broader  principles  that  permit 
flexibility  in  accordance  with 
experience. 


The  AMA  has  tried  to  increase 
the  number  of  US  medical  schools 
and  encourage  more  medical 
students  to  enter  family  practice. 
This,  combined  with  other  inno- 
vations in  training  and  in  health  care 
delivery,  may  bring  about  changes 
in  the  type  and  amount  of 
physician  support  personnel  needed. 
And,  not  all  physicians  would  be 
inclined  to  hire  additional  help 
even  if  such  help  were  available. 

Maldistribution  of  physician 
services  will  not  necessarily  be  solved 
by  the  wholesale  creation  of  new 
types  of  allied  health  manpower. 
There  must  first  be  a physician 
before  the  services  of  a physician’s 
assistant  can  be  utilized.  A more 
logical  approach  would  be  to  concen- 
trate on  incentives  to  redistribute 
physicians,  coupled  with  greater 
utilization  of  existing  support 
personnel,  before  adding  unknown 
factors  to  a troubled  system. 


James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 
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THE  U.S.P  DESCRIBES  ONLY 
ONE  STANDARD  FOR 
CONJUGATED  ESTROGENS... 


THE  PREMARIN*  STANDARD 

(CONjUGATED 
ESTROGENS  TABLETS.  U.S.P) 


In  the  latest  edition  of  the  United  States 
Pharmacopeia— an  “official  compendium'' 
of  drug  potency,  quality,  and  purity— there 
is  now  a clear  distinction  made  between 
conjugated  estrogens  and  other  estro- 
gens. And  of  the  leading  estrogen  prep- 
arations available  today,  PREMARIN  is 
the  only  one  whose  composition  meets  all 
of  the  U.S.P.  specifications  for  conjugated 
estrogens. 

We’re  of  course  gratified  that  the  United 
States  Pharmacopeia  has  included  con- 
jugated estrogens  in  the  U.S.P.  XVIII,  and 
that  PREMARIN  meets  the  U.S.P.  standard 

BRIEF  SUMMARY 

(For  full  prescribing  information,  see  package  circular.) 
PREMARIN®  (Conjugated  Estrogens  Tablets,  U.S.P.) 
Indications:  PREMARIN  provides  specific  replacement 
therapy  in  the  management  of  estrogen  deficiency  stafes, 
notably  in  the  menopause  and  postmenopause. 
Precautions:  In  the  female:  To  avoid  continuous  stimu- 
lation of  breast  and  uterus,  cyclic  therapy  is  recommended 
(3  week  regimen  with  1 week  rest  period— Withdrawal 
bleeding  may  occur  during  this  1 week  rest  period). 

Failure  to  control  breakthrough  bleeding  or  unexpected 
recurrence  is  an  indication  lor  curettage. 

In  the  male:  Continuous  therapy  over  prolonged  periods 
of  time  may  produce  gynecomastia,  loss  of  libido,  and 
testicular  atrophy. 

Dosage  and  Administration:  Cyclic  administration  is  rec- 
ommended (3  weeks  of  daily  estrogen  therapy  and  1 week 
off). 

If  patient  has  not  menstruated  within  last  two  months 
or  more,  cyclic  administration  is  started  arbitrarily.  If  pa- 
tient is  menstruating,  cyclic  administration  is  started  on 
day  5 of  bleeding. 

If  breakthrough  bleeding  occurs  (bleeding  or  spotting 
during  estrogen  therapy),  increase  estrogen  dosage  as 
needed  to  stop  bleeding.  In  the  following  cycle,  the  dos- 
age level  which  was  employed  for  hemostasis  should  be 
used  for  daily  administration.  In  subsequent  cycles,  the 
estrogen  dosage  is  gradually  reduced  to  the  lowest  level 
which  will  maintain  the  patient  symptom-free.  (See  Pre- 
cautions.) 


for  conjugated  estrogens.  But,  above  and 
beyond  meeting  all  of  the  U.S.P.  specifica- 
tions, PREMARIN  continues  to  be  manufac- 
tured with  natural  estrogens  exclusively  and 
contains  no  synthetic  supplement. 

For  more  than  28  years  it  has  been  man- 
ufactured under  the  strictest  quality  control 
to  assure  consistency  in  product  potency, 
activity  and  stability.  For  more  than  28  years 
it  has  been  the  research  standard  in  its 
field.  For  more  than  28  years  it  has  been  the 
most  widely  prescribed  agent  of  its  kind. 

PREMARIN.  Assurance  of  quality  for  you 
and  your  patients. 


Menopause  (natural  or  artificial)-PREMARIN  1.25  mg. 
daily,  cyclically.  Adjust  dosage  upward  or  downward  ac- 
cording to  severity  of  symptoms  and  response  of  the  pa- 
tient. For  maintenance,  adjust  dosage  to  lowest  level  that 
will  provide  effective  control.  Many  clinicians  favor  con- 
tinuing cyclic  estrogen  replacement  therapy  throughout 
the  postmenopause  as  a protective  influence  against  ac- 
celerated degenerative  changes  at  the  cellular  level. 

Postmenopause— {\l  uterus  is  intact  the  patient  is  con- 
sidered postmenopausal  from  one  year  after  cessation 
of  menstruation  to  end  of  life  span.)  If  the  presenting 
symptoms  are  those  of  the  menopause,  see  above  for 
dosage.  As  a protective  measure  against  premature  de- 
generative changes  in  bone  and  cellular  metabolism  (e.g. 
atrophic  vaginitis,  osteoporosis),  give  PREMARIN  daily 
and  cyclically.  Adjust  dosage  to  lowest  effective  but  sub- 
bleeding level. 

Estrogen  Deficient  Atrophic  Vaginitis,  Kraurosis  Vulvae, 
and  Pruritus  Vulvae — 1.25  mg.  to  3.75  mg.  daily,  or  more, 
cyclically-depending  on  the  tissue  response  of  the  in- 
dividual patient. 

How  Supplied:  PREMARIN  (Conjugated  Estrogens  Tab- 
lets, U.S.P.).  No.  865— Each  purple  tablet  contains  2.5  mg. 
No.  866— Each  yellow  tablet  contains  1.25  mg.  No.  867— 
Each  red  tablet  contains  0.625  mg.  No.  868-Each  green 
tablet  contains  0.3  mg. 

Bottles  of  100  and  1,000.  The  1.25  mg.  potency  also 
available  in  unit  dose  package  of  100. 

AYERST  LABORATORIES 
7149  New  York,  N.Y.  10017 


Ayerst 


PREMARlN*(Conjusated  Estrogens 
Tablets.  U.S.P)  continues  as  the  standard 
for  conjugated  estrogen  therapy 


DONALD  H.  BRANDT,  MD 


PRACTICAL  APPLICATIONS 

FOR  THE  COMPUTER 

IN  THE  PHYSICIAN  S OFFICE  TODAY 


Computers  can  do  a good  job  in  the  physician’s 
business  and  accounting  office,  and  they  also  can 
be  programmed  to  work  as  efficient  and  useful 
tools  in  clinical  practice.  Careful  attention  to  in- 
put, based  on  sound  knowledge  of  computer  anat- 
omy, is  the  best  guarantee  of  dependably  accurate 
and  clinically  useful  output. 

MUCH  CONFUSION  REGARDING  medical  com- 
puters has  arisen  and  has  a great  deal  to  do 
with  our  national  health  goals.  One  health 
agency  has  already  divided  up  our  nation  into 
regions  for  health  considerations  (Fig  1).  They 
have  gone  even  further  to  indicate  that  there 
are  areas  in  these  regions  which  will  be  desig- 
nated as  giant  computer  banks,  into  which  will 
be  fed  information  from  satellites.  Here  patient 
information  can  be  stored,  manipulated  and, 
when  indicated,  recalled  to  the  referring  satel- 
lite for  the  patient’s  benefit.  I think  that  this 
will  come  about  eventually  because  of  our  needs 
and  government  desires. 

In  considering  government  influence  on  med- 
icine, a word  about  the  Kaiser-Permanente  con- 
cept of  health  care  is  in  order.  Here,  above  all, 
the  medical  computer  plays  a prime  role.  The 
concept  of  traditional  health  care  and  of  the 
current  medical  plan  is  being  replaced  by  the 
“new  health  care,’’  advocated  by  the  Kaiser- 
Permanente  Foundation  (Fig  2).  Here,  the  pa- 
tient, whether  he  be  well,  sick,  worried-well,  or 
early  sick  enters  into  the  medical  system 
through  a preventive  mechanism  of  health  test- 
ing and  referral  service.  The  patient  does  not 
see  a physician  until  information,  acquired  by 
testing,  has  been  input  into  a computer  center 
and  data  bank.  Then,  determination  as  to 
whether  he  is  well  or  sick  is  distributed  to  the 
health  care  center  that  may  be  applicable.  What 


possibly  could  be  more  impersonal  than  a situ- 
ation like  this?  Fortunately,  although  it  may  be 
meeting  with  government  approval,  it  certainly 
doesn’t  indicate  what  our  patients  are  looking 
for. 

What  is  the  role  of  the  computer  in  medi- 
cine? I don’t  know  yet.  Some  headlines  indicate 
that  its  role  still  is  undetermined.  Others  ask, 
“Are  machines  really  better  than  people  for 
taking  a medical  history?"  “Will  they  be  of  any 
use  in  problem-oriented  records?”  or  “Is  it 
feasible  to  have  an  international  network  to 
monitor  drug  reactions?”  Conceivably,  it  may 
be,  if  we  are  able  to  have  access  to  this  type  of 
information  for  patient  care. 

Following  the  February  1971  meeting  of  the 
AMA  Symposium  on  Computers,  these  articles 
appeared  in  the  same  issue  of  the  AMA  News. 
Note:  “The  computer’s  patient  care  role  is  still 
undefined”;  “The  computer  health  data  system 
is  not  ready.”  Then  an  article  by  Dr.  Caecares 
is  summarized,  indicating  that  he  believes  com- 
puters are  ready  for  “immediate  use  as  physi- 
cian aids.”  In  many  respects,  I am  inclined  to 
agree  with  him. 

Computers  will  never  be  licensed  to  practice, 
but  if  they  can  assist  in  some  way,  just  like  the 
ECG  machine  or  the  x-ray  machine,  I think  they 
will  have  achieved  their  purpose. 

Several  references  are  outstanding  and  help 
to  give  some  basic  idea  of  the  proper  role  of 
the  computers.  “The  Computer  in  Medical 
Care, describes  the  work  done  at  the  Univer- 
sity of  Missouri.  “Computers  in  Medicine,”^  is 
an  excellent  primer  for  the  practicing  physi- 
cian; one  of  the  basic  concepts  that  can  be  de- 
rived from  it  is  an  understanding  of  the  func- 
tional anatomy  of  the  computer. 

More  commercial  companies  are  becoming 
interested  in  the  financial  aspects  of  computer- 
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NEW  HEALTH  CARE 


HEALTH  FACILITY  CLASSIFICATION 


1.  Health  facility  classification  by  region. 


2.  Concept  of  “new  health  care.” 


ized  medicine  and  their  machines  are  of  in- 
terest, but  something  is  missing:  the  human 
aspect  has  to  be  interjected  for  patient  care. 
Certainly,  computers  can  give  us  a printout  of 
the  cardiographic  functions  at  each  patient’s 
bedside,  but  the  human  element  and  a warm 
smile  is  just  as  important  for  that  patient’s  care 
as  are  the  results  shown  on  the  ECG  printout, 
which  are  subject  to  misinterpretation. 

As  physicians,  we  are  interested  in  the  out- 
put, but  to  get  that  output  we  must  accept  re- 
sponsibility for  correct  input.  Few  of  us  are 
willing  to  spend  the  time  to  put  the  information 
into  this  central  processing  unit,  but  we  then 
complain  about  its  output.  We  must  not  give  up 
our  position  of  being  able  to  input  medical  in- 
formation into  the  patient’s  charts,  and  that  is 
what  we  are  doing  in  many  cases. 

The  central  processing  unit  consists  of  the 
storage,  the  control,  the  arithmetic  computa- 
tions, and  the  various  printouts  that  are  avail- 
able (Fig  3).  We  as  physicians  need  not  be  con- 
cerned about  these  areas  except  to  know  that 
they  exist.  We  should  be  interested  in  knowing 
what  can  come  out  of  that  central  processing 
unit.  The  engineers,  the  data  processors,  or  the 
system  analyst  must  know  a little  bit  about 
medicine  and  be  sympathetic  with  the  medical 
field.  Fortunately,  I have  been  able  to  work  with 
a young  man  who  is  medically  oriented,  and 
this  has  made  it  much  easier  to  develop  our 
computer  applications.  You  have  to  work  with 
properly  motivated  individuals;  it  is  impossible 
to  accomplish  this  all  by  yourself. 

The  first  computer  was  not  the  UNIVAC;  it 
was  a MANIAC  (Fig  4).  We  are  our  own  compu- 
ters. Man  is  able  to  integrate  and  compute  his 
functions  in  everyday  life.  He  is  confronted  with 
records.  Original  source  documents  are  consid- 
ered or  sorted  out  or  processed  in  man’s  men- 
tal capacities.  He  may  write  and  recall  informa- 


3.  Gross  anatomy  of  a computer. 


4.  MANIAC:  /(»MAN  Integrator  And  Computer. 


5.  Flow  chart  of  individual  actions  which  transpire 
from  the  time  a patient  enters  the  clinic 
until  his  report  is  delivered. 
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6.  The  physician  has  a direct  role  in  only  three  items. 


tion  as  needed.  He  is  able  to  put  the  material 
into  the  proper  pigeon  holes;  whether  they  go 
out  in  the  mail  or  to  file  13  is  immaterial.  The 
information  has  been  handled,  manipulated, 
and  properly  processed. 

In  any  system  there  must  be  a flow  chart — 
a logical  manner  of  progress — of  the  individual 
items  that  occur  in  our  functioning,  it  is  really 
no  exaggeration  to  show  what  data  processors 
think  about  the  role  of  the  physician:  Fig  5 indi- 
cates what  happens  to  a document  from  begin- 
ning to  end;  Fig  6 shows  what  the  data  pro- 
cessor considers  to  be  the  role  of  the  doctor — 
three  small  steps.  After  the  patient  enters  the 
office,  he  is  (1)  seen  by  the  physician,  who 
then  (2)  makes  a diagnosis  and  initiates  proper 
therapy,  and  then  (3)  enters  the  charges  and 
makes  the  diagnosis  on  a fee  ticket.  From  then 
on,  it  is  all  a matter  of  processing. 

Input:  Here  are  some  examples  of  the  clinical 
input  data  that  we  use  to  accumulate  informa- 
tion for  our  office  computer.  First,  each  patient 
is  given  a medical  health  card  just  like  the 
plastic  credit  cards  that  all  of  us  carry.  Each 
card  is  imprinted  with  the  patient’s  name,  ad- 
dress, and  Social  Security  number  or  Medicare 
number  as  well  as  Old  Age  Assistance  number 
which  is  significant  in  Oklahoma  and  Texas. 
On  the  back  of  the  card  is  a medical  informa- 
tion outline.  The  patient  is  urged  to  write  in  his 
diagnosis  in  lay  terms  that  he  understands, 
whether  it  be  “heart  disease,”  “stomach  trou- 
ble,” or  “just  plain  weakness.”  We  inform  our 
patients  as  to  the  medications  they  are  taking 
because  if  they  leave  town,  this  may  be  of  pos- 
sible benefit  elsewhere.  Any  history  of  allergies, 
past  operations,  or  significant  past  history  may 
be  included.  There  is  space  where  they  can 
write  the  name  of  the  hospital  they  desire  or 
the  ambulance  of  their  choice.  Printed  at  the 
bottom  of  this  medical  information  card  is  the 
doctor’s  name,  address,  and  telephone  number. 
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8.  Clinical  daily  log  summarizes  previous  day’s  activities. 


9.  Accounts  receivable  ledger. 
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With  this  information,  the  patient’s  chart  is 
prepared.  All  information  pertaining  to  the  pa- 
tient’s medical  history  is  filed  in  this  jacket 
which  is  properly  color  coded  and  filed  by  ter- 
minal digits,  using  the  Social  Security  number. 
On  the  outer  part  of  the  jacket  is  imprinted  the 
date  of  the  diagnosis,  major  diagnosis,  or 
change  in  diagnosis  (that  is,  when  it  is  estab- 
lished), and  corresponding  with  this  is  the 
ICDA  code  number  for  that  disease.  We  think 
this  is  extremely  important.  It  represents  a 
form  of  input  which  is  necessary  for  data  pro- 
cessing if  we  are  to  get  the  output  that  we  de- 
sire, and  this  has  been  extremely  helpful  and 
beneficial  in  our  practice. 

Additional  colors  are  made  available  for  pa- 
tient charting,  because  each  number  has  a dis- 
tinct color.  It  can  be  easily  filed  and  more 
easily  retrieved  with  the  use  of  terminal  digits. 

In  the  upper  right  hand  corner  of  the  chart, 
the  patient’s  name,  address,  and  significant 
numbers  are  easily  imprinted.  There  is  space 
on  the  chart  for  the  name,  date,  location  where 
the  service  was  rendered,  and  the  type  of  pa- 
tient according  to  payment.  We  do  not  believe 
it  is  out  of  line  to  include  a description  of  the 
services  rendered.  These  are  the  most  common 
ones  used  in  our  family  practice,  along  with  the 
code  number  that  is  provided  by  the  intermedi- 
ary or  the  insurance  third  party,  as  the  case 
may  be.  Neither  do  we  hesitate  to  imprint  on 
the  fee  ticket  our  usual  and  customary  fee 
(Fig  7). 

In  each  examining  room  we  have  access  to 
an  addressograph  imprinter  like  those  used  in 
many  department  stores.  This  saves  time;  in- 
stead of  writing,  we  can  imprint  on  prescription 
pads,  laboratory  requests,  x-ray  requests,  etc, 
the  patient’s  name  and  address  and  it  becomes 
part  of  his  permanent  record.  Adjacent  to  this 
is  a copy  of  the  International  Classification  of 


Diseases,  Adapted.  We  refer  to  it  constantly  and 
utilize  it  as  much  as  we  do  the  otoscope  and  the 
ophthalmoscope. 

At  the  bottom  of  the  fee  ticket,  charges  are 
totalled  and  rechecked  by  our  assistants.  In  the 
space  provided,  the  physician  writes  in  the  diag- 
nosis and  the  ICDA  code  number.  Our  fee  ticket 
also  includes  additional  space  for  progress 
notes.  We  submit  copies  of  our  progress  notes 
to  our  data  processing  facility,  and  from  this 
we  obtain  further  information  regarding  patient 
care  as  time  goes  on. 

Some  of  the  current  work  is  of  practical  bene- 
fit to  us  in  practice  now.  Dr.  Irving  Kanner,  at 
the  University  of  Kentucky  Medical  Center,  has 
outlined  programmed  medical  history  question- 
naires. They  are  long;  completing  them  is  labor- 
ious; they  include  more  than  1,700  questions 
on  52  pages,  some  of  which  are  extremely  diffi- 
cult to  answer.  We  have  checked  these  and 
sometimes  have  gotten  lost  following  the  maze 
of  arrows.  However,  in  45  minutes  a compre- 
hensive medical  history  can  be  obtained.  After 
this  list  is  checked,  the  questionnaire  can  be 
given  to  a medical  secretary  who,  with  the  aid 
of  a magnetic  tape  and  IBM  Selectric  type- 
writer, can  provide  a complete,  concise,  and 
legible  medical  history  within  a matter  of 
minutes. 

Some  of  the  questions  are  left  for  the  patient 
to  answer;  if  he  cannot,  the  assistant  can  help 
him  to  check  the  appropriate  answers.  Kanner 
also  has  been  working  on  an  automated  pro- 
grammed physical  examination.  This  consists 
of  17  pages,  covering  each  system  of  review 
adequately.  It  can  be  completed  in  practically 
no  time  if  all  the  answers  are  negative.  Again, 
this  information  is  transmitted  to  the  medical 
secretary  whose  excellent  typed  summary  of 
the  physical  findings  is  ready  within  minutes. 

Recently,  we  have  experimented  with  the 
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11.  Statement  for 
Medicare. 


12.  Status  of  accounts  receivable. 
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latest  types  of  equipment,  although  it  is  still 
too  expensive  for  us.  All  it  really  requires  is  a 
telephone.  Just  dial  a long-distance  number, 
put  the  telephone  receiver  into  a transmitter 
cradle,  and  then  type  pertinent  medical  infor- 
mation onto  a hard  copy.  It  is  transmitted  at 
the  same  time.  After  proper  identification,  as- 
suring confidentiality  of  the  material  transmit- 
ted, one  can  ask  questions.  Within  a matter  of 
seconds,  the  answers  come  from  a giant  com- 
puter, properly  programmed,  located  in  Palo 
Alto,  Calif.  We  can  do  medical  histories  on  this; 
we  can  retrieve  previous  progress  notes  and 
laboratory  information,  or  anything  we  wish  to 
store  in  this.  It  will  take  the  place  of  volumin- 
ous medical  charts.  It  is  available  here  and, 
above  all,  gives  us  a report  that  is  extremely 
legible  and  intelligent. 

A recent  article  in  Medical  Economics  de- 
scribes one  doctor’s  extremely  unhappy  ex- 
periences with  a computer;  however,  he  was 
only  interested  in  computer  billing.  It  can  be  a 
source  of  concern  unless  one  is  properly  ori- 
ented and  motivated  and  knows  what  to  expect. 
Billing  and  preparation  of  statements  is  only  a 
secondary  product;  I doubt  that  the  doctor  who 
wrote  that  article  was  motivated  to  see  that 
things  ran  smoothly,  but  simply  left  it  up  to  a 
computer  company  or  data  processor  who 
wasn’t  the  least  bit  interested  in  the  medical 
environment. 

There  are  misconceptions  about  what  com- 
puters will  do.  They  may  very  well  offer  a cor- 
rect diagnosis,  but  it  must  be  tempered  with 
the  physician’s  judgment.  Computer  reports 
are  no  better  than  the  stethoscope  that  the 
doctor  has  available  for  use.  He  has  to  prepare 
input  information  in  a proper  manner  in  order 
to  expect  a proper  report. 

In  the  January  1971  issue  of  Archives  of 
Internal  Medicine  there  appeared  this  article, 


“What  Possible  Use  Could  Computers  Be  to 
Medicine?’’  In  a later  issue,  this  article  ap- 
peared; “Computer  Aided  Prognosis.’’  The  lat- 
ter article  is  coauthored  by  Dr.  Alvin  Feinstein 
of  New  Haven,  Conn,  who  also  has  written  an 
outstanding  book  on  clinical  judgment  and  has 
been  instrumental  in  bringing  about  a common- 
sense  terminology  to  statistical  analysis  and 
the  role  of  the  computer. 

Lindberg  has  prepared  an  exhibit  illustrating 
computer  assistance  in  medicine,  and  all  that 
we  can  expect  from  the  computer  is  assistance. 
Available  Services:  We  have  been  able  to  per- 
form the  following  services  with  the  use  of  unit 
records  in  our  own  office: 

1.  A daily  log  is  available  by  8:30  a.m., 
summarizing  the  previous  day’s  activities  (Fig 
8).  It  is  in  a concise,  legible  form.  Errors  some- 
times appear  in  typing,  but  so  do  they  in  writ- 
ing out  this  information. 

2.  A monthly  ledger  of  patient  accounts  is 
available  and  this  prevents  a long  stacking  up 
of  charges  and  files  in  our  office  (Fig  9).  We 
can  produce  statements,  both  for  our  private 
patients  and  for  Medicare  usage  (Figs  10,  11) 
in  which  the  diagnosis  already  has  been  im- 
printed upon  the  statement  along  with  all  other 
significant  data.  Really,  all  the  patient  has  to  do 
is  sign  his  name  to  complete  the  Medicare  form. 

3.  For  the  benefit  of  our  business  manager 
and  accountant,  a status  of  accounts  receivable 
is  necessary  (Fig  12).  This  permits  information 
as  to  age  of  accounts  so  that  our  business  can 
be  transacted  properly. 

4.  An  analysis  of  the  fee  and  receipts  is 
provided  each  month  (Fig  13).  This  also  pro- 
vides an  analysis  of  services  rendered  to  date. 
This  is  extremely  valuable,  as  will  be  apparent 
later. 

5.  Available  from  the  computer  is  a listing 
of  our  patients  in  the  hospitals  (Fig  14).  This 
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13.  Fee  and  receipts  analysis. 


PEE  *N0  BECeiPTS  ANALYSIS 


9027 
9030 
903  1 

9035 

9036 
90A0 
9060 

9070 

9071 
9073 
9075 


Nllr  DIAGNOSTIC  CT»» 


DESCRIPTION 


CASH  POP  SERVICES 
CASH  ON  ACCOUNT 
PAYMENT  ON  ACCOUNT 
INSUUANCE  PAYMENTS 
HEOICAPE  PAYMENTS 


TOTAL  RECEIPTS 


0<V.  NEv 
0*V.  major 
0«V.  POLCOa  UP 
HOSPITAL  VISITS 
HOSPITAL  VISITS  RE-E* 
CONSULT  COMPLETE 
CONSULT  complex 
NEaeORN  CARE 
ROUTINE  PEDIATRIC 
IMMUNI ZAT IONS 
PSY  COUNSELING 
MJLEAGE-PER  mile 
PROLONGED  DETENTION 
HOMF  VISIT  NIGHT 
SPECIAL  REPORT 


TOTAL  CHARGES 


THIS  MONTH 


20.0 

6.0 

1A.2 

13.7 


129  100.0 


A72.6S 
|A I .nu 
33S.97 
32A .20 
1 .0AA.9A 


2.359.56 


175.00 
A52.S0 

300.00 
.206.00 

990.09 
90.00 

IA5.90 
.00 
AO. 00 

263.00 

.00 

37.50 

222.09 

.00 


356  100. 0 


.50 


6.939,50 


1973 

602 

1050 


2S.AOA.tr 
6. 692.39 

32.007.70 

16.303.70 
31  .252.60 


I 13.9A0.72 


1.566.00 

3. 196.00 
13.036.00 
AA  . A7I .00 

9.660.00 

755.00 
I .565.00 

65.00 

275.00 

767.00 
I 20.00 

37.50 
A. 669.50 


61 .31  1.00 


14.  Listing  of  patients  in  hospitals. 


HOSPITAL-IN-PATIENT  LISTING 
FOR  DOCTORS  0.  BRANDT  ANO  V.  STOKES  III 
FOR  REEK  OF  OCT.  30  THRU  NOV.  OS 
MEMOR I AL 


AC.  COR.  INSUFF. 


IIATUS  HERNIA 


30  31  I 2 3 A 5 


30  31  1 2 3 


30  31  1 2 3 A 5 


30  31  1 2 3 A 5 


30  31  I 2 3 A 5 


15.  Diagnosis  report. 


DIAGNOSIS  REPORT 
FOR 

COMMUNITY  DIAGNOSTIC  CENTER 
FOR  PERIOD  3-01-71  TO  3-31-71 


006.9  ENTERITIS  DUE  TO  OTHER  ORGANISM  NOS 


009.1  DIARRHEA 


9,2  GASTROENTERITIS  AND  COLITIS 


DATE  OF  TOTAL  • 

ACCT.A  LAST  VIS.  OF  PATIENTS- 
SEEN  PER  OIA. 


M0A256  3-02-71 


wOd68A  2-21-71 
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HILLTOP  HOUSE.  INC.  OOCTOftS  OROEOS 

FOR  MONTH  OF  NOV.  1971 

*LL  DAILY  R*S  (,  TBEATMtNTS  ABE  ACCOROINC  TO  TOTAL  OATS  Th|S  MONTH. 

19  : rehari li tation  POTENTiAL-NONe 

DIAGNOSIS  • 1 CHBONIC  ISChKmic  mEAMT  DISEASE  412 

DIAGNOSIS  « 2 PAPAL7S1S  aGITanS  342 

DIAGNOSIS  * 3 ENUUESIS  306.6 

DIAGNOSIS  • A ENCORRESIS  306.7 

DIAGNOSIS  • 5 ISCHEMIC  ULCER  RIGHT  HEEL  A45.9 

BARRETTS  A6S-6SS3. 

1 MOREEO  LO»  SALT  DIET. 

2 UP  IN  WHEEL  Chair  daily.  PATIENT  IS  NOT  AMBULATORY. 

3 RA-32Bnn2  ARTANE  2 HC.  B.I.O.  FOR  31  DAYS. 

A RX-326S8I  HFULARIL  CONCENTRATE  SO  MG.  T.I.O.  FOR  30  OAvS. 

s RX-32nniTO  mFTAmucIL  OZ  . 1/2  m.w.f.  with  large  Glass  of  h20  for  30  DAYS. 

6 a»-328S79  BORIC  ACID  EYE  waSh  EACH  a.m.  FOR  30  DAYS. 

7 R*-328e?B  “ILF  OF  MAGNESIA  |/2  07.  P.R.N,  FOR  30  DAYS. 

S 0>-326ft76  M£0|ATR|C  TSP.  I EACH  A.M,  FOR  30  DAYS. 

9 RA-32eS7S  BENIZOL  TAB.  I T.I.O.  P.C.  FOR  30  DAYS. 

10  SHOWER  EACH  MONDAY. 

11  FOLLOW  ALL  ROUTINE  ORDERS  AS  NECESSARY  AND  WHERE  APPLICABLE. 

12  12-0  NURSES  CHEC"  PATIENT  EVERY  20  “INUIES  FOR  CONOITION  STATUS. 

13  RESTRAIN  AT  ALL  TIMES  . 

lA  REMOVE  FECAL  IMPACTION  P.R.N. 

15  SIDE  RAILS  UP  whF.N  |N  BEU. 

16  RX-3n3|97  A ANO  0 DINT.  TO  SKIN  P.R.N.  FOR  IRRITATION  FOR  31  OAvs. 
WRITTEN  FOR  O.H.  BRANDT  M.o. 


J6.  Doctor’s  orders  for  patients  in  nursing  homes. 


HILLTOP  MOUSE.  INC. 

DIET  SHEET 

■ EDNESOAY— NOV . 03.  1971  RAGE  1 

BREAKFAST  LUNCH  DINNER 

II.'.TTIe  CL'"-l;ini  DIABETIC  LO«  RESIDUE  A OR.  TRAY  OR.  TRAY  OR.  TRAY 

053  1 I ■ 

GENERAL  LOU  SALT  B OR.  TRAY  OR.  TRAY  DR.  TRAY 

339  2 2 ■ 

-l‘'•^lc  "l-.L"'  SEMI-LIOUIO  DIET  OR.  TRAY  DR.  TRAr  OR.  TRAY 

3S0  22  ■ 

1-PAM  S,.*'‘LrS  DIABETIC  SA  OR.  TRAY  OR.  TRAY  OR.  TRAY 

359  41  w 

• AP-Ml  STF-sC  GEN,  LOW  SALT  SOFT  A OR.  TRAY  OR.  Trat  OR.  TRAY 

3I«  4 2 ■ 

N«M  L-TT_e  GEN,  LOW  SALT  PUREEO  S OR.  TRAY  OR.  TRAY  OR.  TRAY 

019  6 I W 

r-p'NC-  3 GENERAL  SALT  FREE  A OR.  TRAY  OR.  TRAY  OR.  TRAy 

3 13  6 2 • 

i GENERAL  LOW  SALT  A OR.  TRAY  OR.  TRay  DR.  TRAY 

185  7 2 w 


17.  Diet  sheet  for  nursing  home  patients. 


is  provided  weekly;  it  could  be  provided  daily 
if  we  desired.  This  provides  a checklist  so  that 
we  can  see  the  patients,  provide  indication  of 
special  procedures  that  are  made  and  serve  as 
a check  to  make  sure  that  we  haven’t  missed 
someone  who  was  on  the  second  floor  and  is 
now  transferred  to  the  intensive  care  unit. 

6.  Last  but  not  least  is  an  office  diagnosis 
report  which  tells  us,  for  example,  precisely 
how  many  cases  of  diabetes  have  been  seen 
in  the  past  three  months  (Fig  15).  We  have  tried 
to  pattern  this  report  after  a form  of  hospital 
reporting  from  the  Committee  on  Professional 
Activity  Study.  This  is  a part  of  the  study  made 
available  for  doctors  in  hospitals  which  are  on 
the  PAS  program. 

Our  computer-prepared  statements  are  as 
complete  and  concise  as  anyone  can  possibly 
desire.  They  provide  the  name  and  address  of 
the  patient,  the  date  service  was  rendered,  the 
name  of  the  person  or  dependent  to  whom  the 
service  was  rendered,  and  a description  of  the 
service  along  with  the  location  of  the  services 
provided.  We  provide  a code  number  indicating 
the  service  and  charges.  On  the  bottom  of  the 
statement  there  is  a notation  that  these  are  our 
usual  and  customary  charges  and  that  we  will 
be  happy  to  discuss  any  question  about  them. 

At  the  bottom  of  the  statement  we  have  pro- 
vided space  for  the  patient’s  diagnosis  and  the 
code  number  according  to  the  ICDA  classifica- 
tion. This  diagnosis  is  not  sent  out  to  the  pri- 
vate patients,  but  is  an  aid  for  intermediary 
sources. 

To  be  more  practical  in  regard  to  office  utili- 
zation review  or  peer  review,  which  is  inevitable, 

I think  we  must  accomplish  this  review  our- 
selves. Fortunately,  working  with  an  associate 
we  provide  our  own  peer  review,  but  this  is  not 
enough.  It  must  be  on  paper  for  an  outside  sur- 
veyor to  review. 
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The  analysis  of  the  fee  and  receipts  is  ex- 
tremely valuable  (Fig  13).  It  has  been  made 
available  to  our  accountant  and  business  con- 
sultant. It  is  available  to  interested  third  par- 
ties who  think  they  have  the  prerogative  to  see 
what  is  taking  place  in  our  office.  It  came  in 
handy  when  during  an  office  utilization  review 
several  months  ago,  we  were  told  that  we  were 
seeing  too  many  patients,  both  in  the  emer- 
gency room  and  in  our  offices,  and  making  too 
many  house  calls.  The  surveyor  had  no  idea  of 
how  many  were  being  made,  but  a computer 
which  is  keeping  tabs  on  us  in  Washington 
simply  reported  that  for  our  classification,  we 
were  seeing  too  many  patients.  With  the  fee  and 
receipt  analysis  available  at  our  fingertips,  we 
could  show  that  we  were  seeing  an  average  of 
one  patient  every  other  day  at  his  home.  Simi- 
lar statistical  facts  are  readily  available  with 
this  information;  thus,  it  was  easy  to  demon- 
strate that  we  were  in  full  compliance  and  were 
not  overutilizing  our  services. 

Our  diagnosis  listing  provides  an  index  of 
the  diagnosis  of  the  patient,  the  patient’s  ac- 
count number,  and  the  last  time  he  was  seen; 
we  also  summarize  a number  of  cases  that  we 
have  seen  per  disease  (Fig  15).  This  listing  is 
available  monthly  or  quarterly,  as  we  desire. 
For  example,  we  can  know  the  number  of  cases 
of  acute  myocardial  infarction  seen  during 
March,  as  well  as  the  patients’  names,  account 
numbers,  and  the  dates  they  were  last  seen.  In 
our  family  practice  that  includes  so  many  geri- 
atric cases,  this  is  of  more  than  passing  in- 
terest. 

Another  computer  capability  has  been  adapt- 
ed for  extended  care  facilities.  We  have  been 
able  to  prepare  physician’s  orders  because  they 
are  changed  or  rewritten  only  once  a month 
(Fig  16).  It  is  easy  to  convert  this  information 
into  computer  language  for  ready  retrieval. 


hEoIC^TIon  (,  THCATmeNT  SHEET 
Rl-32908e  BENlZOL  7*S.  1 T.J.O* 

RK-002  UNI  FOL  tab.  I A.M. 

RA-329100  PHENOnARB.  CP«  1/2  H.S»  C P.R.N. 

ax-329e9e  orinase  o.%  om.  e.i.o. 

RX-329091  P.E>T.N.  tab.  I 0.1. 0« 

Rx-szvevr  urine  test  a.m.  and  ceuesTOHv  irrication 
RK-329896  EQUANIL  AOO  MC.  H.S*  C P.R.N. 
ice  PACKS  TO  COLOSTOHT  P.R.N. 

RA-Aftsseo  MURINE  EYE  DROPS  B.I.D. 

Rl-At«AA9  LOMOTIL  TAB.  1 0.1. 0.  P.R.N. 

RX->32909S  OARVOn  COMP.  6S  MG.  P.R.N. 

RI-AI9373  VIT.  BI2  1 CC  I.M.  MQNDAr 
SITZ  BATH  20  mInuTES  B.I.O. 

RX-329099  PUROOIOIN  0.1  MC.  A.M. 

RX-IA7  NA  SALICYLATE  GRS.  X T.I.O. 

RX>37I072  MERCUHTORIN  2 CC  I.M.  P.R.N. 


53  f.Lf.M'...*’  0*A  P 7-0A-70  5-02-6*  • 

NURSES  NOTES 


CHARGE  t CREI 


L'  M-t  - 0**  F 7-04-76 

IT  SHEET  FOR  OFFICE  USE 


RX  « DESCRIPTION  CHARGE  ADJUSTMENT 


S-02-6*  ■ I 1 

S3  ; : c'.'.p  .H- 

COOE  CREDIT 


I I -03-7  I 


OAA 


RECEIPT 


I 


18.  Daily  medication  record  for  use  in  extended 
care  facilities. 
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When  changes  do  occur,  they  can  be  added  or 
deleted.  The  physician  is  able  to  sign  these 
orders  each  month,  which  makes  it  easy  for 
him  and  provides  legible  records  for  assistance 
in  patient  care.  In  the  ECF  the  registered  dieti- 
cian can  use  the  computer  to  help  plan  proper 
and  appetizing  meals.  The  patient’s  name  is 
listed,  with  the  condition  for  which  he  is  being 
treated.  This  is  important  to  the  dietician,  who 
can  then  interview  the  patient,  find  out  his 
likes  and  dislikes,  and  make  suggestions  as  to 
change  in  diet  if  indicated  (Fig  17). 

A third  application  is  the  daily  medication 
record  for  use  in  the  ECF.  The  medications  are 
listed,  the  hours  at  which  they  are  given  can  be 
charted,  and  under  these  various  medications, 
space  is  provided  for  the  charge  nurse  to  add 
any  pertinent  information  during  her  shift  or 
tour  of  duty  (Fig  18). 

Back  to  the  professional  applications  in  the 
office  is  the  status  of  accounts  receivable.  Our 
business  manager  finds  this  extremely  benefi- 
cial in  providing  the  patient,  the  account  num- 


ber, the  amount  currently  due,  and  the  amounts 
that  are  delinquent  30,  60,  90,  and  over  120 
days.  Proper  disposition  of  these  accounts  is 
absolutely  necessary  in  any  well-run  organiza- 
tion. A daily  log  is  available.  Here  again,  pa- 
tient, service  rendered,  code  numbers  for  the 
patient  and  for  the  procedure  are  entered.  The 
charges  are  noted.  At  the  end  of  the  day,  the 
various  columns  are  totaled,  indicating  the  total 
charges,  the  amounts  received,  the  amounts 
carried  on  account,  and  the  amount  paid  from 
previous  transactions.  In  addition,  the  compu- 
ter can  print  out  notices  of  overdue  accounts 
which  can  be  enclosed  with  the  patient’s  bill 
(Fig  19). 

Our  latest  improvision  of  the  fee  ticket  in- 
cludes space  to  append  our  progress  notes.  A 
copy  of  the  progress  note  is  transmitted  to  the 
data  processing  center.  We  don’t  mind  making 
a separate  copy  also;  it  is  easy  to  do  this  at  a 
one-time  writing  procedure,  and  a third  copy 
can  be  made  available  for  intermediate  pur- 
poses if  indicated. 


19.  Past  due  notices  for  enclosure  with  statements. 


‘J  d.  K*  .1 


U i,  f K A i j i.-  i.i  U ft  1 1 0-  1 1 M i.l  V L K Vi  U li  A t PA  •':>  f I’  L'  f-  ^ 


PllR^L*  MhK. b’  R-  U'  I,' ALL-  Ui;-  REuUT'  yOUK  * BALHrtLE.-f 


•Af-' « 
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We  also  have  improvised  PHI,  or  personal 
health  inventory.  We  are  not  yet  able  to  pro- 
vide diagnosis,  but  we  summarize  the  patient’s 
medical  health  inventory  and  this  is  available 
on  his  chart.  It  provides  a summary  of  the  past 
history,  social  history,  review  of  systems,  and 
physical  findings  in  a readable  fashion.  Copies 
of  the  charts  are  available  in  the  event  the  pa- 
tient has  to  be  admitted  to  a hospital.  A copy 
can  be  provided  for  the  patient  if  he  leaves 
town,  and  sooner  or  later  we  believe  that  a 
form  such  as  this,  in  microfilm  form,  will  be 
made  available  for  each  individual  to  carry 
with  him.  Undoubtedly  it  will  prove  to  be  ex- 
tremely helpful. 

There  are  other  examples  of  data  processing 
applications  in  hospitals  which  will  come  about 
eventually.  At  each  nurses’  station,  there  will  be 
a teletypewriter  and  a cathode  ray  tube.  These 
facilities  are  available  now  and  we  have  seen 
them  in  operation  at  the  Baptist  Hospital  in 
Beaumont,  where  the  so-called  REACH  system 
has  been  working.  I was  disappointed  to  find 


out  that  one  of  the  major  obstacles  in  this  de- 
velopment at  the  Baptist  Hospital  has  been  poor 
physician  acceptance,  but  inevitably  this  will 
change  for  the  better. 

Under  the  auspices  of  the  Missouri  Regional 
Medical  Program,  an  actual  installation  of  a 
teletype-on-line  terminal  with  cathode  ray  tube 
and  printout  is  available  for  patient  benefit. 
This  has  been  made  available  on  an  experi- 
mental basis  to  Dr.  Sam  Bass  at  Salem,  Mo. 
It  allows  for  medical  information  to  be  trans- 
mitted directly  to  the  giant  computer  complex 
at  Columbia,  Mo.  Histories,  physicals,  progress 
notes,  laboratory  studies,  and  the  benefit  of 
the  medical  records  library  are  readily  available 
and  can  be  retrieved  for  Dr.  Bass  any  time  he 
requests  it.  Certainly  this  must  be  of  tremen- 
dous help  to  him  in  the  care  of  his  patients. 

Of  course,  this  is  only  in  the  early  experi- 
mental phases,  but  there  is  no  doubt  it  will  be 
made  available  to  each  and  every  one  of  us. 
We  must  keep  up  with  it.  A recent  survey  in- 
dicates that  medical  computing  courses  are  be- 


..  -v ■■  " ■ 

rtrtnUtiT  rs 'ffffM  nves  hays,  past:  boe-.. 

r *"tF.  t<E-^mVE^TOT.'RECE'lVEB  A-  PAVHEW-  BY'*  j 1-4E-TMLI;-  TURN 
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ing  taught  or  being  utilized  at  only  20  of  our 
medical  schools  now. 

My  purpose  is  to  stimulate  physicians'  inter- 
est in  the  practical  applications  that  are  actu- 
ally available  for  us  now.  I think  we  have  an 
obligation  to  the  medical  profession  and  to 
ourselves  to  insure  the  correct  input  of  data — 
just  as  we  would  strive  for  correct  handwritten 
information,  on  the  patient  charts — and  then 
be  content  with  the  correct  output  that  we  do 
desire. 

Medical  work  with  computers  is  inevitable. 
It  has  certainly  helped  us  improve  our  care  of 
patients,  has  helped  to  give  us  new  insight,  and 
has  kept  us  on  our  toes  in  the  practice  of  medi- 
cine. We  view  the  computer  as  a tool;  it  does  not 
take  the  place  of  the  physician,  but  it  is  another 
part  of  our  armamentarium,  just  as  the  stetho- 
scope, the  otoscope,  the  electrocardiogram,  the 
x-ray  and  all  other  accepted  facilities  now  avail- 
able for  patient  care. 
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CALORIES  / 7 oz  Serving* 


In  planning  high  or  low  calorie  diets,  Campbell’s  more  than 
50  different  soups  offer  you  a wide  choice.  And,  most  of 
Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 


Beef  Broth 

22 

Consomm6 

29 

Chicken  with  Rico 

43 

Chicken  Gumbo 

48 

Chicken  Noodle 

54 

Cream  of  Potato 

58 

Chicken  Vegetable 

60 

Vegetable  Beef 

66 

Vegetable 

Tomato 

Cream  of  Asparagus 
Cream  of  Chicken 
Cream  of  Mushroom 
Green  Pea 

Cream  of  Shrimp  (Frozen) 
Bean  with  Bacon 


132 


133 


rhere’s  a soup 


for  almost  every  patient  and  diet 
..for  every  meal  ^ . 

and,  it’s  made  by  WaiflpOsU 


Abortion  and  infanticide  have,  throughout 
history,  been  the  final  and  desperate  resort  of 
women  who  were  unable  to  control  their  fertility, 
but  for  almost  4,000  years  they  have  sought 
ways  to  prevent  conception. 

In  ancient  Egypt  they  used  pessaries  of 
crocodile  dung  or  tried  to  clog  the  motile  sperm 
with  honey  and  a gumlike  substance.  The 
women  of  Islam  used  tampons  of  pomegranate 
pulp  and  rock  salt.  In  Japan  they  burned  little  balls 
of  “burning  grass”  on  the  mons  veneris  or,  more 
practically,  tried  to  cover  the  mouth  of  the  uterus 


with  disks  of  oiled  bamboo  tissue  paper.  In  the 
18th  Century  in  France  upper-class  women 
rediscovered  the  vaginal  sponge,  a device 
mentioned  in  sources  as  old  as  the  Talmud. 

It  may  seem  now  that  such  advances  as  oral 
contraception  and  the  lUD  have  freed  women 
from  this  often  fruitless  search  and  consequent 
suffering,  but  there  are  millions  of  women  in  the 
United  States  and  elsewhere  who  have  less 
knowledge  of,  and  less  recourse  to,  contraceptic 
than  Egyptian  women  of  the  Twelfth  Dynasty. 
Nothing  is  more  urgent  to  all  of  us  than  to  bring 
them  help.  We  cannot  long  support  the  ecologic 
pressures  of  an  additional  70  million  Earth 
inhabitants  each  year. 


Searle  contributions  to  the  science  of  contraception 

BOTH  AVAILABLE  IN  21-  AND  28-PILL  SCHEDULES 

OvulenT  • Demuleif 

Each  white  tablet  contains  ethynodiol  Each  white  tablet  contains  ethynodiol 

diacetate  1 mg  /mestranol  0 1 mg  diacetate  l mg  /ethinyl  estradiol  50  nxg 

Each  pink  tablet  in  C)vulen-28'^  and  Demulerf  -28  is  a placebo,  containing  no  active  ingredients. 

Demulen  (for  its  low  estrogen  and  Searle’s  progestin)  and  Ovulen  (with  its 
wide  physician  and  patient  acceptance)  offer  almost  complete  contraceptive 
effectiveness  and  a low  incidence  of  side  effects— both  witn  a choice  of  pill- 
taking schedules. ..simple  "Sunday-starting”  and  patient-procf  Compack 
tablet  dispensers. 


Actions  — Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting 
the  output  of  gonadotropins  from  the  pituitary  gland  Ovulen  and 
Demulen  depress  the  output  of  both  the  follicle-stimulating  hormone 
(FSH)  and  the  luteinizing  hormone  (LH) 

Special  note  — Oral  contraceptives  have  been  marketed  in  the 
United  States  since  1960  Reported  pregnancy  rates  vary  from 
product  to  product.  The  effectiveness  of  the  sequential  products 
appears  to  be  somewhat  lower  than  that  of  the  combination  products 
Both  types  provide  almost  completely  effective  contraception 
An  increased  risk  of  thromboembolic  disease  associated  with  the 
use  of  hormonal  contraceptives  has  now  been  shown  in  studies  con- 
ducted in  both  Great  Britain  and  the  United  States  Other  risks,  such 
as  those  of  elevated  blood  pressure,  liver  disease  and  reduced  toler- 
ance to  carbohydrates,  have  not  been  quantitated  with  precision 
Long-term  administration  of  both  natural  and  synthetic  estrogens  in 
subprimate  animal  species  in  multiples  of  the  human  dose  increases 
the  frequency  of  some  animal  carcinomas  These  data  cannot  be 
transposed  directly  to  man  The  possible  carcinogenicity  due  to  the 
estrogens  can  be  neither  affirmed  nor  refuted  at  this  time  Close 
clinical  surveillance  of  all  women  taking  oral  contraceptives  must  be 
continued 

Indication  — Ovulen  and  Demulen  are  indicated  for  oral  contra- 
ception 

Contraindications  — Patients  with  thrombophlebitis,  thrombo- 
embolic disorders,  cerebral  apoplexy  or  a past  history  of  these 
conditions,  markedly  impaired  liver  function,  known  or  suspected 
carcinoma  of  the  breast,  known  or  suspected  estrogen-dependent 
neoplasia  and  undiagnosed  abnormal  genital  bleeding 
Warnings— The  physician  should  be  alert  to  the  earliest  manifes- 
tations of  thrombotic  disorders  (thrombophlebitis,  cerebrovascular 
disorders,  pulmonary  embolism  and  retinal  thrombosis)  Should  any 
of  these  occur  or  be  suspected  the  drug  should  be  discontinued 
immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted 
in  Great  Britain  and  studies  of  morbidity  in  the  United  States  have 
shown  a statistically  significant  association  between  thrombophle- 
bitis, pulmonary  embolism,  and  cerebral  thrombosis  and  embolism 
and  the  use  of  oral  contraceptives  There  have  been  three  principal 
studies  in  Britain''^leadlng  to  this  conclusion,  and  one^  in  this  country 
The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  of 
Vessey  and  Doll^was  about  sevenfold,  while  Sartwell  and  associates" 
in  the  United  States  found  a relative  risk  of  4 4.  meaning  that  the 
users  are  several  times  as  likely  to  undergo  thromboembolic  disease 
without  evident  cause  as  nonusers  The  American  study  was  not 
designed  to  evaluate  a difference  between  products  However,  the 
study  suggested  that  there  might  be  an  increased  risk  of  thromboem- 
bolic disease  in  users  of  sequential  products  This  risk  canhot  be 
quantitated,  and  further  studies  to  confirm  this  finding  are  desirable 
Discontinue  medication  pending  examination  if  there  is  sudden 
partial  or  complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  prop- 
tosis. diplopia  or  migraine  If  examination  reveals  papilledema  or 
retinal  vascular  lesions  medication  should  be  withdrawn 
Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been 
demonstrated,  it  is  recommended  that  for  any  patient  who  has  missed 
two  consecutive  periods  pregnancy  should  be  ruled  out  before  con- 
tinuing the  contraceptive  regimen  If  the  patient  has  not  adhered  to 
the  prescribed  schedule  the  possibility  of  pregnancy  should  be  con- 
sidered at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has 
been  identified  in  the  milk  of  mothers  receiving  these  drugs  The 
long-range  effect  to  the  nursing  infant  cannot  be  determined  at  this 
time 

Precautions— The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs, 
including  a Papanicolaou  smear  since  estrogens  have  been  known  to 
produce  tumors,  some  of  them  malignant,  in  five  species  of  subpri- 
mate animals  Endocrine  and  possibly  liver  function  tests  may  be 
affected  by  treatment  with  Ovulen  or  Demulen  Therefore,  if  such 
tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen.  it  is  recom- 
mended that  they  be  repeated  after  the  drug  has  been  withdrawn  tor 
two  months  Under  the  influence  of  progestogen-estrogen  prepara- 
tions preexisting  uterine  tibromyomas  may  increase  in  size  Because 


these  agents  may  cause  some  degree  of  fluid  retention,  conditions 
which  might  be  influenced  by  this  factor,  such  as  epilepsy,  migraine, 
asthma,  cardiac  or  renal  dysfunction,  require  careful  observation 
In  breakthrough  bleeding,  and  in  all  cases  of  irregular  bleeding  per 
vaginam.  nonfunctional  causes  should  be  borne  in  mind.  In  undiag- 
nosed bleeding  per  vaginam  adequate  diagnostic  measures  are  in- 
dicated Patients  with  a history  of  psychic  depression  should 
be  carefully  observed  and  the  drug  discontinued  if  the  depression 
recurs  to  a serious  degree  Any  possible  influence  of  prolonged 
Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal,  hepatic  or 
uterine  function  awaits  further  study  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral 
contraceptives.  The  mechanism  of  this  decrease  is  obscure  For  this 
reason,  diabetic  patients  should  be  carefully  observed  while  receiving 
Ovulen  or  Demulen  therapy  The  age  of  the  patient  constitutes  no 
absolute  limiting  factor,  although  treatment  with  Ovulen  or  Demulen 
may  mask  the  ohset  of  the  climacteric  The  pathologist  should  be 
advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens 
are  submitted  Susceptible  women  may  experience  an  increase  in 
blood  pressure  following  administration  of  contraceptive  steroids 
Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives—A statistically  significant  association  has  been  demonstrated 
between  use  of  oral  contraceptives  and  the  following  serious  adverse 
reactions;  thrombophlebitis,  pulmonary  embolism  and  cerebral 
thrombosis 

Although  available  evidence  is  suggestive  of  an  association,  such 
a relationship  has  been  neither  confirmed  nor  refuted  for  the  follow- 
ing serious  adverse  reactions:  neuro-ocular  lesions,  e g . retinal  throm- 
bosis and  optic  neuritis 

The  following  adverse  reactions  are  known  to  occur  in  patients 
receiving  oral  contraceptives:  nausea,  vomiting,  gastrointestinal 
symptoms  (such  as  abdominal  cramps  and  bloating),  breakthrough 
bleeding,  spotting,  change  in  menstrual  flow,  amenorrhea  during  and 
after  treatment,  edema,  chloasma  or  melasma,  breast  changes  (ten- 
derness. enlargement  and  secretion),  change  in  weight  (increase  or 
decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic 
jaundice,  migraine,  rash  (allergic),  rise  in  blood  pressure  In  suscep- 
tible individuals  and  mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in 
users  of  oral  contraceptives,  an  association  has  been  neither  con- 
firmed nor  refuted  anovulation  post  treatment,  premenstrual-like 
syndrome,  changes  in  libido,  changes  in  appetite,  cystitis-like  syn- 
drome, headache,  nervousness,  dizziness,  fatigue,  backache,  hir- 
sutism, loss  of  scalp  hair,  erythema  multiforme,  erythema  nodosum, 
hemorrhagic  eruption  and  itching 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral 
contraceptives:  hepatic  function  increased  sulfobromophthalein  re- 
tention and  other  tests;  coagulation  tests:  increase  in  prothrombin. 
Factors  VII,  VIII,  IX  and  X,  thyroid  function:  increase  in  PBI  and  butanol 
extractable  protein  bound  iodine,  and  decrease  in  T^ uptake  values, 
metyrapone  test  and  pregnanediol  determination 
References:  1.  Royal  College  of  General  Practioners:  Oral  Con- 
traception and  Thrombo-Embolic  Disease,  J Coll  Gen  Pract 
73:267-279  (May)  1967  2.  Inman.  W H W . and  Vessey.  M P In- 
vestigation of  Deaths  from  Pulmonary.  Coronary,  and  Cerebral  Throm- 
bosis and  Embolism  in  Women  of  Child-Bearing  Age,  Brit  Med  J 
2 193-1 99  (April  27)  1968  3.  Vessey,  M P,  and  Doll,  R Investigation 
of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report.  Brit  Med  J 2 651 -657  (June  1 4)  1 969 
4.  Sartwell.  P E : Masi,  A T . Arthes,  F G . Greene.  G R . and 
Smith.  H E ; Thromboembolism  and  Oral  Contraceptives  An  Epi- 
demiologic Case-Control  Study.  Amer  J Epidem  90  365-380 
(Nov)  1969  1A7 
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THE  ROLE  OF 
BETAHISTINE 
HYDROCHLORIDE 
IN  THE  TREATMENT  OF 
PERIPHERAL  VASCULAR 
ARTERIAL  DISEASE 

Controlled  studies  in  ten  randomly  selected  pa- 
tients with  peripheral  vascular  arterial  disease 
suggested  that  betahistine  hydrochloride  probably 
can  be  used  most  effectively  in  treating  patients 
with  small-vessel  disease  (diabetes  mellitus)  and 
that  the  management  of  patients  with  major  ar- 
terial obstructive  disease  would  be  difficult.  Vari- 
ability in  response  to  the  compound  was  related 
to  the  location  and  severity  of  the  vascular  lesion. 


CONSIDERABLE  EVIDENCE  has  been  presented 
concerning  the  use  of  betahistine  hydrochloride 
(2-2’  methyl  aminoethyl  pyridine  dihydrochlo- 
ride)* in  the  treatment  of  Meniere’s  syn- 
drome,cerebral  vascular  insufficiency, ^ and 
senility.'*  Little  is  known  about  the  use  of  this 
vasodilating  agent  in  the  treatment  of  peripher- 
al vascular  disease. 

The  purpose  of  this  study  is  to  determine  the 
effects  of  betahistine  hydrochloride  on  the  cir- 
culation in  patients  with  peripheral  vascular  ar- 
terial disease.  Specifically,  the  study  describes 
the  different  influences  of  the  compound  on  the 
skin  temperatures  of  the  fingers  and  toes  and 
on  blood  pulse  volume  and  blood  flow  to  the 
calf  segments  of  patients  with  small-vessel  dis- 
ease and  major  arterial  obstruction.  The  para- 
meters investigated  concern  the  dosage-re- 
sponse relationships;  (1)  the  minimal  effective 
dosage,  (2)  the  time  required  for  response,  and 
(3)  the  duration  of  effectiveness. 

Materials  and  Methods:  Following  complete  case 
histories  and  physical  examinations,  ten  pa- 
tients with  atherosclerotic  disease  of  the  large 
and  small  vessels  of  the  lower  extremities  with 
evidence  of  collateral  circulation  to  calf  seg- 
ments were  selected  at  random  for  this  study 
(Fig  1).  The  diagnosis  of  major  arterial  obstruc- 
tion in  five  of  the  ten  patients  was  established 
by  arteriography,  and  small-vessel  disease  in 
the  remaining  five  patients  was  detected  by 
clinical  findings  and  strain-gauge  plethysmog- 
raphy. Cold  pressor  tests  were  employed  to  de- 
termine the  tendency  of  subjects  to  hyperreact 
and  thus  create  an  unpredictable  drug  response 
error.  Thyroid  function  was  estimated  by  the 
results  of  Ts  tests  to  select  patients  without 
elevated  rates  of  metabolism.  Patients  with  his- 
tories of  severe  myocardial  disease  were  ex- 
cluded from  the  study. 

*Serc,  Unimed,  Inc. 
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The  patients  were  assigned  numbers  1 to  10. 
All  refrained  from  smoking  for  at  least  12  hours 
before  testing  and  did  not  use  nicotine  during 
the  period  of  investigation.  Studies  were  per- 
formed in  a room  with  controlled  environment 
of  temperature  25°  C and  constant  humidity 
(40%).  Testing  began  at  8:00  am  following  a 
(usual)  breakfast  without  coffee  or  tea.  Each 
patient  received  increasing  oral  dosages  of 
betahistine  hydrochloride  (4  mg,  8 mg,  12  mg, 
or  16  mg)  on  four  successive  days.  Measure- 
ments were  obtained  in  all  ten  patients  during 
control  periods  and  at  5,  10,  15,  30,  45,  60, 
and  90  minutes  following  administration  of  the 
drug.  The  last  five  patients  had  additional  mea- 
surements at  105  and  120  minutes. 

Selected  variables  were  analyzed,  and  it  was 
hypothesized  that  the  observations  could  be 
represented  in  a regression  equation  by  (1)  a 
dosage  factor,  (2)  a time  factor,  (3)  a combined 
dosage-time  factor,  and  (4)  a factor  which  was 
unique  for  the  individual  subject.  The  standard 
error  of  the  mean  for  this  formulation  was  com- 
pared with  the  standard  errors  for  various  form- 
ulations and  one  or  more  of  the  factors  was 
omitted  in  a systematic  way.  When  the  standard 
errors  were  significantly  different,  the  factor 
which  had  been  omitted  was  significant  in  ex- 
plaining the  variability  observed  (see  Fig  9). 

Heart  Rate:  Electrocardiographic  electrodes 
were  fastened  to  arm  and  leg  segments.  Lead  II 
was  recorded  for  monitoring  the  heart  rate. 

Skin  Temperature:  Skin  temperatures  of  fin- 
gers and  toes  were  measured  by  connecting 
silver  constantan  thermocouples  to  a constant 
recording  temperature  instrument  with  a sensi- 
tivity range  of  ± 0.2°  C.t  Each  probe  was  cali- 
brated before  the  program  was  begun  and  fol- 
lowing its  completion.  Linear  probes  ranging 
from  18  to  42°  C were  fastened  to  finger  and 

tEllab. 


toe  segments  with  nonconstricting  adhesive. 
The  thermocouples  were  imbedded  in  cork  sup- 
ported by  plastic  to  contact  the  skin  with  uni- 
form pressure  and  provide  ventilation  around 
the  tip.  A change  of  2°  C was  considered  signi- 
ficant in  the  interpretation  of  finger  and  toe 
skin  temperature  measurements. 

Blood  Pressure:  A standard  14  cm  blood  pres- 
sure cuff  was  fastened  to  the  right  brachial  re- 
gion and  pressure  was  measured  in  the  conven- 
tional manner. 

Cold  Pressor  Test:  This  was  performed  on 
each  patient  before  the  initial  betahistine  study. 
After  the  basal  blood  pressure  was  determined, 
one  of  the  patient’s  hands  (up  to  the  wrist)  was 
immersed  in  cold  water  (4°  C)  for  one  minute 
while  the  blood  pressure  in  the  opposite  arm 
was  recorded  every  15  seconds.  (Normally,  this 
stimulus  produces  a rise  in  blood  pressure  of 
less  than  25  mm  Hg,  systolic;  and  15  mm  Hg, 
diastolic).  As  soon  as  the  blood  pressure  re- 
turned to  the  basal  level,  the  procedure  was 
repeated  on  the  opposite  extremity. 

Pulse  Volume  (Mercury  PlethysmographX):  A 
mercury  strain  gauge  (Silastic)  was  placed  on 
the  great  toe  of  each  foot.  Leads  from  both 
gauges  were  connected  to  mercury  plethysmo- 
graphs  and  the  output  leads  were  attached  to  a 
twin  channel  visicorder  for  registering  pulsa- 
tions from  the  right  and  left  toe  segments.  A 
millivolt  signal  was  used  to  standardize  the 
equipment  (1  mv=10  mm)  for  recording  si- 
multaneous pulsations  from  the  right  and  left 
toes.  The  amplitudes  of  the  pulses  (measured 
in  millimeters)  were  used  to  evaluate  the  effects 
of  the  drug. 

Blood  Pulse  Volume  and  Blood  Flow  (Impe- 
dance PlethysmographX):  Four  electrodes  (alu- 
minum strips,  1/4  inch  wide)  were  fastened 

JParks  Plethysmograph,  Model  250. 
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TEXAS  MEDICINE 


Patient 

Age 

Height 

(cm) 

Weight 

(kg) 

Cold  Pressor 
Response 

T3 

(%) 

Cholesterol 

(mg) 

Clinical 

Correlation 

1 

43 

180 

98 

Normal 

28.4 

350 

Small-artery  disease 
(nondiabetic) 

2 

59 

167 

64 

Normal 

30.2 

214 

Occlusion,  left  super- 
ficial femoral  and 
popliteal  arteries* 

3 

48 

167 

60 

Normal 

29.0 

287 

Small-artery  disease 
(diabetic) 

4 

77 

175 

66 

Normal 

30.4 

184 

Occlusion,  right  femoral 
and  popliteal  arteries* 

5 

47 

175 

61 

Normal 

24.7 

292 

Narrow  aortoiliac 
segment  on  the  right* 

6 

73 

182 

75 

Normal 

35.4 

143 

Small-artery  disease 

7 

57 

180 

74 

Normal 

26.8 

224 

Small-artery  disease* 

(diabetic) 

8 

45 

180 

99 

Normal 

20.8 

211 

Small-artery  disease 
(diabetic) 

9 

67 

172 

77 

Normal 

26.9 

211 

Small-artery  disease 
(nondiabetic) 

10 

61 

175 

61 

Normal 

25.0 

147 

Bilateral  iliac 
stenosis* 

•Arteriogram 

7.  Evidence  of  atherosclerosis 

EFFECTS  OF  BETAHISTINE  HYDROCHLORIDE  (tcn  patieiits  selp.cted  Qt  ratidom). 

PERCENT  CHANGE 
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2.  Composite  responses  in  ten 
patients  studied  for  90  minutes. 
The  bar  graphs  (for  each 
dosage  level)  represent  average 
responses.  Absence  of  change  indi- 
cates a cancellation  effect  of 
positive  and  negative  variations. 
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around  each  calf  segment  after  a sparing 
amount  of  electrolyte  paste  was  applied  to  the 
strips.  Each  pair  of  electrode  strips  was  placed 
1 cm  apart,  and  the  strips  were  held  in  place 
by  tape  (width,  1 in).  Wires  led  current  from 
the  four-electrode  impedance  plethysmograph 
to  the  outer  electrodes  (U,  I2).  Variations  in  the 
conduction  of  the  signal,  as  a result  of  changes 
in  blood  pulse  volume,  were  detected  between 
inner  electrodes  (Ei,  E2). 

Blood  pulse  volume  and  blood  flow  to  calf 
segments  were  calculated  from  records  of  pul- 
satile changes  in  calf  resistance.  During  systole, 
as  blood  was  delivered  to  the  segment  and  as 
the  calf  resistance  decreased,  the  change  in 
resistance  was  applied  to  a volume  formula:® 
12 

aV  = p Ro  X Rn 
Ro  — Rn 

Where  A V = Blood  pulse  volume  (ml) 


p = Resistivity  of  blood  (ohm  cm) 

(150  ohm  cm  at  37°  C) 

L=  Distance  (cm)  between  detecting 
electrodes  (Ej,  E2) 

Ro  = Segmental  resistance  during  dias- 
tole (ohms) 

Rn  = Segmental  resistance  during  sys- 
tole (ohms) 

Information  concerning  blood  flow  was  ob- 
tained from  the  product  of  pulse  volume  (aV), 
and  heart  rate  values  were  expressed  as 
changes  in  pulse  amplitude  (mm).® 

The  volume  of  the  20  cm  calf  segment  was 
obtained  by  averaging  the  values  of  five  equally 
spaced  circumferential  measurements,  calculat- 
ing the  cross  section,  and  multiplying  by  the 
length  (AxL  = V).  Measurements  of  blood 
pulse  volume  and  blood  flow  were  obtained 
during  control  periods  and  at  designated  time 
intervals. 


3.  Betahistine  hydrochloride  dosage-response 
relationship  in  ten  patients. 


Patient 

1 

2 

3 

Dose  (mg)/time  (minutes)  for  maximal  effect 

4 5 6 7 

8 

9 

10 

Heart  rate 
(per  min) 

8/45 

12/15 

16/30 

16/30 

12/75 

12/120 

12/120 

16/120 

8/90 

12/120 

Blood  pressure 
(mm/Hg) 

Systolic 

Diastolic 

4/90 

4/90 

16/90 

4/90 

12/45 

12/15 

4/90 

16/90 

4/90 

8/75 

8/75 

12/120 

8/105 

12/90 

8/90 

4/120 

8/30 

12/120 

4/90 

8/30 

Skin  temperatures 
(degrees  C) 

Fingers 

Toes 

8/90 

8/75 

12/75 

12-16/90 

4/90 

8/90 

4/90 

16/90 

12-16/90 

12/75 

12/120 

12/120 

16/120 

12/105 

8/120 

12/120 

8/120 

8/120 

8/120 

8/120 

Pulse  volume 
mercury  plethysmo- 
graph (mm) 

Right  & left  toes 

8/30 

12/60 

12-16/75 

4/30 

12/45 

12/105 

12/90 

12/90 

8/105 

12/105 

Impedance  plethys- 
mograph (ml) 

Right  & left  calf 

8-12/90 

16/45 

12-16/15 

8-12/60 

12/75 

12/60 

8/60 

12/90 

12/75 

8/60 

Blood  flow 
(ml/min/100  ml) 
Right  & left  calf 

8-12/60 

16/75 

12-16/30 

8-12/60 

4/45 

12-16/45 

12/90 

12/90 

12/105 

16/30 

Segmental  resist- 
ance (ohms) 

Right  & left  calf 

4-8/90 

16/90 

12-16/75 

12/75 

8/90 

4/45 

12/120 

12/90 

8/30 

8/105 
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4.  Betahistine  hydrochloride  dosage-response 
relationship  in  ten  patients. 


Dosage  (mg)/time  (minutes)  for 

maximal  effect 

90  Minutes 

120  Minutes 

Combined 

Patients  (1-10) 

Patients  (6-10) 

Group 

Heart  rate  (mg/min.) 

13  ± 3/40  ± 20 

12  ± 3/115  ± 12 

12  ±8/75  ±40 

Blood  pressure 
(mm/Hg) 

Systolic 

8 ± 5/80  ± 18 

7 ± 2/78  ± 30 

8 ± 4/80  ± 22 

Diastolic 

9 ± 5/72  ± 30 

10  ± 3/96 

± 35 

9 ± 4/84  ± 34 

Skin  temperatures 
(degrees  C) 

Fingers 

8 ± 4/87  ± 6 

11  ± 3/120 

10  ± 4/104  ± 17 

Toes 

11  ± 3/84  ± 7 

10  ±2/117  ±6 

11  ±3/100  ±18 

Pulse  volume 

mercury  plethysmo- 
graph  (mm) 

Right  & left  toes 

10  ± 10  /48  ± 17 

11  ± 2/99 

±7 

10  ± 7/74  ± 28 

Impedance  plethysmo- 
graph  (ml) 

Right  & left  calf 

11  ± 3/57  ± 30 

10  ± 4/69 

± 12 

11  ±3/53  ±21 

Blood  flow 
(ml/min./lOO  ml) 

Right  & left  calf 

10  ±5/54  ±15 

13  ± 2/72 

o 

+1 

11  ± 4/63  ± 25 

Segmental  resist- 
ance (ohms) 

Right  & left  calf 

10  ±4/84  ±7 

9 ± 3/78  ± 34 

10  ± 4/81  ± 25 

Total  average 

10  ± 2/67  ± 16 

10  ± 2/94 

± 19 

10  ±1/80  ±13 

5.  Effects  of  betahistine  hydrochloride  (4  nig)  in 

ten  patients. 

Minutes 

0 

5 10 

15 

30 

45 

60 

75 

90  105  120 

Heart  rate  (min.) 

72±6 

71±6  71±7 

72±6 

71±7 

69±6 

70±7 

69±9 

69±8  65±4  63±4 

Blood  pressure  (mm  Hg) 
Systolic 

141±28 

147±33  147±32 

149±34 

147±31 

145±27 

144±30 

146±26 

148±33  134±11  140±19 

Diastolic 

74±11 

73±7  74±8 

76±8 

75±6 

73±7 

77±6 

79±8 

77±7  82±10  83±9 

Skin  temperatures  (degrees  C) 

Fingers:  right 

26±3 

26±3  26±3 

26±3 

27±3 

27±3 

28±3 

28±3 

28±3  30±3  30±3 

left 

25±1 

26±3  27±3 

27±3 

28±4 

28±4 

28±4 

29±4 

29±4  33±3  33±3 

Toes:  right 

27±4 

27±3  27±3 

27±3 

28±3 

28±3 

28±3 

27±2 

28±3  30±3  30±2 

left 

27±3 

26±2  26±2 

26±2 

27±2 

27±2 

27±2 

27±3 

27±3  28±3  28±3 

Blood  pulse  volume 

mercury  plethysmograph  (mm) 

Toes:  right 

12±10 

13±11  13±11 

14±11 

13±10 

11±8 

12±11 

15±11 

14±10  18±14  16±13 

left 

13±11 

15±12  16±12 

16±11 

15±12 

15±11 

14±10 

15±11 

15±11  18±13  16±9 

Impedance  plethysmograph 
(ml/pulse) 

Calf:  right 

.45±.30 

.44±.29  .50±.27 

.41±.26 

.40±.25 

,41±.25 

,44±.27 

.39±.23 

.44±.24  .54±.21  .59±.20 

left 

.60±.24 

.54±.23  .55±.22 

.55±.22 

,57±.21 

.53±.20 

,51±.20 

.54±.24 

.54±.22  .65±.21  .71±.14 

Impedance  blood  flow 
(ml/min./lOO  ml) 

Calf:  right 

2.1±1.2 

2.2±1.3  2.3±1.2 

2.0±1.1 

1.9±1.1 

1.9±1.0 

2.1±1.0 

1.8±.90 

2.0±.98  2.3±.79  2.4±.66 

left 

2.9±.98 

2.7±1.1  2.6±1.0 

2,6±1.1 

2.7±.84 

2.4±.80 

2.4±.84 

2.5±1.1 

2.5±.83  2.8±.86  2.9±.47 
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EFFECTS  OF  BETAHISTINE  HYDROCHlORlOE 
ON  IMPEDANCE  PUISE  VOLUME  AND  SKIN  TEMPERATURE 


Skin 

l«nip»r*tuf» 


6.  Average  skin  temperature  (toes)  and  impedance 
blood  pulse  volume  in  calf  segments 
(amplitude,  mm)  of  ten  patients  (five  with  small-vessel 
disease  and  five  with  major  arterial  obstruction) 
studied  for  120  minutes  following  drug 
administration.  Increased  amplitude  (mm)  is 
proportional  to  increased  blood  volume  (ml). 


Results:  The  percentage  of  change  in  the  re- 
sponses of  the  ten  patients  to  betahistine  hy- 
drochloride indicated  significant  but  unex- 
plained increases  in  systolic  blood  pressure  at 
the  4 mg  dose  level  (p  < 0.005);  significant 
increases  in  the  skin  temperature  of  fingers 
and  toes  at  all  dose  levels  (p<<  0.005);  and 
significant  increases  in  blood  pulse  volume  to 
the  right  calf  at  the  16  mg  level  (p  < 0.005). 
The  reduced  responses  in  the  left  calf  were  re- 
lated to  the  sites  of  the  vascular  lesions.  Vari- 
able changes  in  blood  flow  to  calf  segments 
were  observed  (Fig  2;  see  Fig  9). 

Comparison  of  the  time  for  maximal  effect 
to  occur  in  each  parameter  and  the  dosage  pro- 
ducing the  effect  revealed  considerable  varia- 
bility between  patients  (Fig  3).  The  average 
time  for  maximal  effect  to  occur  in  all  para- 
meters was  67  minutes  in  the  group  tested  for 
from  0-90  minutes;  94  minutes  in  the  group 
tested  for  from  0-120  minutes;  and  80  minutes 
for  the  combined  group.  The  average  effective 
dose  for  all  patients  was  10  mg  (Fig  4). 

Vascular  effects  at  the  4 mg  minimal  dose 
level  for  patients  studied  during  90  and  120 
minutes  clearly  indicated  increases  in  the  skin 
temperature  of  fingers  and  toes  (Fig  5).  (Data 
have  been  presented  for  the  4 mg  dose  to  dem- 
onstrate the  minimal  dosage  that  increased 
skin  temperature). 

Comparison  of  skin  temperature  measure- 
ments and  impedance  plethysmographic  pulsa- 
tions in  the  calf  segments  of  the  five  patients 
studied  for  120  minutes  clearly  revealed  that 
the  skin  temperature  increased  throughout  the 
time  interval,  with  a greater  increase  in  blood 
pulse  volume  occurring  after  90  minutes  (Fig 
6). 

Betahistine  hydrochloride  was  more  effective 
at  all  dosage  levels  in  the  patients  with  small- 
vessel  disease  (Fig  7).  Patients  with  major  ar- 
terial obstruction  required  larger  dosages  to 
affect  vascular  changes  (Fig  8).  The  response 
(with  particular  reference  to  skin  temperature 
changes)  in  patients  with  small-vessel  disease 
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EFFECTS  OF  BETAHISIINE  HVPROCHIORIOE 
(Small  Vessel  Pisease) 


0 S 10  IS  JO  4i  60  ’S  90  lOS  120 

TIM(  MINUKt 


7.  Simultaneous  skin  temperature  (toes)  and  impedance 
blood  pulse  volume  (amplitude,  mm)  measurements 
from  calf  segments  of  a patient  with  small- 
vessel  disease  (diabetes  mellitus). 


EFFECTS  Of  BETaHISTINE  HYDROCHLORIDE 
il«f'  Fomorol  ortd  PodIiI«oI  Arta^v  Occlusion) 

Skin 


8.  Simultaneous  skin  temperature  (toes)  and 
impedance  blood  pulse  volume  (amplitude,  mm) 
measurements  from  the  calf  segments  of  a patient  with 
major  arterial  obstruction. 
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Dosage 

(mg) 

Control 

Maximal 

Response 

Change 

% 

Signifi- 

cance 

Small-Vessel  Disease 

(Five  Patients) 

Impedance  pulse  volume 
(amplitude,  mm) 

Right  calf  4 

44.9±24 

49.4±22 

10 

>0.7 

8 

43.1±27 

47.0±26 

9 

>0.8 

12 

41.2±24 

40.0±25 

3 

>0.9 

16 

36.4±26 

42.9±27 

18 

>0.7 

Left  calf 

4 

45.3±25 

47.2±22 

-1-4 

>0.9 

8 

39.5±30 

57.0±36 

44 

>0.5 

12 

42.3±24 

60.0±40 

40 

>0.4 

16 

41.5±18 

41,3±22 

-0,5 

>0.9 

Skin  temperature 
Right  & left  toes 

4 

27.4±14 

28.5±0.3 

4 

»0.001 

8 

26.6±0.2 

29.9±0.3 

12 

»0.001 

12 

26.9±0.3 

29.9±0.3 

7 

»0.001 

16 

26.3±0.2 

28.4±0.3 

8 

»0.001 

Major  Arterial  Disease 

(Five  Patients) 

Impedance  pulse  volume 
(amplitude,  mm) 

Right  calf  4 

29.2±.6 

40.2±14 

37 

>0.3 

8 

21.2±6 

37.5±18 

76 

>0.3 

12 

22.2±8 

37.2±21 

67 

>0.3 

16 

26.2±13 

36.3±15 

38 

>0.3 

Left  calf 

4 

33.3±2 

37.0±12 

11 

>0.5 

8 

31.1±15 

41.2±20 

32 

>0.4 

12 

31.5±11 

36.5±14 

15 

>0.6 

16 

30.4±13 

38.0±.4 

25 

>0.4 

Skin  temperature 
Right  & left  toes 

4 

25.6±0.4 

26.8±0.1 

5 

>0.001 

8 

25.9±0.6 

27.2±0.1 

5 

>0.1 

12 

25.2±0.7 

26.9±0.2 

7 

»0.001 

16 

24.8±0.9 

26.5±0.7 

7 

»0.001 

9.  Comparison  of  blood  pulse  volume  (calf)  and 
skin  temperature  response  (toes)  to  betahistine 
hydrochloride. 


was  not  the  same  as  it  was  in  patients  with 
major  arterial  vascular  disease  (Fig  9). 
Summary:  The  results  of  controlled  studies  in 
ten  randomly  selected  patients  with  peripheral 
vascular  arterial  disease  suggested  guidelines 
for  determining  the  therapeutic  effectiveness  of 
betahistine  hydrochloride.  Concomitant  mea- 
surements of  skin  temperature,  mercury  ple- 
thysmograms,  and  impedance  plethysmograms 
provided  systematic  evaluation  of  the  degree  of 
vasodilation  and  indicated  the  optimal  therapeu- 
tic dosages  for  the  individual  patients  (Fig  3). 

The  minimal  effective  dosage  of  betahistine 
hydrochloride  was  4 mg.  The  skin  temperature 
of  fingers  and  toes  increased  with  this  dosage 
at  30  minutes,  and  the  effect  lasted  longer  than 
120  minutes.  Increases  in  skin  temperature 
occurred  with  4,  8,  and  12  mg  dosages,  but 
consistent  increases  did  not  follow  larger  doses. 

The  fact  that  betahistine  hydrochloride  influ- 
enced superficial  blood  vessels  was  clearly  re- 
flected in  the  temperature  measurements,  im- 
plying that  the  compound  probably  can  be  used 
most  effectively  in  treating  patients  with  small- 
vessel  disease  (diabetes  mellitus).  Management 
of  patients  with  major  arterial  obstructive  dis- 
ease would  be  difficult.  The  extreme  variability 
in  response  was  related  to  the  location  and 
severity  of  the  vascular  lesion. 
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(diethylpropion  hydrochloride^  N.R) 


When  girth  gets  out  of  control,  TEPANIL  con  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite— patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual— yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  'n  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  obuse. 

Warning;  Although  generally  sofer  than  the  omphetomines,  use  with  great  coution  in 
patients  with  severe  hypertension  or  severe  cardiovosculor  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potentiol  risks. 
Adverse  Reactions:  Rorely  severe  enough  to  require  discontinuotion  of  therapy,  un- 
pleosonf  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relotively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionolly  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  onxiety, 
ond  jitteriness.  In  controst,  CNS  depression  has  been  reported,  tn  o few  epileptics 
on  increose  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
voscu/or  effects  reported  include  ones  such  os  tachycordia,  precordial  pain, 


arrhythmia,  palpitotion,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  o healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride;  this  wos  an  Isolated  experience,  which  has  not  been 
reported  by  others,  Allergic  phenomena  reported  include  such  conditions  os  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointest/naf  elfects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hemotopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  comploints  such  os  dry 
mouth,  heodache,  dyspnea,  menstruol  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  poiyurio. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tob  tablets.-  One  75  mg.  tablet 
doily,  swollowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  toblet  three 
times  doily,  one  hour  before  meals.  If  desired,  on  odditionol  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended . 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson -MefTell  Inc. 

Cincinnati,  Ohio  45215 


^Merrell^ 


Painful 
night  leg 
cramps 


unwelcome  bedfellow  for  any  patient- 
including  those  with  arthritis,  diabetes  or  PVD 


One  thing  patients  can  sleep  without, 
particularly  patients  with  chronic  disease  con- 
ditions such  as  arthritis,  diabetes  or  PVD,  is 
painful  night  leg  cramps.  Although  seldom  the 
presenting  complaint,  night  leg  cramps  can  tie 
your  patients  up  in  painful  knots.  Now,  just  one 
tablet  of  QUINAMM  at  bedtime  can  usually 
bring  an  end  to  shattered  sleep  and  needless 
suffering.  Your  patients  will  sleep  restfully— 
gratefully— with  QUINAMM,  specific  therapy  to 
prevent  painful  night  leg  cramps. 


Prescribing  Information —Composition:  Each  white,  beveled,  com- 
pressed tablet  contains:  Quinine  sulfate,  260  mg.,  Aminophyiline,  195 
mg.  Indications:  For  the  prevention  and  treatment  of  nocturnal  and 
recumbency  leg  muscle  cramps,  including  those  associated  with  ar- 
thritis, diabetes,  varicose  veins,  thrombophlebitis,  arteriosclerosis  and 
static  foot  deformities.  Contraindications:  QUINAMM  is  contraindi- 
cated in  pregnancy  because  of  its  quinine  content.  Precautions/ Ad- 
verse Reactions:  Aminophyiline  may  produce  intestinal  cramps  in 
some  instances,  and  quinine  may  produce  symptoms  of  cinchonism, 
such  as  tinnitus,  dizziness,  and  gastrointestinal  disturbance.  Discon- 
tinue use  if  ringing  in  the  ears,  deafness,  skin  rash,  or  visual  distur- 
bances occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  toblet  following  the  evening  meal 
and  one  tablet  upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 

MERRELL-  NATIONAL  LABORATORIES 

Division  of  Richardson -Merrell  Inc. 

Cincinnati,  Ohio  45215 


Quinamm 

{quinine  sulfate  260  mg.,  aminophyiline  195  mg.) 


1-3326  (2877) 


Specific  therapy  for  night  leg  cramps 


(^Merrell^ 


A ten-year  reevaluation 

NITROGLYCERIN  AND 
ISOSORBIDE  DINITRATE  IN 
CORONARY  INSUFFICIENCY 


ROBERT  E.  LESLIE,  MD 

Medical  therapy  for  angina  pectoris  today  is  com- 
plicated by  an  almost  bewildering  variety  of  drugs 
available  to  prevent  or  abort  chest  pain.  While 
accepted  medical  therapy  for  the  most  part  re- 
mains similar  to  that  of  20  years  ago,  new  drugs 
are  being  evaluated.  In  1961,  the  author  reported 
satisfactory  results  of  therapy  with  oral  and  sub- 
lingual isosorbide  dinitrate^  and  subsequently  these 
findings  have  been  confirmed  by  others.^'^  Con- 
tinued clinical  use  of  this  drug  during  the  past  ten 
years  has  proved  satisfactory , although  more  re- 
cently a modified  dosage  form  has  become  avail- 
able. This  article  documents  clinical  experience 
with  the  new  dosage  form,  which  is  a chewable 
tablet.  In  some  respects,  this  article  is  a sequel  to 
that  which  appeared  in  this  journal  ten  years  ago. 

METHODS:  TWENTY-NINE  patients  were  stud- 
ied during  two  distinct  but  related  clinical  trials 
with  chewable  isosorbide  dinitrate  (ISDN*).  All 
of  the  patients  had  confirmed  angina  pectoris 
and  were  drawn  from  private  practice.  They 
were  well  known  to  the  investigator  and  had 
had  previous  medical  and  electrocardiographic 
evaluations. 

The  two  trials  lasted  12  weeks  each,  with 
seven  months  intervening  between  them.  There 
were  17  patients  in  the  first  trial  and  21  pa- 
tients in  the  second  trial.  Nine  patients  partici- 
pated in  both  trials.  In  trial  1,  all  prophylactic 
nitrate  preparations  were  discontinued  prior  to 
entry  into  the  study.  The  test  drugs  were  5 mg 

*Sorbitrate. 


chewable  ISDN,  5 mg  sublingual  ISDN,  and  0.4 
mg  sublingual  nitroglycerin,  each  administered 
as  necessary.  In  trial  2,  prophylactic  oral  ISDN 
was  prescribed  in  doses  of  5 to  10  mg  four 
times  a day  throughout  the  trial  and  the  three 
test  drugs  were  5 mg  chewable  ISDN,  a chew- 
able placebo,  and  0.4  mg  sublingual  nitrogly- 
cerin, each  administered  as  necessary.  Thus, 
the  test  drugs  were  used  as  in  practice,  that  is, 
either  as  the  sole  antianginal  agent  or  in  addi- 
tion to  prophylactic  nitrate  medication. 

The  experimental  design  of  both  trials  fol- 
lowed a 3 X 3 Latin  square  with  complementary 
squares  in  an  effort  to  account  for  carry-over. 
Each  treatment  period  was  two  weeks  long  and 
each  of  the  sequences  was  repeated  to  obtain 
a total  of  12  weeks  on  the  experiment.  All  drugs 
were  dispensed  in  coded  bottles.  The  chewable 
medications  were  identical  in  appearance  and 
in  taste;  however,  the  sublingual  tablets  dif- 
fered in  appearance  from  each  other  and  from 
the  chewable  tablets.  Appropriate  dosage  in- 
structions were  provided  with  each  drug.  The 
patients  were  instructed  to  take  the  test  drug 
as  the  initial  therapy  for  angina  pain  during  the 
designated  treatment  period.  If  the  pain  was  not 
relieved  satisfactorily,  they  were  then  to  take  a 
sublingual  nitroglycerin  tablet  from  a commer- 
cially prepared  and  labeled  bottle. 

Patients  reported  to  the  clinic  at  two-week 
intervals  for  medical  evaluation.  Each  received 
a two-week  report  card  for  daily  recording  of 
the  number  of  angina  attacks  and  the  medica- 
tion taken,  including  the  supplementary  nitro- 
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glycerin.  These  two  parameters  served  as  the 
basis  of  statistical  evaluation  of  the  trials. 
Results:  The  data  were  sufficiently  complete  on 
20  patients  to  be  included  in  the  analyses  of 
the  two  trials.  Twelve  patients  were  thereby  in- 
cluded in  the  analysis  of  trial  1 and  16  were 
included  in  the  analysis  of  trial  2. 

Clinical  data  on  the  20  patients  included  in 
the  analyses  are  presented  in  Fig  1.  All  of  the 
patients  had  angina  either  frequently  or  at  rest, 
and  all  but  three  had  had  angina  for  over  a 
year.  The  majority  of  patients  had  grade  2 or 
3t  functional  capabilities,  and  six  had  had  pre- 
vious myocardial  infarctions. 

The  response  data  were  analyzed  by  analy- 
ses of  various  procedures,  and  carry-over  ef- 
fects accounted  for.  All  treatment  means  were 
adjusted  for  missing  periods  and,  in  trial  2, 
also  for  carry-over  effects.  The  adjusted  treat- 
ment means  for  the  number  of  angina  attacks 
and  the  number  of  supplementary  nitroglycerin 
tablets  for  each  test  drug,  in  both  trials,  are 
presented  in  Fig  2.  In  trial  1,  where  the  investi- 
gational medications  were  chewable  ISDN,  sub- 
lingual ISDN,  and  sublingual  nitroglycerin,  there 
were  no  statistically  significant  differences  be- 
tween the  drugs  in  either  number  of  attacks  or 
number  of  nitroclycerin  tablets.  In  trial  2,  chew- 
able  ISDN  was  observed  to  be  superior  to  both 
placebo  and  nitroglycerin  in  reducing  angina 
attacks  and  the  amount  of  supplementary  nitro- 
glycerin tablets.  The  differences  in  both  of 
these  response  variables  between  chewable 
ISDN  and  nitroglycerin  were  statistically  signifi- 
cant (p  < .05).  The  overall  number  of  angina 
attacks  and  supplementary  nitroglycerin  tablets 
was  less  in  the  second  trial;  however,  the  differ- 
ences between  the  designs  of  the  two  trials  pre- 
cluded further  statistical  comparisons. 

tNew  York  Heart  Association  functional  classification. 


Comments  recorded  by  the  patients  were 
relatively  few.  Two  patients  reported  headaches 
of  15  to  30  minutes’  duration  during  treatment 
with  nitroglycerin.  Two  other  patients  had  head- 
aches associated  with  both  chewable  ISDN  and 
chewable  placebo;  one  of  these  patients  was 
eliminated  from  the  study  because  of  the  head- 
aches. Two  patients  reported  a preference  for 
the  chewable  tablets.  There  were  no  untoward 
effects  of  any  of  the  test  drugs  in  any  of  the 
patients. 

Discussion:  Since  our  original  report  on  ISDN 
in  1961,^  the  drug  has  continued  to  gain  sup- 
port as  a valuable  aid  in  the  prevention  and 
treatment  of  angina  pectoris.  I think  that  nitro- 
glycerin, erythrityl  tetranitrate,  and  ISDN  are 
the  three  most  useful  drugs  for  the  treatment 
of  patients  with  angina  pectoris.  The  addition 
of  beta-adrenergic-blocking  agents  to  nitrate 
regimens  appears  to  be  a promising  new  devel- 
opment. The  development  of  potent  organic  ni- 
trates has  stimulated  much  useful  research  into 
the  methods  of  treating  patients  with  coronary 
artery  disease.  These  drugs  have  proved  useful 
in  several  different  dosage  forms,  the  most  re- 
cent of  which — the  chewable  form — was  found 
useful  in  this  investigation. 

The  data  from  the  two  trials  reported  here 
suggest  that  chewable  ISDN  is  comparable  to 
nitroglycerin  in  relieving  acute  anginal  episodes. 
These  results  were  evident  both  in  patients  re- 
ceiving oral  prophylactic  medication  and  in  pa- 
tients not  receiving  such  medication.  Although 
it  was  impossible  to  fully  evaluate  the  statistical 
significance  of  the  differences  between  the  two 
trials,  the  patients  in  trial  2,  who  received  the 
prophylactic  oral  ISDN,  averaged  fewer  attacks 
and  supplementary  nitroglycerin  tablets  than 
did  the  patients  in  trial  1 who  were  not  on  pro- 
phylactic medication. 

Careful  individualization  of  drug  dosages  is 
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Patient 

Number 

Age/ Sex 

Weight 

(lb) 

Severity  of 
Angina* 

Duration  of 
Angina  (mo.) 

Functional 

Capacityt 

Previous 

Myocardial 

Infarction 

1$ 

57/ M 

181 

3 

15 

3 

+ 

2 

72/ F 

130 

3 

144 

3 

+ 

52/ M 

157 

2 

102 

3 

0 

44: 

60/ M 

179 

2 

16 

3 

0 

54 

64/F 

178 

2 

96 

3 

0 

64: 

75/F 

131 

2 

120 

3 

+ 

7 

64/ M 

142 

2 

48 

3 

0 

8 

60/ M 

130 

2 

27 

3 

+ 

94 

55/ M 

230 

2 

20 

2 

0 

104 

64/ M 

158 

2 

15 

3 

0 

114 

60/ M 

214 

2 

4 

2 

+ 

12 

57/ M 

178 

3 

2 

2 

+ 

13 

56/ M 

206 

2 

10 

1 

0 

14 

75/ M 

162 

2 

24 

3 

0 

15 

59/ M 

219 

2 

16 

2 

0 

16 

45/ F 

170 

2 

24 

2 

0 

17 

75/ M 

146 

2 

84 

3 

+ 

18 

51/M 

202 

2 

48 

2 

0 

19 

84/F 

141 

2 

35 

3 

0 

20 

75/ M 

296 

2 

28 

3 

0 

•Severity  code:  1 = occasional,  2 = frequent,  3 = at  rest.  iThese  patients  were  included  in  both  clinical  trials, 

tNew  York  Heart  Association  functional  classification. 


7.  Clinical  data  on  the  20  patients  included  in  statistical  analyses. 


Average  Daily 

Average  Daily  No.  of  SUPPLEMENTARY 
Therapy  No.  of  Attacks  Nitroglycerin  Tablets 


Trial  1 (no  prophylactic  ISDN) 


Chewable  ISDN 

1.83 

1.88 

Sublingual  ISDN 

1.70 

1.66 

Sublingual  nitroglycerin 

1.83 

1.81 

cv 

26.53 

21.40 

hsd*  p < .05 

0.32 

0.26 

p<.10 

0.28 

0.23 

Trial  2 (with  prophylactic 

ISDN) 

Chewable  ISDN 

0.84 

0.46 

Chewable  placebo 

1.00 

0.60 

Sublingual  nitroglycerin 

1.18 

0.71 

cv 

38.38 

64.54 

hsd*  p<  .05 

0.24 

0.24 

p<.10 

0.21 

0.20 

•These  multiple  comparisons  are  made  according  to  the  method 
described  by  Tukey." 


2.  Adjusted  treatment  means  for  each  treatment 
condition  in  each  trial. 
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mandatory  to  attain  best  results.  Vascular  head- 
aches, although  sometimes  so  severe  and  per- 
sistent that  discontinuance  of  the  drug  is  neces- 
sary, usually  can  be  minimized  by  educating  the 
patients  and  either  diluting  the  drug  with  food 
or  liquid  or  by  stating  with  small  doses  and 
gradually  increasing  the  amount  until  a clinical- 
ly satisfactory  response  is  obtained. 

Ten  years  ago,  we  indicated  that  a sublingual 
form  of  ISDN  had  certain  advantages  over  nitro- 
glycerin. The  chewable  forms  now  available 
seem  to  be  even  more  valuable  in  that  they  ap- 
pear to  have  a more  rapid  onset  of  effect  than 
the  former  and  a longer  duration  than  the  latter. 
Summary:  Chewable  ISDN  has  been  evaluated 
for  its  effectiveness  in  reducing  the  frequency 
of  anginal  attacks  in  patients  whether  or  not 
oral  prophylactic  nitrate  medication  was  pre- 
scribed. In  trial  1 (12  patients),  chewable  ISDN 
was  found  to  be  as  effective  as  sublingual  nitro- 
glycerin and  sublingual  ISDN  in  patients  who 
did  not  use  prophylactic  medication.  In  trial  2 
(16  patients),  chewable  ISDN  was  superior  to 
both  chewable  placebo  and  sublingual  nitrogly- 
cerin in  patients  who  were  using  prophylactic 
medication. 
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rolonged  partial  bypass  for  correction  of 
recurrent  coarctation  of  the  aorta  in  a 
patient  with  unilateral  renal  agenesis 
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A case  of  recurrent  coarctation  of  the  aorta  in  a 
15 -year-old  boy  is  presented.  Diagnosis  wa^'  estab- 
lished at  age  1 year.  Surgical  correction  was  de- 
ferred until  age  6,  when  an  end-to-end  anastomo- 
sis \\>as  utilized  for  repair.  The  patient  did  well 
initially  but  by  age  15  it  was  apparent  that  recur- 
rent coarctation  of  the  aorta  was  severe.  Prior  to 
the  second  operation  investigation  of  proteinuria, 
present  from  infancy,  revealed  a solitary  left  kid- 
ney with  reduced  function.  Surgical  efforts  were 
directed  toward  maintaining  the  kidney  during  re- 
pair of  the  coarctation  and  partial  bypass  was 
chosen  as  the  optimal  method. 

SIGNIFICANT  RECOARCTATION  of  the  aorta 
after  surgical  correction  is  an  entity  encoun- 
tered in  5-36%  of  series  of  coarctation.^  ® The 
surgical  mortality  of  the  second  repair  has  also 
been  high  in  reported  series. This  article 
describes  an  approach  to  a difficult  case  of 
recurrent  coarctation  which  had  also  the  added 
risk  of  unilateral  renal  agenesis  and  reduced 
renal  function. 

Case  Report:  This  patient  was  first  seen  here 
at  the  age  of  2 months  because  of  “blue  spells” 
since  birth.  Physical  examination  showed  a 
cyanotic  child  with  respiratory  distress,  cardio- 
megaly,  and  a gallop  rhythm.  The  liver  edge 
was  2.5  cm  below  the  right  costal  margin. 
Results  of  the  physical  examination,  including 
pulses,  were  otherwise  normal.  Urinalysis  show- 
ed proteinuria  (1-2 + ).  A provisional  diagnosis 
of  ventricular  septal  defect  leading  to  conges- 
tive heart  failure  was  made.  The  patient  was 
placed  on  digitoxin  and  rapid  clinical  improve- 
ment ensued.  He  was  discharged  to  be  followed 
in  the  outpatient  clinic  every  six  months. 

A diagnosis  of  coarctation  of  the  aorta  was 
first  entertained  when  the  patient  was  1 year 


old,  at  which  time  the  femoral  pulses  could  not 
be  palpated.  Since  the  child  was  asymptomatic 
while  under  medication,  no  surgery  was  recom- 
mended. At  the  age  of  6 years  the  patient  was 
still  asymptomatic  with  the  exception  of  muscle 
cramping  in  the  legs,  but  since  there  was  no 
auscultatory  or  palpatory  blood  pressure  in  the 
lower  extremities,  surgery  was  recommended. 
A stenotic  lesion,  2 mm  external  diameter  and 
1.5  mm  internal  diameter  occurring  immedi- 
ately beyond  the  takeoff  of  the  left  subclavian 
artery,  was  seen  and  excised.  The  lumen  was 
restored  to  its  original  diameter  of  10-12  mm 
by  end-to-end  anastomosis  using  a continuous 
suture  technique.  Immediately  following  sur- 
gery the  child  did  well  with  femoral  pulses  re- 
stored and  an  auscultatory  blood  pressure  of 
110/94  mm  Hg  in  the  lower  extremities.  Two 
years  following  surgery,  direct  left  brachial  ar- 
terial pressure  was  173  systolic  and  86  diastol- 
ic, with  a mean  of  124  mm  Hg.  The  left  femoral 
artery  pressure  was  128  systolic  and  86  dia- 
stolic, with  a mean  of  124  mm  Hg. 

When  the  patient  was  15  years  old,  cardiac 
catheterization  revealed  the  brachial  pressure 
to  be  200-225  mm  Hg  systolic,  while  the  fe- 
moral artery  pressure  was  found  to  be  125 
mm  Hg  systolic.  Renal  investigation  revealed 
congenital  absence  of  the  right  kidney  and 
ureter,  and  two  left  renal  arteries.  Preoperative 
blood  urea  nitrogen  was  21  mg/100  ml  and 
creatinine  2 mg/100  ml.  Glomerular  filtration 
rate  (clearance  of  inulin)  at  this  time  was  28 
cc/min/m^  representing  approximately  50% 
of  normal  capacity. 

At  surgery  a stenosis  of  the  previous  repair 
was  exposed  after  the  sacrifice  of  two  large 
collateral  arteries.  Temporary  clamping  of  the 
aorta  proximal  to  the  site  of  recoarctation  pro- 
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duced  a severe  drop  in  femoral  blood  pressure 
below  40  mm  Hg  and  the  heart  rate  slowed 
down.  A partial  bypass  system  shunting  blood 
from  the  left  atrium  to  left  femoral  artery  was 
utilized  and  pressure  above  and  below  the  co- 
arctation was  monitored.  The  pump  flow  was 
adjusted  to  maintain  adequate  perfusion  of  the 
upper  and  lower  halves  of  the  body.  The  area 
of  coarctation  was  repaired  with  a two-inch 
segment  of  woven  Dacron  graft.  The  surgery 
was  complicated  by  extreme  friability  of  the 
arterial  walls  and  a vast  amount  of  bleeding. 
Surgery  time  was  approximately  8 hours  and 
partial  bypass  pump  time  was  2 hours  and  37 
minutes  with  the  utilization  of  18  units  of 
blood.  The  patient  did  well  postoperatively.  Fol- 
lowing surgery,  his  blood  urea  nitrogen  and 
creatinine  levels  rose,  but  gradually  fell  to  pre- 
operative levels  at  discharge  one  month  after 
surgery.  Two  years  later,  his  blood  pressure 
was  130/80  mm  Hg  in  both  upper  and  lower 
extremities,  with  a BUN  in  the  range  of  16-20 
mg/100  ml  and  creatinine  of  2.1  mg/100  ml. 
Comments:  When  an  infant  is  in  heart  failure, 
it  is  frequently  assumed  that  proteinuria  or 
even  a high  BUN  or  creatinine  value  is  usually 
secondary  to  poor  cardiac  output.  In  our  case 
it  was  not  until  the  patient  was  15  years  of 
age  that  attention  was  paid  to  the  renal  system 
and  investigation  for  an  etiology  of  hypertension 
other  than  coarctation  was  done.  Renal  anoma- 
lies associated  with  congenital  heart  disease 
are  well  known,  and  an  investigation  of  abnor- 
mal urinalysis — even  if  the  child  is  in  conges- 
tive heart  failure  and  known  to  have  coarcta- 
tion— may  be  rewarding.  At  the  time  of  the 
second  surgery  it  had  become  apparent  that 
the  patient  had  a significant  renal  handicap 
and  steps  were  taken  to  insure  the  survival  of 


the  remaining  kidney.  A partial  bypass  arrange- 
ment was  chosen  as  the  optimal  means  of  per- 
fusing the  solitary  kidney  through  what  was 
destined  to  be  a long  surgical  effort  involving 
the  sacrifice  of  much  collateral  supply.  One 
must  note  the  experiences  in  some  series  with 
the  friability  of  tissue  and  lengthy  surgery  caus- 
ing as  much  as  15%  (5/26)  mortality. Partial 
hemicorporeal  perfusion  can  beneficially  re- 
place the  aortic  cross-clamp  technique  in  a 
case  where:  (1)  collaterals  may  be  difficult  to 
salvage,  (2)  long  surgery  is  anticipated,  and 
(3)  previous  kidney  damage  is  evident  or  sus- 
pected. 
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New  surgical  techniques  are  reported 
for  inguinal  and  incisional  hernia  repair 

Success  of  two  new  surgical  techniques  for  the  repair  of  inguinal  and  incisional  hernias  were 
reported  recently  by  Francis  C.  Usher,  M.D.  in  Surgery,  Gynecology,  and  Obstetrics^  Both 
methods  used  reinforcements  of  Marlex®  polypropylene  mesh,  wHch  were  found  to  impart 
exceptional  strength  to  the  repairs. 

Based  upon  growing  interest  in  the  new  herniorrhaphy  techniques,  Davol  Inc.,  the 
supplier  of  Marlex  Mesh,  has  announced  it  will  offer  two  new  sizes  of  mesh  specifically  for 
use  in  these  repairs. 


Inguinal  hernia  technique. 

In  the  repair  of  inguinal  hernias,  the  trans- 
versalis  fascia  is  incised  and  a strip  of  the 
mesh  (one  inch  in  width  with  selvaged  edges) 
is  sutured  as  a cuff  over  the  free  edge  of  the 
conjoined  tendon.  The  mesh-reinforced 
conjoined  tendon  is  then  imbricated  over  the 
shelving  edge  of  Poupart’s  ligament  as  in  the 
Bassini  repair.  A second  row  continuous 
suture  completes  the  repair. 


Indsional  hernia  technique. 

In  the  repair  of  incisional  hernias,  narrow 
strips  of  the  mesh  (two  inches  in  width  with 
selvaged  edges)  are  sutured  as  a cuff  over 
each  of  the  opposing  edges  of  the  hernial 
ring.  One  opposing  edge  is  then  imbricated 
over  the  other  with  mattress  sutures  (poly- 
propylene monofilament  recommended)  as 
in  the  Mayo  repair  of  an  umbilical  hernia. 

A second  row  continuous  suture  completes 
the  repair. 


Excellent  strength  reported.  By  using  the  mesh  strips  as  reinforcement  for  the  opposing  edges  of 
the  hernial  ring  or  the  conjoined  tendon,  exceptional  strength  is  imparted  to  the  musculo-fascial 
tissues  and  primary  repair  can  be  accomplished  even  in  the  presence  of  considerable  tension. 
Special  Marlex  Mesh  sizes  now  offered  for  these  procedures.  Marlex  Mesh  is  now  available  in 
two  new  sizes  specially  patterned  for  these  successful  herniorrhaphy  procedures.  One  is  sized 
l”x4”  for  the  inguinal  repair;  the  other  is  2”xl2”  for  the  incisional  repair.  Both  sizes  have  specially 
selvaged  edges  to  prevent  danger  of  unraveling  should  a suture  come  close  to  the  edge.  Usher’s 
Marlex  Mesh  is  a knitted  polypropylene  monofilament  mesh  that  is  non-toxic,  non-wettable,  and 
inert  in  presence  of  infection.  A strong  fibrous  tissue  wall  grows  through  the  mesh  in  about  four 
weeks.  Two-way  stretch  knit  keeps  its  shape.  Marlex  Mesh  can  be  autoclaved  repeatedly. 

Specific  technical  information  and  free  samples  may  be  obtained  by  writing  Davol  Inc.,  Box  D, 
Providence,  R.l.  02901.  A Subsidiary  of  International  Paper  Company. 


“Usher,  F.C.,  The  Repair  of  Incisional  and  Inguinal  Hernias.  SURGERY,  GYNECOLOGY  & OBSTETRICS,  September,  1970,  I3I;52S-530. 

Illustrations  reprinted  by  permission  SURGERY,  GYNECOLOGY  & OBSTETRICS. 
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iVhat  is  the  best  way  to  keep  pace  with  the 
latest  medical  techniques  and  advances? 

Participate  in  the  AMA’s  25th  Clinical 
Convention  in  New  Orleans  on  Nov.  28- 
Dec.  1,  1971!  Take  part  in  a convention 
where  participation  is  the  key  word.  Reg- 
ister for  Postgraduate  courses.  Use  this 
opportunity  to  discuss  and  evaluate  your 
problems  and  findings  with  others  in  your 
particular  field. 

Industrial  and  scientific  exhibits  will  in- 
form you  about  the  latest  research  and  the 
newest  products  and  services  available. 
Together  with  the  scientific  sessions,  this 
information  will  be  of  value  when  you  re- 
turn to  your  practice. 

, The  Scientific  Program  will  offer  in- 
depth  courses  on  “Behavioral  Problems 
in  Children  and  Adolescents,”  "Cardio- 
vascular Disease,”  and  “Fluid  and  Electro- 
lyte Balance.” 

Other  sessions  of  importance  will  dis- 
cuss the  “Diagnostic  Evaluation  and  Man- 
agement of  Joint  Diseases,”  “Derma- 
tological Problems  in  Everyday  Practice,” 
“Current  Concepts  of  Gastroenterology,” 
"Office  Gynecology:  Management  of  Com- 
mon Problems”  and  a “Symposium  on 
Diverticular  Disease  of  the  Colon:  Cur- 
rent Concepts.” 

Elegance  and  an  old-world  flavor  make 
New  Orleans  an  exceptional  site  for  the 
25th  Clinical  Convention.  The  Convention 
Center  provides  excellent  facilities.  Hotels 
in  or  near  the  famed  French  Quarter 
offer  choice  accommodations. 

Consider  bringing  the  family.  They  can 
explore  the  many  historic  sites  in  and 
around  the  city,  ride  a steamship  on  the 
'mighty’  Mississippi,  shop  for  antiques, 
or  browse  in  a fine  selection  of  stores. 
You'll  find  the  charm  of  New  Orleans  ex- 
tends to  its  restaurants  where  you’ll  sam- 
ple the  finest  in  French  and  Creole  cooking. 

This  is  a meeting  in  which  you  should 
participate.  Make  plans  now  to  attend  this 
important  AMA  Scientific  Meeting. 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

n belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chcwable,  fruit-llavorecl,  scored  tab- 
let contains:  16  mg.  phenobarbital  (vvaniing:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  rend  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  1 Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED’ 

antispasmodic/  sedative/  antiflatulent 


Spring  peeper  (tree  frog.  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


The  repair  of 

incisional  and 
inguinal  hernias 


FRANCIS  C.  USHER,  MD 

A new  technique  for  the  repair  of  incisional  and 
inguinal  hernias  by  using  Marlex  mesh  to  reinforce 
the  tissue  edges  has  the  unique  advantages  of  al- 
lowing primary  closure  of  large  incisional  hernias 
in  the  presence  of  considerable  tension  and  of  pro- 
viding an  exceptionally  strong  mechanical  approxi- 
mation of  the  conjoined  tendon  to  Poupart’s  liga- 
ment in  inguinal  hernias.  The  tissue  reinforcement 
provided  by  the  cuff  of  Marlex  mesh  prevents 
sutures  from  cutting  through,  regardless  of  wound 
tension.  Our  experience  with  this  technique  to 
date  has  been  most  encouraging. 

TECHNIQUE  FOR  THE  repair  of  incisional  and 
inguinal  hernias  using  Marlex  mesh  to  bridge 
the  defect  were  reported  by  us  previously. 
Two  layers  of  mesh  were  used  to  span  the  de- 
fect in  incisional  hernias  (Fig  1),  and  a single 
layer,  implanted  beneath  the  conjoined  tendon, 
was  used  for  inguinal  hernias  (Fig  2).  Fibrous 
tissue  growth  through  the  mesh  provided  a 
satisfactory  replacement  for  the  defect.  Our  re- 
currence rate  for  the  incisional  hernias  was 
10%  (98  patients),  and  for  inguinal  hernias 
3%  (286  patients). 

Three  years  ago,  we  developed  a technique 
for  the  repair  of  incisional  hernias  that  was 
quite  different  in  principle.  Narrow  strips  of  the 
mesh,  2 inches  wide,  were  used  to  reinforce  the 
edges  of  the  hernial  ring,  and  one  opposing 
edge  was  imbricated  over  the  other,  as  in  the 
Mayo  repair  of  an  umbilical  hernia.  We  found 
that  the  reinforcement  provided  by  this  cuff  of 
Marlex  mesh  imparted  extraordinary  strength 
to  the  tissues  and  that,  even  under  considerable 
tension,  the  sutures  would  not  cut  through.  We 
were  able  to  close  primarily  all  64  incisional 
hernias  in  which  this  method  was  used.  In  many 
of  these  patients,  the  defect  was  so  large  that 
it  was  necessary  to  have  assistants  pushing  on 


both  flanks  of  the  patient  to  effect  closure.  In 
no  instance  did  suture  cut  through  the  rein- 
forced edges. 

In  April  1970,  we  developed  a technique 
based  on  the  same  principle,  for  the  repair  of 
inguinal  hernias.  A 1-inch  strip  of  Marlex  mesh 
was  sutured  to  the  edge  of  the  conjoined  ten- 
don, after  incising  the  transversalis  fascia,  and 
the  mesh-reinforced  conjoined  tendon  was  im- 
bricated over  the  shelving  edge  of  Poupart’s 
ligament  as  in  the  Bassini  repair.  Again,  we 
found  that  the  reinforcement  imparted  by  the 
mesh  was  exceptional. 

Experiments  with  dogs  demonstrated  that 
good  fascial  proliferation  takes  place  through 
the  porous  mesh  and  that  at  one  month  post- 
operatively  the  imbricated  edges  of  the  hernial 
defect  were  well  bonded  to  each  other.  Tension 
studies  on  these  healed  wounds  also  demon- 
strated that  tensile  strength  was  greater  at  the 
area  of  the  overlap  than  in  the  surrounding 
normal  musculofascial  tissues. 

Incisional  Hernia  Technique:  The  hernial  sac  is 
dissected  out  and  excised.  The  anterior  fascia 
of  the  hernial  ring  is  freed  of  subcutaneous  fat 
for  a distance  of  1 inch  circumferentially.  A 2- 
inch  strip  of  Marlex  mesh,  two  selvedge  edges, 
is  then  sutured  as  a cuff  over  each  of  the  op- 
posing edges  of  the  hernial  ring.  This  requires 
anterior  and  posterior  placement  of  a continu- 
ous suture.  By  having  an  assistant  evert  the 
edge  of  the  hernial  ring,  the  surgeon  can  place 
the  running  suture  posteriorly  without  difficulty. 
Size  no.  0 polypropylene  monofilament^  is  used 
for  the  continuous  sutures. 

Imbricating  sutures  of  no.  0 polypropylene 
monofilament  are  then  placed  and  tagged  with 
hemostats.  These  sutures  are  placed  by  “halv- 
ing,” a procedure  in  which  sutures  are  placed 
at  both  ends  of  the  incision,  one  in  the  middle. 
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Fig  1.  Repair  of  incisional  hernia  using  two  layers  of  Marlex  mesh  to 
bridge  the  defect. 
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and  others  at  intervals  between  these  points 
until  a spacing  of  % inch  has  been  obtained 
between  sutures.  This  spacing  is  necessary  to 
avoid  strangulation  of  tissue.  Care  must  be 
taken  to  have  the  imbricating  suture  pass 
through  both  anterior  and  posterior  layers  of 
the  mesh.  After  all  sutures  have  been  placed, 
overlapping  of  the  opposing  edge  is  obtained 
by  pulling  up  on  all  sutures  simultaneously.  The 
surgeon  ties  while  the  assistants  maintain  trac- 
tion on  the  sutures.  Because  of  the  reinforce- 
ment provided  by  the  mesh  cuff,  large  defects 
can  be  closed  even  though  under  considerable 
tension:  the  imbricating  sutures  will  not  cut 
through. 

A continuous  suture  of  no.  0 polypropylene 
is  then  used  to  secure  the  edge  of  the  overlap- 
ping layer  to  the  underlying  layer,  comparable 
to  the  second  row  of  sutures  in  a Mayo  repair. 


Again,  this  suture  must  passthrough  both  mesh 
and  fascia  to  be  effective.  Interrupted  sutures 
of  no.  0 polypropylene  are  placed  1 inch  apart 
to  reinforce  this  continuous  suture. 

To  complete  the  repair,  redundant  subcu- 
taneous fat  and  skin  are  excised  from  both 
sides  of  the  wound  to  eliminate  subcutaneous 
dead  space,  and  suction  catheter  drains  are 
placed  in  the  wound.  Because  of  the  tight  clo- 
sure in  large  hernias,  pulmonary  ventilation  is 
compromised  and  precautions  must  be  taken  in 
the  immediate  postoperative  period  to  prevent 
atelectasis. 

Inguinal  Hernia  Technique:  If  the  hernia  is  in- 
direct, the  hernial  sac  is  ligated  and  excised. 
If  it  is  direct,  the  sac  is  not  removed  unless  it 
is  large  or  pendulous.  The  transversalis  fascia 
is  then  incised  from  the  internal  ring  to  the 
pubic  tubercle.  The  upper  edge  of  this  fascia  is 


Fig  3.  Two  2-inch  strips  of  Marlex  mesh  are  sutured  as  a cuff  over  the 
opposing  edges  of  the  hernial  ring,  a continuous  suture  of  no.  0 polypropylene 
monofilament  being  used. 
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grasped  with  three  Ochsner  forceps,  reflected 
upward,  and  the  preperitoneal  fat  dissected 
away  from  the  inferior  surface  of  the  fascia  for 
a distance  of  1/2  inch  from  the  cut  edge.  Blunt 
dissection  with  a “peanut”  facilitates  the  sepa- 
ration of  fat  from  fascia,  care  being  taken  to 
avoid  tearing  the  epigastric  vessels.  A 1-inch 
strip  of  Marlex  mesh,  two  selvedge  edges,  is 
then  sutured  as  a cuff  over  the  free  edge  of  the 
conjoined  tendon.  Placement  of  a small  hemo- 
stat  on  the  cut  edge  of  the  transversalis  fascia 
at  the  internal  ring  serves  as  a traction  device 
for  the  surgeon  while  the  mesh  is  sutured  in 
place.  Interrupted  through-and-through  sutures 
of  no.  00  polypropylene  are  used.  The  mesh 
cuff  extends  from  the  pubic  tubercle  to  a point 
just  lateral  to  the  internal  ring. 

Interrupted  sutures  of  no.  0 polypropylene 
are  then  used  to  imbricate  the  mesh-reinforced 


border  of  the  conjoined  tendon  over  the  shelv- 
ing edge  of  Poupart’s  ligament.  Again,  these 
sutures  are  placed  by  “halving,”  that  is,  one 
near  the  pubic  tubercle,  one  at  the  internal 
ring,  and  three  in  between,  for  a total  of  five 
sutures.  This  provides  a spacing  of  1/2  inch 
between  sutures.  After  all  sutures  have  been 
placed,  the  surgeon  ties  while  the  assistant 
maintains  traction  on  the  sutures. 

A continuous  suture  of  no.  0 polypropylene 
is  then  used  to  secure  the  overlapping  edge  of 
the  conjoined  tendon  to  Poupart’s  ligament. 
This  second-row  suture  passes  through  Pou- 
part’s ligament  just  proximal  to  the  row  of  im- 
bricating sutures.  An  additional  interrupted  su- 
ture is  then  placed  lateral  to  the  cord  to  limit 
the  size  of  the  new  internal  ring. 

To  complete  the  repair,  the  cord  is  replaced 
over  the  reinforced  floor  of  the  canal  and  the 


Fig  4.  Imbricating  sutures  of  no.  0 polypropylene  monofilament  are  placed  % inch 
apart.  These  sutures  must  pass  through  the  mesh  anteriorly  and  posteriorly. 
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Fig  5.  The 
imbricating  sutures 
are  pulled  up 
and  tied,  and  a 
second  ron' — 
continuous  no.  0 
polypropylene 
reinforced  with  a 
few  interrupted 
sutures — is  placed 
to  complete 
the  overlap. 


Fig  6.  A strip  of 
Marlex  mesh, 
1 inch  in  width, 
is  sutured  as  a cuff 
over  the  free  edge 
of  the  conjoined 
tendon;  the 
transversalis  fascia 
has  been  incised. 


external  oblique  fascia  closed  over  the  cord,  as 
in  the  Bassini  operation. 

Results:  Since  April  1967,  64  patients  with  in- 
cisional hernias  have  been  operated  upon  using 
this  technique.  Many  of  these  patients  had  un- 
dergone previous  repairs  one  or  more  times 
with  recurrence.  In  all  of  these  patients,  the 
hernial  defect  was  large,  measuring  15  cm  or 
more  in  the  greatest  diameter.  There  were  two 
wound  abscesses  which  were  treated  by  inci- 


sion and  drainage  and  application  of  wet  dress- 
ings. Both  wounds  healed  by  secondary  inten- 
tion without  further  complication.  No  seromas 
or  other  wound  complications  developed  among 
the  remaining  62  patients.  No  recurrences  have 
been  noted  to  date  among  the  64  patients.  All 
have  been  examined  at  six-month  intervals,  and 
the  follow-up  periods  extend  from  six  months  to 
three  years. 

Since  the  inguinal  hernia  technique  has  been 


110 


TEXAS  MEDICINE 


Fig  7.  Imbricating 
sutures  oj  no.  0 
polypropylene  are 
placed  V2  inch 
apart.  These 
sutures  must  pass 
through  the  mesh 
anteriorly  and 
posteriorly. 


Fig  8.  The 
imbricating  sutures 
are  pulled  up  and 
tied,  and  a second 
row — continuous 
no.  0 polypropy- 
lene— is  placed 
to  complete  the 
overlap.  Additional 
interrupted 
sutures  are  placed 
lateral  to  the  cord. 


a more  recent  development  (April  1970),  fewer 
patients  have  been  operated  upon.  We  have  op- 
erated upon  42  patients  using  this  technique, 
and  no  instances  of  wound  complications  or  re- 
currence have  been  observed  to  date. 
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Primary 

Pseudomonas 

Pneumonia 


J.  Chest  roentgenogram  on  admission  showed 
mottled  areas  of  coalescent  infiltrate  located  in  the  right 
lung  from  the  level  of  the  third  rib  inferiorly. 


JAMES  R.  HYSLOP,  MD 
TRACY  I.  WALLACE,  MD 


Primary  Pseudomonas  pneumonia  developed  in  a 
patient  who  was  free  of  debilitating  disease,  had 
not  been  in  a hospital,  and  had  received  no  pre- 
vious therapy  with  immunosuppressive  agents, 
antibiotics,  or  steroids.  During  the  acute  phase  of 
the  illness,  prominent  jaundice  and  azotemia  de- 
veloped. With  proper  antibiotic  therapy  there  was 
rapid  resolution  of  the  pneumonia,  jaundice,  and 
azotemia.  This  case  emphasizes  that  primary  Pseu- 
domonas pneumonia  can  occur  in  a healthy  patient 
and  respond  promptly  to  therapy. 

IN  THE  PRESENT  ERA  of  antibiotics,  immu- 
nosuppressive drugs  and  adrenocorticoids,  an 
increase  of  infections  due  to  gram-negative 
organisms  is  now  apparent.  Gram-negative  or- 
ganisms have  assumed  a great  importance  in 
the  etiology  of  pulmonary  infections  presum- 
ably due  to  suppression  by  antibiotics  of  the 
more  susceptible  organisms.  This  is  especially 
true  when  preexisting  lung  disease  is  present.^ 
Patients  with  homograft  transplants  often  suc- 
cumb to  overwhelming  infections  caused  by 
gram-negative  organisms,  particularly  by  Pseu- 
domonas aeruginosa.^  Debilitated  patients  under- 
going extensive  surgical  techniques  similarly 
may  succumb  to  infections  by  these  organ- 
isms.3  The  increasing  incidence  of  Pseudomonas 
pneumonia  in  part  is  attributed  to  the  frequent 
use  of  positive-pressure  breathing  where  the 
mechanical  respirator  is  contaminated  with 
gram-negative  organisms. The  usual  clinical 
features  of  Pseudomonas  pneumonia,  described 
by  Billotson  and  Lerner,®  are  apprehension, 
confusion,  cyanosis,  relative  bradycardia,  and 
reversal  of  the  diurnal  temperature  curve.  Even- 
tually, polymorphonuclear  leukocytosis  ensues; 
azotemia  and  abnormal  liver  function  are  pres- 
ent. The  radiographic  findings  consist  of  dif- 
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fuse,  bilateral  infiltrates,  often  with  many  small 
areas  of  radiolucency  (microabscesses).  Accord- 
ing to  Joffe®  the  changes  may  fall  into  one  of 
several  groups:  extensive  bilateral  pneumonic 
consolidation  with  or  without  abscess  forma- 
tion, diffuse  nodular  densities  with  or  without 
abscess  formation,  unilateral  pneumonia  or 
pleural  effusion.  Fetzer  and  others’^  reported 
that  Pseudomonas  lung  infections  produce  char- 
acteristic morphological  lesions.  These  are  well 
demarcated,  firm,  necrotic  nodules  composed 
of  an  amorphous,  necrotic  coagulum  containing 
great  numbers  of  bacteria;  they  usually  are  lo- 
cated around  blood  vessels.  These  authors  con- 
clude that  Pseudomonas  pneumonia  is  a dis- 
tinctive pathological  entity.  Reports  of  primary 
Pseudomonas  pneumonia  occurring  in  a healthy 
person  are  rare.  Reported  herein  is  a case  of 
primary  Pseudomonas  pneumonia  in  an  individ- 
ual without  antecedent  infection  and  free  from 
debilitating  disease. 

Case  Report:  A 61-year-old  black  male  laborer 
was  admitted  to  the  Veterans  Administration 
Center,  Temple,  on  Feb  2,  1970,  because  six 
days  earlier  he  had  suddenly  developed  fever 
and  general  malaise.  The  day  prior  to  admis- 
sion his  personal  physician  prescribed  doxycy- 
cline  and  he  took  only  three  capsules  at  four- 
hour  intervals  prior  to  admission.  The  patient 
had  no  rhinitis,  cough,  chills,  dysuria,  frequen- 
cy, urgency,  or  pain.  Up  to  the  day  of  onset  of 
fever,  he  continued  to  do  a full  day’s  work  as 
a laborer  and  claimed  he  had  never  been  sick 
before  in  his  life.  His  temperature  was  101.8 
F;  pulse  rate  104/minute;  respirations  32/ 
minute;  blood  pressure  100/70  mm  Hg;  weight 
144  lb;  and  height  5 ft  5 inches.  The  physical 
examination  revealed  a well-muscled,  well-nour- 
ished black  male,  acutely  ill  and  showing  tox- 
icity, a hot,  dry  skin  and  oriented  in  all  spheres. 


2.  Chest  roentgenogram  made  22  days  after 
admission  was  normal. 
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The  sclera  and  mucous  membranes  were  a deep 
icteric  color;  the  lungs  were  clear  except  for 
crepitant  rales  distributed  over  the  right  lower 
lobe  area.  The  patient  was  edentulous  and  had 
an  easily  reducible  inguinal  hernia.  The  chest 
roentgenogram  (Fig  1)  showed  mottled  areas 
of  infiltrate  which  were  coalescent  and  located 
in  the  right  lung  from  the  level  of  the  third  rib 
interiorly.  The  laboratory  data  were  as  follows: 
leukocyte  count  25,400/cu  mm  with  60%  neu- 
trophils, 7%  band  forms,  23%  lymphocytes, 
and  8%  monocytes.  There  was  toxic  granula- 
tion of  the  neutrophils.  Other  values  were  hemo- 
globin 14  gm/100  ml,  hematocrit  43%,  blood 
urea  nitrogen  110  mg/100  ml,  serum  creatinine 
3.6  mg/100  ml,  total  serum  bilirubin  11  mg/ 
100  ml,  serum  glutamic-oxalacetic  transami- 
nase (SCOT)  240  units,  thymol  turbidity  11.6 
units,  prothrombin  time  16  seconds  with  a 
control  of  12  seconds,  and  electrolytes  normal. 
P aeruginosa  was  cultured  from  specimens  ob- 
tained Feb  3,  1970,  of  the  sputum,  blood  and 
stool  but  not  from  the  urine.  The  serologic  test 
for  syphilis  was  nonreactive  and  several  urinaly- 
ses were  within  normal  limits.  Treatment  was 
promptly  started  with  kanamycin  intramuscu- 
larly. The  patient  received  1 gm  daily  for  two 
days  only.  On  the  third  hospital  day,  sodium 
colistimethate,  150  mg  per  day,  was  started  on 
receipt  of  the  culture  and  sensitivity  studies. 
Three  days  later  an  urticarial  rash  developed; 
it  was  distributed  over  the  neck,  trunk  and 
scattered  lesions  on  the  face  and  extremities. 
During  this  period  of  hospitalization  the  pa- 
tient’s temperature  range  was  between  100  and 
103  F.  The  temperature  curve  showed  a double 
daily  spike,  one  in  the  early  morning  and  an- 
other in  the  later  afternoon.  At  the  height  of 
the  fever  the  patient  became  moderately  con- 
fused; otherwise,  he  was  cooperative  and  drank 
adequate  amounts  of  fluids  but  ate  little  food. 
By  the  fifth  hospital  day  he  had  a moderately 
severe  cough  productive  of  dark,  bloody,  thick 
sputum.  Intermittent  positive-pressure  breath- 


ing was  started  using  5 ml  of  tepid  water  plus 
two  drops  of  isoproterenol  solution  in  a dilution 
of  1:200.  The  appearance  of  the  rash  was  in- 
terpreted as  a sensititvity  reaction  to  sodium 
colistimethate.  Gentamicin  sulfate  intramuscu- 
larly was  substituted  in  doses  of  20  mg  every 
eight  hours  on  the  7th  day  of  hospitalization 
and  was  continued  until  the  23rd  hospital  day. 
Between  the  8th  and  11th  days  of  hospitaliza- 
tion, the  fever  receded  by  lysis.  By  the  12th 
day  he  had  no  fever.  Flis  cough  gradually  clear- 
ed, his  appetite  and  sensation  of  well-being 
returned,  and  by  the  15th  hospital  day  he  was 
symptom  free  except  for  weakness.  The  chest 
roentgenogram  (Fig  2)  was  normal  22  days 
after  admission.  All  laboratory  data,  including 
BUN  and  serum  bilirubin,  returned  to  normal 
levels  and  the  patient  was  discharged  on  the 
26th  hospital  day.  One  month  later  follow-up 
studies  were  done.  Fie  was  asymptomatic  and 
results  of  the  physical  examination  were  normal. 
Laboratory  data  were  within  normal  limits;  the 
bromsulphalein  test  showed  8%  retention  in 
45  minutes;  cultures  from  the  mouth,  throat, 
urine  and  stool  did  not  grow  P aeruginosa]  chole- 
cystogram  and  chest  roentgenogram  were  nor- 
mal. 

Discussion:  This  case  presents  some  unique 
features  of  P aeruginosa  infection.  It  meets  a 
criteria  for  diagnosis  of  primary  Pseudomonas 
pneumonia.®  The  diagnosis  was  made  on  the 
third  hospital  day  (ninth  day  of  illness),  appro- 
priate antibiotics  were  instituted,  and  the  pa- 
tient recovered.  Thus,  primary  Pseudomonas 
pneumonia  does  occur  in  healthy  individuals 
and  the  infection  need  not  have  a protracted 
course.  It  is  likely  that  early  clinical  and  bac- 
teriological recognition  of  this  entity  followed 
by  appropriate  treatment  may  considerably 
shorten  the  course  of  the  illness.  The  use  of 
antibiotics  in  healthy  individuals  for  mild  res- 
piratory infections  has  been  suggested  as  a 
possible  precursor  to  primary  Pseudomonas 
pneumonia.'^  The  small  amount  of  antibiotic 
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ingested  by  our  patient  during  the  sixth  day  of 
illness  probably  did  not  alter  the  course  of  ill- 
ness. In  the  absence  of  a positive  culture  for 
P aeruginosa  in  the  urine  of  this  patient,  the 
presence  of  pyelonephritis  as  the  primary 
source  of  infection  is  not  likely.  Subsequent 
evaluation  of  the  patient  for  obscure  liver  or 
biliary  tract  disease  further  ascertains  the  ab- 
sence of  an  existing  debilitating  illness.  Thus, 
the  clearing  of  abnormal  liver  function  tests 
and  nitrogen  retention  as  the  patient  recovered 
from  the  illness  seems  to  indicate  that  they 
were  caused  by  the  Pseudomonas  infection.  The 
jaundice  was  puzzling  and,  indeed,  remains  un- 
explained. In  some  of  their  patients,  Tillotson 
and  Lerner®  observed  persistent  azotemia  and 
frequent  abnormal  results  of  liver  function  tests 
that  could  not  be  correlated  with  known  pre- 
existing liver  or  renal  disease.  Polymorphonu- 
clear leukocyte  infiltrates  in  the  portal  areas  of 
the  liver  were  present  in  the  pathological  speci- 
mens, and  Fetzer  and  others'^  report  two  cases 
of  Pseudomonas  pneumonia  with  focal  necrosis 
of  the  liver.  The  pathogenesis  of  the  transitory 
hepatocellular  injury  and  nitrogen  retention  in 
association  with  Pseudomonas  pneumonia  re- 
mains unexplained. 
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A REVIEW 


JAMES  W.  SMITH,  MD 


Coccidioidomycosis 


Texas  is  a major  endemic  area  for  coccidioidomy- 
cosis. Most  individuals  are  asymptomatic  or  have 
only  mild  pulmonary  symptoms  with  infection. 
Disseminated  infection  is  a rare  occurrence,  but  it 
can  be  recognized  early  in  the  course  of  the  infec- 
tion. Treatment  with  amphotericin  B is  quite  effec- 
tive if  given  early  in  the  course  of  disseminated 
disease.  The  skin  test  and  complement  fixation 
test  are  useful  both  as  a guide  to  presence  of  in- 
fection and  as  indicators  of  disseminated  disease. 

COCCIDIOIDOMYCOSIS  IS  an  infectious  disease 
produced  by  the  inhalation  of  the  fungus  Coc- 
cidioides  immitis.  The  disease  is  endemic  in  the 
Southwestern  United  States,  including  a large 
area  of  West  Texas  (Fig  1).  This  review  includes 
the  epidemiological  and  clinical  patterns  of  coc- 
cidioidomycosis and  case  reports  which  illus- 
trate certain  features  of  the  disease. 
Epidemiology:  Coccidioidomycosis  is  endemic 
in  the  semi-arid  Southwestern  United  States  in 
an  area  corresponding  to  the  limits  of  the  lower 
Sonoran  Life  Zone.^  The  area  of  endemicity  ex- 
tends into  Mexico,  including  Sonora  and  Baja 
California.  Other  endemic  areas  include  the 
Comayagua  Valley  of  Honduras,  certain  Vene- 
zuelan states,  and  the  Gran  Chaco-Pampa  re- 
gion of  South  America  (Paraguay  and  Argen- 
tina). Characteristics  favorable  for  the  growth 
of  Coccidioides  immitis  include  an  annual  rain- 
fall of  5 to  20  inches  in  one  season  (usually 
winter),  alkaline  soil,  and  a prolonged  hot,  dry 
season  following  the  period  of  precipitation.^ 
In  Texas,  the  area  of  endemicity  covers  a large 
area  of  West  and  South  Texas  (Fig  1). 

The  organism  exists  in  soil  in  a mycelial  form 
from  which  are  produced  great  numbers  of  in- 
fectious chlamydospores.  In  a series  of  studies. 
Smith  and  coworkers'  observations  demonstrat- 
ed that  dust  is  the  mechanism  by  which  the 


fungus  is  transported. Studies  under  con- 
trolled conditions  show  that  the  fungus  is  hardy 
and  resists  very  high  and  low  temperatures,  is 
even  resistant  to  sodium  chloride  at  4°  C,  and 
that  spores  remain  viable  for  many  months  in 
water. 5 A larger  percentage  of  soil  samples 
collected  at  the  end  of  the  rainy  season  are 
positive  for  fungus.  They  are  positive  at  the 
surface  at  this  time  whereas  samples  are  posi- 
tive 4 to  12  inches  below  the  surface  following 
the  dry  season. In  the  San  Joaquin  Valley,  it 
is  a disease  which  occurs  from  June  to  Decem- 
ber. It  has  been  shown  that  maximal  infection 
rate  of  coccidioidomycosis  occurs  in  the  dry 
summer  and  autumn  following  unusually  heavy 
precipitation  during  the  wet  winter  season. 
Presumably,  a wet  winter  season  helps  to  mul- 
tiply the  fungus  in  nature,  although  an  imme- 
diate beneficial  effect  of  the  rain  is  to  keep  the 
chlamydospores  from  blowing  about  in  the  air. 
Annual  infection  rates  of  up  to  25%  have  been 
demonstrated.  Dust  control  at  military  bases 
does  reduce  infection  rates. The  control  mea- 
sures include  paving  roads  and  runways  at  air- 
fields, grassing  in  recreation  areas,  encouraging 
swimming  rather  than  baseball,  and  the  use  of 
highly  refined  oil  in  athletic  areas. 

Coccidioidomycosis  which  occurs  out  of  the 
endemic  area  from  fomites  transported  from 
the  endemic  area  has  been  clearly  demonstrat- 
ed. Such  an  occurrence  is  illustrated  by  the 
following  case  report. 

Case  1:  In  Dallas,  a 5-month-old  white  boy  de- 
veloped low-grade  fever,  malaise,  and  irritability 
in  January,  1967.  He  was  treated  with  sulfa  for 
three  weeks  for  urinary  tract  infection  although 
the  culture  was  negative.  One  month  later  a 
slight  cough  developed  and  the  child  did  not 
eat  very  well.  A chest  x-ray  at  this  time  showed 
a nodular  infiltrate  covering  the  left  upper  lobe 
of  the  lung  (Fig  2).  A presumptive  diagnosis  of 
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mediastinal  mass  or  tumor  was  made.  Physical 
examination  of  chest  showed  overexpansion  of 
the  left  lower  lobe.  He  had  no  fever  while  in  the 
hospital.  An  aspiration  bronchogram  showed  no 
filling  in  the  left  upper  lobe.  An  angiogram  re- 
vealed narrowing  of  the  arteries  which  was  con- 
sidered compatible  with  pulmonary  parenchy- 
mal disease.  The  tuberculin  skin  tests  (inter- 
mediate and  second  strength)  were  negative  but 
the  coccidioidal  test  showed  induration  exceed- 
ing 20  mm.  Complement  fixation  titer  with  coc- 
cidioidin  was  1.32.  Spherules  were  demonstrat- 
ed in  the  smear  of  gastric  contents  and  a cul- 
ture of  gastric  washings  was  positive  for  C 
immitis.  After  consultation  with  authorities  in 
California  and  Arizona  it  was  decided  that  no 
therapy  would  be  given.  The  patient  did  very 
well.  Six  months  later  the  infiltrate  was  almost 
completely  resolved. 

The  patient  had  never  traveled  outside  of 
Dallas  County.  His  grandfather  worked  at  the 


local  zoo  but  the  patient  had  never  been  to  the 
zoo.  In  December,  a package  of  paintings  from 
an  estate  in  Southern  California  had  been 
opened  in  the  living  room  of  the  home.  The 
paintings  had  been  wrapped  in  excelsior  and 
the  baby  had  been  in  the  vicinity  of  the  excel- 
sior. Although  further  studies  could  not  be  done 
since  the  excelsior  had  been  removed,  the  in- 
fection most  likely  was  contracted  from  this 
source.  Results  of  skin  tests  of  the  parents  and 
of  a sibling  were  negative,  and  a complement 
fixation  test  of  one  parent  was  negative. 

This  case  showed  that  infection  by  fomites 
at  sites  distant  from  endemic  areas  does  occur. 
Other  examples  of  such  spread  by  fomites  in- 
clude an  individual  infected  in  Georgia  who  had 
been  unloading  “short  fiber  cotton”  from 
freight  cars  from  Tulane,  Calif  (in  the  San 
Joaquin  Valley).® 

Man-to-man  infection  has  not  been  a major 
problem  in  hospitals  in  the  endemic  area.  How- 


7.  Endemic  area  for  coccidioidomycosis  in  Southwestern 
United  States. 
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ever,  six  human  infections  developed  following 
exposure  to  the  dressings  from  a patient  with 
coccidioidal  osteomyelitis.®  Laboratory-acquired 
infection  is  a problem  since  infectious  particles 
are  produced  in  great  numbers  within  the  first 
week  of  growth. Slants  only  (not  petri  dishes) 
should  be  used  in  direct  culture. 

Immunology:  Delayed  hypersensitivity  to  coc- 
cidioidin  skin-testing  antigen  appears  from  2 to 
21  days  after  the  onset  of  symptoms  (incuba- 
tion period  is  7 to  28  days).  In  patients  with 
erythema  nodosum,  the  testing  antigen  must  be 
diluted  sometimes  to  1:1,000  or  local  or  syste- 
mic reactions  can  occur.^®  This  sensitivity  is 
generally  of  long  duration  although  it  may  wane 
slowly  over  the  years.  Early  loss  of  previous 
skin  testing  sensitivity  may  be  a bad  prognostic 
sign.  In  patients  with  disseminated  disease, 
70%  fail  to  react  to  a 1:10  dilution. 

Precipitin  antibody  test  is  positive  early  in 
the  infection,  with  positive  test  occurring  during 
the  second  to  fourth  week  of  illness. The 
precipitins  are  transient  and  are  no  longer 
demonstrable  in  a majority  of  cases  by  the 
seventh  week.  Complement  fixation  antibody 
(CF)  to  coccidioidin  develops  from  three  to 
eight  weeks  after  infection,  and  tends  to  per- 
sist for  longer  periods.  The  precipitin  antibody 
is  in  the  IgM  class  of  immunoglobulin,  and  CF 
antibody  is  in  the  IgG  class.^^ 

Although  the  CF  test  is  of  limited  value  in 
the  diagnosis  of  many  mild  to  moderately  se- 
vere primary  cases,  it  is  invaluable  in  the  eval- 
uation of  progress  of  disease.  In  general,  low 
levels  of  CF  (less  than  1:16)  are  seen  in  many 
patients  with  pulmonary  disease  that  does  not 
progress. ^2.13,16  However,  a CF  level  of  1:32  or 
above  is  generally  regarded  as  indication  of 
progressive  disease.  The  titer  may  not  rise  until 
8 to  12  weeks  of  infection,  whereas  evidence 
of  dissemination  may  be  present  by  4 weeks  of 
illness.^®  Diminishing  CF  levels  are  generally 
associated  with  clinical  improvement.  Residual 


2.  Chest  x-ray  of  5 V2 -mo nth-old  male  with 
pulmonary  coccidioidomycosis. 
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3.  Chest  x-ray  of  superinfected  cavity  in 
coccidioidomycosis. 


CF  titers  of  1:2  to  1:8  may  persist  in  some  pa- 
tients following  recovery  from  a disseminated 
infection.  Low  CF  levels  are  found  in  central 
nervous  system  disease,  usually  meningitis,  but 
in  76%  of  the  patients  with  meningitis,  the 
cerebrospinal  fluid  CF  is  elevated. ^2,13  ip  some 
instances  the  CSF  test  may  be  positive  and  the 
serum  CF  test  negative.  This  antibody  probably 
represents  locally  produced  antibody  in  the 
meninges. 

The  CF  titer  is  not  affected  by  the  prior  ad- 
ministration of  the  skin-testing  antigen,  such  as 
occurs  in  histoplasmosis.^®  Thus,  the  serology 
in  coccidioidomycosis  is  of  significant  value, 
not  only  in  the  diagnosis  of  actively  infected 
cases,  but  also  as  a guide  to  prognosis.  Cross 
reactions  with  other  fungal  antigens  do  occur 
since  both  CF  levels  with  blastomyces  and  his- 
toplasma  antigens  may  be  as  high  as  1:64  in 
coccidioidin  CF  negative  sera  from  patients  with 
early  primary  coccidioidomycosis. Studies  in 
animals  have  indicated  that  immunity  to  rein- 
fection is  present,  especially  with  spherule- 
endospore  vaccines. The  antigen  is  a cell  wall 
antigen  and  is  not  in  the  soluble  fraction. 
Protection  against  reinfection  in  humans  has 
been  suggested  from  the  fact  that  reinfection 
is  highly  uncommon  in  inhabitants  of  the  San 
Joaquin  Valley.- 

Clinical  Features:  As  with  many  other  infections 
of  fungal  origin,  infection  with  Coccidioides  im- 
mitis  was  assumed  to  be  uncommon  for  many 
years.  The  disseminated  form  (termed  coccidi- 
oidal granuloma)  was  the  only  one  recognized. 
Dickson  and  Gifford  were  the  first  to  be  alerted 
to  the  association  of  infection  with  the  fungus 
and  the  common  phenomenon  of  “Valley  fe- 
ver.”i®  They  collected  350  cases  of  “San  Joa- 
quin fever”  in  five  months  in  1937,  and  dem- 
onstrated skin  test  sensitivity  to  coccidioidin  in 
all.  Smith  then  inaugurated  the  studies  which 
unfolded  the  clinical  manifestations  of  this  com- 
mon infection. 

Smith  observed  that  approximately  60%  of 
newly  infected  individuals  had  no  symptoms.  Of 
the  remaining  infections,  16%  were  so  mild 
that  no  medical  assistance  was  sought;  in  24%, 
patients  were  seen  by  a physician.  The  clinical 
picture  was  that  of  an  “influenza-like”  syn- 
drome, with  malaise,  easy  fatigability,  fever, 
weight  loss,  and  a nonproductive  cough  in  a 
majority  of  those  with  symptoms. Occa- 
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sional  patients  had  mild  hemoptysis  with  a pro- 
ductive cough.  A majority  of  the  symptomatic 
cases  had  pleural  pain,  sometimes  sudden  in 
onset  and  severe  enough  to  interfere  with 
breathing.  A macular,  erythematous  rash  was 
present  in  about  10%  of  the  cases.  Erythema 
nodosum  was  present  in  4 to  5%  of  all  cases, 
usually  occurring  as  red  nodules  over  the  ante- 
rior tibial  area.  A higher  prevalence  of  erythema 
nodosum  (24%)  was  present  in  females  than 
in  males,  but  it  was  uncommon  in  Negroes. 
Erythema  nodosum  occurred  from  2 to  14  days 
after  the  onset  of  symptoms,  usually  between 
one  and  two  weeks  and  skin  test  hypersensitiv- 
ity is  present  at  this  time.  No  relapses  or  rein- 
fections were  noted  in  those  with  erythema  no- 
dosum.^ Many  symptomatic  patients  had  arth- 
ralgias. Arthritis  occurred  in  about  8%  of 
symptomatic  cases  (termed  “desert  rheuma- 
tism’’). The  ankles  and  knees  were  most  com- 
monly involved,  although  it  could  affect  any 
joint.  These  symptoms  usually  lasted  no  more 
than  two  weeks  and  cleared  without  sequelae. 
Joint  effusion  was  uncommon. 

The  radiological  picture  in  acute  primary  dis- 
ease may  be  varied.  Peribronchial  infiltrates  are 
frequent;  parenchymal  lesions  can  vary  from 
mottling  to  homogenous  consolidations.  Al- 
though lesions  may  be  anywhere,  they  are  more 
common  in  the  lower  lobes  or  the  base  of  the 
upper  lobes  of  the  lung.  Resolution  of  the  x-ray 
findings  is  usually  rapid,  but  dense  consolida- 
tions may  require  several  months  to  clear. 
Acute  complications,  which  usually  are  benign, 
include  pleurisy  with  effusion,  pericarditis,  and 
acute  cavitation;  most  of  the  latter  close  spon- 
taneously. 

The  dread  feature  of  this  infection  is  dis- 
semination of  the  infection  to  involve  distant 
sites. Clinically  recognizable  dissemination  oc- 
curs in  less  than  0.5%  of  Caucasians. ^ The 
risk  for  non-Caucasians  is  considerably  greater, 
however,  and  Smith  has  calculated  such  risk  as 
23  times  greater  for  Negroes  and  190  times 
greater  for  Filipinos.  Another  group  at  great 
risk  from  disseminated  disease  is  pregnant 
women,  especially  during  the  last  trimester.22 
Most  patients  have  dissemination  during  the 
initial  part  of  the  illness,  a majority  within  one 
month  of  onset,  and  all  (in  Smith’s  experience) 
within  four  months. ^ 

The  course  of  eight  individuals  who  had  dis- 


seminated coccidioidomycosis  and  42  patients 
with  primary  pulmonary  coccidioidomycosis  was 
followed  by  Colwell  and  Tillman. 1®  Similar  com- 
plaints on  admission  to  the  hospital  were  pres- 
ent in  both  groups.  However,  malaise  and 
weight  loss  were  more  prominent  in  those  who 
later  had  evidence  of  dissemination. 

Physical  findings  were  similar  in  both  groups, 
although  two  already  had  evidence  of  dissemin- 
ation on  admission.  Individuals  who  later  had 
disseminated  disease  had  higher  temperature 
on  admission.  Six  in  the  disseminated  group 
had  right  hilar  and  paratracheal  adenopathy, 
whereas  only  one  with  primary  disease  had  this 
radiological  finding. 

After  four  weeks  of  observation,  patients 
with  dissemination  had  fever,  continued  weight 
loss,  and  physical  evidence  of  dissemination 
(supraclavicular  adenopathy,  septicemia,  skin 
lesions).  Chest  x-rays  showed  mediastinal  ade- 
nopathy and  transbronchial  spread.  Dissemina- 
tion was  proved  by  obtaining  cultures  from 
lymph  nodes,  skin  or  blood.  CF  titers  to  coc- 
cidioidin  did  not  change  until  at  least  11  weeks 
after  spread.  Liver  biopsy  was  not  used  in  this 
series,  but  it  has  been  helpful  in  establishing 
the  diagnosis  in  other  cases. 

Meningitis  as  a manifestation  of  dissemina- 
tion may  appear  in  the  course  of  the  primary 
disease.  More  often  it  appears  with  an  insidious 
onset  one  to  two  months  later  with  headache, 
nuchal  rigidity,  and  frontal  lobe  signs  such  as 
confusion  or  drowsiness.  At  this  stage,  labora- 
tory findings  often  are  limited  to  the  CSF,  and 
are  those  characteristic  of  granulomatous  men- 
ingitis (elevated  protein,  low  CSF  sugar,  and 
pleocytosis  with  mononuclear  predominance). 
Occasionally,  a significant  number  of  eosino- 
phils may  be  present.  The  organism  is  rarely 
culturable,  but  the  CSF  CF  titer  is  often  posi- 
tive.^2 
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Other  manifestations  of  disseminated  disease 
include  cutaneous  lesions  such  as  subcutaneous 
nodules  which  often  lead  to  an  abscess  or 
draining  sinuses,  bone  involvement,  and  eye 
involvement.  Primary  cutaneous  involvement 
with  an  ulcerative  nodule  arising  at  site  of  inoc- 
ulation has  been  demonstrated. 

Primary  infection  often  leaves  residual  signs 
detectable  on  chest  x-ray. These  include  fi- 
brotic  scarring,  calcified  lymph  nodes,  and 
cavities.  These  lesions  rarely  are  evidence  of 
dissemination.  The  continued  persistence  of  a 
cavity  is  rarely  associated  with  evidence  of  dis- 
semination.In  most  cases,  surgical  interven- 
tion is  not  necessary,  since  most  recede  slowly. 
Later,  they  often  can  be  demonstrated  only  with 
planograms.  Increase  in  cavity  size  may  occur 
when  secondary  bacterial  infection  occurs  (due 
to  partial  bronchial  obstruction  leading  to  bal- 
looning of  cavity).26  This  is  not  a result  of 
spread  of  infection  and  is  rarely  associated 
with  dissemination  of  the  infection.  This  is 
illustrated  by  the  following  case. 

Case  2:  A 32-year-old  white  man  from  OIney, 
Texas,  became  ill  in  February  1968  with  a pro- 
ductive cough,  pain  in  the  left  side  of  the  chest, 
night  sweats,  malaise,  and  weight  loss.  An  x-ray 
showed  left  upper  lobe  pneumonitis  and  a small 
cavity  in  the  left  lower  lobe  of  the  lung.  After 
antibiotic  treatment,  the  infiltrate  resolved  to 
some  extent  but  a coin  lesion  remained.  A coc- 
cidioidin  CF  test  was  negative  at  this  time.  He 
was  referred  to  a thoracic  surgeon  who,  in  April 
1968,  removed  the  superior  segment  of  the  left 
lower  lobe  which  contained  a cavity.  Pathologi- 
cal examination  revealed  numerous  inflamma- 
tory cells  and  fibrous  tissue  but  no  granuloma. 
No  fungi  were  seen  on  microscopic  examina- 
tion. Sputum  and  specimens  from  the  abscess 
cavity  grew  C immitis.  A thick-walled  cavity  de- 
veloped postoperatively  and  increased  in  size 


and  in  thickness  during  observation.  He  was 
given  2.5  gm  of  amphotericin  B intravenously. 
By  June  1968,  the  cavity  became  smaller. 

During  the  summer,  the  patient  continued 
to  have  malaise,  heavy  cough  with  occasional 
hemoptysis,  night  sweats,  and  weight  loss.  He 
was  transferred  to  the  Dallas  VA  Hospital  in 
November  1968.  X-rays  showed  an  enlarging 
cavity  in  the  left  upper  lobe.  A chest  tube  was 
inserted  into  the  cavity  for  drainage.  Sputum, 
cavity  material,  and  urine  cultures  all  grew  C 
immitis.  Laboratory  findings  at  this  time  in- 
cluded a hematocrit  43%;  white  blood  cell 
count  8,000  with  normal  differential;  blood  urea 
nitrogen  21  mg/100  ml;  creatinine,  0.8  mg/ 
100  ml;  and  serum  glutamic  oxaloacetic  trans- 
aminase, 45  units.  Serum  electrophoresis  was 
within  normal  limits.  A coccidioidal  CF  was  1:4, 
histoplasmin  was  1:16.  The  patient  was  treated 
with  800  mg  of  amphotericin  B in  two  months. 
Toward  the  end  of  that  time,  his  BUN  was  ele- 
vated and  there  were  urinary  changes  with  very 
small  quantities.  In  the  meantime,  his  cavity 
decreased  in  size  and  sputum  became  negative. 
Consequently  he  was  discharged  and  followed. 
He  did  well  throughout  the  summer  and  his 
weight  stabilized.  He  attempted  to  work  but  he 
became  tired  after  three  to  four  days  on  the 
job.  Dust  bothered  him  considerably  and  aggra- 
vated his  cough. 

Six  weeks  prior  to  admission  in  October 
1969,  a head  and  chest  cold  developed;  this 
was  associated  with  production  of  sputum, 
which  became  purulent  and  foul-smelling.  He 
was  readmitted  to  the  VA  Hospital  in  Novem- 
ber 1969.  At  this  time,  he  had  decreased  ex- 
pansion of  the  left  chest  and  moderate  quantity 
of  expiratory  wheezes  throughout  the  chest. 
Chest  films  showed  enlargement  of  the  cavity 
with  some  pulmonic  infiltrates  surrounding  the 
cavity  (Fig  4).  Sputum  culture  was  negative. 
CF  tests  on  admission  were  negative  but  the 
titer  was  1:16  one  month  later.  His  x-ray  im- 
proved prior  to  institution  of  amphotericin  B 
and  the  patient  remained  afebrile  and  free  of 
symptoms  on  hospital  ambulation.  Hemoptysis 
did  develop  during  December,  at  which  time 
infiltrates  increased  in  the  vicinity  of  the  cavity 
and  the  infiltrate  had  improved.  During  this 
time  he  had  received  amphotericin  B,  but  only 
110  mg  of  it  prior  to  the  time  of  improvement. 

This  case  demonstrates  some  previously  ob- 
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served  features  of  coccidioidomycosis.  (1)  The 
patient  did  not  reside  in  the  endemic  area,  but 
probably  acquired  the  disease  while  working  on 
cars  which  had  been  through  the  endemic  area. 
(2)  Surgery  during  the  time  of  active  infection 
often  leads  to  worsening  of  residual  pulmonary 
findings  and  it  may  even  result  in  dissemina- 
tion. (3)  The  most  recent  exacerbation  was  the 
result  of  a secondary  bacterial  infection  in  a 
persistent  coccidioidal  cavity.  There  was  little 
evidence  of  dissemination  or  even  activation  of 
the  coccidioidal  infection  at  this  time.  Conse- 
quently, treatment  with  amphotericin  B prob- 
ably was  not  necessary. 

Therapy:  Most  individuals  do  well  with  no  spe- 
cific therapy.  The  major  concern  is  to  recognize 
those  who  disseminate,  and  this  should  be  ob- 
served early  in  the  course.  If  evidence  of  a 
dissemination  occurs,  treatment  with  ampho- 
tericin B should  be  instituted.  Early  treatment 
with  1-2  gm  has  been  very  effective. ^^  22. 27  ip. 
dividuals  with  skin  lesions  and  coccidioidal 
meningitis  may  require  larger  doses  (3-4  gm). 
In  addition,  those  with  coccidioidal  meningitis 
require  intrathecal  treatment  as  well  as  intra- 
venous therapy.28  The  intrathecal  treatment  is 
best  accomplished  with  injections  into  the  lat- 
eral ventricle  via  an  Ommaya  pump. 22  20  Menin- 
gitis patients  frequently  have  relapses,  and 
often  weekly  treatment  is  necessary  on  a con- 
tinuous basis. 

Treatment  with  amphotericin  B is  fraught 
with  hazard  due  to  the  local  and  systemic  reac- 
tions as  well  as  the  renal  complications  of  ther- 
apy.3^  The  best  evidence  indicates  that  mild 
abnormalities  do  persist  in  individuals  treated 
with  the  drug,  that  this  is  dose-related  (4  gm), 
and  that  retreatment  is  often  difficult. 
Acknowledgements:  Dr.  John  Chapman  pre- 
pared the  map  of  the  endemic  area  in  Texas 
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ratknts  fell  asleep  quicki 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time— both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  in  patients 
with  insomnia.^  2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Sleep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephalographic,  electro-ocuiographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  targe  numbers 
of  subjects. 

Results  shown  represent  average  values  in  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies.  Instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References:  1.  Frost,  J,  D.,  Jr.:  "A  System  for  Automatically  Analyz- 
ing Sleep,”  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston.  Nov.  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29, 1971. 

2.  Data  on  file.  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 
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Dalmane* 

flurazepam  HCO 

ne  30<ing  capsule  h.s.— usual  adult  dosage, 
ne  15>mg  capsule  h.s.— initial  dosage  for 
derly  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poorsleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  for  use  in  persons  under  1 5 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing'have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  GU  complaints.  There  have 
also  been  rare  occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  mouth, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 

y s.  Roche  Laboratories 
< ROCHE > Division  of  Hoffmann -La  Roche  Inc. 
\___./  Nutley,  New  Jersey  071 10 


Healing  in  the 
midst  of  death 
and  destruction 


On  one  of  Dr.  Heins’  tours  of  duty  as  a VPVN,  he  joined 
a New  Zealand  physician  to  make  the  rounds,  treating  both  children 
and  adults,  at  the  clinic  at  Dak-To. 


This  name  plate,  identifying 
Dr.  Albert  as  a volunteer  physician, 
was  to  be  worn  constantly 
to  protect  and  to  identify  him. 


The  war  in  Vietnam  may  be  “winding 
down”  for  United  States  servicemen, 
but  the  pain  and  destructiveness  of  the 
conflict  will  linger  among  the  Vietnam- 
ese people  and  their  way  of  life  for 
years  to  come. 

This  unfortunate  consequence  of 
war  has  been  strongly  impressed  upon 
the  minds  of  at  least  two  Texas  physi- 
cians— Dr.  O.  H.  Heins  of  Raymond- 
ville  and  Dr.  Richard  O.  Albert  of  Alice 
— who  are  among  many  MD’s  from  the 
United  States  who  have  participated  in 
the  Volunteer  Physicians  for  Vietnam 
program. 

“The  idea  of  civilian  physicians  help- 
ing the  civilians  of  South  Vietnam  first 
sprang  to  life  in  the  US  State  Depart- 
ment in  late  1965  under  the  name 
‘Project  Vietnam,'  ” explained  Dr. 
Heins.  After  about  two  years,  the  Amer- 
ican Medical  Association  joined  the 
State  Department  in  cosponsoring  the 
program,  which  has  become  known  by 
its  present  name  (or  the  initials  VPVN). 

“The  main  purpose  of  a volunteer 
physician  is  to  treat  the  civilians,  but 
at  the  same  time  to  create  a better  re- 
lationship between  the  natives  and 
Americans — which  is  a dire  need,”  says 
Dr.  Heins.  “We  don’t  try  to  tell  our 
physician-counterparts  how  to  do 
things,  but  suggest  and  show  them 
how  we  do  them  in  the  USA.  We  are 
there  in  an  advisory  capacity,  and  the 
local  doctors  can  be  very  sensitive 
about  their  shortcomings,”  he  adds. 

Because  of  his  outlook  on  the  goal 
and  purposes  of  the  program.  Dr.  Heins 
has  become  highly  respected  as  a med- 
ical ambassador  of  good  will  among 
his  Vietnamese  and  American  friends. 

A veteran  of  the  VPVN  program.  Dr. 
Heins  has  given  12  months’  service  to 
the  Vietnamese  people.  His  first  tour 
lasted  from  Dec.  15,  1965,  to  Feb.  15, 
1966.  At  the  end  of  his  fifth  two-month 
tour  of  duty.  Dr.  Heins  was  honored 
with  the  Medal  of  Health  award  of  the 
Republic  of  South  Vietnam.  His  sixth 
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tour  of  duty  began  this  past  July. 

Describing  his  experiences  in  South- 
east Asia,  Dr.  Heins  says,  “During  my 
first  tour,  I cared  mostly  for  war  cas- 
ualties. I have  a collection  of  foreign 
bodies  that  I removed  from  victims  of 
the  war,  mostly  women  and  children. 
There  is  one  45  calibre  slug  that  I re- 
moved from  the  head  of  a two-month- 
old  baby — it  survived:  another  is  a car- 
bine bullet  taken  from  the  back  of  a 
Viet  Cong  officer — he  survived,  too,  but 
was  taken  away  by  the  South  Vietnam- 
ese Security  Police.  The  most  pitiful 
cases  were  the  children  who  needed 
amputations  or  those  young  men  who 
lost  limbs  at  the  hands  of  the  Viet 
Cong.  We  lost  many  lives  during  opera- 
tions from  lack  of  blood  for  transfu- 
sions.” 

On  his  second  tour.  Dr.  Heins  was 
sent  to  Kontum  in  the  Highlands  of 
South  Vietnam.  Here,  he  worked  with 
the  Montagnards,  a courageous  moun- 
tain people  who  are  respected  by  the 
Americans  for  their  honesty  and  brav- 
ery. “While  there,  I often  visited  Dr. 
Pat  Smith  and  her  clinic.  She  is  doing 
dedicated  work  for  the  sick  Montag- 
nards,” says  Dr.  Heins. 

He  adds,  “It  was  my  job  to  estab- 
lish clinics  and  refugee  camps  close  to 
Laos  and  Cambodia.  To  do  this,  I had 
to  work  with  our  military  forces,  who 
assisted  me  greatly  by  supplying  trans- 
portation by  jeep  or  helicopter. 

“I  spent  many  weeks  at  Dak-To  with 
Major  A.  Lowery  in  command.  He  was 
very  interested  in  the  welfare  of  the 
Montagnards  and,  if  possible,  would 
accompany  me  on  my  mission,  togeth- 
er with  the  district  chief.  On  one  of 
these  trips,  we  ran  into  a group  of 
casualties  right  after  a battle.  One 
young  chap  was  shot  up  so  badly  that 
he  needed  blood  and  an  operation  to 
survive,  so  we  called  in  a Medevac 
team  from  Pleiku.  By  this  time,  it  was 
dark,  and  the  helicopter  was  guided  in 
by  flares  and  headlights  from  our  jeep. 


This  man  was  a victim 
of  an  explosion  set 
by  the  Viet  Cong  in  the 
marketplace  in  the 
village  of  Traon. 

After  the  explosion,  17 
casualties  were  brought  in. 


We  then  alerted  the  Swiss  surgical 
team  at  Kontum  by  radio.  The  result? 
One  life  saved  through  the  efforts  of 
all  these  fine  people.” 

But  war  claims  even  the  finest  peo- 
ple, and  Dr.  Heins  adds  sadly  that  Ma- 
jor Lowery  and  his  deputy.  Captain  J. 
Starr,  were  later  killed  in  an  ambush, 
“a  tragic  price  of  war.” 

On  trips  no.  3 and  4,  Dr.  Heins 
again  worked  in  the  Vietnamese  High- 
lands. Assigned  to  MILPHAP  (Military 
Public  Health  Assistance  Program) 
Team  23,  he  comments  that  he  worked 
with  a fine  group,  visiting  villages  close 
to  the  Cambodian  border.  MILPHAP 
Team  23  returned  the  compliment. 
Captain  Ronald  D.  Castellanos,  medical 
officer  in  charge  of  the  team,  wrote  to 
the  Cameron-Willacy  Counties  Medical 
Society,  of  which  Dr.  Heins  is  a mem- 
ber, saying,  “Besides  being  a very 
dedicated  and  conscientious  physician. 
Dr.  Heins  demonstrated  a vast  amount 
of  medical  knowledge  and  tremendous 
wealth  of  experience  which  was  invalu- 
able to  the  physicians  on  our  team  and 
to  the  people  he  served.  With  little 
regard  for  his  own  safety,  in  the  face 
of  increased  enemy  activity.  Dr.  Heins 
went  out  daily  into  the  villages,  bring- 
ing medical  care  and  hope  to  these 
people.” 

During  these  tours  with  the  MILPHAP 
team.  Dr.  Heins  visited  not  only  vil- 
lages, but  prisons,  refugee  camps,  lep- 
rosariums,  and  orphanages.  He  says, 
“All  needed  medical  aid,  and  most  of 
the  diseases  we  treated  were  debilitat- 
ing— tuberculosis,  malaria,  typhus, 
cholera,  plague,  and  all  kinds  of  worms 
and  parasites.” 

On  one  tour  of  duty.  Dr.  Heins  was 
invited  to  visit  Con  Son  Island,  a South 
Vietnamese  prison  colony  located  ap- 
proximately 50  miles  out  in  the  China 
Sea.  He  reports,  “There  were  more 
than  8,000  prisoners,  plus  about  300 
guards  and  their  families,  on  this  beau- 
tiful tropical  island,  but  there  was  no 


This  boy  had  a 13-pound  tumor, 
noted  Dr.  Albert. 

He  added  that  cancers  in  children 
seem  to  be  fairly  common  in 
Vietnam. 


A grenade  blast  sent  this  group 
of  badly  injured  patients  to 
the  emergency  room  of 
Phong  Dinh  Province  Hospital. 
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Dr.  Heins  treated  a young  Montagnard  who  had  been 
burned  by  a missile  near  Pleiku  during  one 
of  his  more  recent  tours. 


doctor.  Here  I witnessed  acupuncture 
and  scarification  as  used  by  the  Chi- 
nese. This  island  seemed  to  be  run 
well,  and  the  diet  of  the  prisoners  and 
sanitation  were  excellent.  No,  I did  not 
see  any  of  the  ‘tiger  cages’  said  to 
hold  prisoners." 

Upon  completion  of  his  last  two- 
month  tour.  Dr.  Heins  said,  "All  I can 
say  is  to  get  our  troops  home!  We  have 
several  thousand  idle  soldiers  over 
there,  who  are  inactive  and  bored.  The 
anti-American  feeling  runs  high,  espe- 
cially in  Saigon.  However,  I found  that 
the  people  as  a whole  regret  to  see  the 
American  doctors  leave.  As  one  man 
said,  ‘You  doctors  came  over  here  to 
help  us  with  your  outstretched  healing 
hands.  We  shall  never  forget  you.’  ’’  Dr. 
Heins  adds  that  he  believes  one  reason 
the  volunteer  physicians  are  popular  is 
that  they  take  care  of  all  patients, 
"friend  and  foe  alike.” 

Dr.  Heins  adds  that  with  each  of  his 
tours  of  duty  he  received  a bonus — he 
met  many  wonderful  colleagues  from 
all  of  the  states  in  the  union,  as  well 
as  from  foreign  countries. 

“I  am  sure,”  he  said,  "that  every 
VPVN  feels  frustrated  when  he  leaves 
Vietnam  about  being  able  to  accom- 
plish so  little,  but  we  hope  that  the 
seed  has  been  planted  for  a healthier 
nation.” 

Dr.  Albert,  reporting  after  his  first 
tour  of  duty  as  a VPVN,  agrees  that 
the  experience  is  frustrating,  yet  re- 
warding, too.  Dr.  Albert  was  in  Vietnam 
from  Jan.  13,  1970,  to  March  13,  1970. 
He  did  surgery  at  the  Phong  Dinh  Prov- 
ince Hospital  in  Can  Tho. 

"I  found  the  Vietnamese  doctors 
friendly,  helpful,  and  certainly  coopera- 
tive. Most  did  a rather  creditable  job,” 
he  comments.  “But  as  a whole,  the 
Vietnamese  doctors  did  not  seem  to 
have  very  good  judgment  as  to  when 
to  operate  and  when  not  to  operate.” 

As  a surgeon.  Dr.  Albert  found  sev- 
eral areas  of  Vietnamese  medicine  that 
could  be  criticized.  For  example,  he 
said  that  in  most  cases,  the  Vietnam- 
ese doctors  seemed  unable  to  compre- 
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hend  the  difference  in  degrees  of  pain. 
To  them,  even  a slight  pain  meant  that 
an  operation  was  necessary. 

Dr.  Albert  also  felt  that  x-rays  and 
blood  transfusions  were  used  unneces- 
sarily. Unlike  Dr.  Hein's  experiences, 
Dr.  Albert  found  that  blood  was  used 
extensively  at  the  hospital — even  for 
minor  wounds.  "Sometimes,”  he  said, 
"I  would  specifically  say  that  I didn’t 
want  a patient  to  have  blood,  only  to 
come  by  a few  minutes  later  and  see 
him  getting  it.  The  blood  apparently 
came  from  the  Third  Surgical  Hospital 
in  Binh  Thuy,  as  the  Vietnamese  don’t 
donate  blood.  It  was  never  crossmatch- 
ed,  but  I saw  no  reactions  in  the  time 
I was  there.” 

One  especially  bothersome  point  to 
Dr.  Albert  was  the  Vietnamese  concept 
of  sterility.  "The  Vietnamese  idea  of 
sterile  technique  leaves  much  to  be  de- 
sired,” he  said.  "Sometimes,  it  seemed 
that  they  felt  that  just  because  they 
were  wearing  rubber  gloves  they  were 
sterile  and  could  touch  other  things  and 
remain  sterile.” 

He  added,  "The  flies  that  zigzagged 
around  the  operating  rooms  irritated 
me  considerably,  although  I must  ad- 
mit that  after  some  weeks  had  passed, 
they  did  not  bother  me  so  much  any 
more.  There  was  only  one  flyswatter 
for  three  operating  rooms.  Occasion- 
ally, the  operating  team  would  know 
where  it  was  and  would  use  it.  More 
generally,  they  would  simply  wave  their 
hands  at  the  flies  and  shoo  them 
away.”  The  pesky  insects  were  so  dis- 
turbing to  Dr.  Albert  at  first  that  when 
Dr.  Meritt  Stark,  the  American  medi- 
cal officer  in  charge  at  the  hospital, 
asked  if  there  were  any  suggestions. 
Dr.  Albert  said,  “Yes.  Is  there  some 
way  we  might  teach  the  Vietnamese 
greater  proficiency  in  the  skill  of  catch- 
ing flies  in  the  operating  room?” 

The  first-time  VPVN  praised  the  ex- 
cellent instruments  and  the  anesthesia 
used  in  the  Vietnamese  hospital.  He 
was  also  quite  favorably  impressed  with 
the  six  interns  that  worked  at  Phong 


Dinh  Province  Hospital.  "Without  ex- 
ception, they  were  bright,  eager,  and 
willing.  I enjoyed  them  a great  deal 
and  wished  so  much  that  I could  have 
given  them  more  actual  positive  super- 
vision and  training.  These  boys  were 
not  interns  in  our  sense  of  the  word, 
but  senior  medical  students.  Yet,  they 
were  doing  amputations,  laparotomies, 
et  cetera  with  no  doctor  in  attendance 
to  guide  them.  It  is  certainly  a credit 
to  them  that  they  did  as  well  as  they 
did.  They,  of  course,  enjoyed  being  at 
the  Phong  Dinh  Province  Hospital  be- 
cause they  could  do  something.” 

In  one  instance  in  the  operating 
room.  Dr.  Albert  detected  racial  preju- 
dice among  the  Vietnamese.  One  morn- 
ing at  3 a.m.,  he  was  operating  on  a 
Montagnard  tribesman  who  had  been 
hit  by  mortar  fragments.  During  the 
procedure,  the  anesthetist  left,  and  the 
circulating  nurse  lay  down  for  a rest. 
When  the  patient’s  arm  slipped  off  a 
support  and  endangered  the  delicate 
sutures  Dr.  Albert  was  placing  to  re- 
anastomose the  brachial  artery  and 
vein,  it  took  a great  deal  of  persuasion 
to  arouse  the  napping  circulating  nurse 
and  get  her  to  reposition  the  arm.  Said 
Dr.  Albert,  "I  seemed  to  get  less  co- 
operation on  this  patient  than  on  most 
of  the  others.  Perhaps  that  was  be- 
cause he  was  a Montagnard  tribesman, 
and  there  is  a lot  of  racial  prejudice 
against  these  simple  mountain  folk.” 

Dr.  Albert  commented  that  he  was 
amazed  that  he  could  get  along  so  well 
even  when  his  assigned  interpreter  was 
not  with  him.  He  learned  only  one  Viet- 
namese word,  “dau”  meaning  pain,  but 
he  suggests  that  future  VPVN’s  might 
learn  a few  more  words  of  the  language. 
Others  have  said  that  the  Vietnamese 
nurses  should  learn  English,  but  Dr. 
Albert  points  out,  "I  am  not  really  in 
agreement  with  that,  as  after  all,  this  is 
their  country,  not  ours,  and  it  would  be- 
hoove us  to  learn  a few  words  if  the 
language  barrier  is  to  be  broken.  How- 
ever, it  is  not  essential,  as  I discov- 
ered.” 

The  cruelty  of  the  Viet  Cong  incensed 


Dr.  Albert.  One  patient,  a 22-year-old 
girl,  had  been  stabbed  by  the  Viet  Cong 
with  a bayonet  67  times.  In  an  article 
in  the  Alice  Echo-News,  Dr.  Albert  ex- 
plained the  situation:  “This  girl  was  a 
soldier,  a fighter  for  the  freedom  of  her 
homeland.  She  was  actively  fighting  the 
Viet  Cong,  and  when  they  caught  her, 
they  just  wanted  to  teach  her  a lesson 
and  had  run  her  through  with  bayonets 
repeatedly  as  she  lay  there  helpless  on 
the  ground.  This  was  a brave  girl,  a 
very  brave  soldier,  and  I felt  awed  and 
humbled  to  be  standing  in  her  pres- 
ence.” The  girl  lived  after  Dr.  Albert 
and  others  provided  life-saving  treat- 
ment. 

"The  Viet  Cong  is  a vicious  and 
heartless  enemy  who  engages  in  acts 
of  terrorism  apparently  just  for  the 
sheer  pleasure  of  raising  hell,”  noted 
Dr.  Albert.  "With  his  bullets,  grenades, 
and  booby  traps,  he  wreaks  havoc  and 
untold  suffering  on  the  innocent,  and 
there  were  so  many  injuries,  so  very 
many.  There  was  so  much  needless 
pain  and  suffering  here,  and  it  sadden- 
ed me  to  see  it.  By  far,  most  of  this 
was  brought  on  by  the  Viet  Cong,  and 
I worked  to  help  alleviate  the  pain  as 
much  as  possible.  I felt  sort  of  like  a 
small  part  of  this  place,  and  I have  a 
feeling  of  warmth  for  these  people.  A 
quarter  of  a century  of  war  has  cer- 
tainly left  its  mark  on  them,  but  they 
carry  on  bravely.” 

Dr.  Albert  summed  up  his  tour  of 
duty  as  a VPVN  this  way: 

"My  short  time  here  has  been  most 
unusual  for  me,  to  say  the  least.  This 
experience  has  been  most  rewarding 
and  very  frustrating,  grand  and  depress- 
ing, satisfying  and  disheartening,  grati- 
fying and  dispiriting,  elevating  and 
humbling,  magnificent,  hopeless  and 
hopeful,  bright  and  dark,  encouraging 
and  discouraging — all  at  the  same  time. 

I enjoyed  it,  but  it  has  been  saddening, 
too.  It  was  an  entirely  separate  chap- 
ter in  my  life,  but  it  was  so  full  it 
seemed  like  more  than  just  a chapter 
— perhaps  more  like  a micro-lifetime 
all  by  itself.” 
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Tyler  physician  leads 
second  medical  pilgrimage 
to  his  childhood  home 


This  woman,  a member  of 
a leper  family  that  has  been  isolated 
from  the  other  villagers,  is 
examined  by  Dr.  Ahn  in  the 
temporary  clinic.  In  the  basket 
behind  the  physician  are  hot  red 
peppers — “the  main  seasoning; 
it  causes  Gl  disturbances  in  1/3 
of  the  people  around  here,” 
he  says. 


An  old  debt  and  an  endearment  to  his 
old  home  and  neighbors  has  now  twice 
taken  a physician  from  East  Texas 
Chest  Hospital  to  a rural  village  in  Ko- 
rea where  he  spent  his  childhood. 

Dr.  Chai  Ho  Ahn  first  returned  to  his 
birthplace  150  miles  south  of  Seoul, 
the  capital  of  Korea,  with  medical  sup- 
plies and  funds  to  provide  scholarships 
for  local  youths  in  October,  1968.  Two 
years  later,  he  came  again,  once  more 
bringing  medicine  and  scholarship 
money  for  the  area  residents. 

Why  did  Dr.  Ahn  return  twice  to  an 
area  where  the  tuberculosis  rate  is  ex- 
cessive when  he  himself  has  only  one 
lung — the  result  of  radical  surgery  for 
an  exsanguinating  hemorrhage  on  his 
lung  caused  by  tuberculosis  he  had 
contracted  years  before? 

He  answers,  “Forty  years  ago,  I was 
the  first  high  school  boy  supported  by 
the  villagers  to  further  my  education. 
They  donated  $143  in  dimes  and  quart- 
ers. That  was  quite  a lot  of  money  at 
that  time,  and  without  this  support,  of 
course,  I would  have  had  no  chance  to 
further  my  education.  I have  not  forgot- 
ten this  gift  from  them  for  even  a 
single  day  since  then.” 

The  first  college  student 

Dr.  Ahn  remembers  well  his  early 
years.  The  son  of  the  poorest  man 
among  the  poor  in  the  village,  he  de- 
cided after  long  soul-searching  that 
education  was  the  answer.  Through 
knowledge,  he  could  rise  above  the 
poverty  that  seemed  to  be  destined  for 
him. 

Then  came  the  day  when  he  became 
the  first  from  his  village  to  pass  the 
difficult  entrance  examination  for  col- 
lege. “Because  I could  not  possibly  af- 
ford the  tuition,  the  proud  village  peo- 
ple collected  the  precious  $143,"  he 
said.  “And  where  the  average  income 
was  only  a few  dollars  a week,  sending 
their  Chai  Ho  to  college  was  a sacrifice. 
I never  forgot  that  meat  was  extra 
scarce  in  the  village  that  winter.  I never 
forgot.” 


In  1954,  Dr.  Ahn  arrived  in  New 
York  to  do  postgraduate  study  after 
his  graduation  from  Severance  Medical 
College,  American  Missionary  School,  in 
Seoul.  Upon  completing  his  training, 
disaster  fell,  and  after  an  immediate 
operation  that  resulted  in  the  removal 
of  one  lung.  Dr.  Ahn  was  told  by  the 
attending  physicians  that  if  he  returned, 
as  he  had  planned,  to  the  rigorous  life 
in  his  homeland,  he  would  not  live  long. 

Dr.  Ahn  accepted  this  decision  and 
brought  his  family  to  America,  where 
he  eventually  settled  at  East  Texas 
Chest  Hospital  in  Tyler. 

Return  with  medicine,  money 

On  his  first  medical  pilgrimage  to 
his  homeland.  Dr.  Ahn  took  along  more 
than  1,000  pounds  of  medicine  and 
supplies  and  approximately  $4,000  in 
cash.  These  items,  valued  at  nearly 
$100,000,  were  donated  by  friends  and 
by  Dr.  Ahn’s  church  in  Tyler.  About 
the  same  amount  of  drugs  and  money 
was  taken  along  on  his  return  trip 
last  year. 

Upon  arriving  in  Korea,  Dr.  Ahn  was 
joined  by  Dr.  Ernest  W.  Weiss,  a native 
of  Houston,  who  has  been  a medical 
missionary  for  more  than  30  years  in 
China  and  Korea.  Dr.  Weiss  is  a profes- 
sor in  the  surgical  department  of  Dr. 
Ahn’s  alma  mater.  Severance  Medical 
College. 

Together,  the  two  physicians  visited 
the  Seagrave  Memorial  Hospital,  the 
only  rural  health  center  in  South  Korea. 
The  hospital  was  originally  built  in 
Burma  by  American  surgeon  Dr.  Gor- 
don Seagrave,  who  became  known  as 
the  “Burma  surgeon.”  After  his  death, 
the  hospital  was  dismantled  and,  with 
help  from  the  American-Korean  Founda- 
tion, was  rebuilt  in  Korea.  It  now  has 
200  beds,  but  hospital  superintendent 
Dr.  C.  T.  Kim  laments  that  it  is  without 
the  necessary  medical  equipment. 

At  Seagrave  Hospital,  Dr.  Ahn  as- 
sembled a medical  team  to  visit  some 
of  the  rural  villages.  The  first  stop  was 
a “most  unsanitary”  fishing  village. 
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Here,  Dr.  Ahn  and  his  medical  team 
examined  a few  hundred  patients  and 
referred  some  to  the  hospital  for  fur- 
ther treatment. 

Following  his  visit  at  Seagrave  Hos- 
pital, Dr.  Ahn  and  two  physicians 
climbed  into  an  ambulance  and  a jeep 
and  left  for  Dr.  Ahn’s  native  village. 
"Several  hundred  farmers  and  students 
welcomed  us  with  ancient  music  and 
dancing.  A few  local  doctors  and  nurses 
were  also  waiting  for  us.  Our  team 
checked  a little  less  than  1,000  pa- 
tients, and  most  of  them  had  tubercu- 
losis, gastritis,  and  endemic  diseases 
such  as  paragonimiasis.  A few  had  hy- 
pertension, and  only  one  diabetic  was 
found.  I was  sorry  that  these  brief 
medical  checkups  were  not  really  ade- 
quate because  of  poor  equipment  and 
because  we  did  not  have  enough  time 
to  check  thoroughly,"  said  Dr.  Ahn. 

Progress  is  noted 

Dr.  Ahn  and  the  villagers  in  his 
hometown  are  proud  that  a licensed 
medical  doctor  has  come  to  this  area 
permanently  since  Dr.  Ahn’s  first  visit 
in  1968.  Dr.  K.  Lee,  a general  practi- 
tioner, sees  some  30  or  40  patients  a 
day,  with  the  assistance  of  two  aides. 
Half  of  his  patients  cannot  pay  their 
medical  bills,  but  Dr.  Lee  stays.  "He  is 
making  a big  sacrifice  to  help  these 
poor  people,”  says  Dr.  Ahn,  “and  he 
and  his  wife  eventually  hope  to  build 
their  own  small  hospital.” 

Dr.  Ahn  was  also  encouraged  by  a 
Korean  government  announcement  that 
beginning  this  past  July,  nearly  one  mil- 
lion dollars  was  to  be  allocated  annual- 
ly for  scholarships  for  rural  students 
and  several  hundred  physicians  sent  to 
work  in  rural  areas  as  a part  of  their 
army  service. 

Mrs.  S.  Y.  Lee,  the  principal  of  the 
nursing  school  at  Seagrave  Hospital 
also  had  some  good  news.  The  $2,000 
that  Dr.  Ahn  had  donated  over  the  past 
three  years  prevented  a dropout  of 
some  20  students.  And  an  additional 
$2,000  was  earmarked  for  the  nursing 


school  by  the  medical  team  that  ac- 
companied Dr.  Ahn;  they  refused  to 
take  the  salary  he  had  allocated  for 
them. 

Dr.  Ahn  noted  that  the  rural  areas 
of  Korea  are  developing  now.  “There 
were  construction  works  everywhere, 
especially  in  the  city  and  suburban 
areas,  and  a four-lane  highway  runs 
between  cities  where  new  factories  have 
mushroomed.  It  is  a typical  sign  of  a 
developing  country  in  that  the  rich  are 
very  rich,  and  the  poor  are  very  poor 
with  almost  no  in-between.  About  70% 
of  the  people  live  in  the  rural  areas 
with  a low  income  and  poor  sanitation. 
However,  there  are  many  signs  that 
rural  areas  will  be  modernized,  probably 
faster  than  expected.  I noticed  quite  a 
bit  of  difference  in  rural  development 
between  my  first  and  second  trips.” 

Hoping  that  he  has  at  least  kindled 
a spark  of  hope  for  his  people.  Dr.  Ahn 
remarked,  “One  or  two  church  leaders 
accompanied  me  most  of  the  time  dur- 
ing my  second  tour  and  carried  with 
them  a placard  reading  ‘Jesus  Loves 
Everybody,'  but  this  work  is  in  truth 
dependent  on  human  minds,  hearts, 
and  hands  that  are  willing  to  demon- 
strate the  love  of  God  for  all  people.” 


Farmers  and  students  dance 

to  native  music  upon 

Dr.  Ahn's  arrival  in  his  home  village, 

and  banners  convey  “thanks” 

to  contributors  who  made 

Dr.  Ahn's  second  trip  possible. 


Dr.  Ahn  examines  one  patient, 
while  others  wait  their  turn. 

This  was  the  first  time  many  of  the 
rural  Koreans  had  ever  seen 
a medical  doctor. 


The  Seagrave  Memorial  Hospital  was 
dismantled  and  moved  to  Korea 
only  recently.  It  is  the  only 
modern  rural  health  center  in 
the  south  part  of  the  country. 
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The  Texas  State  Journal  of  Medicine  of 
50  years  ago  was  devoted  primarily  to 
a serious  subject  which  continues  to 
receive  a great  deal  of  attention  today 
— cancer.  Interesting  items  on  this  sub- 
ject and  on  other  matters  of  concern 
in  1921  included  the  following. 

In  discussing  cancer,  journal 
writers  emphasized  that  “public  en- 
lightenment on  the  subject  of  cancer 
is  at  the  present  the  most  pressing 
phase  of  the  problem.”  But,  they  add- 
ed, the  advertisements  placed  in  the 
lay  press  by  cancer  cure  quacks  plus 
the  general  gruesomeness  of  the  sub- 
ject sometimes  resulted  in  a less  than 
wholehearted  effort  by  the  lay  press  to 
apprise  the  public  on  cancer  facts. 

In  addition  to  several  original  articles 
on  various  aspects  of  cancer,  the  jour- 
nal featured  the  ten  commandments  of 
cancer: 

1.  “Remember,  cancer  is  a relent- 
less foe  of  humanity.  It  attacks  the 
rich  and  the  poor,  the  learned  and  the 
unlearned,  and  its  toll  of  death  is  more 
numerous  than  the  destruction  of  the 
most  frightful  war.  . . .” 

2.  “Remember,  cancer  in  its  begin- 
ning can  be  cured.  The  wise  man  rec- 
ognizes the  warnings  of  science  . . . 
Science  is  a jealous  god,  and  its  truths 
must  not  be  disregarded  by  the 
thoughtless.” 

3.  “In  this  affliction,  follow  not  the 
voices  of  the  unlearned  and  submit  not 
thy  affliction  to  the  hands  of  'quacks’ 
because  valuable  time  is  consumed  and 
the  day  of  prompt  action  is  sacrificed 
and  death  is  foreordained.” 

4.  “Search  thy  body  for  blemishes 
which  are  the  first  signs  of  cancer. 
Hasten  to  the  scientist  and  have  these 
signs  interpreted.  . . .” 

5.  “One  day  each  year  thou  shouldst 
rest  from  thy  labors  and  give  that  day 
to  the  examination  of  the  body.  The 
first  day  of  life  was  given  to  thee  as 
thy  birthday.  May  that  be  the  day  of 
scientific  search  into  the  body's  ills, 
and  if  perchance  the  signs  of  cancer 
have  been  established  thou  wilt  be 
spared  the  most  dreaded  death.” 

6.  “Remember,  cancer  is  a local  dis- 
ease in  its  beginning.  Cancer  is  not  a 
blood  disease  . . . Cancer  is  not  con- 
tagious. Cancer  is  not  hereditary.  Can- 
cer, unlike  venereal  diseases,  is  not  a 
disgrace  and  may  be  discussed  openly.” 

7.  “Remember,  cancer  can  be  cured 


if  completely  removed  by  the  knife  be- 
fore it  has  extended  through  the  lym- 
phatic channels  or  the  blood  stream. 

tf 

8.  “Remember,  cancer  is  not  painful 
in  its  early  stages.” 

9.  “Remember  that  irritation  of  a 
tissue  favors  cancer.  . . ." 

10.  “Remember,  without  ceasing, 
that  you  should  insist  upon  prompt  re- 
moval of  a cancer  if  a positive  diagno- 
sis of  the  disease  has  been  made.  Don’t 
allow  your  attendant  to  delay,  and 
don’t  delay  action  by  procrastination  on 
your  own  part.  Thus  will  you  cheat 
death  and  preserve  a useful  life  for 
your  friends  and  family.” 

>|:>|c  In  promoting  physician  support 
for  the  American  Red  Cross,  the  jour- 
nal commented,  “In  the  matter  of  red 
tape,  it  occurs  to  us  that  our  govern- 
ment might  take  a few  lessons  from 
this  great  body.  An  important  feature 
of  the  work  of  the  Red  Cross  is  the 
invariable  rule  that  no  duplication  of 
work  shall  be  countenanced.” 

:k>kA  few  comments  on  the  lives  of 
children  50  years  ago  fell  upon  the 
ears  of  listeners  at  the  monthly  meet- 
ing of  Grayson  County  Medical  Society. 

Society  member  Dr.  G.  E.  Henschen 
quoted  a Dr.  Veeder  of  St.  Louis  in  part, 
saying,  “ ‘Many  seemingly  undernour- 
ished children  suffer  from  lack  of  rest. 
The  school  life  of  today,  with  its  ath- 
letics, social  organizations,  fraternities, 
graduating  exercises,  parties,  and  mov- 
ing picture  shows  outdoes  the  average 
life  of  the  adult  of  a generation  ago. 
This  rush  and  lack  of  relaxation  pro- 
duces symptoms  similar  to  those  pro- 
duced by  malnutrition.’  ” 

sfcjkA  note  of  sadness  was  found  in 
the  deaths  column.  An  obituary  notice 
recounted  the  full  and  vigorous  life  of 
a Past  President  of  the  Texas  Medical 
Association,  Dr.  James  Campbell  Log- 
gins  of  Ennis,  who  died  suddenly  on 
Sept.  28,  1921,  at  the  age  of  77. 
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Two  new  faculty  members  at  The  Uni- 
versity of  Texas  Medical  School  at  San 
Antonio  are  Dr.  Daniel  Thor  and  Dr. 
Herschel  Douglas. 

Dr.  Thor,  a commissioned  officer  in 
the  US  Public  Health  Service,  taught 
postgraduate  programs  at  the  National 
Institutes  of  Health  in  Bethesda,  Md., 
before  joining  UT  San  Antonio  as  an 
associate  professor  of  microbiology. 

A new  assistant  professor  of  physi- 
ology and  medicine  at  the  San  Antonio 
medical  school,  Dr.  Douglas  was  in 
private  practice  in  Lovington,  N.  M., 
before  accepting  his  professorial  ap- 
pointment. Dr.  Douglas  also  served  for 
three  years  as  chief  medical  officer  in 
Vietnam  for  the  US  Agency  for  Inter- 
national Development. 

Dr.  Frederick  J.  Bonte,  professor  and 
chairman  of  the  department  of  radio- 
logy at  The  University  of  Texas  South- 
western Medical  School  at  Dallas,  has 
been  named  a member  of  the  newest 
medical  specialty  board,  the  American 
Board  of  Nuclear  Medicine. 

Dr.  Bonte,  a faculty  member  at 
Southwestern  since  1956,  is  one  of  10 
founding  members  of  the  board.  This  is 
the  first  “conjoint”  board  in  the  na- 
tion, an  inter-disciplinary  entity  bring- 
ing together  physicians  from  already 
existing  medical  specialties.  The  nu- 
clear medicine  board  came  into  being 
after  approval  by  the  American  Boards 
of  Medical  Specialties  and  the  Council 
on  Medical  Education  of  the  American 
Medical  Association. 

Leading  the  Thirteenth  District  Medical 
Society  as  president  during  1971  is 
Dr.  Richard  B.  Johns,  Abilene  anesthe- 
siologist. Serving  with  Dr.  Johns  is  Dr. 
Jack  L.  Eidson,  Weatherford  general 
practitioner,  vice-president,  and  Dr. 
W.  H.  Neil,  Fort  Worth  radiologist, 
secretary-treasurer. 

To  show  their  appreciation,  the  friends, 
classmates,  and  neighbors  of  Dr.  A.  O. 
Dykes  of  Italy  joined  together  in  July 
to  honor  the  long-time  physician,  who 
retired  in  June.  In  addition  to  the  offi- 
cial Appreciation  Day  in  Italy,  the  local 
newspaper  devoted  one  entire  edition 
to  Dr.  Dyke’s  life  and  work  in  the  com- 
munity. 


Dr.  John  A.  Murray  of  Houston  has 
been  elected  representative  for  exhib- 
its of  the  American  Medical  Associa- 
tion’s Section  Council  on  Orthopaedic 
Surgery. 

San  Antonio  physician  Dr.  David  Mc- 
Cullough was  awarded  a distinguished 
service  plaque  by  the  Texas  Tubercu- 
losis and  Respiratory  Disease  Associa- 
tion at  the  organization’s  annual  meet- 
ing in  Houston. 

Dr.  McCullough  served  on  the  state 
organization’s  board  of  directors  for 
36  years  until  he  was  recently  appoint- 
ed by  Gov.  Preston  Smith  to  the  Tuber- 
culosis Advisory  Council.  Dr.  McCul- 
lough is  a past  president  of  the  Texas 
and  the  Alamo  Area  Tuberculosis  and 
Respiratory  Disease  Association. 

New  editor  of  Ophthalmic  Surgery  is 
Dr.  George  W.  Weinstein.  Dr.  Wein- 
stein, a native  of  Union, 
N.J.,  became  associate 
professor  and  head  of 
the  division  of  ophthal- 
mology at  The  Univer- 
sity of  Texas  Medical 
School  at  San  Antonio 
on  July  1,  1970. 

Dr.  Weinstein  served 
as  executive  secretary  of  the  Vision 
Research  Training  Committee  of  the 
National  Institute  of  Neurological  Dis- 
eases and  Blindness  from  1963  to 
1965.  He  also  spent  two  years  as  a 
National  Institutes  of  Health  special 
fellow  in  retinal  neurophysiology  at  the 
Wilmer  Institute  of  the  Johns  Hopkins 
University  School  of  Medicine.  Dr. 
Weinstein  also  served  for  three  months 
as  director  of  the  ophthalmology  ser- 
vice at  the  Beni-Messous  Hospital  in 
Algeria  for  the  CARE-MEDICO  mission 
there. 

Dr.  Arthur  C.  Beall,  Jr.,  of  Houston, 
chairman  of  the  board  of  regents  of 
the  American  College  of  Chest  Physi- 
cians, presented  awards  to  four  dis- 
tinguished teachers  and  researchers  at 
the  college’s  third  fall  scientific  assem- 
bly (37th  annual  meeting).  Each  of 
the  awardees,  who  were  honored  for 
their  contributions  to  the  advancement 
of  knowledge  of  the  cardiovascular  and 
respiratory  systems  and  diseases  af- 
fecting them,  gave  special  lectures  at 
the  meeting. 


With  almost  10,000  products  on  gro- 
cery store  shelves,  it  is  an  awesome 
task  for  the  consumer  to  choose  a wise 
and  balanced  diet.  But  with  the  advice 
given  in  the  new  Public  Affairs  Com- 
mittee pamphlet.  Vitamins,  Food,  and 
Your  Health,  the  consumer  can  be  bet- 
ter prepared  to  make  the  choices  when 
shopping  time  arrives. 

The  pamphlet,  authored  by  Marcella 
Katz,  nutrition  director  of  the  Health 
Insurance  Plan  of  Greater  New  York, 
tells  what  food  is,  how  it  works,  and 
what  nutrients  are  needed.  Mrs.  Katz 
also  considers  questions  about  supple- 
mentary vitamins,  fat  and  cholesterol, 
and  iron  and  other  minerals. 

She  lists  the  6 basic  food  groups 
that  should  govern  the  day’s  diet  and 
discusses  the  57  nutrients  that  the 
human  body  needs  to  function  in  a 
healthy  state.  Special  emphasis  is 
placed  on  vitamins — what  they  are, 
why  they  are  needed,  the  best  sources 
of  each  type  of  vitamin,  and  the  losses 
that  may  result  from  processing  pro- 
cedures and  during  preparation. 

Says  Mrs.  Katz,  “Vegetables  that  are 
washed  in  too  much  water,  or  held  in 
the  pot  too  long  before  serving,  make 
vitamin-rich  water  and  vitamin-poor 
food.  Most  of  us  rarely  use  the  cook- 
ing water  for  soups  or  gravies.  More 
frequently,  we  pour  it  down  the  drain 
— another  practice  that  helps  make 
the  sewage  system  better  nourished 
than  the  American  family.” 

Suggestions  for  controlling  the 
amount  and  type  of  fat  that  the  Amer- 
ican adult  eats  are  included,  and  Mrs. 
Katz  stresses  that  “a  wise  man’s  diet 
is  one  that  is  varied,  with  each  food 
eaten  in  moderate  amounts,  and  not 
limited  to  only  a few  foods.” 

In  conclusion,  the  nutritionist  ex- 
plains, “Health  is  not  only  eating 
all  the  known  nutrients  in  balanced 
amounts.  Health  is  related  to  every- 
thing you  do  and  experience  as  well 
as  everything  your  parents  and  grand- 
parents ate,  did,  and  experienced  be- 
fore you.  Nutrition  is  one  aspect  of 
health  over  which  you  have  some  con- 
trol. You  can  make  decisions  concern- 
ing how  and  what  you  eat.  Make  the 
most  of  your  choices.” 

The  pamphlet  is  available  from  the 
Public  Affairs  Committee,  381  Park 
Ave.  South,  New  York  10016,  for  25 
cents  per  copy. 


DR.  WEINSTEIN 
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Here’s  to 

your  good  health. 

Alcoholism.  It  starts  out  very 
innocently.  But  ends  up  dirty.  Disgusting.  And 
totally  degrading.  And  it  can  happen  to  you. 

Alcoholism  is  a disease.  It  strikes 
women  as  well  as  men.  But,  thank  God,  it  can  be 
arrested.  It  takes  a lot  of  self-discipline.  And  help. 
Help  from  friends.  Help  from  family.  And  help 
from  outside  sources.  Like  Alcoholics  Anonymous 
and  Blue  Cross  and  Blue  Shield. 

We  know  alcohol  can  completely 
destroy  a man.  And  his  family.  And  we’re 
concerned  about  it.  So  we’ve  prepared  a booklet 
free  for  the  asking  called  The  Alcoholic  American. 
It  lays  it  on  the  line  about  drinking.  And 
alcoholism.  And  all  the  problems  connected  with  it. 

The  next  time  you  toast  to 
someone’s  good  health,  think  about  the  10,000,000 
alcoholics  in  America.  The  26,000  people  killed 
yearly  on  the  highway  from  drinking.  And  all  the 
broken  people.  And  homes.  And  think  for  some 
people,  good  health  is  a sober  night  in  the 
drunk  tank. 

For  our  free  booklet  The  Alcoholic  American  write: 
Blue  Cross  and  Blue  Shield,  2201  Main  Street,  Dallas,  Texas  75201. 

^ BLUE  CROSS'  ^ BLUE  SHIELD' 

® GROUP  HOSPITAL  seflvice,  INC.  GROUP  UPS  A HEALTH  INSURANCE  COMPANY 

People  helping  people. 


® American  Hospital  Association 
®' National  Association  of  Blue  Shield  Plans 
Blue  Cross  and  Blue  Shield  of  Texas 


MEDICINE  IN  LITERATURE 


Crisis  Fleeting:  Original  Reports  on 
Military  Medicine  in  India  and  Burma 
in  the  Second  World  War,  James  H. 
Stone,  compiler  and  ed.,  423  pp., 
charts,  Washington,  D.C.,  Office  of 
the  Surgeon  General,  Dept,  of  the 
Army,  Government  Printing  Office, 
1969,  $3.75. 

WAR  IN  HUMID  JUNGLES  has  its  own 
particular  problems,  and  to  survive  in 
it  well  one  must  have  special  training. 
The  book  underscores  this  premise 
dramatically  through  five  different  stor- 
ies of  combat  operations  that  were 
carried  out  in  the  China-Burma-India 
theater  during  World  War  II.  The  vari- 
ous accounts  of  operations  in  this  the- 
ater show  that  many  wise  actions  and 
decisions  were  made,  but  there  were 
also  some  disastrous  mistakes  made. 

As  an  example,  one  story  related 
that  the  Ohio  National  Guard,  a unit 
trained  in  desert — but  not  jungle — 
warfare,  was  sent  to  the  China-Burma- 
India  theater  simply  because  it  was 
handy  and  available — certainly  not  be- 
cause of  its  training.  And,  as  noted 
previously,  survival  in  a jungle  war 
requires  special  training  for  the  par- 
ticular problems  that  the  jungle  envi- 
ronment presents.  Troop  morale  and 
health  depend  upon  such  special  train- 
ing, and  the  effectiveness  of  the  com- 
bat troops  are  affected  by  it.  Everyone 
must  be  involved  in  this  training  for 
survival  including  physicians,  nurses, 
technicians,  drivers,  mechanics,  bakers, 
clerks,  litter  bearers,  orderlies,  clearing 
companies,  laborers,  and  detachments, 
all  of  which  are  necessary  for  the  suc- 
cessful completion  of  the  campaign  or 
mission.  All  have  to  be  oriented  in  the 
drastic  change  they  must  make  in  liv- 
ing habits:  they  must  be  disciplined  for 
hard  living  under  primitive  conditions. 

Safety  measures  also  have  to  be 
carried  out  to  prevent  major  health 
problems  from  occurring.  Food  handl- 
ing, waste  disposal,  cleanliness,  and 
care  of  feet  must  receive  primary  at- 
tention. Some  problems  that  must  be 
coped  with  in  a jungle  environment  are 
malaria,  typhoid,  typhus,  mosquitoes, 
lice,  scorpions,  and  predatory  animals 
— tigers  in  some  areas  and  alligators 
in  others. 

The  book  also  concluded  that  the 
selection  of  well-balanced  personnel  to 
be  assigned  in  tropical  areas  is  of  ex- 


treme importance.  Too  often  in  the 
World  War  II  operations  discussed,  un- 
stable individuals  were  sent  to  such 
locations  by  unthinking  officials.  In  the 
jungles,  such  individuals  often  became 
psychiatric  problems  and  did  not  per- 
form well  in  their  assignments.  It  takes 
a resourceful,  well-balanced,  well- 
trained  individual  to  support  actions 
such  as  the  surprise  attacks,  disruptive 
actions,  and  mobile  warfare  that  were 
characteristic  of  the  World  War  II  oper- 
ations of  British  Brigadier  Orde  Wingate 
and  his  “Chindits.”  In  all,  the  China- 
Burma-India  theater  was  probably  the 
hardest  and  most  hazardous  theater  of 
operations  during  the  entire  war. 

The  material  in  the  book  is  graphi- 
cally presented  but  is  difficult  to  sum- 
marize because  of  the  individualistic 
nature  of  the  stories  related.  For  one 
who  has  to  serve  in  this  area,  the  book 
will  provide  the  basis  for  a realistic 
approach  to  the  problems  that  will  be 
encountered. 

JOE  C.  RUDE,  M.  D. 

Austin. 

Review  of  Medical  Physiology,  ed.  5, 
William  F.  Ganong,  573  pp.,  illus., 
Los  Altos,  Calif.,  Lange  Medical  Pub- 
lications, 1971,  $8.50. 

WRITTEN  PRIMARILY  for  those  who 
have  some  knowledge  of  anatomy, 
chemistry,  and  biochemistry,  this  book 
is  designed  to  provide  a concise  sum- 
mary of  mammalian,  and  particularly 
of  human,  physiology.  Readers  may 
wish  to  supplement  the  textual  mate- 
rial with  readings  in  current  textbooks, 
monographs,  and  reviews. 

Pertinent  aspects  of  general  and  com- 
parative physiology  are  included  in  the 
book,  and  summaries  of  relevant  ana- 
tomic considerations  may  be  found  in 
each  section. 

The  author  comments  that  “exam- 
ples from  clinical  medicine  are  given 
where  pertinent  to  illustrate  physiologic 
points.”  He  adds  that  physicians  who 
choose  to  use  the  book  for  review  pur- 
poses will  be  especially  interested  in 
the  short  discussions  of  important 
symptoms  produced  by  disordered 
functions. 

The  book  includes  sections  on  gen- 
eral physiologic  principles,  the  physiol- 
ogy of  nerve  and  muscle  cells,  func- 


tions of  the  nervous  system,  endocri- 
nology and  metabolism,  gastrointesti- 
nal functions,  circulation,  respiration, 
and  formation  and  excretion  of  urine. 


IN  THETMA  LIBRARY 
New  Books 

Beranbaum,  S.  L.,  and  Meyers,  P.  H.: 
Special  Procedures  in  Roentgen  Diag- 
nosis, monograph  in  American  Lec- 
tures in  Roentgen  Diagnosis,  Lewis  E. 
Etter,  ed.,  Springfield,  III.,  Charles  C 
Thomas,  1964. 

Berkowitz,  S.  B.:  Differential  Diagnosis, 
A Memory  Stimulus  System  for  Pock- 
et, Punchcard  and  Computer,  Spring- 
field,  III.,  Charles  C Thomas,  1967. 
Johnson,  S.  A.,  and  Guest,  M.  M.,  eds.: 
Dynamics  of  Thrombus  Formation 
and  Dissolution,  Philadelphia,  J.  B. 
Lippincott  Co.,  1969. 

Pillsbury,  D.  M.:  A Manual  of  Derma- 
tology, Philadelphia,  W.  B.  Saunders 
Co.,  1971. 

Schilder,  P.:  The  Image  and  Appearance 
of  the  Human  Body,  New  York,  In- 
ternational Universities  Press,  Inc., 
1950  (2nd  printing — 1970). 
Schnitzer,  K.:  Electrocardiographic  Tech- 
niques, A Manual  for  Physicians, 
Nurses  and  Technicians,  ed.  2,  New 
York,  Grune  and  Stratton,  1960. 
Traisman,  H.  S.:  Management  of  Juve- 
nile Diabetes  Mellitus,  ed.  2,  St.  Louis, 
The  C.  V.  Mosby  Co.,  1971. 
University  of  Texas  M.  D.  Anderson 
Hospital  and  Tumor  Institute:  Neo- 
plasia in  Childhood,  A Collection  of 
Papers  Presented  at  the  Twelfth  An- 
nual Clinical  Conference  on  Cancer, 
1967  at  The  University  of  Texas  M. 
D.  Anderson  Hospital  and  Tumor  In- 
stitute at  Houston,  Houston,  Texas, 
Chicago,  Year  Book  Medical  Publish- 
ers, Inc.,  1969. 

New  Films 

Mr.  Galen  Comes  to  Town,  sound,  color, 
28  min..  Pharmaceutical  Manufacturers 
Association,  1971.  Made  on  location  in 
Hollywood,  this  lay-oriented  film  com- 
bines entertainment  with  pertinent, 
timely  information  about  modern  ad- 
vances in  drug  therapy. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Memorial 
Library,  1801  N.  Lamar  Blvd.,  Austin  78701. 
Guidelines  for  book  reviewers  are  available 
from  the  Library. 
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TEXAS  MEDICINE 


THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 

sale. 

To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 
Dallas,  Texas  75206 


Volume  67,  November,  1971 


137 


RECENT  DEATHS 


t 

DR.  COUNCIL 


DR.  F.  E.  COUNCIL 

Staff  pathologist  at  Sherman  Commu- 
nity Hospital,  Dr.  Francis  Elbert  Coun- 
cil, died  Aug.  22,  1971,  at  his  home  in 
Sherman  of  an  apparent  heart  attack. 
He  was  70. 

A native  of  Windom,  Dr.  Council  be- 
gan practice  in  Texas  in  1957  in  Fort 
Worth.  He  moved  to  Sherman  in  1962. 
Prior  to  that  time,  he  had  been  a . path- 
ologist in  the  US  Army. 

Dr.  Council  was  a 1921  graduate  of 
Texas  Christian  University  in  Fort 
Worth.  He  also  took  one  year  of  post- 
graduate work  at  TCU  before  entering 
Vanderbilt  University  School  of  Medi- 
cine in  Nashville,  Tenn.  He  was  gradu- 
ated from  medical  school  in  1926  with 
his  MD  degree.  For  two  months  follow- 
ing his  graduation.  Dr.  Council  served 
as  an  intern  at  St.  Thomas  Hospital  in 
Nashville.  He  then  accepted  a position 
as  an  intern  at  Fitzsimons  General  Hos- 
pital in  Denver,  Colo.,  and  entered  the 
US  Army  as  a first  lieutenant.  Dr.  Coun- 
cil took  postgraduate  work  throughout 
his  Army  career  at  the  Army  Medical 
School  in  Washington,  D.C.;  Johns  Hop- 
kins University  in  Baltimore,  Md.;  and 
the  Armed  Forces  Institute  of  Pathology 
in  Washington,  D.C. 

As  an  Army  pathologist.  Dr.  Council 
was  assigned  to  posts  throughout  the 
country  and  the  world.  His  assignments 
included  service  at  the  following  places: 
Medical  Field  Service  School,  Carlisle, 
Pa.;  Boston  Army  Base;  Fort  Banks, 
Mass.;  Corregidor,  Philippine  Islands; 
Letterman  General  Hospital,  Presidio 
of  San  Francisco,  Calif.;  Fort  Stotsen- 
berg,  Philippine  Islands;  Seventh  Corps 
Area  Laboratory,  Omaha,  Neb.;  Third 
Army  Medical  Laboratory,  Fort  Ord, 
Calif.,  Australia,  and  New  Guinea;  Ninth 
Service  Command  Medical  Laboratory, 
Fort  Lewis,  Wash.;  Ninth  Service  Com- 
mand Medical  Laboratory  and  Sixth 
Army  Area  Medical  Laboratory,  Presidio 
of  Monterrey,  Calif.,  and  Fort  Baker, 
Calif.;  and  Second  Army  Area  Medical 
Laboratory,  Fort  George  G.  Meade,  Md. 
Dr.  Council  also  served  as  chief  of  lab- 
oratory service  at  Gorgas  Hospital  in 
Balboa  Heights,  Canal  Zone,  for  2i/4 
years.  In  1955,  he  returned  to  Washing- 
ton, D.C.,  and  was  appointed  pathology 
consultant  to  the  Office  of  the  Surgeon 
General,  US  Army,  and  deputy  director 
for  the  Army  at  the  Armed  Forces  In- 
stitute of  Pathology.  While  in  the  Army, 


Dr.  Council  received  several  citations 
and  awards  for  outstanding  work.  He 
retired  in  1957  with  the  rank  of  col- 
onel. 

The  author  of  numerous  papers,  the 
pathologist  was  a member  of  the  Amer- 
ican Medical  Association,  College  of 
Amerii-an  Pathologists,  American  So- 
ciety of  Clinical  Pathologists,  American 
Public  Health  Association,  Texas  Medi- 
cal Association,  Texas  Society  of  Path- 
ologists, American  Association  for  the 
Advancement  of  Science,  Society  of 
American  Bacteriologists,  International 
Academy  of  Pathology,  American  Micro- 
scopial  Society,  Association  of  American 
Physicians  and  Surgeons,  and  Grayson 
County  Medical  Society.  At  his  death, 
he  was  serving  as  president  of  the 
North  Texas  Pathologists  Society. 

Dr.  Council  was  certified  by  the 
American  Board  of  Pathology  and  the 
American  Board  of  Preventive  Medicine. 
He  also  held  a doctorate  degree  in  pub- 
lic health  from  the  School  of  Hygiene 
and  Public  Health,  Johns  Hopkins  Uni- 
versity. 

Survivors  include  his  wife,  Louise 
Zuiderweg  Council;  three  sons,  Francis 
Elbert  Council,  Jr.,  of  Arlington,  Va., 
Konrad  Koert  Council  of  Fort  Worth, 
and  Joel  Caleb  Council  of  Dallas;  and 
a sister,  Mrs.  Mary  Elizabeth  Riddles 
of  Windom. 

DR.  F.  M.  DAVIS 

Dr.  Frank  Milton  Davis,  the  first  to  in- 
troduce the  use  of  cobalt  treatment  of 
cancer  in  San  Antonio,  died  Sept.  10, 
1971,  in  Nix  Memorial  Hospital  in  San 
Antonio. 

Dr.  Davis  was  a native  of  Lake 
Charles,  La.,  but  had  lived  most  of  his 
life  in  San  Antonio.  He  attended  The 
University  of  Texas  at  Austin  for  his 
undergraduate  work  and  was  graduated 
with  his  MD  degree  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Gal- 
veston. He  did  advanced  work  in  radiol- 
ogy at  Tulane  University  School  of  Med- 
icine in  New  Orleans,  La.,  and  at  Mayo 
Clinic  in  Rochester,  Minn. 

In  1928,  Dr.  Davis  came  to  San  An- 
tonio to  practice.  He  was  a founder  of 
Nix  Hospital  X-Ray  Laboratory,  a fellow 
of  the  American  College  of  Radiology, 
and  a member  of  the  Bexar  County 
Medical  Society,  Texas  Medical  Asso- 
ciation, American  Medical  Association, 
and  Radiological  Society  of  North 


DR.  DAVIS  DR.  GODDARD 


America.  He  had  served  as  secretary 
and  chairman  of  the  TMA  Section  on 
Radiology  and  Physiotherapy.  Dr.  Davis 
had,  at  various  times  during  his  career, 
served  as  president  of  the  staffs  at  Rob- 
ert B.  Green  Memorial  Hospital,  Santa 
Rosa  General  Hospital  and  Nix  Memor- 
ial Hospital.  He  was  certified  by  the 
American  Board  of  Radiology. 

For  many  years,  he  was  associated 
with  the  Nix  Memorial  Hospital  Tumor 
Clinic  and  did  research  on  cancer  of 
the  lungs. 

The  physician  is  survived  by  his  wife, 
Ruth  Dakin  Davis;  a daughter,  Mrs. 
Ruth  Ann  McCrary  of  San  Antonio;  a 
brother,  William  Gammon  Davis  of 
Boerne;  and  two  grandchildren. 

DR.  W.  C.  GODDARD 

A former  vice-chairman  of  the  Texas 
State  Board  for  Hospitals  and  Special 
Schools,  Dr.  Walter  Crosthwait  God- 
dard, died  Sept.  24,  1971,  in  an  Austin 
hospital.  He  was  70. 

Dr.  Goddard,  a native  of  Holland, 
Tex.,  was  graduated  from  The  Universi- 
ty of  Texas  at  Austin  with  a BA  degree 
in  1922.  Four  years  later,  he  received 
his  MD  degree  from  Vanderbilt  Univer- 
sity School  of  Medicine  in  Nashville, 
Tenn.  Following  his  graduation.  Dr. 
Goddard  served  for  several  years  in 
New  York  City  hospitals.  He  first  in- 
terned at  the  US  Marine  Hospital  on 
Ellis  Island,  N.Y.  Then,  he  worked  with 
the  obstetrics  department  of  Bellevue 
Hospital  Center,  was  with  Sloane  Hos- 
pital for  Women,  served  as  resident 
obstetrician  at  Manhattan  Maternity 
and  Dispensary  Hospital,  and  was  as- 
sociate surgeon  at  New  York  Lying-In 
Hospital  of  the  City  of  New  York,  a unit 
of  the  New  York  City  Hospital.  While  in 
New  York,  he  was  also  a clinical  assist- 
ant in  obstetrics  and  gynecology  at  Cor- 
nell University  Medical  College  and  clin- 
ical assistant  in  obstetrics  at  New  York 
Polyclinic  Medical  School  and  Hospital. 

A resident  of  Austin  for  more  than 
40  years.  Dr.  Goddard  had  been  presi- 
dent of  the  Travis  County  Academy  of 
Family  Physicians  and  chaiman  of  the 
Medical  Committee  of  the  Texas  Com- 
mission on  Alcoholism.  He  was  a mem- 
ber of  the  Texas  Medical  Association 
and  had  served  with  the  Selective  Ser- 
vice system  for  more  than  30  years.  In 
the  past.  Dr.  Goddard  had  been  an  in- 
structor in  obstetrics  at  Brackenridge 
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Hospital  School  of  Nursing. 

Dr.  Goddard  is  survived  by  his  wife, 
Ruth  Hunnicutt  Goddard;  a daughter, 
Mrs.  Nona  Herndon  of  Dallas;  a son, 
Joe  G.  Goddard  of  Washington,  D.C.; 
three  stepdaughters,  Mrs.  Joann  Mc- 
Auley  of  Houston,  Mrs.  Delores  Delaney 
of  Liberty,  and  Mrs.  Carolyn  Scar- 
borough of  Abilene;  and  two  brothers, 
Raymond  B.  Goddard  of  Waco  and  Ervin 
S.  Goddard  of  Malibu,  Calif. 

DR.  W.  A.  V.  CASH 

Retired  general  practitioner  Dr.  William 
Auda  Vee  Cash  of  Abilene  died  July  26, 
1971,  in  West  Texas  Medical  Center, 
Inc.,  in  Abilene  after  a six-week  illness. 

The  83-year-old  physician  was  born 
at  Kosse,  Tex.,  and  was  raised  in  Tus- 
cola, a town  founded  by  his  physician 
father.  Dr.  C.  M.  Cash.  He  attended 
Baylor  University  in  Waco,  and  in  1909, 
he  was  graduated  from  Baylor  College 
of  Medicine,  then  located  in  Dallas.  He 
held  an  internship  at  Baylor  University 
Medical  Center  in  Dallas  for  a year  fol- 
lowing his  graduation  from  medical 
school.  Dr.  Cash  also  did  postgraduate 
work,  alternating  between  Tulane  Uni- 
versity School  of  Medicine  in  New  Or- 
leans, La.,  and  Chicago  Medical  School 
in  Illinois. 

In  1914,  Dr.  Cash  established  his 
practice  in  Abilene.  He  was  active  as  a 
general  practitioner  and  surgeon  until 
1958  when  he  retired. 

A veteran  of  World  War  I,  Dr.  Cash 
was  a member  of  the  Taylor-Jones 
Counties  Medical  Society,  Thirteenth 
District  Medical  Society,  and  the  Ameri- 
can Medical  Association.  In  1960,  he 
was  elected  an  inactive  member  of 
Texas  Medical  Association. 

He  is  survived  by  two  sisters,  Mrs. 
Ruth  Edwards  of  San  Antonio  and  Mrs. 
Hermia  Cottrell  of  San  Benito;  one 
granddaughter;  two  grandsons;  three 
great-granddaughters;  and  his  step- 
mother, Mrs.  C.  M.  Cash  of  San  Benito. 
His  wife,  the  former  Erma  Barrier,  died 
Feb.  2,  1970. 

DR.  L.  L.  ALLUMS 

Dr.  Loraine  Louis  Allums,  Kilgore  gen- 
eral practitioner,  died  Aug.  6,  1971,  in 
Roy  H.  Laird  Memorial  Hospital,  Kil- 
gore, following  a brief  illness.  He  was 
65. 

The  physician  had  been  in  practice 


in  Kilgore  since  the  town  incorporated 
in  1931  and  he  was  named  the  first 
city  health  officer.  Before  coming  to 
Kilgore,  Dr.  Allums  had  practiced  in  his 
hometown  of  Ringgold,  La.,  with  his 
father,  the  late  Dr.  Claude  C.  Allums. 

Dr.  Allums  attended  Tulane  Univer- 
sity in  New  Orleans,  La.,  and  was  grad- 
uated from  Tulane  University  School  of 
Medicine  in  1929  with  his  MD  degree. 
A one-year  internship  at  Tri-State  Hos- 
pital in  Shreveport,  La.,  followed  his 
graduation. 

He  was  a member  of  Texas  Medical 
Association,  American  Academy  of  Fam- 
ily Physicians,  American  Medical  Asso- 
ciation, and  Industrial  Medical  Associa- 
tion. In  1948,  he  was  elected  president 
of  Gregg  County  Medical  Society.  At  the 
time  of  his  death,  he  was  chief  of  the 
medical  staff  at  Roy  H.  Laird  Memorial 
Hospital,  a post  which  he  had  held  sev- 
eral times  before.  An  alumni  of  Phi  Pho 
Sigma  medical  fraternity.  Dr.  Allums 
was  also  active  in  civic  affairs.  He  had 
served  on  the  board  of  trustees  of  the 
Kilgore  Independent  School  District  and 
was  president  of  the  board  in  1957  and 
1958.  He  had  served  as  a director  of 
the  Kilgore  National  Bank  since  1962. 

Dr.  Allums  is  survived  by  his  wife, 
Catherine  Dent  Allums;  three  daugh- 
ters, Mrs.  Sherry  Flatt  and  Jane  Allums, 
both  of  Kilgore,  and  Mrs.  Ann  Gardner 
of  Austin;  two  sisters,  Mrs.  Bunah  Burk- 
halter  of  Ringgold,  La.,  and  Kathleen 
Allums  of  Lake  Charles,  La.;  a step- 
daughter, Mrs.  Margaret  Moseley,  Jr., 
of  Henderson;  and  three  grandchildren. 

DR.  E.  V.  CHAUVIN,  JR. 

A hotel  fire  in  Eindhoven,  Holland, 
claimed  the  lives  of  Austin  general  prac- 
titioner Dr.  Eustace  Vitol  Chauvin,  Jr., 
and  his  wife,  Lois,  on  Sept.  28,  1971. 

Dr.  Chauvin  and  his  wife  were  in  the 
Netherlands  en  route  to  a medical  con- 
vention in  Brussels,  Belgium. 

The  55-year-old  physician  had  been 
in  practice  in  Austin  since  1946.  He 
was  graduated  from  University  of 
Southwestern  Louisiana  in  Lafayette 
with  a BS  degree  in  chemistry  in  1935. 
In  1940,  he  was  awarded  his  MD  de- 
gree from  Louisiana  State  University 
Medical  Center  in  New  Orleans.  The 
year  following  his  graduation.  Dr.  Chau- 
vin was  an  intern  at  Charity  Hospital 
of  Louisiana  at  New  Orleans. 

From  1940  to  1945,  Dr.  Chauvin 


served  with  the  US  Army  in  the  Euro- 
pean Theatre.  He  attained  the  rank  of 
captain  before  his  discharge. 

Dr.  Chauvin  was  a member  of  Travis 
County  Medical  Society,  Texas  Medical 
Association,  and  the  American  Academy 
of  Family  Physicians.  In  1957,  he  serv- 
ed as  president  of  the  Austin  Chapter 
of  the  AAFP. 

A member  of  Theta  Kappa  Psi  medi- 
cal fraternity,  he  is  survived  by  two 
daughters,  Mrs.  Jan  Lincoln  of  Lub- 
bock and  Van  Chauvin  of  Austin;  a step- 
daughter, Mrs.  Pamela  Jacobs  of  Vic- 
toria; a sister,  Mrs.  Patricia  Chihal  of 
San  Antonio;  and  his  mother,  Mrs.  E. 
V.  Chauvin,  Sr.,  of  Lafayette,  La. 

DR.  T.  B.  SAPPINGTON,  JR. 

Port  Arthur  surgeon  Dr.  Thomas  Bar- 
nett Sappington,  Jr.,  50,  died  on  July 
11,  1971,  of  injuries  received  from  a 
gunshot  wound. 

Dr.  Sappington  had  been  in  practice 
in  Port  Arthur  since  1952;  he  had  also 
shared  offices  with  his  father,  the  late 
Dr.  Thomas  B.  Sappington,  Sr.,  from 

1948  to  1949. 

The  surgeon  was  a native  of  Port 
Arthur  and  had  obtained  his  premedi- 
cal training  at  Vanderbilt  University  in 
Nashville,  Tenn.,  where  he  had  served 
as  president  of  his  senior  class.  After 
receiving  his  BA  degree  in  1942,  he  en- 
rolled in  Vanderbilt  University  School  of 
Medicine,  also  in  Nashville,  and  in 
1944,  he  was  awarded  his  MD  degree. 

From  1944  to  1946,  Dr.  Sappington 
held  appointments  at  Barnes  Hospital 
in  St.  Louis,  Mo.,  as  a surgical  intern 
and  as  assistant  surgical  resident. 
Later,  Dr.  Sappington  accepted  a posi- 
tion as  assistant  resident  in  surgery  at 
Vanderbilt  University  Hospital  in  Nash- 
ville. He  served  in  that  capacity  from 

1949  to  1951;  then,  he  was  appointed 
head  resident  in  general  surgery  at  the 
hospital. 

Dr.  Sappington  also  served  in  the  US 
Air  Force  Medical  Corps,  attaining  the 
rank  of  captain.  While  stationed  at 
Lackland  Air  Force  Base  in  San  An- 
tonio, he  was  assistant  chief  and  later 
acting  chief  of  the  general  surgery 
section. 

A fellow  of  the  American  College  of 
Surgeons,  Dr.  Sappington  was  certified 
by  the  American  Board  of  Surgery  in 
1954.  In  1960,  he  was  elected  president 
of  the  medical  staff  of  St.  Mary’s  Hos- 
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pital  in  Port  Arthur.  He  also  served  as 
secretary-treasurer  of  the  staff  in  1953 
and  as  chairman  of  the  program  com- 
mittee in  1954.  He  belonged  to  Texas 
Medical  Asociation,  American  Medical 
Association,  and  Jefferson  County  Med- 
ical Society. 

Survivors  include  his  wife,  Janet  Car- 
olyn Butler  Sappington;  two  sons, 
Thomas  B.  Sappington,  III,  and  Scot 
Sappington,  both  of  Port  Arthur;  a 
brother,  Charles  Sappington  of  Knox- 
ville, Tenn.;  and  his  mother,  Mrs. 
Thomas  B.  Sappington,  Sr.,  of  Port 
Arthur. 

DR.  W.  R.  CURTIS 

Urologist  Dr.  Wickliffe  Reid  Curtis  of 
El  Paso  died  Sept.  3,  1971,  at  the  age 
of  68.  He  had  been  a resident  of  El 
Paso  for  43  years. 

Dr.  Curtis,  a native  of  Midland,  re- 
ceived a BS  degree  from  Transylvania 
College  in  Lexington,  Ky.,  in  1923.  A 
year  later,  he  received  an  additional 
bachelor’s  degree  (BA)  from  The  Uni- 
versity of  Texas  at  Austin.  In  1928,  Dr. 
Curtis  was  graduated  from  The  Univer- 
sity of  Texas  Medical  Branch  at  Galves- 
ton with  his  MD  degree.  From  1928  to 
1929,  he  served  as  an  intern  at  Cleve- 
land City  Hospital  in  Ohio.  The  follow- 
ing year,  he  took  postgraduate  work  at 
the  Brady  Urological  Institute,  Johns 
Hopkins  Hospital  in  Baltimore,  Md.  In 
1931,  Dr.  Curtis  accepted  a one-year 
residency  in  urology  at  Ancker  Hospital 
(now  St.  Paul-Ramsey  Hospital)  in  St. 
Paul,  Minn. 

Certified  by  the  American  Board  of 
Urology,  Dr.  Curtis  was  a member  of 
the  American  Urological  Association, 
the  South  Central  branch  of  the  Ameri- 
can Urological  Association,  Texas  Sur- 
gical Society,  American  Medical  Asso- 
ciation, Texas  Medical  Association,  and 
American  College  of  Surgeons.  He  was 
a past  president  of  El  Paso  County 
Medical  Society  and  was  one  of  the 
founders  of  El  Paso’s  Medical  Center 
Corporation.  Dr.  Curtis  had  served  as 
chief  of  staff  at  Masonic  Hospital  and 
Southwestern  General  Hospital,  both  in 
El  Paso.  He  was  a former  officer  of 
Southwestern  Medical  Society  and  the 
El  Paso-New  Mexico  chapter  of  the 
American  College  of  Surgeons.  A diplo- 
mate  of  the  National  Board  of  Medical 
Examiners,  Dr.  Curtis  also  belonged  to 


Phi  Rho  Sigma  medical  fraternity  and 
Alpha  Omega  Alpha  honorary  medical 
fraternity. 

Dr.  Curtis  had  served  as  civilian 
urological  consultant  to  William  Beau- 
mont General  Hospital  in  El  Paso  and 
was  presented  the  Outstanding  Civilian 
Service  Medal  from  the  Army  for  his 
outstanding  work  as  a consultant.  Dur- 
ing World  War  II,  Dr.  Curtis  served  in 
the  US  Army  Medical  Corps  and  was 
stationed  at  Camp  Swift  near  Bastrop. 
He  served  first  as  chief  of  the  urology 
section  at  the  hospital  there;  later,  he 
also  served  as  assistant  chief  and  chief 
of  the  surgical  service.  When  he  was 
discharged  from  the  Army  in  1946,  he 
held  the  rank  of  colonel. 

Survivors  include  his  wife,  Esther 
Pickett  Curtis;  a son,  Wickliffe  Pickett 
Curtis,  MD,  of  El  Paso;  and  two  grand- 
children. 

DR.  A.  G.  GONZALEZ 

Houston  general  practitioner  Dr.  Angel 
G.  Gonzalez  died  Sept.  11,  1971,  of  in- 
juries resulting  from  a gunshot  wound. 
He  was  72. 

Dr.  Gonzalez,  a native  of  Juchipila, 
Zacatecas,  Mexico,  received  an  MD  de- 
gree from  the  Faculty  of  Medicine,  Uni- 
versity of  Guadalajara  in  1921.  He  prac- 
ticed in  his  home  country  of  Mexico 
from  1921  to  1927,  when  he  left  be- 
cause of  pressure  from  pro-Communist 
leaders  in  the  Mexican  government.  In 
1932,  he  became  a naturalized  citizen 
of  the  United  States. 

While  in  practice  in  Mexico,  Dr.  Gon- 
zalez served  as  director  of  Sanatoris 
del  Estado  of  Zacataras  and  was  an  in- 
structor in  biological  sciences  at  the 
Institute  del  Estado  in  Zacatecas.  He 
had  been  in  practice  in  Houston  for  45 
years  and  at  the  time  of  his  death  was 
a resident  of  nearby  Spring,  Tex. 

Dr.  Gonzalez  was  a member  of  Har- 
ris County  Medical  Society,  Texas  Medi- 
cal Association,  and  American  Medical 
Association.  He  was  a veteran  of  World 
War  II. 

Surviving  the  physician  are  his  wife, 
Mrs.  Margaret  Elizabeth  Nunnery  Gon- 
zalez; a daughter,  Mrs.  Gloria  Ford  of 
Burbank,  Calif.;  two  sons,  George  and 
Alan  Gonzalez,  both  of  Spring;  a broth- 
er, Raul  Gonzalez  of  Guadalajara,  Mex- 
ico; a sister,  Mrs.  Esperanza  Martinez 
of  Mexico  City:  and  nine  grandchildren. 


DR.  J.  E.  RYAN 

A founder  of  the  Spring  Branch  Memor- 
ial Hospital  in  Houston,  Dr.  James  Ed- 
ward Ryan,  died  Oct.  1,  1971,  in  his 
home,  the  victim  of  a heart  attack. 

Dr.  Ryan  was  a 1945  graduate  of  the 
University  of  Louisville  School  of  Medi- 
cine in  Louisville,  Ky.  He  had  previously 
attended  the  University  of  Louisville  for 
his  premedical  training.  He  served  as 
an  intern  for  one  year  at  St.  Elizabeth 
Hospital  in  Covington,  Ky.;  then  he  en- 
tered private  practice  in  Jeffersontown, 
Ky.  He  also  practiced  in  Shepherds- 
ville,  Ky.,  before  enrolling  in  a postgrad- 
uate course  in  internal  medicine  at  the 
University  of  Pennsylvania  Graduate 
School  of  Medicine  in  Philadelphia. 

A native  of  Lebanon,  Ky.,  he  had 
lived  in  Houston  for  the  past  17  years, 
coming  from  a group  practice  in  Wei- 
mar. 

A World  War  II  veteran.  Dr.  Ryan  was 
a member  of  Harris  County  Medical 
Society,  Texas  Medical  Association, 
American  Academy  of  Family  Physi- 
cians, and  the  Century  Club  of  the  Uni- 
versity of  Louisville  School  of  Medicine. 

The  53-year-old  physician  is  survived 
by  his  wife,  Mrs.  Mary  Elizabeth  Blod- 
gett Ryan;  a daughter,  Mary  L.  Ryan; 
three  sons,  Michael,  Daniel,  and  Patrick 
Ryan,  all  of  Houston;  a sister,  Mrs.  Nell 
Kute  of  Louisville,  Ky.;  and  four  broth- 
ers, Joseph,  Thomas,  and  Clarence 
Ryan,  all  of  Lebanon,  Ky.,  and  Bernard 
Ryan  of  Loretto,  Ky. 
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Hypersensitivity 
to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
' mococci  and  staphylococci 
(including  many  penicillinase- 
g^^producing  strains).  With 
J;;_^ii§“hemolytic  streptococcal 
^infections,  treatment  should 
fpontinue  for  at  least  1 0 days. 

Studies  indicate  that 
lincocin  does  not  share 
^tigehicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 
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For  further  prescribing  information,  please  see  following  page, 
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So  is  penicillin- 
resistant  staph. 


Lincocin  (lincomycin  hy- 
drochloride, Upjohn)  has  been 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


I Sterile  Solution  (300  nig.  per  ml.)  ( 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

‘Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

’Contains  also:  Benzyl  Alcohol  9 mg,;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  {linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /?-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal—Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  //e/nopo/ef/c— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
LzVer— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular  — Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  TV.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  TV.  administration. 
If  4.0  grams  or  more  administered  TV., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reacl/ons'— Excellent  local  tolerance  dem- 
onstrated to  intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 

JA71-1203  MED  B-5-SR  (KZL-6) 


The  Upjohn  Company 
Kalamazoo 
Michigan  49001 
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TEXAS  MEDICINE 


The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  maie.  ° 
The  concept  of  chemotherapy  pius  the 
physician's  psychoiogicai  support  is  confirmed 


as  effective  therapy. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(100  patients  — Double  Blind  Study) 
T.  Jakobovits 


Fertility  and  Sterility,  January  1970 


Official  Journal  of  the 


American  Fertility  Society 


Android 

(thyroid-anfjrogen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.Sm2. 
Thyroid  lit.  (1/6  cr4  ..10  mi. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL 10  mg. 

Dose:  1 tablet  3 times  daily. 
i4uac7abfe; 

Bottles  of  100,  SOO,  1000. 
REFER  TO 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..S.Omg. 
Thyroid  Eit. (Va  gr.)  ...30  mg. 

Glutamic  Acid 50  mg. 

Thiamine  HCL  . . . . 1 . . . 10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  SOO.  1000. 


Android-X 

EXTRA  HIGH  POTENCY 

Each  orange  tablet  contains: 
Methyl  Testosterone  .12.Smg. 
Thyroid  Eit.  (1  gr.)  ....64  mg. 

Glutamic  Acid  SO  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 or  2 tablets  daily. 
Available: 

Bottles  of  60,  500. 


PDR 


Android-Plus 

WITH  HIGH  POTENCY 
6 C0MPLEX  ANO  VITAMIN  C 

Each  white  tablet  contains: 
Methyl  Testosterone  ..2.Smg. 
Thyroid  Eit.  (V4  gr.)  ...IS  mg. 
Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  25  mg. 

Glutamic  Acid  100  mg. 

Pyndoiine  HCL 5 mg. 

Niacinamide  75  mg. 

Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin  5 mg. 

Dose:  2 tablets  daily. 
Available:  Bottles  of  60,  500. 


Contraindications:  Android  is  contraindicated  in  patients  with  prostatIc  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos- 
terone. Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headache, 
dizriness,  lethargy,  paresthesia,  skm  eruptions,  loss  of  libido  in  males,  dysuna,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  Insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions:  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discontinued 
as  soon  as  hypercalcemia  is  detected. 

Reference*:  1.  Monlesano,  P..  and  Evengelitta,  I.  Methyltestosterone-thyrold  treatment  of  setual 
Impotence.  Clin  Med  12:69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosterone- 
thyroid  compound.  West  Med  5:67,  1964.  3.  TitefI,  A.  S.  Methyiiestosterone-thyroid  in  treating  impotence. 
Gen  Prac  25:6,  1962.  4.  Heilman,  L.,  Sradlow,  H.  L.,  Zumoft,  B.,  Fuhushima,  0.  K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocholesteremic  effect  of  androsterone.  J Clin  Endocr  19:936, 
1959.  5.  Farris,  E.  J.,  and  Colton,  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar,  C.  E.  United  States  Dispensatory  (ed.  25).  Lippincoti,  Phila- 
delphia. 1955,  p.  1432.  7.  Wershub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield, 

III.,  1959,  pp.  79-99, 
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THE  BROWN  PHARMACEUTICAL  CO., 


INC.  2500  West  6th  Street,  Los  Angeles,  California  90057 


For  the  treatment  of  the  aging  patient 


Cerebro-Nicin° 

capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


66% 


POOR 


■ Cerebro-Nicln 
□ Placebo 


25% 

17% 

FAIR 


GOOD 


CEREBRO-NICIN®  New  double-blind  study*  shows  how 
^effectively  senility  can  be  forestalled.  Four  times  as  many 
*aging  patients  showed  striking  improvement. 

f *A  Double-Blind  Study  of  Cerebro-Nicin,  Therapy  for  the  Geriatric  Patient,  R.  Goldberg  JrnI,.  of 
the  Amer.  Ger.  Soc.  June,  19S4 

• --  - - - - - ( . _ 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains: 

Pentylenetetrazolc lOO  mg.. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid i(X)  mg. 

Thiamine  HCI 25  mg. 

1 -Glutamic  Acid SOmg. 

Niacinamide 5 mg. 

Riboflavin 2 mg. 

Pyrldoxine 3 mg. 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician, 
AVAILABLE:  Bottles  of  100.  500, 1000  capsules. 

Also  elixir  80Z.  bottles. 

CONTRAINDICATIONS:  There  are  no  known  contraindications 
to  Pentylenetetrazolc  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold. 

Most  persons  experience  a flushing  or  tingling  sensation  after 
taking  a higher  potency  niacin-containing  compound.  As  a sec-' 
ondary  reaction  some  will  complain  of  nausea  and  other  sensa- 
tions of  discomfort.  This  reaction  Is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  is  forewarned  to  expect  the  reaction.  REFER  TO 

PDR 
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THE  BROWH  PHARMACEUTICAL  CO. 

f2500W.6thSt.,Los  Angeles, Calif.90057 
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liitroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 
System... 


Rocom  Health  History  System 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  with 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood, 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease.  | 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medical 
Record  System  helps  protect  your  good  name. 


I 

iThe  new  Rocom  Medical  Management  System-'  can 
'help  you  provide  better  care  for  your  patients 
and,  at  the  same  time,  make  better  use  of  your 
'office  time.  In  designing  these  products 
(hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
^problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

Each  component  deals  with  a specific  problem 
area  --  health  histories,  medical  records,  the 
(telephone,  and  scheduling  appointments.  They 
nay  be  employed  alone,  in  various  combinations, 
or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
situation. 

Most  physicians  --  whether  they  practice  alone 
or  with  a group  --  will  find  one  or  more  of 
these  components  useful.  You  are  invited  to 
obtain  additional  information  about  the  Rocom 
Medical  Management  System  by  sending  us  the 

accompanying  coupon. 


i! 

V'.  V V 


IM 


Division  of  Hoffmann-La  Roche  Inc. 
Box  169 

Fairview,  New  Jersey  07022 


Gentlemen : 

I am  interested  in  obtaining  additional 
information  about: 

I — I Health  History  i — i Medical  Record 

System  L_l  System 

' Telephone  System  CZI  Appointment  System 


Name  Specialty 

Street 

City  State 

Please  do  not  forget  Zip  Code 


i ■ 

f. 

iMr 

" 1 

• t 

(ocom  Telephone  System  a complete 

system;  one  that  can  be  understood  quickly 
jy  your  newest  office  aide;  one  that  permits 
four  staff  to  answer  specific  patient  questions 
fith  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
ire  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
111  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 

out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


♦Created  and  developed  by  Patient  Care  Systems,  Inc. 


BEAUMONT  NEUROLOGICAL  CENTER 

3250  Fannin,  Beaumont,  Texas  77701  AC  713  835-4921 


Psychiatry 


Winston  Cochran,  M.D. 
C.  F.  Adkins,  Jr.,  M.D. 
P.  W.  Bailey,  Jr.,  M.D. 
E.  P.  Kalbaugh,  M.D. 


Robert  Ryan,  M.D. 

Charles  F.  H.  Colby,  M.D, 
C.  J.  Ruilmann,  M.D. 
David  H.  Beyer,  M.D. 


Psychology 

Byrnes  Belk,  Ph.D. 

Lyle  H.  Wharton,  Ph.D. 
Education 

Miss  Ruth  Johnston,  M.A. 


A modern  76-bed  hospital  specializing  in  diagnosis  and  treatment  of  psychiatric  and  neurological  disorders.  Facilities 
include  EEG,  x-ray,  laboratory,  and  psycho-educational  evaluation.  All  treatment  modalities  available. 

The  Adolescent  Program  includes  classroom  work  in  our  school,  which  is  accredited  by  the  Texas  Education  Agency. 

A Blue  Cross  member  hospital.  Accredited  by  the  Joint  Commission  on  Accreditation  of  Hospitals. 


There’s  more  to  do... 

Give  more  to 
Christmas  Seals. 


It’s  a matter  of  life  and  breath. 


YOURS  FOR  THE  ASKING! 
The  many  services  of  the 

MEMORIAL  LIBRARY 

of  the 

TEXAS  MEDICAL 
ASSOCIATION 

45,000  BOUND  VOLUMES  • EXTENSIVE 
REPRINT  COLLECTION  • 1,100  NEW 

JOURNALS  RECEIVED  MONTHLY  • OVER 
400  PROFESSIONAL  AND  LAY  FILMS  • 
CURRENT  AUDIO-DIGEST  TAPES  IN 
GENERAL  PRACTICE  AND  EIGHT  SPE- 
CIALTIES • AMA  NEWS  JOURNAL 

Write  — Call  — Come  By 
1801  NORTH  LAMAR  BLVD. 
AUSTIN,  TEXAS  78701  (512)  477-6704 


Space  contributed  by  the  publisher  as  a public  service. 


Additional  information  avaiiable  to  the  profession  on  request. 

Eli  Lilly  and  Company  • Indianapolis,  Indiana  46208 
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Ar?- 


onal 


able 


colon 


move  up  to 
“the  Robinul 
response” 


when  lower 
G-l  symptoms 
demand 
a potent 
synthetic 
antispasmedic 


In  treating  hypermotility  associated  with 
functional  lower  G-l  disorders  are  you 
disappointed  in  the  results  you’ve  been 
getting  with  some  of  the  synthetics?  Then 
move  up  to  a potent  antispasmodic — 
Robinui®  Forte  (2  mg.  glycopyrroiate).  It 
provides  prompt,  pronounced,  prolonged 
suppression  of  hypermotility,  making  it  a 
highly  effective  agent  in  functional  bowel 
distress,  as  well  as  in  spastic  and  irritable 
colon.  Robinul  Forte  also  exerts  a more 
selective  action  on  the  gastrointestinal  tract. 
If  the  patient  has  a “one  tract  mind’’ 
concerning  his  lower  G-l  symptoms,  you  can 
help  control  the  anxiety  and  tenseness  by 
prescribing  Robinul®-PH  Forte  (2  mg. 
glycopyrroiate  with  16.2  mg.  phenobarbital 
— warning:  may  be  habit  forming). 


Robinur2mg. 


FOI*tC  (glycopyrroiate) 


■ INDICATIONS  Robinul  Forte  (glycopyrroiate,  2 mg.)  and  Robinul-PH  Forte  are  double-strength  dosage  forms  of  glycopyrroiate.  They  are  primarily 
indicated  for  patients  who  are  less  responsive  to  anticholinergic  therapy  and  for  control  of  the  more  prominent  symptomatology  associated  with 
acute  episodes  of  gastrointestinal  disorders.  Emphasis  should  be  on  total  management,  with  due  consideration  of  the  various  therapeutic  modalities 
available,  including  diet,  antacids,  anticholinergic  agents,  sedatives,  and  attention  to  emotional  problems.  Accordingly,  glycopyrroiate  is  recom- 
mended in  the  management  of  gastrointestinal  disorders  amenable  to  anticholinergic  therapy,  such  as:  (1)  duodenal  ulcer,  duodenitis,  pylorospasm; 
(2)  gastric  ulcer,  gastritis,  esophageal  hiatal  hernia,  hyperchlorhydria,  pyrosis,  aerophagia,  gastroenteritis;  (3)  esophagitis;  (4)  cholecystitis,  chronic 
pancreatitis;  (5)  spastic  and  irritable  colon,  ulcerative  colitis,  functional  bowel  distress,  diverticulitis,  acute  enteritis,  diarrhea;  and  (6)  splenic  flexure 
syndrome,  neurogenic  gastrointestinal  disturbances.  When  these  conditions  are  associated  with  psychic  overlay,  the  formulation  with  phenobarbital 
may  be  indicated.  ■ CONTRAINDICATIONS  Glaucoma,  urinary  bladder  neck  obstruction,  pyloric  obstruction,  stenosis  with  significant  gastric  reten- 
tion, prostatic  hypertrophy,  duodenal  obstruction,  cardiospasm  (megaesophagus),  and  achalasia  of  the  esophagus,  and  in  the  case  of  Robinul-PH 
Forte  (glycopyrroiate  with  phenobarbital),  sensitivity  to  phenobarbital.  ■ PRECAUTIONS  Administer  with  caution  in  the  presence  of  incipient 
glaucoma.  ■ SIDE  EFFECTS  The  most  frequent  side  effect  noted  during  clinical  trials  was  dry  mouth.  Thirty-three  (3.3%)  of  1,009  patients  receiving 
1 to  32  mg.  of  glycopyrroiate  a day  complained  of  dry  mouth  of  moderate  to  severe  degree,  but  only  11  discontinued  treatment  because  of  this. 
Blurred  vision,  constipation,  and  urinary  hesitancy  have  been  reported  infrequently.  Other  side  effects  associated  with  the  use  of  anticholinergic 
drugs  include:  tachycardia,  palpitation,  dilatation  of  the  pupil,  increased  ocular  tension,  weakness,  nausea,  vomiting,  headache,  dizziness,  drowsi- 
ness, and  rash.  ■ DOSAGE  The  average  and  maximum  recommended  dose  of  Robinul  Forte  (glycopyrroiate,  2 mg.)  or  Robinul-PH  Forte  is  one 
tablet  three  times  daily  (in  the  morning,  eariy  afternoon,  and  at  bedtime).  To  obtain  optimum  results,  dosage  should  be  adjusted  to  the  individual 
patient's  response.  After  the  more  severe  symptoms  associated  with  acute  conditions  have  subsided,  the  dose  may  be  reduced  to  the  minimum 
required  to  maintain  symptomatic  relief.  ■ SUPPLY  Robinul  Forte  (glycopyrroiate,  2 mg.)  is  available  as  scored,  compressed  pink  tablets  engraved 
AHR/2  in  bottles  of  100  and  500.  ■ Robinul-PH  Forte  (glydopyrrolate,  2 mg.,  with  phenobarbital,  16,2  mg.)  is  available  as  scored,  compressed  blue 
tablets  engraved  AHR/2  in  bottles  of  100  and  500.  A.  H.  Robins  Company,  Richmond,  Va.  ^-|-j-nQ0| 


if  skin  is  infected, 
or  open  to  infection  ••• 

choosje  the  topicals 
that  ^ive  your  patient- 

broad  antibacterial  activity  against 

susceptible  skin  invaders 

lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

TrGOSpOmi  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin. base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  02.  for  topical  use  only. 

\imishin;^  Oeam  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000  i 
■ units;  neomycin  sulfate,  5 mg,  (equivalent  to  3,5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0,  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0,25%' 
methyl paraben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in' 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appreciate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medicaf 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  1 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind.  | 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is| 
perforated.  These  products  are  contraindicated  in  those  individuals  who| 
have  shown  hypersensitivity  to  any  of  the  components.  yl 

Complete  literature  available  on  request  from  Professional  Services  . 
Dept.  PML  A 

% 


For  Insomnia...  one  capsule  for  the  rest  of  the  night 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

INDICATION:  Relief  of  insomnia  of  varied 
etiology. 

CONTRAINDICATIONS:  Patients  with  known 
hypersensitivity  to  the  drug. 

WARNINGS:  Caution  patients  about  combined 
effects  with  alcohol  and  other  CNS  depres- 
sants. Caution  against  hazardous  occupations 
requiring  complete  mental  alertness,  such 
as  operating  machinery  or  driving  a motor 
vehicle  shortly  after  ingesting  the  drug. 
Physical  and  Psychological  Dependence:  Physical 
and  psychological  dependence  rarely  re- 
ported. If  withdrawal  symptoms  do  occur 
they  may  resemble  those  associated  with 


withdrawal  of  barbiturates  and  should  be 
treated  in  the  same  fashion.  Use  caution  in 
administering  to  individuals  known  to  be 
addiction-prone  or  those  whose  history  sug- 
gests they  may  increase  the  dosage  on  their 
own  initiative.  Repeat  prescriptions  should 
be  under  adequate  medical  supervision. 

Usage  in  Pregnancy:  Weigh  potential  benefits 
in  pregnancy,  during  lactation,  or  in  women 
of  childbearing  age  against  possible  hazards 
to  mother  and  child. 

PRECAUTIONS:  If  sleeplessness  is  pain- 
related,  an  analgesic  should  also  be  pre- 
scribed. Perform  periodic  blood  counts  if 
used  repeatedly  or  over  prolonged  periods. 
Total  daily  intake  should  not  exceed  400  mg, 
as  greater  amounts  do  not  significantly  in- 


crease hypnotic  benefits. 

ADVERSE  REACTIONS:  At  recommended  dos- 
ages, there  have  been  rare  occurrences  of 
morning  drowsiness,  dizziness,  mild  to  moder- 
ate gastric  upset  (including  diarrhea,  esoph- 
agitis, nausea  and  vomiting),  headache, 
paradoxical  excitation  and  skin  rash.  There 
have  been  a very  few  isolated  reports  of 
neutropenia  and  thrombocytopenia;  however, 
the  evidence  does  not  establish  that  these 
reactions  are  related  to  the  drug. 

Each  capsule  contains  300  mg  of  methyprylon. 

/ \ ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  New  Jersey  07110 


ONCOLOGY 

ASSOCIATES 

Oscar  L Morphis,  M.D.,  F.A.C.R. 

Marcus  J.  Seidimeir,  M.D.,  D.A.B.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Chemotherapy 

Consu  Ita  nt-Physicist 

Tom  B. 

Bond,  M.D.,  F.A.C.R. 

Consultant 

1550  West  Rosedale,  Suite  620 

Fort  Worth  336-2028 

Starlife  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 

PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

PSYCHIATRY 

SAMUEL  E.  NEELY,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Douglas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  D.A.B.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  D.A.B.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehested,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 

NAN  TRAVIS  MEMORIAL  HOSPITAL 

JACKSONVILLE,  TEXAS 

STAFF 

General  Surgery : 

Internal  Medicine: 

Pediatrics : 

L.  L.  Travis,  M.D. 

J.  T.  Boyd,  M.D. 

M.  L.  Gray,  M.D. 

J.  S.  O’Hare,  M.D. 

F.  H.  Verheyden,  M.D. 

R.  K.  Willma,  M.D. 

J.  T.  Scogin,  M.D. 

Radiology  and  Radioactive  Isotopes: 

Orthopedic  Surgery: 

J.  H.  PesneU,  M.D. 

Mary  A.  Bone,  M.D. 

L.  W.  Ralston,  M.D. 

E.  L.  Mahon,  Jr.,  M.D. 

J.  A.  Armstrong,  M.D. 

William  J.  Fowler 

Urology : 

Obstetrics  and  Gynecology: 

Administrator  of  Nan  Travis 

Memorial  Hospital 

H.  F.  Rives,  M.D. 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 

J.  G.  Casey 

Pathology : 

Business  Manager  of  Travis  Clinic 

Herbert  Davenport,  Jr.,  M.D. 
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DIRECTORY  RATES  & DATA:  Space  Is  available  to  TMA  mem- 
bers at  $10.00  per  column  Inch  and  listings  must  run  for  a 
minimum  of  six  months.  New  listings  are  limited  to  those 
specialties  recognized  by  the  American  Medical  Association. 
A discount  of  5%  is  allowed  for  six  months’  advance  payment. 
Mall  copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  20th  of 
the  month  preceding  publication  month. 


lexas 

Physicians’  Directory 


Aerospace  Medicine 


D.  OWEN  COONS,  M.D.,  F.A.M. 

Olplomate  American  Board  of  Preventive  Medicine 

Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 
Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certification 
6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 


Allergy 


DRS.  FEIN  AND  KAMIN 
Allergy  and  Immunology 

Bema^  T.  Fein,  M.D.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamin,  M.D.,  F.A.A.P.,  Diplomate,  Sub-Board  Pediatric  Allergy 

216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


Clinics 


CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 

224  West  Beauregard  Avenue,  San  Angelo,  Texas 

Dale  W.  Hayter,  M.O., 
Ophthalmology 

O.  Sterling  Gillis,  III,  M.O., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Patholon — 
Lloyd  R.  Hershberger,nM.D. 

Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 

William  T.  Gordon,  M.D. 


THE  FORT  WORTH  CLINIC 


R.  M.  Finks,  M.O.,  Pediatrics 
M.  D.  Knight,  M.O.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P,  Gordon,  C.P.A.,  Administrator 


H9USTON  ALLERGY  CLINIC 

Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  F.A.C.A.,  FJULA. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido.  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M.D. 

Suite  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 

Allergy 

Diplomate  American  Boards  of  Internal  Medicine  and  Allergy 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  M.D. 
Orville  C.  Thomas,  M.D. 
Kenneth  E.  Peirce,  M.D. 


Theodore  J.  Haywood,  M.D. 
Joseph  T.  Queng,  M.D. 
Rufus  E.  Lee,  Jr.,  M.D. 


Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 


Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 
Thomas  J.  Coleman,  M.D. 
Ferd  E.  Garrison,  Jr.,  M.D. 
Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phillips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANTS 
William  H.  Neil,  M D. 

Victor  E.  McCall,  M.D. 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth.  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 

1546  South  Brownlee,  Corpus  Christ!,  Texas  78404 
Telephone  884-3861 


ALLERGY  CLINIC 

Saul  Grossman,  M.O.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.O.,  F.A.C.A.,  Allergy-Immunology 
2530  Morgan,  Corpus  Christ),  Texas,  882-3487 


GYNECOLOGY 
J.  H.  Thomas,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Salvador  Ortiz,  M.D. 

Marilyn  Upmanyu,  M.D. 
(Consultant) 

SURGERY 

S.  T Coleman,  M.D.,  F.A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  F.A.C.S. 
(Consultant) 


OPHTHALMOLOGY 
L.  David  Wright,  M.D.,  FJ\.C.S. 
FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 
H.R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

UROLOGY 

J.  D.  Stephenson,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  92^231 


RADIOLOGY 
Crysup  Sory,  M.D. 


DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  • Mrs.  Joyce  Pettit 


SEAT  BELTS  SAVE  LIVES— 
BUT  ONLY  IF  YOU  USE  THEM 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 
3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.D.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D„  General  Surgery 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.O.,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S,  Surgery 

Catherine  P.  Chester,  M.O.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  FiasdicK,  M.O.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Curry,  M.O.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Interna!  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.O.,  O.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Harr.by,  D.D.S.,  General  Dentistry 

H.  A Mueller,  M.O.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.O.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett.  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.O.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.O..  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


ADMINISTRATION 

C.  H.  “Ham”  Rugeley 
Malcolm  O.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kclle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
O.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

pathology— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J.  A.  Hams,  M.D.,  General  Practice 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 


DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D  , General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 
G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O'Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-^61 
OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D..,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.B.  Allensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Grifhn,  M.D. 

R.  T Torp,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  h.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 


Jarrett  E.  Williams,  M.D. 

B.  B Trotter,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  AssL  Clinic  Manager 


Internal  Medicine  and  Diagnosis 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr.,  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 


ALLERGY 

Arthur  i.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arno.d,  M.D. 

Hugh  H.  Hanson.  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 
H.  Leland  Kaplan.  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  RadelaL  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley.  M.D. 

Martin  L.  Kaplan,  M.D. 

RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
Robert  B Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
Cytology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigmoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  F.A.C.P. 

R.  J.  Turner,  III,  M.D.,  FJL.C.S.  D.  W.  Johnston,  M.D.,  FJL.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette.  M.D. 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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Colon  & Rectal  Surgery 


ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 
Practice  Limited  to  Diseases  and 
Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 
Office  Telephone  824-2573;  Residence  Telephone  361-4500 


HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 


J.  WADE  HARRIS,  M.D.,  F.A.C.S. 
JOHN  E.  COGAN,  M.D.,  F.A.C.S. 
Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 


C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 


Dermatology 


ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 


WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 


DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 
Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 
315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 


M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  464-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 


JOHNC.  WILKINSON,  M.D. 
Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 


Eye,  Ear,  Nose,  Throat 


DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 
Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph,  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 


DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 
714  Medical  Arts  Bldg.,  San  Antonio,  Texas 


EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 


MEMORIAL  LIBRARY 

TEXAS  MEDICAL  ASSOCIATION 


1217  Hermann  Professional  Bldg.,  Houston,  Texas 


A clinical  library  designed  to  assist  the  practicing  physician 


J.  GILMORE  BRAU,  M.D. 
Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1 — 3 to  5 

3817  Brown  Street,  Dallas,  Texas 


45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 
EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 


1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 


J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 
Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 
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Family  & General  Practice 

General  Surgery 

JOHN  V.  BLAKE,  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Oiplomate  American  Board  of  Family  Practice 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

IRWIN  KURTZ,  M.D. 

DIplomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D,.  F.A.C.P. 

Consultations  in  hospitals  only 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

DRS.  BAILEY,  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  OeVaney,  M.D. 

PAUL  CARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

TEXAS  MEDICINE 

regularly  lists  highlights  of  more  than  100 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 

information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “HIGHLIGHTS  OF 

COMING  MEETINGS”  section. 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone;  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 
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ALEJANDRO  DURAN,  JR..  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

Neurology 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  Swiss 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Neurological  Surgery 

Morris  Sanders,  M.D. 

Jack  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

DIplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CURK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Williams,  Jr.,  M.D. 

Charles  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Building 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Ophthalmology 

RONALD  SMITH.  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neurological  Surgery 

712  North  Washington,  Dallas,  Texas,  214  826-7060 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston,  Texas  77025,  523-3684 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neurological  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas.  Texas  75246,  214  824-2543 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Ferndale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 
Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  O.  Box  6374,  Corpus  Christ!,  Texas  78411 
512  853-7319 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandermeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

Diplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.C.  HALLEY,  JR.,  M.D. 

DAVIDR.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


Diplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breck,  M.O.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellin^on  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

*Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Oiplomate  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D. 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.D.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• Annual  Winter  Conference,  Jan.  22,  1972,  Austin 

• 105th  Annual  Session,  May  11-14,  1972,  San  Antonio 

• Annual  Fall  Conference,  Sept.  23,  1972,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

TOM  BARR,  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  O.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  MD. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Carman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  O.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  0.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS,  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

Pharmaceutical  advertising  in  TEXAS  MEDICINE 
keeps  you  informed  and  pays  for 
publishing  costs.  When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad  in  your  journal. 
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Physical  Medicine  & Rehabilitation 

VALENTIN  GRACIA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  Fort  Worth,  Texas  76104,  336-0446 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION.  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.O.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

FRANCIS  A.  MORRIS,  JR.,  M.D.« 

PATRICK  H.  BECKHAM,  M.D. 

’Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  O.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

JAMES  H.  PENOFF,  M.D. 

Olplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Oiplomate  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street.  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904V^  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone:  (Area  Code  512) 

Office  696-2390 

Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

Oiplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Present  your  ideas 
in  Texas  Medicine 

lifting  manuscripts, 

"Information  for  Authors.” 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Piastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


WM.  OTHO  GILLEAN,  JR.,  M.D. 

Practice  Limited  to 

General  Psychiatry 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


'Bernard  J.  Dolenz,  M.D. 

'Herbert  G.  Rush,  M.D. 

1066  W.  Magnoiia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 
'Diplomates  American  Board  of  Psychiatry  and  Neurology 


140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Perry  C.  Talkington,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 

practice  limited  to 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACK  G.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
'Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.AB.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


JAMES  L.  CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses 
Send  old  and  new  address  to: 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

3810  Swiss  Ave.,  Dallas,  Texas,  824-2503 

CHARLES  T.  MEADOWS,  M.D. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D,, 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

LeROY  J.  KLEINSASSER,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Diplomate  of  American  Board  of  Urology 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Diplomate  of  American  Board  of  Urology 

JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

WILLIAM  W.  TAYLOR,  M.D. 

Diplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

MARVIN  GREER  RAPE,  M.D. 

Diplomats  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Diplomate  of  American  Board  of  Urology 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALLAN  L.  GRAHAM,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

HECTOR  A.  ESCAMILLA,  M.D. 

Diplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

PAULMANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Buy  and  use  Christmas  Seals 
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Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group, 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B.  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas.  Texas  76216. 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford.  Te.xas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas.  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646.  Milford.  Texas  76670,  area  code  214,  493-2511. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236.  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


WANTED:  PHYSICIANS  WITH  INTEREST  IN  OBSTETRICS  to 
locate  in  progressive  East  Texas  area  with  complete  support  of  local 
medical  staff.  Contact  Paul  R.  Bennett,  300  West  Upshur,  Gladewater, 
Texas,  or  phone  AC  214,  846-2281. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May.  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
workng  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8165,  379-8166,  Newton, 
Texas. 


WANTED:  BOARD  ELIGIBLE.  OB-GYN,  below  36,  military  com- 
pleted to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  29.000.  On  1-46,  60  miles  from  Dallas.  Beginning 
salary,  $26,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed.  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WELL  ESTABLISHED  32-man  multispecialty  grroup  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
gist. Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator, P.  O.  Box  28.  Dallas,  Texas. 


OPPORTUNITY  FOR  YOUNG  MD  IN  FAMILY  PRACTICE  in  Spring 
Branch  area  of  Houston.  For  information  contact  Dr.  J.  Siegel,  7410 
Long  Point.  Houston,  Texas  77066 ; telephone  682-2563. 

WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  76501. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP’S  in  Central  Texas  town 
between  San  Antonio  and  Houston  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  salary 
and  incentive.  Excellent  fringe  benefits  including  retirement  _plan.  New 
modem  building  with  fully  equipped  x-ray  and  laboratory  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas  76601. 
Telephone  AC  214,  792-7161. 


GENERAL  SURGEON,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join 
eighteen  man  multi-speci^ty  group  in  the  Southwest.  Attractive  starting 
salary  and  incentive.  Excellent  fringe  benefits  including  retirement  plan. 
New  modem  building  with  fully  equipped  x-ray  and  laboratory  facilities. 
Two  accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & 
Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas 
75601.  Telephone  AC  214,  792-7161. 


PROFITABLE  PRACTICE  in  small  town  of  Alto  open  to  respon- 
sible physician.  Elxtremely  low  overhead  in  newly  remodeled  clinic  next 
to  oral  surgeon,  owned  by  civic  group.  46  bed  hospital  12  miles  on 
4-lane  highway.  Contact  Bill  Warner,  Box  67,  Alto,  Texas  76926; 
phone  713-868-4311,  or  nights  and  Sunday  868-4478. 


GENERAL  PRACTITIONER.  INTERNIST,  OPHTHALMOLOGIST, 
PEDIATRICIAN,  OR’l'HOPEDlST  to  join  six  general  practitioners  and 
three  specialists  in  well  equipped  offices.  Liberal  salary  with  usual  fringe 
benefits  including  hospital/major  medical,  life,  disability,  and  malpractice 
insurance,  and  interest  in  vested,  tax  sheltered  retirement  progiam.  Two 
year  employee  status  leading  to  full  partnership.  Open  staff  hospital 
appointments  at  fully  accredited,  126  bed  general  hospital  adjacent  to 
office  building.  'Texas  Gulf  Coast  area  encompasses  rapidly  growing  in- 
dustrial complex  and  extensive  recreational  facilities  including  fishing, 
boating  nn:l  hunting.  L(»cated  26  miles  from  Houston  anfl  40  miles  from 
Galveston.  School  system  includes  junior  college.  Contact  H.  H.  Duke,  Jr., 
M.D..  Medical  & Surgical  Group,  1105  Decker  Drive,  Baytown,  Texas 
77620.  Telephone  AC  713,  427-1761. 


GENERAL  PRACTITIONER  (ONE  OR  TWO)  NEEDED  to  assume 
practice  of  retiring  doctor  in  Italy,  Texas.  Italy  is  located  30  minutes 
south  of  Dallas  with  a population  of  6.000  within  a 4 mile  radius.  May 
use  present  office  space  or  will  build  to  doctor’s  specifications.  Italy  has 
a modern  75-bed  nursing  home  and  hospital  facilities  14  miles  away  in 
Waxahachie.  Good  school  (Class  A)  and  churches  with  new  homes  under 
construction.  If  you  will  take  a look,  we  will  pay  expenses.  For  informa- 
tion write  Willis  L.  Bugg,  P.O.  Box  160,  Italy,  Texas  76661,  or  call 
AC  214,  483-6271  or  483-6836. 


WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Annual  salary  $21,600  to  $28,000, 
depending  on  training  and  experience.  40  hour  work  week  with  ample 
vacation  time,  other  fringe  benefits.  Excellent  community  to  live.  Near 
Dallas,  Fort  Worth.  Contact  Medical  Director,  Denton  State  School,  Box 
368,  Denton,  Texas  76201. 


GENERAL  PRACTITIONER  NEEDED  in  Beaumont,  Texas.  City  of 
120,000  servicing  400,000  to  600.000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,600  per  month  with  60% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new, 
fully  equipped  clinic.  Presently  have  6-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 


GENERAL  PRACTITIONERS,  PEDIATRICIANS.  GYNECOLOGISTS 
needed  in  pleasant  East  Texas  town  of  Marshall.  Office  space  across 
street  from  hospital.  New  hospital  to  start  construction,  same  site,  Janu- 
ary 1972.  Opportunity  for  association  for  purpose  of  trading  call  and 
weekends.  Contact  R.  Orin  Littlejohn,  M.D.,  304  University  Avenue, 
Suite  200,  Marshall,  Texas  76670. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 
78761. 


MD  FOR  GENERAL  PRACTICE  AND  SURGERY,  join  established 
clinic  or  start  private  practice.  New  hospital  and  clinic  offices  to  be  com- 
pleted September  16,  1971.  For  information  contact  James  D.  Holquist, 
Administrator,  South  Eastland  County  Hospital  District,  Gorman.  Texas 
76464.  AC  817-734-5830. 


GENERAL  PRACTITIONER  for  new  treatment  facility  operated  by 
Hidalgo  County  Health  Department,  funded  by  Model  Cities.  Pay  $26,000 ; 
life,  health,  and  malpractice  insurance  paid.  Texas  license  required,  Span- 
ish speaking  desirable : full  staff  and  facilities.  Close  to  Mexico  and  the 
Gulf  of  Mexico.  Contact  John  Miller,  P.O.  Box  1229,  Edinburg,  Texas 
78539. 


PRIVATE  PRACTICE  OPPORTUNITIES  are  now  available  in  the 
fields  of  General  Practice.  Pediatrics,  ENT,  OB-GYN,  Surgery,  and  Anes- 
thesiology. These  opportunities  available  in  a 100-bed  proprietary  hospital, 
physician  owned,  with  an  expansion  to  166  beds.  Medical  success  in  your 
practice  guaranteed  by  cash  of  at  least  $4,000  per  month  for  a period  of 
6 months.  Free  rent  and  other  benefits  also  included.  Pasadena,  Texas, 
is  a progressive  city  of  100.000  located  as  a suburb  of  Houston.  Texas, 
near  the  Manned  Space  Craft  Center.  Medical  community  enjoys  high  per 
capita  earnings,  open  staff  policies,  and  unlimited  medical  opportunities. 
For  additional  information  write  or  call  Richard  Fly,  Pasadena  General 
Hospital,  1004  Seymour,  Pasadena,  Texas  77602.  Phone  AC  713-473-1771. 


UNUSUAL  OPPORTUNITY  FOR  M.D.  Round  Rock,  Texas,  is  a grow- 
ing city  in  excess  of  3,000,  seven  miles  from  city  limits  of  Austin,  Texas. 
Large  completely  equipped  clinic  building  available.  Shopping  center  to 
be  built  across  highway  from  clinic.  Westinghouse  is  building  plant  that 
will  employ  over  800 ; this  plant  to  be  in  city  limits.  Town  has  two  homes 
for  aged  and  modern  child-care  home.  Enrollment  of  school  system  about 
2,000.  Has  large  trade  area,  beautiful  area  to  live  in.  No  MD  or  DO  at 
present.  Ad  sponsored  by  Round  Rock  Chamber  of  Commerce,  Kiwanis 
Club,  Lions  Club.  Contact  N.  G.  Whitlow,  President,  Farmers  State  Bank, 
Round  Rock,  Texas.  Telephone  AC  612-266-3622. 


CLASSIFIED  AD  RATES  & DATA:  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  contact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  tne  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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WANTED:  BOARD  ELIGIBLE  OR  CERTIFIED  PSYCHIATRIST  as 
medical  director  of  hospital  outpatient  clinic  and  director  of  outreach 
services.  Salary  $27,000  with  additional  $1,000  for  certification.  Hospitali- 
zation and  life  insurance  partly  paid  by  employer.  Excellent  vacation, 
holiday  and  sick  leave.  JCAH  hospital,  excellent  staff,  and  opportunities 
provide  a challenge.  Write  Superintendent,  Preston  E.  Harrison,  M.D., 
P.O.  Box  231,  Big  Spring,  Texas  79720. 


STAFF  PHYSICIANS  NEEDED  for  school  for  the  retarded.  Progres- 
sive 2,000  resident  state  institution.  Eligibility  for  Texas  license  required. 
Paid  vacation,  paid  sick  leave,  group  insurance,  retirement  plan  and  13 
paid  holidays.  Send  resume  to  John  E.  Muller,  Personnel  Officer,  Austin 
State  School,  P.O.  Box  1269,  Austin,  Texas  78767. 


INDUSTRIAL  MEDICAL  AND  SURGICAL  CLINICS  located  in  Dallas, 
Texas,  at  426  Medical  Arts  Building,  1719  Pacific  Avenue  and  350  Locke 
Medical  Building,  6011  Harry  Hines  Blvd.,  and  opening  a clinic  at  the 
new  Dallas-Fort  Worth  Regional  Airport  in  Arlington,  Texas,  has  posi- 
tions available  for  interested  physicians.  Contact  Harry  Carter,  Admin- 
istrator, Cook  Clinic,  360  Locke  Medical  Building,  Dallas,  Texas  76236. 
Telephone  AC  214-638-2730. 


WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  Base  annual  salary  $21,600,  40  hour  work  week  with 
ample  vacation  time,  other  fringe  benefits.  Excellent  community  to  live. 
Near  San  Angelo,  Texas.  Contact  Medical  Director,  San  Angelo  Center, 
Carlsbad,  Texas  76934. 


EMERGENCY  ROOM  PHYSICIAN  IN  TEXAS.  Position  available  now 
and  July  1,  1972.  Earnings  average  $60,000  a year.  Guarantee  according 
to  position.  Locations  in  Wichita  Falls.  Houston,  San  Antonio,  and  Beau- 
mont. Call  1-612-732-9247  collect  anytime.  Apply  Ad-337,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


AN  OB-GYN,  UNDER  40  YEARS  OF  AGE,  is  wanted  to  join  a four- 
doctor  OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  part- 
nership. Contact  Midland’s  Women’s  Clinic,  2009  West  Wall,  Midland, 
Texas  79701. 


GENERAL  PRACTITIONER  NEEDED  IN  JUNCTION.  TEXAS.  Com- 
pletely equipped  office  available  for  immediate  occupancy.  Modern  18-bed 
well  equipped  hospital.  Junction  city  population  2,800.  Kimble  County 
population  4,500.  Kimble  County  Hospital  serves  entire  county.  Excellent 
school  system,  friendly  small  town,  stable  ranching  community,  multiple 
recreational  facilities  available.  Please  reply  to  Ad-339,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN.  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  44  year 
old  physician  in  established  pediatric  practice  in  Austin.  Willing  to  con- 
sider any  mutually  agreeable  affiliation,  ranging  from  office  sharing  to 
full  partnership.  Please  reply  to  Ad-342,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


ASSOCIATE  PATHOLOGIST  WANTED  for  385-bed  hospital,  good 
community,  fine  medical  staff,  automated,  computerized  laboratory  with 
12  ASCP  technologists.  Salary  first  year,  then  percentage  in  partnership. 
Very  good  future  opportunity.  Please  reply  to  L.  L.  Duncan,  M.D.,  1000 
Pine,  Texarkana,  Texas  75601.  Telephone  AC  214-793-4122. 


GENERAL  PRACTITIONER  GROUP  PRACTICE  with  three  other 
general  practitioners.  Combination  clinic,  42-bed  hospital,  44-bed  ex- 
tended care  facility,  pharmacy.  No  capital  outlay,  no  buy-in,  equal 
privileges,  guarantee  income  until  established.  One  of  the  top  oppor- 
tunities in  the  Southwest.  Contact  Sydney  A.  Garrett,  M.D.  or  Ray 
W.  Freeman.  M.D.,  806-839-2471,  Hi-Plains  Hospital-Clinic,  203  West 
4th,  Hale  Center,  Texas  79041. 

DIRECTOR,  CITY-COUNTY  HEALTH  DEPARTMENT  in  East  Texas, 
population  46,000.  Leisurely  schedule ; usual  responsibilities  of  health 
department:  numerous  recreational  opportunities,  hunting,  fishing,  boat- 
ing. Salary  negotiable.  Contact:  Dr.  Waller  Ethridge,  611  East  Avenue, 
AC  214  938-7941  or  Richard  Berry,  M.D.,  304  University,  AC  214  935- 
7181,  Marshall,  Texas  76670. 


FAMILY  (GENERAL)  PRACTITIONER,  diplomats  (or  eligible  for 
examination)  of  the  American  Board  of  Family  Practice,  for  full-time 
employment  in  Texas  Tech  University  Health  Center.  The  center  provides 
gener^  medical  services  to  25,000  students  and  university  employees  and 
is  associated  with  the  medical  student  teaching  program  of  the  medical 
school.  Contact  .1.  Theodore  Hartman,  M D.,  Texas  Tech  University 
School  of  Medicine,  P.O.  Box  4569,  Lubbock,  Texas  79409. 


GENERAL  PRACTICE— AVAILABLE  IMMEDIATELY  FOR  MD. 
Well  established.  Large  office  fully  equipped,  including  x-ray.  Located 
in  growing  San  Antonio.  Professional  building  with  plenty  of  parking 
space.  Leaving  for  residency.  SeU  equipment,  you  take  over  practice. 
Reply  to  Ad-349,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


WANTED:  PEDIATRICIAN  TO  TAKE  OVER  OFFICE  of  estab- 
lished pediatrician  in  Fort  Worth.  Excellent  neighborhood  location.  Three 
year  lease  available  with  renewal  option.  Equipment  available.  Medical 
assistant  in  this  office  seven  years  available.  Records  of  several  thousand 
patients  will  remain  with  office.  Reply  to  Ad-348,  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78'701  or  call  AC  817  738-2181. 

NEEDED  BY  ORTHOPAEDIC  SURGEON : An  associate  for  a large 
variegated  practice  in  lush  Rio  Grand  Valley  of  South  Texas.  Must  be 
board  eligible  or  certified.  Well  equipped  hospital  adjacent  to  office. 
Intention — association  with  ultimate  development  of  four-man  clinic 
group.  Robert  W.  Milam,  M.D.,  800  South  Main  Street,  McAllen,  Texas 
78501.  Phone  AC  612  682-6301. 


DALLAS,  TEXAS— INDUSTRIAL  MEDICINE.  Multi-specialty  group 
with  large  Industrial  Medicine  Department.  Corporate  benefits.  Frank  O. 
Seay,  M.D.,  Southwest  Clinic  Association,  220  Medical  Arts  Building, 
Dallas,  Texas  75201.  AC  214  742-2141. 

DALLAS,  TEXAS — INTERNIST  to  join  Internal  Medicine  Department 
of  multi-specialty  group.  Corporate  benefits.  Frank  O.  Seay,  M.D.,  South- 
west Clinic  Association,  220  Medical  Arts  Building,  Dallas,  Texas  76201. 
AC  214  742-2141. 


DALLAS,  TEXAS — ORTHOPEDIST  to  join  Orthopedic  Department  of 
multi-specialty  group.  Corporate  benefits.  Frank  O.  Seay,  M.D.,  Southwest 
Clinic  Association,  220  Medical  Arts  Building,  Dallas,  Texas  76201.  AC 
214  742-2141. 


$3,000.00  MONTHLY  COLLECTIONS  GUARANTEED  from  the  first 
month.  General  family  practices  and  some  specialty  practices  available  in 
Dallas,  Houston  and  Baytown.  Practically  no  practice  expense.  Good 
schools  for  your  children.  Maximum  leisure  time  with  family.  Not  an  em- 
ployment agency.  No  cost  to  physicians.  Sanford  Smith,  Director  of  Phy- 
sician and  Personnel  Planning,  Hospital  Affiliates,  Inc.,  P.O.  Box  9836, 
Houston,  Texas  77015.  713/463-6324. 


Situations  Wanted 


RADIOLOGIST.  CERTIFIED  AND  EXPERIENCED  in  diagnosis, 

therapy  and  isotopes  seeks  directorship  of  hospital  X-ray  department: 
association  with  clinic,  individual  radiologist  or  radiological  group.  Please 
reply  to  Ad-333,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

TEXAS  RADIOLOGIST,  board  certified,  desires  small  hospital,  clinic 

or  association  with  group.  19  years  hospital  and  clinic  experience.  Please 
reply  to  Ad-336,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

GEINERAL  SURGEON — 37  years  old,  residency  completed  and  board 

eligible,  seeks  opportunity  in  the  Dallas-Fort  Worth  area.  Extensive 
training  in  abdominal,  head  and  neck,  pediatric  and  peripheral  vascular 
surgery.  Academic  position  would  be  considered.  Please  reply  to  Ad-341, 
Texas  Medicine.  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

OPHTHALMOLOGIST — age  30,  well-trained,  energetic,  board  certified: 
seeks  private  practice  opportunity.  Military  completed.  Would  especially 
like  to  take  over  practice  from  retiring  physician.  Contact  Ad-344,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

DERMATOLOGIST — age  34,  board  certified : military  complete : seeks 
association  preferably  or  small  group  in  Texas.  Would  also  consider  solo. 
Texas  license.  Please  reply  to  Ad-346,  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

YOUNG  MD  INTERESTED  in  obtaining  weekend  and  weeknight 
emergency  room  or  similar  work.  Presently  in  service.  Have  Texas 
license.  Weeknight  work  must  be  in  Austin-San  Antonio  area.  Would 
consider  weekend  work  anywhere  in  Texas  if  remuneration  would  silow 
Have  several  other  MD  friends  interested  in  same.  Is  possible  could  give 
coverage  every  weekend.  Reply  to  Ad-347,  Texas  Medicine.  1801  North 
^mar  Blvd.,  Austin,  Texas  78701. 

~PEDIATRICIAN,“B0ARD— certified,  Texas  license,  30  years  old, 
military  obligation  completed.  Special  interest  in  respiratory  diseases. 
Wishes  to  associate  with  pediatric  group  in  larger  Texas  city.  Available 
September,  1972.  Reply  to  Ad-346,  Texas  Medicine,  1801  North  T.amar 
Blvd.,  Austin,  Texas  78701. 


For  Sale  or  For  Rent 


OFFICE  FOR  LEASE.  Reception,  waiting,  consultation,  and  treatment 
rooms.  Furnished.  Centrally  located,  near  downtown  Dallas  in  frame 
building.  Former  doctor  had  an  established  practice  of  26  years.  Prefer 
bilingual  (Spanish-English)  MD.  Excellent  opportunity  for  beginning 
practitioner.  For  further  information  write  to:  Mrs.  J.  T.  Saldivar.  9816 
Limerick  Drive,  Dallas,  Texas  76218. 

TAX  DOLLARS  SPECIAL — 88  acre  farm,  owned  by  an  old  farmer  who 
needs  to  rest.  Fences  need  fixing.  All  minerals.  Off  Highway  36,  in  Bren- 
ham  School  District.  4 miles  south  of  town  at  the  end  of  a country  lane. 
Solid  old  bungalo  overlooks  Mill  Creek  wooded  area.  60  acres  bermuda 
pasture,  containing  large  pin  oaks  and  pecan  trees  for  shade.  Abundant 
water  supply.  Open  field  of  38  acres.  Rich  sandy  loam  soil  suitable  for 
garden  and  organic  farming.  Farm  management  and  counsel  available  by 
A&M  graduate  specializing  in  heavy  food  production.  $21,600  cash  down. 
8%  interest  only  for  five  years  on  balance  of  $40,000.  Inquiries  invited 
from  professional  men  having  down  payment  and  tax  dollars  to  spend  on 
a hide-a-way,  close-to-nature  place  in  the  country.  Houston  526-7222. 
Brenham  836-3896.  Realtors,  2472  Bolsover  Road,  Houston  77006.  Preferred 
Properties,  Ltd. 

MEMORIAL  CITY  MEDICAL  CENTER— HOUSTON,  TEXAS.  Medical 
and  dental  space  available  in  new  120  suite  professional  building  connected 
to  a new  160  bed  general  hospital  in  the  Spring  Branch-Memorial  area  of 
West  Houston,  Texas.  A 60  bed  addition  to  the  hospital  is  planned  for 
1972.  For  information,  contact  Memorial  City  General  Hospital,  920  Frost- 
wood  Drive,  Houston,  Texas  77024,  office  of  the  director.  Telephone  AC 
713  464-1 881. 

GENERAL  PRACTICE  FOR  SALE.  No  obstetrics.  Accounts  and  rec- 
ords intact.  Long  established  practice  in  Houston,  Texas.  For  additional 
information,  contact  Dr.  Lotta  Giessel,  215  MUby,  Houston,  Texas  77003. 
Telephone  AC  713,  226-0463. 


There’s  more  to  do... 
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Still  serving... 


Miltown’ 

(meprobamate) 

WALLACE  PHARMACEUTICALS 
Cranbury,  NJ.  08512  ^ 


Pre-Sate 


(chlorphentermine  hydrochloride) 


Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma,  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states.  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types:  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexi genic  effect:  discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) IS  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus, and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure.  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea. unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis.  Allergic:  urticaria.  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations, panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 
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306  Coleman  Street  fHarlin  Sexas  Telephone:  WE  6-3561 

Post  Office  Box  60 


GENERAL  SURGERY 
Howard  O.  Smith,  M.D..  F.A.C.S. 
D.  R.  Swetland,  M.D..  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 
Cecil  A.  McRee,  M.D. 


INTERNAL  MEDICINE 
W.  F.  McKinley,  Jr.,  M.D. 

James  S.  Bussell,  M.D. 

C.  G.  Brown,  M.D. 

EYE,  EAR,  NOSE  AND  THROAT 
S.  W.  Hughes,  M.D. 

TRAUMATIC  AND  ORTHOPEDIC 
SURGERY 

D.  R.  Swetland.  M.D.,  F.A.C.S. 


ALLERGY 

S.  W.  Hughes,  M.D. 

OBSTETRICS  AND  PEDIATRICS 
W.  L.  Reese,  M.D.,  F.A.C.O.G. 
William  Pickvance,  M.D. 

RADIOLOGY 

J.  M.  Brown,  M.D.,  F.A.C.R. 
PATHOLOGY 

Ronald  E.  Henderson.  Jr.,  M.D. 
David  M.  McTaggart,  M.D. 

UROLOGY 

Howard  O.  Smith,  M.D.,  F.A.C.S. 
Howard  L.  Smith,  M.D.,  F.A.C.S. 


DENTISTRY 

NEUROPSYCHIATRY 
S.  B.  Morrison,  M.D. 

NEUROSURGERY 
Harry  W.  Slade,  M.D. 

DERMATOLOGY 

Maurice  C.  Barnes,  M.D.,  D.A.B.D. 

Administrator : 

J.  D.  Norris,  Jr. 

Larry  Parsons,  Asst.  Administrator 

Superintendent  of  Nurses; 

Ruby  Lowrance,  R.N. 


Howard  0.  Smith,  M.D.,  FACS,  Chairman  of  the  Board  of  Trustees,  of  Torbett,  Hutchings,  Smith 
Memorial  Hospital  and  the  Torbett  Clinic  which  opened  January,  1963.  The  original  hospital  was 
founded  by  Dr.  J.  W.  Torbett,  Sr.,  in  1898. 


The  Torbett  Clinic  and  Memorial  Hospital  continues  to  utilize  the  Marlin  Hot  Mineral  Water  and 
other  foiTns  of  physical  therapy  as  an  adjunct  in  the  treatment  of  arthritis  and  allied  rheumatic 
conditions. 


THE  DALLAS  MEDICAL  & SURGICAL 
CLINIC  AJNID  HOSPITAL 

4105  Live  Oak  Street  DALLAS,  TEXAS  Telephone  TA  3-4151 


•Geo.  M.  Underwood,  M.D.,  F.A.C.P.,  Diagnosis  & Gastro- 
enterology, D.A.B.  Internal  Medicine  & Gastroenterology 
P.  E.  Luecke,  Sr.,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
♦Wm.  H.  Potts,  B.A.,  F.A.C.P.,  Internal  Medicine 
*Ozro  T.  Woods,  M.D.,  Surgery,  Emphasizing  Tumors 
♦Richard  M.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal 
Medicine 

J.  Wilbur  Bourland,  Jr.,  M.D.,  Obstetrics  & Gynecology 
Harry  M.  Spence,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
Wells  M.  Wade,  D.D.S.,  Dental  Surgery 
Halcuit  Moore,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 
John  B.  Bourland,  M.D.,  Gynecology  & Obstetrics 
Diplomate  American  Board  OB-GYN 

Raymond  W.  Burford,  M.D.,  D.A.B. R.,  Radiology 

Henry  G.  Montgomery,  M.D.,  F.A.C.S..  D.A.B.S.,  Surgery 

Edwin  M.  Cleveland,  M.D.,  Internal  Medicine 

John  B Allen,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicine 

R.  M.  Burnside,  M.D.,  D.A.B.O..  Ophthalmology 

♦Adam  D.  Green,  M.D.,  Surgery 

Morris  E.  Magers,  M.D.,  Internal  Medicine 

Diplomate  American  Board  Internal  Medicint 

B.  Celia  Slaughter,  M.D.,  F.A.A.P.,  Pediatrics 
Diplomate  American  Board  Pediatrics 


D.  W.  Shuster,  M.D..  D.A.B.O.,  Otolaryngology  and 
Otologic  Surgery 

P.  E.  Luecke.  Jr.,  M.D.,  Pediatrics,  F.A.A.P., 

Diplomate  American  Board  Pediatrics 
Channing  Woods,  M.D..  Internal  Meflicine 
William  W.  Hoffman,  M.D.,  D.A.B.U.,  F.A.C.S.,  Urology 
James  M.  Copps,  M.D.,  D.A.B.O.,  Ophthalmology 
Joe  B.  Caldwell,  M.D.,  D.A.B.R.,  Radiology 
J.  Boyd  Hollabaugh,  D.D.S.,  General  Dentistry 
George  P.  Fosmire,  M.D.,  F.A.C.S.,  D.A.B.S.,  General  Surgery 
Richard  C.  Stone.  M.D.,  Internal  Medicine  and 
Gastroenterology 

William  N.  New,  M.D.,  Dermatology 
Landon  W.  Stewart,  M.D.,  Internal  Me<licine 
William  S.  Wolff,  M.D.,  General  and  Peripheral  Vascular 
Surgery 

George  S.  Phalen,  M.D.,  Orthope<lic  Surgery 

Richard  B.  Dulany,  M.D.,  Urology 

William  F.  Walton,  D.U.S.,  General  Dentistry 

E.  Nelson  Forsyth,  Jr..  M.D.,  Gastroenterology  & Internal 
Me<licine 

George  I).  Blake,  D.D.S.,  General  Dentistry 
Lucinda  A.  Melichar,  M.D.,  General  Medicine 
Cloyce  L.  Stetson.  Jr..  M.D.,  Internal  Medicine 
Miss  Billye  J.  Norris,  R.N.,  Director  of  Nurses 
C.  H.  Rosamond,  Administrator 
Arthur  L.  Cook,  Associate  Administrator 


♦Inactive  status 


When  disease  is  ruled  out 
and  psychic  tension  is  implicated 

Valium  (diazepam) 

2-mg,  5-mg,  10-mg  tablets 

helps  relax  the  patient 
and  relieve  his  somatic  symptoms 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional 
factors;  psychoneiirotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms 
or  agitation;  symptomatic  relief  of  acute  agitation, 
tremor,  delirium  tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in  skeletal  muscle 
spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis, 
stiff-man  syndrome,  convulsive  disorders  (not  for  sole 
therapy). 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Cliildren  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring 
complete  mental  alertness.  When  used  adjunctively 
in  convulsive  disorders,  possibility  of  increase  in 
frequency  and/  or  severity  of  grand  mal  seizures  may 
require  increased  dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be  associated  with 
temporary  increase  in  frequency  and/  or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants.  Withdrawal 
symptoms  (similar  to  those  with  barbiturates  and 
alcohol)  have  occurred  following  abrupt  discontinu- 
ance (convulsions,  tremor,  abdominal  and  muscle 
cramps,  vomiting  and  sweating).  Keep  addiction- 
prone  individuals  under  careful  surveillance  because 
of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age, 
weigh  potential  benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics 
or  anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other 


antidepressants  may  potentiate  its  action.  Usual 
precautions  indicated  in  patients  severely  depressed, 
or  with  latent  depression,  or  with  suicidal  tendencies. 
Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary 
retention,  blurred  vision.  Parado.xical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations, 
increased  muscle  spasticity,  insomnia,  rage,  sleep 
disturbances,  stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated  reports  of 
neutropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  Tension,  anxiety  and  psychoneurotic 
states,  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism,  10  mg 
t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or 
q.i.d.  as  needed;  adjunctively  in  skeletal  muscle  spasm, 
2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2%  mg,  1 or  2 times  daily 
initially,  increasing  as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2/2  mg  t.i.d.  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for 
use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg 
and  10  mg;  bottles  of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose’^  “'  packages  of  1000. 


Roche  Laboratories 

Division  of  Hotfmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


The  annuity  election  provides  a guaranteed 
income  tor  the  rest  of  your  life  commencing 
at  any  age  between  59*/^  and  7()'/i.  You 
do  not  have  to  actually  retire  to  receive 
payments,  but  your  guaranteed  income 
can  still  commence  as  early  as  age  59V^. 

You  can  allocate  your  contribution  to  the 
annuity  election  at  “retirement  date”  from 
the  money  you  have  accumulated  in  any 
of  the  investment  alternatives. 

Moreover,  you  can  allocate  your 
contribution  to  annuities  not  only  at 
retirement  date  but  also  during  the 
accumulation  period. 

The  Standard  Annuity  Form  is  a Monthly 
Life  Income,  guaranteed  from  “retirement” 
for  as  long  as  you  live. 

Optional  forms  of  Annuity  which  are 
actuarially  reduced  percentages  of  the 
Standard  Life  Income  are  also  available. 
These  are: 

1.  An  Option,  which  provides,  that  if  you 
should  die  after  retirement,  a monthly 
income  will  continue  to  your  beneficiary 
until  a total  of  either  1 20,  1 80,  or  240 
monthly  payments  have  been  paid  in  the 
aggregate  to  you  and  your  beneficiary;  or 

2.  A Joint  and  Survivor  Spouse  Life 
Annuity  under  which  all,  or  a specified 
portion,  of  the  monthly  income  will  be 
continued  to  your  spouse  in  the  event 
of  your  death. 

You  may  also  elect  any  other  optional 
form  of  annuity  agreed  to  in  writing  by 
Group  Life  and  Health  Insurance 
Company  and  the  Trustee. 


Moreover  you  need  not  actually  retire  to 
receive  payments,  and  such  income  can 
commence  as  early  as  age  59V2. 

Examples  of  Income  Tax  Effects  for  You: 

1 . Your  contribution  for  yourself 2,500 

2.  Reduction  in  your  taxes 

(at  40%  rate) i,()00 

3.  Cost  of  your  contribution  for 

yourself  “After  Taxes” 1,500 

NOTE:  You  may  also  deduct  the  necessary  contributions 
for  your  employees. 

It  you  elect  the  Annuity  Investment  prior 
to  retirement,  this  example  shows  how 
your  Account  would  grow: 

*Eoreach  1 ,000  received  annually 
by  GL&H: 


After  5 Years  you  will  have:  5,802 

After  1 0 Years  you  will  have:  13,207 

After  1 5 Years  you  will  have:  22,657 

After  20  Years  you  will  have:  34,719 


''This  example  uses  5%  interest  compounded  annually. 
Actually  interest  is  guaranteed  at  until  June  I,  1976, 
and  may  be  adjusted  thereafter. 


To  secure  further  information: 


Mail  the  coupon  to:  TMA  Members  Retirement  Plan  ( Keogh) 
The  Texas  Medical  Association 
1801  North  Lamar  Boulevard 
Austin,  Texas  78701 


Please  send  me  additional  information  on  the  TMA  Members 
Retirement  Plan  (Keogh)  and  the  Annuity  feature. 


Name 


Address . 


' 
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Dr.  Wendell  G.  Scott  is  a 
professor  of  clinical 
radiology  at  Washington 
University  School  of 
Medicine  in  St.  Louis,  Mo, 
and  is  editor  of  Cancer, 
published  by  the  Ameri- 
can Cancer  Society. 

His  extensive  activities 
in  the  field  of  cancer  in- 
clude membership  on  the 
National  Advisory  Com- 
mittee to  the  Cancer  Con- 
trol Branch,  USPHS, 
president  of  the  Section  on 
Cancer,  Pan  American 
Medical  Association,  and 
past  president  of  both 
the  American  Cancer 
Society  and  the  American 
Roentgen  Ray  Society. 

He  also  is  a member  of 
the  US  Senate  National 
Advisory  Panel  for  the 
Conquest  of  Cancer. 

64  Rational  Treatment  of 
Anemias  in  Malignant 
Diseases 

Dr.  Edward  C.  Lynch  is  an 
associate  professor  of 
medicine  at  Baylor  Col- 


lege of  Medicine,  Houston. 
He  is  a diplomate  of 
the  American  Board  of  In- 
ternal Medicine  and 
specializes  in  hematology. 
His  coauthors  are  Dr. 
Clarence  P.  Alfrey,  Jr., 
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both  of  whom  are  pro- 
fessors of  medicine 
at  Baylor. 
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Dr.  William  H.  Crosby 
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at  Tufts  University  School 
of  Medicine,  chief  of 
hematology  at  the  New 
England  Medical  Center, 
and  director  of  its  Blood 
Research  Laboratory. 

This  article  is  based  on  his 
presentation  at  the 
Texas  Medical  Associa- 
tion’s 1971  Annual 
Session  in  Houston. 
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Methods  for  Typing  Hyper- 
lipoproteinemia; Advances 
in  the  Study  of  Blood 
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Dr.  George  R.  Herrmann, 
III,  is  the  director  of 
the  Cardiovascular  Re- 
search Laboratory  at  The 
University  of  Texas 
Medical  Branch  at  Galves- 
ton. He  is  the  first 
Distinguished  Ashbel 
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Smith  Professor  of 
Medicine  and  the  first 
H.  H.  Weinert  Professor  of 
Medicine.  In  addition, 

Dr.  Herrmann  has  received 
both  the  American 
Medical  Association  and 
the  Texas  Medical  Associa- 
tion Distinguished  Ser- 
vice Awards. 
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Dr.  A.  A.  Mintz  is  guest 
editor  for  this  series;  this 
month  the  topic  is  neo- 
natal seizures.  Dr.  Mintz  is 
an  associate  professor, 
Department  of  Pedi- 
atrics, Baylor  College  of 
Medicine,  Houston. 
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ON  THE  COVER 

Amongst  the  body’s  1 
normal  cells  nestle  the 
aberrant  and  unwelcome 
cells  of  cancer. 

Often  their  further  growth 
can  be  prevented;  their 
very  development  might  be 
avoided  altogether. 

The  article  beginning  on 
page  54  discusses  cancer 
as  a social  problem 
as  well  as  a condition 
which  can  result  from 
personal  indifference  and 
self-neglect. 

NEXT  MONTH 

Scientific  articles  sched- 
uled for  January  are 
about  blunt  trauma  to  the 
chest;  tuberculous  lym- 
phadenitis in  a community 
hospital;  monoclonal 
gammopathies;  malignant 
exophthalmos;  intraocular 
hypertension  in  retinal 
detachment;  conservation 
surgery  of  the  larynx 
and  pharynx;  and  com- 
prehensive health  care. 
Also,  look  for  the  1972 
Texas  Continuing 
Education  Directory. 
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Litroducing... 

New  products  to  help  improve 
patient  care  while  providing 
more  effective  use  of  office  time 

The  Rocom 

Medical  Management 

System... 


Rocom  Health  History  System  .. 

provides  maximum  screening  information  about  the 
patient  with  a minimum  expenditure  of  your  time. 
Prior  to  your  examination,  the  patient  answers 
129  carefully  chosen  questions  arranged  by  body 
system.  Only  positive  answers  transfer  through 
to  the  summary  sheet.  You  get  an  immediate 
picture  of  the  patient's  current  complaints  with 
the  assurance  that  all  important  screening 
questions  are  covered. 


Rocom  Medical  Record  System  ..  a simple 

but  comprehensive  method  for  keeping  a complete 
record  on  every  one  of  your  patients.  Permits  you 
to  review  a patient's  medical  history  in  seconds 
and  retrieve  information  quickly.  Can  be  used  wit 
the  "problem-oriented"  method  of  keeping  patient 
records.  Color  coding  eliminates  the  likelihood 
of  misplaced  files.  A disease  cross-index  card 
keeps  track  of  all  patients  with  the  same  disease. 
Well-kept  records  can  be  one  of  the  greatest 
deterrents  to  malpractice  suits.  The  Rocom  Medica 
Record  System  helps  protect  your  good  name. 


iThe  new  Rocom  Medical  Management  System*  can 
help  you  provide  better  care  for  your  patients 
|and,  at  the  same  time,  make  better  use  of  your 
[office  time.  In  designing  these  products 
(hundreds  of  doctors,  nurses  and  receptionists 
were  consulted  about  their  particular  office 
problems;  and  more  than  two  years  of  development 
under  actual  office  conditions  proved  that  they 
actually  do  help  solve  these  difficulties 
without  upsetting  existing  routines. 

!Each  component  deals  with  a specific  problem 
[area  --  health  histories,  medical  records,  the 
jtelephone,  and  scheduling  appointments.  They 
may  be  employed  alone,  in  various  combinations, 
'or  preferably,  as  the  complete  Rocom  Medical 
Management  System,  depending  on  your  own  office 
■situation. 

Most  physicians  --  whether  they  practice  alone 
^or  with  a group  --  will  find  one  or  more  of 
I these  components  useful.  You  are  invited  to 
^obtain  additional  information  about  the  Rocom 

Medical  Management  System  by  sending  us  the 
accompanying  coupon. 


I ROCOM  <S> 

I Division  of  Hoffmann-La  Roche  Inc. 

I Box  169 

, Fairview,  New  Jersey  07022 
I Gentlemen: 

I am  interested  in  obtaining  additional 
I information  about: 

I I — I Health  History  — ^ Medical  Record 

I I I System  | | System 

I r-,  r-. 

j I I Telephone  System  Appointment  System 

Name  Specialty 


Street 


City  State 


Please  do  not  forget  Zip  Code 
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locom  Telephone  System  ..  a complete 
system;  one  that  can  be  understood  quickly 
3y  your  newest  office  aide;  one  that  permits 
/our  staff  to  answer  specific  patient  questions 
ffith  confidence;  one  that  will  make  your 
practice  more  productive  by  assuring  that  you 
are  interrupted  only  when  you  think  it 
necessary.  Self-adhesive  backing  assures  that 
all  incoming  calls  can  become  part  of  the 
patient's  permanent  record. 


Rocom  Appointment  System  worked 

out  by  you  in  your  own  practice  with  the  help  and 
guidance  of  Rocom.  Time  segments  are  individ- 
ualized to  your  own  requirements.  Can  be 
coordinated  with  your  colleague's  or  nurse's 
schedule.  Helps  keep  a steady  flow  of  traffic 
through  the  waiting  room.  An  unlimited  variety 
of  schedules  available. 


•Created  and  developed  by  Patient  Care  Systems,  Inc. 


WINTER  CONFERENCE  TO  FOCUS 
ON  1VIEDICAL  LEGISLATION 

Program  planning  for  the  1972  TMA 
Conference  on  Legislation  is  under 
way  at  the  TMA  Headquarters  Building. 

C.  Lincoln  Williston,  the  Associa- 
tion's executive  secretary,  reports  that 
the  meeting,  which  is  scheduled  for 
Jan.  22  in  the  Joe  C.  Thompson  Con- 
ference Center  on  The  University  of 
Texas  at  Austin  campus,  will  focus 
attention  upon  both  national  and  state 
legislative  issues  concerning  the  medi- 
cal profession. 

National  health  insurance,  sure  to 
be  a key  issue  before  Congress  in 
1972,  will  receive  emphasis.  Attention 
also  will  be  given  to  other  medical  and 
health  legislation,  and  physicians  will 
hear  discussion  of  the  1972  election 
and  its  potential  impact  on  health  care 
legislation. 

Opening  session 

The  conference  will  begin  at  8:30  a.m. 
in  the  lobby  of  the  Thompson  Con- 
ference Center  with  registration  and 
morning  coffee. 

The  program  will  begin  at  9 a.m. 
when  TMA  President  Dr.  James  H. 
Sammons  of  Baytown  will  welcome 
participants  to  the  conference  and 
speak  on  “1972 — A Year  of  Opportun- 
ity and  Challenge  for  Medicine.” 

Neal  R.  Peirce,  associate  editor  of 
The  National  Journal,  a weekly  publi- 
cation of  the  Center  for  Political  Re- 
search in  Washington,  D.C.,  will  dis- 
cuss "The  1972  Elections;  A View  to 
Texas  and  the  Pivotal  States”  at 
9:30  a.m. 

Concluding  the  opening  session  will 
be  Rep.  Omar  Burleson  of  Anson,  who 
represents  the  17th  Congressional  Dis- 
trict of  Texas.  A member  of  the  House 
Ways  and  Means  Committee,  he  will 
present  views  on  "National  Health 
Insurance  and  the  Congress.”  His  talk 
will  begin  at  10  a.m. 

Panel  on  national  health  legislation 
After  a coffee  break,  conference  par- 
ticipants will  return  to  Room  1-110, 
where  all  of  the  conference  sessions 
will  be  held,  to  hear  a panel  on  "Medi- 
cal and  Health  Legislative  Issues  Be- 
fore Congress  in  1972.” 

Moderating  the  discussion  will  be 
Dr.  Joseph  T.  Ainsworth  of  Houston, 
chairman  of  the  TMA  Council  on  Medi- 
cal Jurisprudence.  Panelists  will  be 
members  of  the  American  Medical 
Association’s  executive  staff — Harry  N. 
Peterson,  Chicago  director  of  the  Legis- 
lative Department,  and  Washington  Of- 


fice staff  members — Wayne  W.  Bradley, 
assistant  director;  William  J.  Colley,  di- 
rector of  the  Congressional  Relations 
Department;  and  Paul  R.  M.  Donelan, 
director  of  the  Governmental  Relations 
Department. 

They  will  discuss  such  topics  as 
H.R.  1 — the  Social  Security  Amend- 
ments, H.R.  2 — the  Uniform  Services 
University  of  the  Health  Sciences,  drug 
legislation.  Drug  Abuse  Prevention  act, 
the  Conquest  of  Cancer  act,  and  Phase 
Two — how  the  wage-price  stabilization 
program  will  affect  physicians. 

Lunch,  compliments  of  TMA,  will  be 
served  in  the  conference  center’s  din- 
ing room  following  the  panel  presen- 
tation. 

Orientation  program  scheduled 
In  conjunction  with  the  Conference  on 
Legislation,  there  will  be  an  orientation 
program  for  new  and  transfer  members 
of  the  Association. 

Designed  to  introduced  the  MD’s  to 
the  services  and  activities  of  TMA,  the 
program  will  replace  the  national  legis- 
lation panel  for  orientees.  Speaker  of 
the  House  of  Delegates,  Dr.  Jack  B. 
Lee  of  San  Antonio  will  preside  over 
the  program.  Featured  speakers  will 
include  Dr.  James  A.  Hallmark  of  Fort 
Worth,  vice-chairman  of  the  TMA  Board 
of  Trustees;  Dr.  Charles  B.  Dryden,  Jr., 
chairman  of  the  Board  of  Councilors; 
and  TMA  executive  secretary,  C.  Lin- 
coln Williston. 

After  lunch  activities 

At  1:15  p.m.,  TMA’s  Distinguished 
Service  Award  will  be  presented  to  Dr. 
J.  E.  Miller  of  Dallas.  At  1:25  p.m.. 
Dr.  Clinton  S.  McGill  of  Portland,  Ore., 
will  speak  on  “Health  Maintenance 
Organizations — Philosophy  and  Policy 
Positions  of  Medicine.”  Dr.  McGill  is 
vice-chairman  of  the  AMA’s  Committee 
on  Private  Practice. 

TMA  President-Elect,  Dr.  S.  Braswell 
Locker  of  Brownwood  will  preside  over 
this  portion  of  the  conference. 

Afternoon  panel  presentation 
A second  panel  presentation  is  sched- 
uled for  2:05  p.m.  in  Room  1-110  of 
the  conference  center.  Dr.  Ed  W. 
Schmidt  of  Pecos,  TMA  Vice-President, 
will  preside  over  the  session  on  “The 
Role  of  the  Texas  Medical  Association 
in  Representing  Its  Members.” 

Those  participating  in  the  session 
and  the  topics  of  their  speeches  in- 
clude: Dr.  Joseph  T.  Painter  of  Hous- 
ton, chairman  of  the  Council  on  Tax- 
Financed  Health  Care  Programs,  “Ad- 
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vancing  the  Concept  of  Current  Pro- 
cedural Terminology”;  Dr.  Dewey  W. 
Johnston  of  Fort  Worth,  member  of  the 
Council  on  Tax-Financed  Health  Care 
Programs,  “Representing  Texas  Physi- 
cians in  Relationships  with  Fiscal  In- 
termediaries”; Dr.  Mario  E.  Ramirez  of 
Roma,  member  of  the  Council  on  Tax- 
Financed  Health  Care  Programs,  “The 
Texas  Medicaid  Program — Problems 
and  Issues”;  and  Philip  R.  Overton  of 
Austin,  TMA  general  counsel,  “Chal- 
lenges to  the  Medical  Practice  Act.” 

A question-and-answer  period  will 
follow  the  panel  session,  after  which 
the  conference  will  be  adjourned. 
Business  and  fun  will  be  there,  too 
Many  of  the  Association’s  boards, 
councils,  and  committees  will  be  meet- 
ing on  Friday  evening,  Jan.  21,  and 
Saturday  morning,  Jan.  22,  to  con- 
sider business  matters. 

Their  reports  will  be  presented  to 
the  Association’s  Executive  Board  on 
Sunday,  Jan.  23. 

The  Saturday  conference  will  not  be 
all  work  and  no  play,  though.  Capping 
off  the  day  will  be  a “Wine-Tasting 
Party”  for  physicians,  their  spouses, 
and  guests.  Sponsored  by  the  Wine 
Institute  in  cooperation  with  TMA,  the 
event  will  last  from  6 p.m.  to  7:30  p.m. 
in  the  Ballroom  of  the  Sheraton-Crest 
Inn. 

Physicians  who  plan  to  attend  the 
conference  should  make  reservations 
for  accommodations  as  soon  as  possi- 
ble at  one  of  Austin’s  several  hotels. 

INFLUENCING  AMA  POLICIES  IS 
GOAL  OF  TEXAS  DELEGATION 

The  Texas  Delegation  to  the  American 
Medical  Association  has  implemented 
two  programs  which  offer  promise  in 
conveying  the  views  and  philosophies 
of  Texas  physicians  to  the  AMA. 

These  approaches  embrace  gaining 
greater  representation  on  AMA  coun- 
cils and  committees  and  encouraging 
a greater  number  of  Texas  physicians 
to  take  an  active  part  in  reference 
committee  hearings  and  deliberations 
of  the  AMA  House  of  Delegates.  Both 
programs  already  have  produced  re- 
sults. 

The  Texas  Delegation  has  been  re- 
viewing the  rosters  of  all  organization- 
al bodies  of  the  AMA  with  the  objective 
of  placing  a Texas  physician  on  each 
council  and  committee.  This  review  is 
being  undertaken,  as  part  of  a continu- 
ing program,  by  a Delegation  commit- 
tee consisting  of  Dr.  James  K.  Peden, 


Dallas;  Dr.  Haden  E.  McKay,  Humble; 
Dr.  James  D.  Murphy,  Fort  Worth;  and 
Dr.  Walter  Walthall,  San  Antonio. 

As  part  of  its  mission,  the  Delega- 
tion committee  seeks  out  qualified, 
interested  Texas  physicians  for  service 
on  AMA  committees.  Candidates  ap- 
proved by  the  Delegation  are  submit- 
ted to  the  Nominating  Committee  of 
the  AMA  Board  of  Trustees  and  to  TMA 
President  Dr.  James  H.  Sammons  of 
Baytown,  who  is  also  a member  of  the 
AMA  board. 

As  a product  of  this  effort,  eight 
additional  Texas  physicians  have  just 
been  appointed  to  AMA  councils  and 
committees.  They  are  Dr.  Ed  W. 
Schmidt,  Pecos,  Council  on  Rural 
Health;  Dr.  Milford  O.  Rouse,  Dallas, 
Council  on  Foods  and  Nutrition;  Dr. 
Nicholas  C.  Hightower,  Temple,  Coun- 
cil on  Scientific  Assembly;  Dr.  Russell 
L.  Deter,  El  Paso,  Council  on  Alcohol- 
ism and  Drug  Dependence;  Dr.  Rob- 
ert L.  Donald,  Houston,  Commission 
on  Emergency  Medical  Services;  Dr. 
Charles  E.  Gibbs,  San  Antonio,  Com- 
mittee on  Maternal  and  Child  Care; 
Dr.  Melvin  L.  Thornton,  San  Antonio, 
Committee  on  Medical  Aspects  of 
Sports;  and  Dr.  Robert  A.  Murray, 
Temple,  National  Joint  Practice  Com- 
mittee. 

The  Texas  Delegation  also  is  extend- 
ing open  invitations  to  all  Texas  phy- 
sicians to  participate  in  its  caucus  and 
other  activities  at  AMA  meetings.  Forty 
physicians  and  medical  society  execu- 
tives participated  in  Texas  Delegation 
activities  during  the  1971  Clinical  Con- 
vention at  New  Orleans  on  Nov.  28- 
Dec.  1.  They  had  an  active  part  in 
reviewing  all  reports,  resolutions,  and 
policy  questions  that  were  presented 
to  the  AMA  House  of  Delegates.  Each 
was  assigned  to  a reference  committee 
and  was  given  an  opportunity  to  pre- 
sent their  observations  at  a subse- 
quent meeting  of  the  Delegation.  This 
provided  “grass  roots”  views  on  the 
various  issues. 

Dr.  Harvey  Renger  of  Hallettsville, 
chairman  of  the  Delegation,  and  Dr. 
Joe  T.  Nelson  of  Weatherford,  vice- 
chairman,  believe  that  these  two  ap- 
proaches— achieving  greater  represen- 
tation on  councils  and  committees, 
and  the  monitoring  and  reviewing  of 
issues  before  the  House  of  Delegates 
by  a larger  number  of  physicians  and 
medical  society  executives  from  this 
state — are  proving  to  be  effective  in 
influencing  policy  actions  of  the  AMA. 


PHASE  TWO  TO  AFFECT  MD’S 
CHARGES,  EMPLOYEES'  WAGES 

Guidelines  for  Phase  Two  of  President 
Richard  M.  Nixon’s  Economic  Stabili- 
zation Program  state  that  charges 
made  by  professionals  and  others  in 
various  service  industries  must  remain 
frozen  at  Phase  One  levels.  However, 
if  increased  charges  are  justified  by 
increased  costs  since  Nov.  13,  physi- 
cians and  other  professionals  may 
raise  their  fees  without  prior  approval 
of  the  Office  of  Emergency  Pre- 
paredness. 

According  to  the  AMA  Newsletter, 
the  guidelines  rely  heavily  on  voluntary 
compliance,  but  all  price  and  wage  in- 
creases are  subject  to  review. 

A recent  Medicare  Newsletter  to  all 
Texas  physicians  explained  the  effects 
the  wage-price  freeze  will  have  on 
MD’s  participating  in  the  Medicare 
Program. 

Basically,  the  Newsletter  said  that 
if  charges  for  Medicare  services  were 
raised  during  the  freeze  period  in  vio- 
lation of  the  President’s  orders,  the 
charges  will  not  be  recognized  when 
reasonable  charges  for  such  services 
are  being  determined. 

In  addition,  the  communication  stat- 
ed that  if  fees  that  were  charged  dur- 
ing the  freeze  exceed  the  fees  charged 
by  the  physician  in  a “substantial 
volume  of  cases”  between  July  16, 
1971,  and  Aug.  14,  1971,  the  higher 
charges  will  not  be  included  in  the 
charge  data  accumulated  in  1971. 
Thus,  the  1971  charge  data,  which  is 
to  be  used  as  a basis  for  setting  car- 
rier charge  screens  for  fiscal  year 
1973,  will  exclude  the  higher  charges. 

The  Newsletter  also  said,  “No  up- 
ward adjustments  in  the  customary 
charge  screen  for  individual  physicians 
. . . are  to  be  allowed  during  the  sta- 
bilization period,  even  where  such 
exceptional  adjustments  might  other- 
wise be  allowed  on  an  individual 
equity  basis.” 

Following  the  stabilization  period, 
reported  the  Newsletter,  no  special 
equity  adjustments  in  the  customary 
charge  screens  for  individual  physi- 
cians will  be  allowed. 

Physicians  were  notified  in  the  News- 
letter that  intermediaries  have  been 
instructed  to  promptly  report  any  vio- 
lation or  apparent  violation  of  the 
President’s  orders  to  the  Office  of 
Emergency  Preparedness. 

In  announcing  Phase  Two  policies, 
the  Cost  of  Living  Council  noted  that 
dues  increases  of  non-profit  profession- 
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al  associations  are  now  exempted  from 
further  controls.  This  means  that  med- 
ical society  dues,  which  were  frozen 
on  Aug.  15  at  the  beginning  of  Phase 
One  of  the  economic  program,  may 
now  be  increased. 

Salaries  of  personnel  employed  by 
physicians  or  medical  societies  are 
subject  to  the  same  wage  guidelines 
as  those  for  other  employers.  Wages 
may  be  increased  by  5.5%,  but  by 
no  more  than  that. 

Physicians  who  have  questions 
about  the  Phase  Two  guidelines,  which 
became  effective  Nov.  14,  are  advised 
to  contact  their  local  Internal  Revenue 
Service  office.  Alternatively,  MD’s  may 
obtain  a copy  of  the  Nov.  13  Federal 
Register,  including  the  wage-price  reg- 
ulations, for  20  cents  from  the  Super- 
intendent of  Documents,  US  Govern- 
ment Printing  Office,  Washington,  D.C. 
20402. 

FEDERAL  AGENCIES  INVOLVED 
IN  DRUG  ABUSE  EFFORTS  LISTED 

Physicians  who  treat  drug-addicted 
patients  will  be  interested  to  know 
that  many  federal  departments  and 
agencies  are  involved  in  study  of  ad- 
diction and  in  rehabilitation  efforts. 

According  to  American  Medical 
News,  those  involved  in  the  battle 
against  illicit  drugs  and  their  specific 
endeavors  include: 

Department  of  Agriculture — devel- 
oping and  testing  herbicides  for  de- 
stroying narcotic-producing  plants. 

National  Institute  of  Mental  Health 
— responsible  for  research,  public  edu- 
cation, and  treatment  at  community 
mental  health  centers. 

Food  and  Drug  Administration — de- 
termines safety  of  drugs  used  in  treat- 
ing addiction,  such  as  methadone,  and 
establishes  label  and  other  regulations 
of  all  prescription  drugs  subject  to 
abuse. 

Bureau  of  Narcotics  and  Dangerous 
Drugs — is  the  chief  federal  policing 
agency  for  criminal  narcotics  activities; 
a Justice  Department  agency. 

Customs  Service — responsible  for 
preventing  smuggling  of  illegal  drugs; 
under  the  Treasury  Department. 

Department  of  Defense — provides 
treatment  and  education  programs  for 
the  military. 

State  Department — in  charge  of 
making  agreements  with  other  nations 
to  halt  production  of  narcotics  and 
smuggling. 

Veterans  Administration — responsi- 
ble for  treatment  of  veteran  addicts. 


FINAL  WITNESSES  HEARD  AT 
COMMITTEE  HEARING  ON  NHI 

Testimony  on  national  health  insur- 
ance before  the  House  Ways  and 
Means  Committee  has  been  completed. 

The  hearings,  which  lasted  four 
weeks,  provided  a wealth  of  testimony 
from  a variety  of  groups  to  committee 
members.  They  will  now  have  a month 
or  more  to  consider  all  the  ideas  pre- 
sented before  they  begin  formulating 
a bill. 

According  to  the  Nov.  22  issue  of 
American  Medical  News,  most  of 
the  witnesses  advocated  a ‘‘middle 
ground"  approach  to  national  health 
insurance.  A few  who  testified  were 
opposed  to  any  national  plan,  and 
others — notably  labor  representatives 
— demanded  the  passage  of  a bill  that 
would  establish  a strong  federalized 
system  of  health  care. 

One  striking  feature  of  the  hearings 
was  the  reluctance  of  many  organiza- 
tions presenting  testimony  to  advocate 
a specific  approach.  ‘‘Broad  language 
and  lofty  goals  were  the  rule,"  said 
the  AMN  article. 

Witnesses  at  the  NHI  hearings 
Among  the  long  lines  of  witnesses  who 
presented  testimony  was  Dr.  Joe  T. 
Nelson  of  Weatherford.  He  was  repre- 
senting the  West  Texas  Chamber  of 
Commerce.  William  Mangold,  Jr.,  a stu- 
dent at  The  University  of  Texas  at  San 
Antonio,  filed  a statement  on  behalf  of 
the  Student  American  Medical  Associ- 
ation. 

A partial  list  of  others  at  the  hear- 
ings were  representatives  of  the  Amer- 
ican Medical  Association,  American 
Nursing  Home  Association,  Association 
of  American  Medical  Colleges,  Ameri- 
can Health  Foundation,  The  Guild  of 
Prescription  Opticians,  Doctor’s  Com- 
mission for  American  Health,  American 
Public  Health  Association,  American 
Dental  Association,  American  Associa- 
tion of  Blood  Banks,  American  Con- 
gress of  Rehabilitative  Medicine,  Na- 
tional Tuberculosis  and  Respiratory 
Disease  Association,  American  Heart 
Association,  American  Optometric  As- 
sociation, National  Hemophilia  Founda- 
tion, National  Association  for  Retarded 
Children,  American  Dietetic  Associa- 
tion, American  Osteopathic  Associa- 
tion, American  Nurses  Association, 
and  numerous  other  medical  organiza- 
tions. 

Secretary  of  the  Department  of 
Health,  Education,  and  Welfare  Elliot 
Richardson  outlined  the  Administra- 
tion’s proposal,  while  labor  leaders 
George  Meany,  AFL-CIO  president. 


Leonard  Woodcock,  president  of  the 
United  Auto  Workers  Union,  and  others 
advocated  proposals  along  the  lines  of 
the  labor-backed  Kennedy  bill. 

The  health  insurance  industry,  reli- 
gious groups,  civic  organizations,  and 
others  with  opinions  on  the  state  of 
health  care  in  America  also  presented 
testimony  to  the  committee. 

Middle  approach  expected 
The  committee  is  most  likely,  stated 
American  Medical  News,  to  present  a 
bill  that  will  fall  somewhere  between 
the  two  extremes  propounded. 

‘‘The  assumption  still  is,”  noted  the 
AMN  article,  ‘‘that  the  core  of  the 
approach  will  be  the  Administration’s 
proposal  to  require  employers  to  es- 
tablish comprehensive  plans  for  their 
employees  and  a federal  takeover  of 
Medicaid  for  poorer  families." 

The  idea  behind  the  American  Medi- 
cal Association’s  Medicredit  plan — 
that  is,  some  type  of  tax  incentive  pro- 
gram— has  more  backing  than  any 
other  single  idea  before  the  committee. 
Most  Washington  observers  agree  that 
it  is  a foregone  conclusion  that  catas- 
trophic coverage,  also  provided  in 
Medicredit,  will  be  a part  of  the  final 
package. 

Committee  chairman  Wilbur  Mills 
(D.,  Ark.)  has  also  shown  strong  inter- 
est in  preventive  care  for  children  up 
to  age  six.  He  has  mentioned  it  sev- 
eral times  at  the  hearings  and  brought 
up  the  same  subject  last  summer  in 
an  interview  with  AMN  reporters. 

So-so  support  noted 
AMN  writers  point  out  that  lack  of 
strong  support  for  either  the  Kennedy- 
labor  bill  or  the  Administration  pro- 
posal will  allow  the  committee  to  do 
its  work  relatively  free  of  partisan  pres- 
sure. Too,  lack  of  public  and  press 
interest  in  the  hearings  seemed  to 
leave  the  impression  that,  at  this  time, 
public  opinion  isn’t  demanding  the 
establishment  of  a huge  federal  pro- 
gram for  providing  health  care. 

Rep.  Joel  Broyhill  (R.,  Va.),  a mem- 
ber of  the  committee  and  a Medicredit 
supporter,  noted  that  the  AMA’s  pro- 
posal has  the  sponsorship  of  some  160 
members  of  Congress,  while  the  Ad- 
ministration’s plan  has  few  backers. 

CORRECTION 

On  page  112  in  the  October,  1971, 
issue  of  Texas  Medicine,  several  Texas 
physicians  were  incorrectly  listed  as 
new  fellows  of  the  American  College  of 
Surgeons.  The  Texas  MD’s  listed  were 
named  fellows  of  the  American  College 
of  Physicians. 
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LOOKING 

FORA 

PERMANENT 
SOLUTION 
TO  A 

PROBLEM? 


The  Problem: 

WHAT  HEALTH  INSURANCE  BENEFITS  TO 
PROVIDE  FOR  YOUR  EMPLOYEES? 

The  Solution: 

EARLY  NEXT  YEAR  THE  TEXAS  MEDICAL  AS- 
SOCIATION’S EMPLOYEE  MAJOR  MEDICAL 
PLAN  WILL  BE  AVAILABLE. 

TMA  Group  Insurance  Now  Provides  You  With: 

• GROUP  LIFE 

• DISABILITY  INCOME 

• OFFICE  OVERHEAD 

• ACCIDENTAL  DEATH 

• MAJOR  MEDICAL  FOR  PHYSICIANS 

For  Additional  Information  Contact: 

THE  TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  SERVICE  OFFICE 

1801  NORTH  LAMAR  BLVD. 

AUSTIN,  TEXAS  78701 
PHONE-5 1 2/476-655 1 

Underwritten  By 


Pmdential 
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HEALTH  INSURANCE  FOR  MD’S 
EMPLOYEES  OFFERED  BY  TMA 

For  many  years,  the  Texas  Medical 
Association  has  sponsored  a Group 
Insurance  Program  for  its  members. 
Now,  as  an  additional  service,  TMA  is 
making  available  Group  Health  Insur- 
ance for  the  physician’s  employees. 

Physicians  who  wish  to  take  advan- 
tage of  the  new  insurance  may  pur- 
chase Group  Major  Medical  Insurance 
for  their  employees.  This  protection  in- 
cludes: (1)  hospital  benefits — 80%  of 
the  standard  semi-private  room  rate 
and  ancillary  services,  (2)  scheduled 
surgical  benefits  up  to  $800,  and  (3) 
100%  benefits  for  x-ray  and  labora- 
tory charges  up  to  $50  per  year,  phy- 
sician's hospital  calls  up  to  $10  a day 
for  a maximum  of  70  days,  and  charges 
due  to  an  accident  up  to  a limit  of 
$300. 

Out-of-hospital  medical  expenses  will 
be  subject  to  a deductible  of  $50  or 
$100  per  calendar  year,  with  80%  of 
the  covered  expenses  paid  by  the  in- 
surance after  the  deductible  require- 
ment has  been  fulfilled. 

Texas  physicians  will  now  have  the 
foundation  of  an  employee  benefit 
program  which  will  enable  them  to 
compete  with  large  employers  in  hiring 
and  retaining  competent  personnel. 

For  additional  information  on  the 
new  plan,  contact  the  TMA  Insurance 
Service  Office,  1905  N.  Lamar  Blvd., 
Austin  78705. 

SURVEY  TO  INCLUDE  DATA 
ON  SAN  ANTONIO  RESIDENTS 

Some  600  residents  of  San  Antonio 
and  surrounding  areas  will  be  invited 
to  participate  in  the  Health  and  Nutri- 
tion Survey  of  the  US  Public  Health 
Department  between  Jan.  26  and 
March  11,  1972. 

The  survey,  according  to  medical 
officer  Dr.  Harris  Lilienfeld,  is  an  inte- 
gral part  of  the  National  Health  Sur- 
vey, which  was  authorized  by  Congress 
in  1965  as  a continuing  project  to 
gather  information  on  the  health  of 
the  American  people. 

The  major  purposes  of  the  current 
examination  survey  are  to  measure  the 
nutritional  status  of  the  US  population 
between  the  ages  of  1 and  74  and  to 
obtain  additional  information  on  the 
health  status  and  medical  care  needs 
of  those  between  the  ages  of  25  and 
74. 

The  current  survey  began  in  April, 
1971,  and  is  scheduled  to  last  for  two 
years.  The  San  Antonio  metropolitan 
area  is  one  of  64  locations  throughout 


the  country  that  will  be  visited  by  one 
of  the  survey’s  examining  teams. 

Examinations  are  given  in  mobile 
health  examination  centers,  which  are 
located  in  central  areas  of  the  city,  and 
transportation  is  provided.  There  is  no 
cost  to  participants. 

All  data  and  information  collected 
from  participating  individuals  are  used 
for  statistical  purposes  only  and  are 
strictly  confidential.  If  authorized  by 
the  participating  individual,  a copy  of 
the  examination  findings,  including  the 
results  of  laboratory  work,  will  be  sent 
to  the  examinee’s  personal  physician 
or  clinic  physician. 

ANNUAL  SESSION  TO  OFFER 
MORNING,  EVENING  EVENTS 

TMA’s  1972  Annual  Session  will  keep 
physicians  busy  from  morning  to  night! 

Planned  for  May  11-14  in  San  An- 
tonio, the  Annual  Session  will  again 
feature  the  popular  Continental  Break- 
fast Round  Table  Presentations  and  a 
gala  Fiesta  Noche  del  Rio  on  Saturday 
night. 

The  Continental  Breakfast  Round 
Table  Presentations  are  informal  dis- 
cussions designed  for  both  the  general 
practitioner  and  the  specialist.  They 
feature  25  minutes  of  informal  discus- 
sion and  refreshments,  approximately 
15  to  20  minutes  of  lecture  by  a guest 
speaker,  and  35  minutes  of  open  fo- 
rum. Coffee,  juice,  and  rolls  are  served 
to  those  participating  in  the  round 
table  talks. 

1972  topics 

One  session  of  round  table  presenta- 
tions will  be  held  Friday,  May  12,  from 
8:15  a.m.  to  9:30  a.m.  Topics  and 
guest  speakers  for  the  Friday  sessions 
include;  Radiology  in  Gl  Bleeding,  Dr. 
Harley  C.  Carlson,  consultant  in  the 
department  of  diagnostic  radiology, 
Mayo  Clinic,  Rochester,  Minn.;  Kidney 
Transplantation — Current  Progress,  Dr. 
Gerald  P.  Murphy,  director  of  Ros- 
well Park  Memorial  Institute,  Buffalo, 
N.Y.;  Cutaneous  Infections,  Dr.  Harvey 
Blank,  professor  and  chairman  of  the 
department  of  dermatology.  University 
of  Miami  (Fla.)  School  of  Medicine: 
Common  Foot  Problems,  Dr.  Rene 
Cailliet,  clinical  professor  in  the  depart- 
ment of  physical  medicine  and  rehabili- 
tation, University  of  Southern  Califor- 
nia School  of  Medicine,  Los  Angeles; 
Facial  Injuries  from  Auto  Accidents, 
Dr.  Richard  C.  Schultz,  Des  Plaines, 
III.;  Jaundice,  Dr.  Phillip  Thorek,  clini- 
cal professor  of  surgery.  University  of 
Illinois  College  of  Medicine,  Chicago; 


and  Today’s  Pressures  on  Children, 
Dr.  Thomas  E.  Shaffer,  chief  of  adoles- 
cent medicine,  department  of  pediat- 
rics, Ohio  State  University  College  of 
Medicine,  Columbus. 

A second  session  of  the  morning 
breakfast  discussions  will  be  held  on 
Saturday,  May  13,  from  8:15  a.m.  to 
9:30  a.m.  Saturday  presentations  in- 
clude: Viral  Hepatitis — Current  Con- 
cepts, Dr.  Frank  L.  Iber,  professor  of 
medicine.  Tufts  University  School  of 
Medicine,  Boston,  Mass.;  Collected 
Oculoplastic  Techniques,  Dr.  Byron 
Smith,  chairman  of  the  department 
of  ophthalmology,  Manhattan  Eye,  Ear, 
and  Throat  Hospital,  New  York  City; 
Treatment  of  the  Drug-Taking  Adoles- 
cent, Dr.  James  F.  Masterson,  Jr., 
associate  professor  of  psychiatry.  New 
York  Hospital,  New  York  City;  The  Bad 
Side  of  the  Pill,  Dr.  William  E.  Easter- 
ling, Jr.,  department  of  obstetrics  and 
gynecology.  The  University  of  North 
Carolina  School  of  Medicine,  Chapel 
Hill;  Recurrent  Urinary  Infections,  Dr. 
Alan  D.  Perlmutter,  Children’s  Hospital 
of  Michigan,  Detroit;  Radioisotopes 
and  Cardiac  Function,  Dr.  E.  James 
Potchen,  professor  of  radiology,  Wash- 
ington University  School  of  Medicine, 
St.  Louis,  Mo.;  and  Care  of  the  Slow- 
Learning  Toddler,  Dr.  Margaret  H. 
Jones,  professor  of  pediatrics.  Univer- 
sity of  California,  Los  Angeles  School 
of  Medicine. 

Nighttime  on  the  river 
In  addition  to  the  many  educational 
opportunities  afforded  Annual  Session 
participants,  there  will  be  a lively  night 
of  entertainment  on  the  San  Antonio 
River.  TMA’s  Fiesta  Noche  del  Rio  is 
set  for  Saturday. 

The  colorful  show  will  feature  Rosita, 
local  Spanish  dancer.  The  show  is 
scheduled  to  begin  at  9 p.m.,  but  there 
will  be  plenty  to  do  beforehand,  too. 
Beginning  the  evening  at  7 p.m.  will 
be  cocktails,  Mexican  hors  d’oeuvres, 
and  a mariachi  band.  A steak  dinner, 
tampico  style,  will  be  served  at  8 p.m., 
and  dancing  will  follow  dinner. 

The  affair  will  be  held  in  the  Ban- 
quet Hall  of  the  San  Antonio  Conven- 
tion Center,  and  proceeds  from  the 
event  will  go  to  the  Physicians  Benevo- 
lent Fund  of  TMA  and  the  Woman’s 
Auxiliary  to  TMA. 

Ticket  price  for  the  fiesta  is  $15  per 
person,  according  to  Dr.  Phillip  W. 
Voltz,  Jr.,  of  San  Antonio,  chairman  of 
the  event.  Additional  details  on  the 
fiesta  will  be  announced  next  month. 
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DISTAL  EARLY  WARNING: 


MILD 

CALF  PAIN 


It  may  not  seem  much,  just  a few  twinges  in 
the  calf  during  or  at  the  end  of  a walk. 

Not  much  yet,  but  it  may  be  the  beginning 
of  mild  intermittent  claudication  — an  early 
sign  of  peripheral  vascular  disease. 


Early  diagnosis  can  mean  more  viable 
smooth  musculature  more  capable  of  re- 
sponding to  the  direct  vasodilating  action 
of  Cyclospasmol. 

A program  of  progressive  walking  exer- 
cise, cessation  of  smoking,  foot  care, 
proper  diet  and  Cyclospasmol  can  be  of 
long-term  value  to  many  patients  with  early 
peripheral  vascular  disease. 

New  “Why  Walking  Is  Important  To 
You”  Fads  are  available  to  help  patients 
follow  your  instructions  and  to  keep  a record 
of  their  walking  activity.  These  records,  ex- 
amined periodically,  can  help  you  to  evalu- 
ate their  progress  on  Cyclospasmol  therapy. 
Ask  your  Ives  Representative  for  these  or 
other  patient  aids,  or  write  to  Ives  Labora- 
tories Inc. 


Before  arteriosclerosis  obliterans  becomes  painfully  evident 

CYCLOSPASMOLI  Icyclandelatel  200  mg.  Capsules 

For  long-term  enhancement  of  peripheral  circulation 


ACTIONS:  Cyclospasmol  (cyclandelate)  is  an 
orally-acting  vasodilator.  Cyclandelate  is  mus- 
culotropic,  acting  directly  on  vascular  smooth 
muscle,  and  has  no  significant  adrenergic 
stimulating  or  blocking  actions. 

The  drug  is  not  intended  to  substitute  for 
other  appropriate  medical  or  surgical  pro- 
grams in  the  treatment  of  peripheral  or  cerebral 
vascular  disease.  INDICATIONS:  For  adjunc- 
tive therapy  in  intermittent  claudication;  ar- 
teriosclerosis obliterans:  thrombophlebitis 
(to  control  associated  vasospasm  and  mus- 
cular ischemia);  nocturnal  leg  cramps;  Ray- 
naud’s phenomenon  and  for  selected  cases 
of  ischemic  cerebral  vascular  disease. 
CONTRAINDICATIONS:  Cyclospasmol  is  con- 
traindicated in  cases  of  known  hypersensitiv- 
ity to  the  drug.  WARNINGS:  1.  Cyclandelate 
should  be  used  with  extreme  caution  in  pa- 
tients with  severe  obliterative  coronary  artery 


or  cerebral  vascular  disease,  since  there  is  a 
possibility  that  these  diseased  areas  may  be 
compromised  by  vasodilatory  effects  of  the 
drug  elsewhere  2.  USE  IN  PREGNANCY:  The 
safety  of  cyclandelate  for  use  during  preg- 
nancy or  lactation  has  not  been  established: 
therefore,  it  should  not  be  used  in  pregnant 
women  or  in  women  of  childbearing  age  un- 
less, in  the  judgment  of  the  physician,  its  use 
is  deemed  absolutely  essential  to  the  welfare 
of  the  patient.  3.  Although  no  prolongation  of 
bleeding  time  has  been  demonstrated  in  hu- 
mans in  therapeutic  dosages,  it  has  been 
demonstrated  in  animals  at  very  large  doses. 
Therefore,  the  hazard  of  a prolonged  bleeding 
time  should  be  carefully  considered  when 
administering  cyclandelate  to  a patient  with 
active  bleeding  or  a bleeding  tendency 
PRECAUTIONS:  S ince  Cyclospasmol  is  a 
vasodilator,  it  should  be  used  with  caution  in 


patients  having  glaucoma.  Consult  direction 
circular  before  prescribing.  ADVERSE  REAC- 
TIONS: Gastrointestinal  distress  (pyrosis, 
pain  and  eructation)  may  occur  with  Cyclo- 
spasmol. These  symptoms  occur  infrequently 
and  are  usually  mild.  Relief  can  often  be  ob- 
tained by  taking  the  medication  with  meals  or 
by  the  concomitant  use  of  antacids.  Mild  flush, 
headache,  feeling  of  weakness  or  tachycardia 
may  occur,  especially  during  the  first  weeks 
of  administration.  SUPPLIED:  200  mg.  blue 
capsules  in  bottles  of  100  and  500;  100  mg. 
orange  tablets  in  bottles  of  100  and  500. 
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Hypersensitivity 

to  penicillin 
is  a good  reason 
to  consider 
Lincocin 

(lincomycin  hydrochloride) 


Lincocin  (lincomycin 
hydrochloride,  Upjohn)  has 
produced  a high  percentage  of 
satisfactory  responses  in 
patients  with  mild,  moderate 
and  severe  infections  due  to 
susceptible  streptococci,  pneu- 
mococci and  staphylococci 
(including  many  penicillinase- 
producing  strains).  With 
/^-hemolytic  streptococcal 
infections,  treatment  should 
' continue  for  at  least  1 0 days. 
Studies  indicate  that 
incocin  does  not  share 
ptigenicity  with  penicillin 


compounds.  However,  hyper- 
sensitivity reactions  such  as 
angioneurotic  edema,  serum 
sickness  and  anaphylaxis 
have  been  reported,  some  of 
these  in  patients  known  to  be 
sensitive  to  penicillin.  As 
with  any  antibiotic,  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  should  be  used 
cautiously  in  patients  with 
histories  of  asthma  or  other 
significant  allergies. 


For  further  prescribing  information,  please  see  following  page. 
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So  is  penicillin- 


resistant  staph. 


Lincocin  (lincomycin  hy- 
.drochloride,  Upjohn)  has  been  • 
demonstrated  to  be  effective  in 
susceptible  penicillinase-pro- 
ducing staphylococcal  infec- 
tions resistant  to  penicillin 
(including  ampicillin).  How- 
ever, resistant  staphylococcal 
strains  have  been  recovered; 
resistance  appears  to  occur  in  a 
slow  stepwise  manner.  As  with 


all  antibiotics,  susceptibility 
studies  should  be  performed. 

Intramuscular  and  intra- 
venous injections  of  Lincocin 
(lincomycin  hydrochloride, 
Upjohn)  are  generally  well  toler- 
ated. Instances  of  hypotension 
following  parenteral  adminis- 
tration have  been  reported, 
particularly  after  too  rapid  in- 
travenous administration. 


I Sterile  Solution  (300  mg.  per  ml.) ) 


(lincomycin  hydrochloride,  Upjohn) 
for  respiratory  tract, skin, soft-tissue, and 
bone  infections  due  to  susceptible 
streptococci,  pneumococci,  and  staphylococci 


Each  Lincomycin  hydro- 
preparation chloride  monohydrate 

contains:  equivalent  to 

lincomycin  base 
250  mg.  Pediatric  Capsule  . . . .250  mg. 

500  mg.  Capsule 500  mg. 

’Sterile  Solution  per  1 ml 300  mg. 

Syrup  per  5 ml 250  mg. 

‘Contains  also:  Benzyl  Alcohol  9 mg.;  and. 
Water  for  Injection— q.s. 

An  antibiotic  chemically  distinct  from 
others  available,  indicated  in  infections 
due  to  susceptible  strains  of  staphylo- 
cocci, pneumococci,  and  streptococci. 
In  vitro  susceptibility  studies  should  be 
performed. 

CONTRAINDICATIONS:  History  of 
prior  hypersensitivity  to  Lincocin  (linco- 
mycin hydrochloride).  Not  indicated  in 
the  treatment  of  viral  or  minor  bacterial 
infections. 

WARNINGS:  Cases  of  severe  and  per- 
sistent diarrhea  have  been  reported  and 
at  times  drug  discontinuance  has  been 
necessary.  This  diarrhea  has  been  occa- 
sionally associated  with  blood  and  mucus 
and  at  times  has  resulted  in  acute  colitis. 
This  reaction  usually  has  been  associated 
with  oral  therapy,  but  occasionally  has 
been  reported  following  parenteral  ther- 
apy. Although  cross  sensitivity  to  other 
antibiotics  has  not  been  demonstrated, 
make  careful  inquiry  concerning  previ- 
ous allergies  or  sensitivities  to  drugs. 
Safety  for  use  in  pregnancy  has  not  been 
established  and  Lincocin  is  not  indicated 
in  the  newborn.  Reduce  dose  25  to  30% 
in  patients  with  severe  impairment  of 
renal  function. 

PRECAUTIONS:  Like  any  drug, 
Lincocin  should  be  used  with  caution  in 
patients  having  a history  of  asthma  or 


significant  allergies.  Overgrowth  of  non- 
susceptible  organisms,  particularly 
yeasts,  may  occur  and  require  appropri- 
ate measures.  Patients  with  pre-existing 
monilial  infections  requiring  Lincocin 
therapy  should  be  given  concomitant 
antimonilial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should 
be  performed.  Not  recommended  (in- 
adequate data)  in  patients  with  pre-exist- 
ing liver  disease  unless  special  clinical 
circumstances  indicate.  Continue  treat- 
ment of  /3-hemolytic  streptococci  infec- 
tion for  ten  days  to  diminish  likelihood 
of  rheumatic  fever  or  glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointes- 
tinal—Glossitis,  stomatitis,  nausea,  vom- 
iting. Persistent  diarrhea,  enterocolitis, 
and  pruritus  ani.  //ewopoief/c— Neutro- 
penia, leukopenia,  agranulocytosis,  and 
thrombocytopenic  purpura  have  been  re- 
ported. Hypersensitivity  reactions— 
Hypersensitivity  reactions  such  as  angio- 
neurotic edema,  serum  sickness,  and  ana- 
phylaxis have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  aller- 
gic reaction  occurs,  discontinue  drug. 
Have  epinephrine,  corticosteroids,  and 
antihistamines  available  for  emergency 
treatment.  Skin  and  mucous  membranes— 
Skin  rashes,  urticaria,  vaginitis,  and 
rare  instances  of  exfoliative  and  vesicu- 
lobullous  dermatitis  have  been  reported. 
L/ver— Although  no  direct  relationship 
to  liver  dysfunction  is  established,  jaun- 
dice and  abnormal  liver  function  tests 
(particularly  serum  transaminase)  have 
been  observed  in  a few  instances. 


Cardiovascular— Instances  of  hypoten- 
sion following  parenteral  administration 
have  been  reported,  particularly  after  too 
rapid  I.V.  administration.  Rare  instances 
of  cardiopulmonary  arrest  have  been  re- 
ported after  too  rapid  I.V.  administration. 
If  4.0  grams  or  more  administered  I.V., 
dilute  in  500  ml.  of  fluid  and  administer 
no  faster  than  100  ml.  per  hour.  Local 
reactions— Excellent  local  tolerance  dem- 
onstrated to  Intramuscularly  administered 
Lincocin.  Reports  of  pain  following  in- 
jection have  been  infrequent.  Intrave- 
nous administration  of  Lincocin  in  250 
to  500  ml.  of  5%  glucose  in  distilled 
water  or  normal  saline  has  produced  no 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg.  and  500  mg. 
Capsules— bottles  of  24  and  100. 

Sterile  Solution,  300  mg.  per  ml.— 2 and 
10  ml.  vials  and  2 ml.  syringe. 

Syrup,  250  mg.  per  5 ml.— 60  ml.  and  pint 
bottles. 


For  additional  product  information,  con- 
sult the  package  insert  or  see  your  Upjohn 
representative. 
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TEXAS  MEDICINE 


Formula:  Each  timed^release  tablel  contains  phenylpropanolamine  hydrochloride,  50  mg,;  pyrilamine  maleate,  25  mg.; 
pheniramine  maleate,  25  mg.  Indications:  Relief  from  such  symptoms  as  nasal  congestion,  profuse  nasal  discharge  and 
postnasal  drip  associated  with  colds,  nasal  allergtes,  sinusitis  and  rhinitis.  Precautions:  Patients  should  not  drive  a car 
or  operate  dangerous  machinery  if  drowsiness  occurs.  Use  with  caution  in  the  presence  of  hypertension,  hyperthyroidism, 
cardiovascular  disease,  or  diabetes.  Side  Effects:  Occasional  drowsiiness,  blurred  vision,  cardiac  palpitations,  flushing, 
dizziness,  nervousness  or  gastrointestinal  upsets.  Dosage:  Adults-one  tablet  swallowed  whole,  in  morning,  midafternoon 
and  before  retiring.  Availability:  In  bottles  of  100,  250. 


Rx 

ONLY 


Oorsey  Latsoratories,  Lificoln,  NabrasKa,  68501 


in  cardiac  edema 


gets  the  water  out 
sp2ues  the  potassium 


Before  prescribing,  see  complete  prescribing  in- 
formation in  SK&F  literature  or  PDR. 

Indications:  Edema  associated  with  congestive 
heart  failure,  cirrhosis  of  the  liver,  the  nephrotic 
syndrome,  late  pregnancy;  also  steroid-induced 
and  idiopathic  edema,  and  edema  resistant  to 
other  diuretic  therapy.  ‘Dyazide’  is  also  indicated 
in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  se- 
rum potassium.  Hypersensitivity  to  either  compo- 
nent. Continued  use  in  progressive  renal  or  hepatic 
dysfunction  or  developing  hyperkalemia. 

V4\rnings:  Do  not  use  dietary  potassium  sup- 
plements or  potassium  salts  unless  hypokalemia 
develops  or  dietary  potassium  intake  is  markedly 
impaired.  Enteric-coated  potassium  salts  may 
cause  small  bowel  stenosis  with  or  without  ulcer- 
ation. Hyperkalemia  (\  5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12°o 
of  patients  over  60  years,  and  in  less  than  8%  of 
patients  overall.  Rarely,  cases  have  been  as- 
sociated with  cardiac  irregularities.  Accordingly, 
check  serum  potassium  during  therapy,  par- 
ticularly in  patients  with  suspected  or  confirmed 
renal  insufficiency  (e.g.,  certain  elderly  or  dia- 
betics). If  hyperkalemia  develops,  substitute  a 
thiazide  alone.  If  spironolactone  is  used  con- 
comitantly with  ‘Dyazide’,  check  serum  potassium 
frequently — they  can  both  cause  potassium  reten- 
tion and  sometimes  hyperkalemia.  Two  deaths 
have  been  reported  in  patients  on  such  combined 
therapy  (in  one,  recommended  dosage  was  ex- 
ceeded; in  the  other,  serum  electrolytes  were  not 
properly  monitored).  Observe  regularly  for  possi- 
ble blood  dyscrasias,  liver  damage  or  other  idio- 
syncratic reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triam- 


terene, sk&f).  Rarely,  leukopenia,  thrombocyto- 
penia, agranulocytosis,  and  aplastic  anemia  have 
been  reported  with  the  thiazides.  Watch  for  signs 
of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  bar- 
rier and  appear  in  breast  milk.  This  may  result  in 
fetal  or  neonatal  hyperbilirubinemia,  thrombocyto- 
penia, altered  carbohydrate  metabolism  and  pos- 
sibly other  adverse  reactions  that  have  occurred 
in  the  adult.  When  used  during  pregnancy  or  in 
women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte 
and  BUN  determinations.  Do  periodic  hematologic 
studies  in  cirrhotics  with  splenomegaly.  Anti- 
hypertensive effects  may  be  enhanced  in  post- 
sympathectomy patients.  The  following  may  occur; 
hyperuricemia  and  gout,  reversible  nitrogen  reten- 
tion, decreasing  alkali  reserve  with  possible 
metabolic  acidosis,  hyperglycemia  and  glycosuria 
(diabetic  insulin  requirements  may  be  altered), 
digitalis  intoxication  (in  hypokalemia).  Use  cau- 
tiously in  surgical  patients.  Concomitant  use  with 
antihypertensive  agents  may  result  in  an  additive 
hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weak- 
ness, dizziness,  headache,  dry  mouth;  anaphylaxis; 
rash,  urticaria,  ptiotosensitivity,  purpura,  other 
dermatological  conditions;  nausea  and  vomiting 
(may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances. 
Rarely,  necrotizing  vasculitis,  paresthesias,  icterus, 
pancreatitis,  and  xanthopsia  have  occurred  with 
thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK 
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NEWS 

SURVEY  SHOWS  IMMUNIZATION 
PRACTICES  IN  TEXAS  SCHOOLS 

The  Texas  State  Department  of  Health 
has  released  the  results  of  a survey  on 
public  school  immunization  practices 
in  effect  prior  to  the  passage  of  the 
new  Texas  immunization  laws. 

Conducted  in  cooperation  with  the 
Texas  Education  Agency,  the  survey 
elicited  only  the  immunization  require- 
ments, but  did  not  measure  the  degree 
or  methods  of  enforcement  by  the 
responding  school  systems. 

Questionnaires  were  mailed  in  June 
to  1,737  school  superintendents.  A 
total  of  970  (or  56%)  responded. 
Based  on  enrollment  in  the  1,737 
school  systems,  this  accounted  for 
72%  of  the  total  population  in  the 
school  systems  surveyed. 

The  responding  systems  recorded  a 
total  of  3,792  campuses;  a primary 
school  enrollment  of  1,058,519  and 
a secondary  school  enrollment  of 
864,925,  for  a total  enrollment  of 
1,923,444. 

Tabulations  showed  that  prior  to 
passage  of  the  new  immunization  laws, 
56%  of  the  schools  had  immunization 
requirements  for  children  entering  first 
grade.  A total  of  39%  had  require- 
ments for  children  entering  any  grade. 
Only  72  of  the  schools  indicated  they 
had  no  required  immunizations. 

Specific  immunizations  required  by 
the  970  responding  school  systems 
included:  diphtheria,  59%;  pertussis, 
40%;  tetanus,  48%;  polio,  48%;  mea- 
sles, 26%;  rubella,  18%;  and  small- 
pox, 84%. 

BOARD  SAYS  SMALLPOX  SHOTS 
ARE  NO  LONGER  NECESSARY 

According  to  the  State  Board  of  Health, 
after  Jan.  1,  1972,  children  entering 
Texas  public  schools  and  child-caring 
institutions  are  not  required  to  have 
a smallpox  vaccination.  Board  chair- 
man Dr.  Hampton  C.  Robinson  made 
the  announcement  on  Nov.  9. 

Elimination  of  the  smallpox  shots  is 
based  upon  the  board’s  authority  to 
modify  the  compulsory  school  immuni- 
zation laws,  which  are  to  become 
effective  on  Jan.  1. 

The  smallpox  vaccination  was  one 
of  up  to  six  immunizations  required  in 
the  original  legislation — S.B.  27  and 
S.B.  1007.  Students  have  until  Jan.  1 
to  begin  immunizations  against  the 
prescribed  diseases.  Immunizations 
must  then  be  completed  as  soon  as 
medically  feasible.  The  immunizations 
required  now  for  grade-school  level 
youngsters  are  diphtheria,  tetanus. 


poliomyelitis,  rubella,  and  measles. 
Measles  immunization  is  not  required 
if  there  is  a history  of  measles  illness. 

The  smallpox  vaccination  was  re- 
moved from  the  list  of  required  immu- 
nizations, said  spokesmen  for  the 
State  Health  Department,  because  of 
the  US  Public  Health  Service’s  recent 
statement,  saying  that  it  felt  compul 
sory  smallpox  immunization  was  un- 
necessary in  the  United  States. 

In  making  this  statement,  the 
USPHS  followed  the  recommendation 
of  its  Advisory  Committee  on  Immuni- 
zation Practices.  The  committee  stated 
that  the  risk  of  smallpox  in  this  coun- 
try is  so  small  that  routine  vaccination 
is  no  longer  necessary.  “The  commit- 
tee believes  that  public  health  efforts 
should  be  devoted  to  assuring  ade- 
quate immunizations  of  all  personnel 
involved  in  health  services  and  of  all 
tnvelers  to  and  from  continents  where 
smallpox  has  not  been  eradicated.” 

The  Infectious  Disease  Committee  of 
the  American  Academy  of  Pediatrics 
also  has  recommended  that  the  immu- 
nization not  be  mandatory. 

Of  course,  elimination  from  the  re- 
quired list  of  immunizations  does  not 
prevent  a private  physician  from  giv- 
ing smallpox  vaccinations  if  he  deems 
it  advisable. 

The  last  recorded  smallpox  cases  in 
the  United  States  occurred  in  1949  in 
the  Rio  Grande  Valley.  One  person  was 
killed  by  the  disease,  and  seven  others 
were  affected.  Immunizations  and  sur- 
veillance, however,  had  caused  a de- 
cline in  smallpox — from  nearly  15,000 
cases  in  1938  to  only  59  ten  years 
later. 

Just  last  May,  the  world  medical 
community  celebrated  the  175th  anni- 
versary of  the  first  vaccination  against 
smallpox. 

NEW  PHYSICAL  THERAPY  BOARD 
MEMBER  IS  ON  UTSMS  FACULTY 

A faculty  member  at  the  School  of 
Allied  Health  Professions  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  at  Dallas  has  been  named  to 
the  new  Board  of  Physical  Therapy 
Examiners. 

Doris  Porter,  chairman  of  the  physi- 
cal therapy  department  at  the  school, 
was  one  of  three  appointed  to  six-year 
terms  on  the  board  by  Gov.  Preston 
Smith. 

The  purpose  of  the  new  board  is  to 
examine  and  license  physical  thera- 
pists. The  legislation  for  licensure  of 
physical  therapists  was  signed  into 
law  by  Gov.  Smith  in  June. 


TEXAS  RANKED  3RD  IN  NUMBER 
OF  NEW,  ACTIVE  TB  CASES  IN  US 

Tuberculosis,  one  of  man’s  oldest  dis- 
eases, is  still  a major  health  problem 
both  across  the  United  States  and  in 
Texas. 

“Texas  is  recorded  as  having  the 
third  largest  total  of  new,  active  tuber- 
culosis cases  in  the  nation  last  year,” 
noted  Dr.  James  E.  Peavy,  Commis- 
sioner of  Health.  The  2,889  new  cases 
discovered  in  the  state  last  year 
ranked  behind  only  those  found  in 
New  York  and  California.  At  the  be- 
ginning of  1971,  there  were  approxi- 
mately 200,000  cases  on  the  TB  regis- 
ter in  Texas  being  kept  under  surveil- 
lance. 

According  to  the  National  Tubercu- 
losis and  Respiratory  Disease  Associa- 
tion, some  37,000  new,  active  cases 
of  the  disease  were  discovered  last 
year  in  the  entire  United  States.  The 
association  estimated  that  TB  costs  in 
the  United  States  run  at  least  $1  mil- 
lion each  year.  Some  300,000  people 
in  the  US  are  said  to  be  under  medical 
care  or  supervision  for  TB,  and  more 
than  100,000  have  active  cases  of  the 
disease. 

Although  with  careful  diagnosis  and 
conscientious  drug  treatment  the 
chances  of  curing  tuberculosis  are 
very  good,  some  facets  of  treatment 
need  to  be  improved  in  order  to  halt 
the  increasing  number  of  TB  cases. 

The  National  Tuberculosis  and  Res- 
piratory Disease  Association  found  in 
a study  that  today,  with  most  medical 
experts  recommending  outpatient  drug 
treatment  for  TB  patients  after  only  a 
short  hospital  stay,  almost  one-fourth 
of  the  active  cases  at  home  are  not  on 
chemotherapy  and  only  37%  of  con- 
tacts are  being  treated. 

The  association’s  efforts  aimed  at 
reducing  these  figures  include  a varie- 
ty of  activities,  of  which  probably  the 
best  known  is  the  annual  Christmas 
Seal  campaign  during  the  holiday 
season. 

Other  activities  the  association  en- 
gaged in  during  1970-1971  produced 
these  statistics: 

1.  Deaths  from  emphysema  tripled 
between  1959  and  1969,  with  an  esti- 
mated 36,000  Americans  dying  last 
year  from  chronic  lung  conditions.  The 
association  noted  that  about  265,000 
enter  hospitals  in  the  US  each  year 
with  chronic  bronchitis  and  emphy- 
sema. 

2.  There  was  an  increase  in  the 
percentage  of  women  smokers  from 
28.4%  to  31%  between  1955  and 
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1970,  and  the  number  of  women  who 
died  from  chronic  bronchitis  and  em- 
physema has  doubled  in  the  past  ten 
years.  Statistics  also  indicate  that  one 
million  more  teenagers  were  smoking 
in  1970  than  in  1968. 

3.  Through  its  air  conservation 
studies,  the  association  estimates  that 
23  million  tons  of  nitrogen  oxide  were 
released  into  the  air  in  1970,  a rise 
of  5 million  tons  since  1966.  A total  of 
214  million  tons  of  waste  is  thought 
to  have  been  emitted  into  the  air  in 
1968,  compared  to  153  million  tons 
in  1966. 

4.  The  association  found  in  its  stud- 
ies of  community  health  and  welfare 
that  the  largest  cities  had  31%  of  the 
new  TB  cases  in  1968. 

Case  figures  reported  by  the  Texas 
State  Department  of  Health  confirmed 
this  finding.  The  department  noted 
that  the  highest  incidence  of  new 
cases  in  Texas  occurred  in  the  larger 
cities  and  in  areas  near  the  southern 
border. 

The  national  association  also  noted, 
“While  the  TB  case  rate  for  the  whole 
country  was  21.3  per  100,000  popu- 
lation, that  among  Indians  and  Alaska 
natives  was  152.2  per  100,000.” 

Together,  the  National  Tuberculosis 
and  Respiratory  Disease  Association 
and  its  1,256  state  and  local  associa- 
tions received  $34,231,943  from  the 
1969  Christmas  Seal  campaign,  and 
another  $6,012,956  from  other  sourc- 
es. Of  this  total,  $24,344,139  was 
spent  for  community  services,  public 
health  education,  professional  educa- 
tion, training  patient  services  person- 
nel, and  research.  The  remainder  went 
for  fund  raising,  administration,  and 
major  property  and  equipment  expend- 
itures. 

FDA  PROPOSES  X-RAY  MACHINES 
INCLUDE  CONTROL  FEATURES 

The  Food  and  Drug  Administration 
has  proposed  that  equipment  manu- 
factured for  x-ray  diagnosis  incorpo- 
rate new  radiation  control  features  to 
reduce  patient  and  operator  exposure. 

The  proposal  was  made  through 
publication  of  the  suggested  standards 
for  medical  and  dental  diagnostic 
equipment  in  the  Federal  Register. 

Two  significant  provisions  of  the 
standard  require  (1)  the  limitation  of 
the  beam  on  stationary  general  pur- 
pose x-ray  machines  to  approximately 
the  size  of  the  body  area  to  be  exam- 
ined and  (2)  radiographic  equipment 
to  consistently  reproduce  exposure  and 
image  quality  for  given  voltage,  cur- 


rent, and  time  settings. 

The  proposed  standards  also  would 
limit  the  amount  of  leakage  from  x-ray 
sources  in  diagnostic  equipment  to 
100  milliroentgens  per  hour  measured 
at  1 meter  in  any  direction  from  the 
source.  This  limitation,  noted  the  FDA, 
is  “in  substantial  accord”  with  the  rec- 
ommendations of  the  National  Council 
on  Radiation  Protection  and  Measure- 
ments and  the  International  Commis- 
sion on  Radiological  Protection. 

Food  and  Drug  commissioner,  Dr. 
Charles  C.  Edwards,  pointed  out, 
“While  the  beneficial  applications  of 
X radiation  in  the  healing  arts  are  well 
recognized,  exposures  from  diagnostic 
x-ray  procedures  have  far  more  public 
health  significance  than  exposures 
from  all  other  man-made  radiation 
sources.” 

“More  than  90%  of  all  human  expo- 
sure to  man-made  radiation  comes 
from  the  diagnostic  use  of  x-ray  in  con- 
trast with  about  1%  from  radioactive 
discharges  from  nuclear  power  plants 
about  which  there  has  been  so  much 
public  concern,”  he  added. 

X-ray  equipment  manufacturers  will 
be  given  a year  following  the  effective 
date  of  the  standards  to  produce 
equipment  complying  with  all  the  pro- 
visions of  the  standards.  The  proposed 
standards  will  become  effective  upon 
republication  in  the  Federal  Register 
after  60  days  for  public  comment. 

NEW  DRUG  CALLED  EFFECTIVE 
IN  TREATMENT  OF  GONORRHEA 

A Houston  dermatologist  has  reported 
in  a study  of  more  than  700  persons 
that  a new  antibiotic  called  spectino- 
mycin  hydrochloride  is  as  effective  in 
treating  gonorrhea  as  penicillin,  is  free 
from  side  effects,  and  can  be  admin- 
istered as  a single  dose. 

The  new  drug,  released  for  general 
use  in  late  September,  is  said  to  be 
especially  useful  in  treating  patients 
with  penicillin  allergies  and  in  penicil- 
lin-resistant strains  of  gonorrhea. 

Dr.  W.  Christopher  Duncan,  assis- 
tant professor  of  dermatology  at  Bay- 
lor College  of  Medicine,  reported  at 
the  Eleventh  Interscience  Conference 
on  Antimicrobial  Agents  and  Chemo- 
therapy that  spectinomycin  hydrochlor- 
ide has  been  shown  to  be  well  tol- 
erated and  more  than  90%  effective 
in  the  treatment  of  gonorrhea  in  a 
group  of  patients  at  a Houston  clinic. 

The  patients,  400  men  and  353 
women,  were  divided  into  three  groups 
of  males  and  three  groups  of  females. 
One  group  of  each  sex  was  treated 


with  penicillin;  another  two  groups  were 
given  2 gm  of  spectinomycin  hydro- 
chloride; and  the  other  two  groups 
received  4 gm  of  the  new  antibiotic. 

After  initial  treatment  with  spectin- 
omycin hydrochloride,  two-thirds  of  the 
male  patients  and  79%  of  the  female 
patients  returned  for  followup.  The  new 
antibiotic  was  found  to  be  more  than 
90%  effective  in  both  males  and  fe- 
males and  equally  effective  as  penicil- 
lin. Spectinomycin  is  administered  in  a 
single  session  by  intramuscular  injec- 
tion as  is  penicillin. 

“Results  of  the  study  indicate  that 
spectinomycin  hydrochloride  is  an  ef- 
fective alternate  antibiotic  to  penicil- 
lin in  the  treatment  of  uncomplicated 
gonorrhea  in  both  males  and  females,” 
Dr.  Duncan  said. 

The  Baylor  study  is  the  first  large- 
scale  series  comparing  the  effective- 
ness of  spectinomycin  hydrochloride 
and  aqueous  procaine  penicillin  in  the 
treatment  of  gonorrhea.  Several  small- 
scale  studies  have  previously  been 
completed  using  the  new  drug. 

Spectinomycin  hydrochloride  replac- 
es a previously  studied  sulfate  salt 
(spectinomycin  sulfate)  and  has  been 
shown  to  be  equally  or  more  effective 
and  less  painful  on  injection. 

“A  salient  feature  of  this  new  drug 
(spectinomycin  hydrochloride)  is  its  ef- 
fectiveness in  a single  dose,”  said  Dr. 
Duncan.  “This  is  a preferred  feature  in 
venereology  because  it  is  known  that 
the  patient  has  received  the  total  rec- 
ommended dose.” 

The  incidence  of  gonorrhea,  the 
most  prevalent  venereal  disease,  and 
the  most  common  bacterial  infection 
of  adults,  has  risen  steadily  since 
1958,  and  the  number  of  cases  report- 
ed annually  has  nearly  doubled  since 
1965.  Increased  resistance  of  gonor- 
rhea to  penicillin  therapy  and  a sig- 
nificant problem  of  allergic  reactions  to 
penicillin  made  the  need  for  a new 
therapeutic  agent  imperative,  com- 
mented Dr.  Duncan. 
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Create  a 
machine 


What  to  do 
until . 

suppositon^ 
work: 
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iema] 


Read 
‘War  and  Peace” 


Actually,  on  the  average,  evacuant  sup- 
positories take  about  an  hour  to  work. '-3  Some- 
times two."*  Sometimes  more. 3 Also,  suppositories 
can  be  ineffective  in  up  to  38%  of  patients, 3 and 
not  infrequently  produce  smarting,  burning  and  tenesmus. ^ 

Alternative  to  the  long  unpleasant  wait:  Fleet®  Enema. 

Fleet  Enema  works  within  2 to  5 minutes  without 
pain  or  spasm.  Fleet  Enema  induces  a physio- 
logical pattern  of  evacuation,  unlike  purga- 
tives and  laxatives  that  may  liquefy  the  stool. 

Fleet  Enema  avoids  the  irritation  common 
with  soapsuds  enema.  And  Fleet  Enema 
is  leakproof:  a rubber  diaphragm  at  the 
base  of  the  prelubricated  tube  prevents 
seepage  and  controls  the  rate  of  flow, 
assuring  comfortable  administration. 

Fleet  Enema.  Regular  and  pediatric. 

Both  completely  disposable— like 
suppositories,  only  better. 

Much  better. 


C.  B.  fleet  CO.,  INC 
Lynchburg,  Va.  24505 


lafiltlil 

pfiarraceutals 


Warning:  Frequent  or  prolonged  use  of  enemas  may  result  in  dependence.  Take  only  when  needed 
or  when  prescribed  by  a physician.  Do  not  use  when  nausea,  vomiting  or  abdominal  pain  is  present 
Caution:  Do  not  administer  to  children  under  two  years  of  age  unless  directed  by  a physician. 
References:  1.  Blumberg,  N.:  Med  Times  91:45,  Jan.,  1963.  2.  Sweeney,  W.  J.,  Ill:  Amer  J Obstet 
Gynec  85:906,  Apr.  1,  1963.  3.  Weinsaft,  P.:  J Amer  Geriat  Soc  12:295,  Mar.,  1964.  4.  Baydoun  A B • 
Amer  J Obstet  Gynec  85:905.  Apr.  1,  1963.  5.  Feder,  I.  A.,  Flores.  A.  and  Weiss,  J Amer  J Gastroent 
33:366,  Mar.,  1960.  6.  Smith,  J.  J.  and  Schwartz.  E.  D.:  Western  J Surg  72:177,  May-June,  1964. 
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WELFARE  AND  REHABILITATION 
AGENCIES  ASSISTED  BY  UTSMS 

A training  project  to  help  state  agen- 
cies develop  programs  for  rehabilita- 
ting welfare  recipients  has  been  un- 
dertaken by  the  School  of  Allied  Health 
Professions  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

One  conference  on  the  subject  al- 
ready has  been  held,  and  plans  are 
being  drawn  for  another  to  be  held 
in  Dallas  in  the  spring. 

The  approach,  according  to  Dr.  Don- 
ald A.  Pool,  chairman  of  the  depart- 
ment of  rehabilitation  science  at  the 
School  of  Allied  Health  Professions,  is 
to  get  state  rehabilitation  and  wel- 
fare agencies  to  work  together. 

Under  a grant  from  the  Department 
of  Health,  Education,  and  Welfare's  So- 
cial and  Rehabilitation  Service,  the  first 
conference  involved  the  heads  of  state 
rehabilitation  and  welfare  agencies  in 
Texas,  Louisiana,  Arkansas,  Oklahoma, 
and  New  Mexico,  in  addition  to  re- 
gional HEW  personnel. 

The  spring  conference  will  be  de- 
signed to  teach  methods  of  evaluat- 
ing rehabilitation  projects. 

"There  are  several  basic  things  that 
may  be  done  to  develop  coordination 
of  services  between  vocational  rehabil- 
itation and  welfare  agencies  with  the 
ultimate  goal  of  getting  the  welfare  re- 
cipient back  to  work,"  said  Dr.  Pool. 

In  the  area  of  rehabilitation,  this  in- 
cludes work  evaluation,  counseling 
and  guidance,  social  and  personal  ad- 
justment training,  work  conditioning, 
job  placement,  and  followup.  From  the 
welfare  agency  viewpoint,  casework  and 
family  problems  are  involved. 

The  department  chairman  pointed 
out  that  the  Texas  Rehabilitation  Com- 
mission and  the  State  Public  Welfare 
Commission  cooperate  in  a demonstra- 
tion rehabilitation  project  in  Dallas. 

FOUNDATIONS  AWARD  GRANTS 
TO  HOUSTON  MEDICAL  SCHOOL 

Two  grants  totaling  $300,000  have 
been  presented  to  The  University  of 
Texas  Medical  School  at  Houston. 

One  of  the  grants,  for  $250,000,  is 
from  the  Southwestern  Medical  Foun- 
dation of  Dallas,  in  cooperation  with 
the  Dallas  Hoblitzelle  Foundation. 

The  other  grant  of  $50,000  is  being 
given  by  the  Moody  Foundation. 

Funds  from  the  $250,000  grant, 
which  was  presented  in  memory  of 
Karl  and  Esther  Hoblitzelle,  will  be 
used  to  launch  a program  in  biomed- 
ical communications.  Under  the  direc- 
tion of  Dr.  Malcolm  H.  Skolnick,  the 


medical  school  plans  to  study  the 
processes  involved  in  transmitting 
medical  knowledge,  with  the  ultimate 
goal  of  applying  new  communications 
tools  to  the  development  of  better 
teaching  methods. 

Other  portions  of  the  grant  will  be 
used  to  strengthen  programs  in  sur- 
gery and  psychiatry  and  to  help  guar- 
antee student  loans. 

A major  portion  of  the  Moody  Foun- 
dation grant  will  be  used  to  attract 
high-quality  faculty  in  medicine  and 
pediatrics  to  the  new  medical  school. 

Money  from  the  $50,000  grant  will 
also  be  used  to  initiate  organization  of 
the  medical,  service,  research,  and  de- 
velopment plans  of  the  medical  school, 
according  to  Dr.  Cheves  McCord 
Smythe,  dean  of  UTMSH. 

FORT  WORTH  ASSISTANT 
ELECTED  TRUSTEE  OF  AAMA 

Mrs.  Rita  Paris,  Fort  Worth  medical 
assistant,  has  been  elected  a trustee 
of  the  American  Association  of  Medical 
Assistants. 

A registered  x-ray  technologist,  Mrs. 
Paris,  was  elected  to  the  post  at  the 
organization's  recent  convention  in 
Atlanta,  Ga. 

She  has  been  a delegate  to  the 
national  association  for  three  years 
and  was  an  alternate  delegate  for  two 
years.  A past  president  of  the  Texas 
State  and  Tarrant  County  Chapters  of 
the  AAMA,  she  is  employed  by  Drs. 
A.  D.  Ladd,  W.  D.  Marrs,  and  W.  D. 
Chalmers  of  Fort  Worth. 

UTMB  DEPARTMENT  TO  OFFER 
IN-DEPTH  STUDY  OF  BIOLOGY 

The  University  of  Texas  Medical  Branch 
at  Galveston  is  creating  a new  depart- 
ment that  will  teach  human  biology  in 
far  greater  depth  and  scope  than  has 
ever  before  been  possible. 

The  department  is  so  new,  as  a mat- 
ter of  fact,  that  its  name  is  still  ten- 
tative: the  department  of  human  bio- 
logical chemistry  and  genetics. 

The  new  department  will  combine 
the  disciplines  of  human  genetics,  bio- 
chemistry, and  cell  biology.  Each  of  the 
disciplines  will  represent  separate  di- 
visions of  the  department.  Formerly, 
human  genetics  and  biochemistry  were 
separate  departments. 

Named  as  chairman  of  the  com- 
bined department  was  Dr.  Barbara 
Bowman  (Ph.D.),  the  first  I.  H.  Kemp- 
ner  professor  and  formerly  the  chair- 
man of  the  human  genetics  depart- 
ment. Dr.  Bowman  and  her  colleagues 
have  won  widespread  acclaim  for  their 


cystic  fibrosis  research. 

Aiding  her  will  be  Dr.  Allan  Gold- 
stein (Ph.D.)  who  will  head  the  divi- 
sion of  biochemistry,  and  the  as-yet 
unannounced  chairman  of  the  entirely 
new  division  of  cell  bioiogy. 

Dr.  Bowman  explained,  “The  new, 
combined  department  is  designed  pri- 
marily to  correlate  the  curriculum  of 
genetics,  biochemistry,  and  cell  biology 
into  an  integrated  program  for  medi- 
cal students.” 

She  added  that  "it  is  hoped  that 
this  new  course  will  demonstrate  the 
medical  applications  of  genetic,  bio- 
medical, and  cellular  concepts.  Reor- 
ganization of  the  three  scientific  areas 
will  place  scientists  with  related  re- 
search closer  together,  thus  intensify- 
ing intellectuai  interaction.” 

Each  division  within  the  department 
will  exercise  autonomy  in  its  graduate 
program  and  will  train  individuals  in 
each  of  the  three  fields. 

The  department  will  have  its  main 
offices  in  the  newly  dedicated  Lib- 
bie  Moody  Thompson  Basic  Sciences 
Building  on  the  UT  Medical  Branch 
campus,  but  persons  involved  in  the 
research  and  teaching  associated  with 
the  new  department  will  include  doz- 
ens of  UTMB  scientists  other  than 
those  housed  in  the  new  facility. 

PROBLEMS  OF  AGING  COURSE 
PROVES  POPULAR  AT  UTMSSA 

Dr.  James  McKay,  an  80-year-old  psy- 
chologist with  painful  arthritis,  keeps 
busy  while  trying  to  understand  arthri- 
tis and  accepting  it  as  one  of  the  prob- 
lems that  may  accompany  old  age. 

Dr.  McKay  became  convinced  that 
other  senior  citizens  could  better  cope 
with  their  own  health  problems  if  they 
had  more  basic  knowledge  about  the 
human  body  and  what  to  expect  from 
the  various  disorders.  So,  he  ap- 
proached physicians  at  The  University 
of  Texas  Medical  School  at  San  Antonio 
with  the  idea  of  instituting  a course 
designed  along  those  lines. 

The  result  was  an  8-week  lecture 
series  aimed  at  teaching  the  elderiy 
more  about  the  physical  side  of  grow- 
ing older.  The  course  proved  to  be  so 
popular  that  it  is  likely  to  be  offered 
again  in  1972. 

The  lecture  series  began  in  October. 
Each  of  the  eight  lectures  was  deliv- 
ered by  a member  of  the  UTMSSA  fac- 
ulty. Subjects  discussed  included  phy- 
sical and  psychological  problems  of 
aging,  diet,  arthritis,  respiratory  prob- 
lems, cardiac  care,  cancer,  and  reha- 
bilitative medicine. 
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INTERNAL  MEDICINE 

Endocrine  and  Metabolic 
Diseasee 

Mavis  P.  Kelsey,  M.D., 
F.A.C.P. 

Alfred  E.  Leiser  M.D., 
F.A.C.P. 

Joy  Mackay  M.D. 

Phillips  Kay  Campion.  M.D. 

Pulmonary  Diseases 

Stanton  P.  Fischer,  M.D., 
F.A.C.P. 

Gastrointestinal  Diseases, 
Gastroscopy 

John  R.  Kelsey,  M.D., 
F.A.C.P. 

Philip  S.  Bentliff  M.D., 
F.A.C.P. 

Ralph  D.  Eichhorn,  M.D., 
F.A.C.P. 

F.  Scott  O’Neil,  M.D., 
F.A.C.P. 

James  W.  McBee,  M.D., 
F.A.C.P. 

Heart  Disease  and  Cardiac 
Catheterization 

Earl  F.  Beard,  M.D., 
F.A.C.P. 

Arthritis  and  Rheumatic 
Diseases 

James  W.  Kemper,  M.D., 
F.A.C.P. 

Martin  S.  Fischer,  M.D. 

Hypertension  and  Peripheral 
Vascular  Diseases 

Gene  E.  Burke,  M.D. 

General  Medicine  and  Oncology 

Carlos  F.  Taboada.  M.D. 

Elihu  N.  Root.  M.D. 

•Military  Service 


Nephrology 

Francis  X.  Schloeder,  M.D. 
F.A.C.P. 

Hematology 

Jerome  B.  Bart.  M.D. 
Infectious  Diseases 
Stuart  Riggs  M.D., 

F.A.C.P. 

Allergy 

Thomas  R.  Woehler,  M.D. 
Occupational  Health  Services 
Paul  E.  Wright  M.D., 
M.P.H.,  F.A.C.Pr.M., 
F.A.C.P. 

Maurice  B.  Johnston,  M.D. 
F.A.C.Pr.M. 

Richard  M.  Fenno  M.D., 
M.P.H.,  F.A.C.Pr.M.. 
F.A.C.P. 

Cannon  A.  Owen,  M.D., 
F.A.C.S. 

Andres  I.  Karstens,  M.D. 

F.A.C.Pr.M. 

Frank  A.  Goss,  M.D. 

GENERAL  & HIORACIC 
SURGERY 

William  D.  Seybold,  M.D., 
F.A.C.S. 

James  D.  McMurrey  M.D., 
F.A.C.S. 

Jerry  L.  Doggett,  M.D., 
F.A.C.S. 

Michael  F.  Appel,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Melville  L.  Cody,  M.D., 
F.A.C.O.G.,  F.A.C.S. 
William  A.  Johnson,  III, 
M.D.,  F.A.C.O.G. 

PSYCHIATRY 

Chester  G.  Cochran,  M.D. 
•Ricardo  Daichman,  M.D. 
Manuel  C.  Ramirez,  M.D. 

PEDIATRICS 

Rheumatology 

Earl  J.  Brewer,  Jr.,  M.D., 
F.A.A.P. 


Allergy 

Charles  W.  Ewing,  M.D., 
F.A.A.P. 

Gastroenterology 

George  D.  Ferry,  M.D., 
F.A.A.P. 

OTO-LARYNGOLOGY 

J.  Charles  Dickson,  M.D., 
F.A.C.S. 

James  L.  Smith,  M.D., 
F.A.C.S. 

NEUROLOGY 

Robert  R.  Pierce.  M.D., 
D.A.B.P.N.  (N) 

DERMATOLOGY 

Wilson  M.  Fraser,  M.D., 
F.A.A.D. 

Donald  W.  Owens,  M.D., 
F.A.A.D. 

UROLOGY 

Don  W.  Pranke,  M.D., 
F.A.C.S. 

ORTHOPEDIC  SURGERY 

W.  Malcolm  Cranberry,  M.D., 
F.A.C.S. 

Jesse  H.  Dickson.  M.D. 

OPH'raALMOLOGY 

Henry  E.  Wahlen,  M.D. 
D.A.B.O. 

RADIOLOGY 

Robert  J.  Kurth,  M.D., 
F.A.C.R. 

David  M.  Rulfs,  M.D. 

PATHOLOGY 

Robert  A.  Jordan.  Ph.D., 
M.D.,  F.A.S.C.P. 

DENTISTRY 

Eugene  W.  Gray,  D.D.S. 

PSYCHOLOGY 

Mrs.  Ruth  Blackman.  M.A. 

Educational  Diagnostician 
Mrs.  Jean  F.  White,  M.Ed. 


, TEXAS  77025 

SPEECH  PA'ITIOLOGY  AND 
AUDIOLOGY 

Donna  K.  Fox,  Ph.D. 

Jane  Porter.  M.A. 

CONSULTAN'rS 

Maxillo  Facial  Surgery 
Edward  C.  Hinds,  M.D., 
D.D.S.,  F.A.C.S. 

John  N.  Kent,  D.D.S. 
Psychiatry 

Albert  Owers,  M.D. 

Pulmonary  Diseases 
H.  Irving  Schweppe,  Jr., 

M.D.,  F.A.C.P. 

Nuclear  Medicine 

John  A.  Burdine,  Jr.,  M.D. 
Occupational  Medicine 
Valliant  C.  Baird,  M.D., 
F.A.C.Pr.M. 

Podiatry 

Levitt  A.  Peters,  D.P.M. 
Cardiology 

David  K.  Brooks,  Ph.D.,  M.D., 
F.A.C.C. 

Efrain  Garcia,  M.D., 

F.A.C.P. 

Social  Service 

Mary  E.  Wheeler,  Ph.D. 

SPECIAL  FACILmES 

Radioisotope  Laboratory 
Registered  Dietitian 
Electroencephalography 
Electrocardiography 
V ectorcardiography 
Registered  Physiotherapist 
Pulmonary  Function 
Laboratoi-y 

Regional  Immunization 
Center 

FAA  Examinations 
Complete  Endoscopy 
Audiology  Laboratory 
Electrolysis 

Electronystagmography 

ADMINISTRATOR 
James  A.  Bakken 


Senior  Consultant 

Perry  C.  Talkington,  M.D. 
Psychiatrist-In-Chief 

Howard  M.  Burkett,  M.D. 
Medical  Director 

James  K.  Peden,  M.D. 
Director  of  Professional 
Education 

Jerry  M.  Lewis,  M.D. 
Associate  Psychiatrists 
Claude  L.  Jackson,  M.D. 
Dode  Mae  Hanke,  M.D. 


Doyle  I.  Carson,  M.D. 
Maurice  S.  Green,  M.D. 
Stanley  L.  Seaton,  M.D. 
Thomas  H.  Allison,  M.D. 
Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Claude  R.  Nichols,  M.D. 
Larry  E.  Tripp,  M.D. 

Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 


Clinical  Psychology 

David  H.  Lipsher,  Ph.D. 
John  T.  Gossett,  Ph.D. 

Dale  R.  Turner,  Ph.D. 

Robert  W.  Hagebak,  Ph.D. 
Social  Work 

Sally  Stansfield,  M.S.W. 
Margie  W.  Buell,  M.S.S.W. 
Robert  P.  Stewart,  M.S.S.W. 
Cecilia  Coffelt,  M.S.S.W. 
Lionel  C.  Landry,  M.S.W. 
Donald  H.  Cawley,  M.S.S.W. 


Occupational  Therapy 
Geraldine  Skinner,  B.S., 
O.T.R.  Director 

Recreational  Therapy 
Lois  Timmins,  Ed.D., 
Director 

Director  of  Nurses 

Mae  Belle  James,  R.N. 

Administrator 

Ralph  M.  Barnette,  B.B.A. 


381-7181 


LAWN 

PSYCHIATRIC  HOSPITAL 

Dallas,  Texas  75223  P.  0.  Box  11288 


PSYCHIATRIC  HOSPITAL 
DAY  HOSPITAL 

DEPARTMENT  OF  OUT  PATIENT  PSYCHIATRY 
DEPARTMENT  OF  ADOLESCENT  PSYCHIATRY 

Narcotic  Cases  Not  Admitted 
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Ritients  fell  asleep  quickl 


Dalmane  (flurazepam  HCI)  30  mg  reduced  awake 
time^both  before  and  after  falling  asleep  - by 
fifty  percent  of  pretreatment  values  In  patients 
with  insomniaJ'2 

Two  sleep  laboratory  studies  recently  confirmed 
findings  of  earlier  studies  of  this  type,  namely, 
that  Dalmane  30  mg  was  effective  in  patients 
who  had  trouble  falling  asleep,  staying  asleep  or 
both.  One  30>mg  capsule  of  Dalmane  usually 
induced  sleep  within  22  minutes,  decreased  the 
number  of  awakenings  and  the  wake  time  after 
the  onset  of  sleep,  and  provided  7 to  8 hours  of 
sleep  without  need  to  repeat  dosage  during 
the  night. 

These  studies  utilized  identical  protocols  and 
included  eight  insomniac  patients.  Steep 
laboratory  measurements  in  a limited  number  of 
patients  are  derived  from  all-night  electro- 
encephaiographic,  electro-oculographic  and 
electromyographic  tracings.  Unlike  traditional 
methods  of  evaluation,  they  are  quantitative, 
reproducible  and  projectable  to  large  numbers 
ofsubtects. 

Results  shown  represent  average  values  in  ail 
subjects  for  the  three  consecutive  nights  of 
placebo  administration  prior  to  Dalmane  therapy 
and  the  seven  consecutive  nights  on  Dalmane 
30  mg. 

Dalmane  is  also  relatively  safe,  as  reported  in 
clinical  studies,  instances  of  morning  “hang- 
over” have  been  relatively  infrequent;  paradoxi- 
cal reactions  (excitement)  and  hypotension  have 
been  rare.  Dizziness,  drowsiness,  lightheaded- 
ness and  the  like  were  the  side  effects  noted 
most  frequently,  particularly  in  the  elderly  or 
debilitated.  (An  initial  dose  of  Dalmane  15  mg 
should  be  prescribed  for  these  patients.) 

References;  1.  Frost,  J,  D.,  Jr.:  “A  System  for  Automatically  Analyz- 
ing Sleep,"  Scientific  Exhibit  presented  at  Clinical  Convention, 
A.M.A.,  Boston,  Nov,  29-Dec.  2, 1970,  and  Aerospace  M.A.,  Houston, 
April  26-29,1971. 

2.  Data  on  file,  Medical  Department,  Hoffmann-La  Roche  Inc., 

Nutley,  N.J. 


Before 
Dalmane 
(flurazepam  HCI) 


Measurements  of  sleep  in  the  sleep  laboratory  are  obtained  with 
electroencephalographic,  electro-oculographic  and  electromyo- 
graphic recordings. 


»nd  slept  through  the  night 


' On 

I Dalmane 
1 (flurazepam  HCI) 


Time  Awake 
Prior  to 
falling 
asleep 
17.6  min. 


Time  Awake 
After 
falling 
asleep 
22.6  min. 


./erage  sleep  laboratory  measurements  in  cited  studies 


luameter 

me  required  to  fall  asleep 
ake  time  after  onset  of  sleep 
jmber  of  wakeful  periods  after 
onset  of  sleep 
)tal  sleep  time 
)tal  sleep  percent 


Before  Dalmane 

On  Dalmane 

33.6  min. 

17.6  min. 

48.7  min. 

22,6  min. 

12,2 

8,4 

420.0  min. 

447.6  min. 

88.6 

94.5 

Clinical  effectiveness  as 
iroven  In  the  sleep  laboratory 

Oalmanc 

flurazepam  HCO 

ne  30-mg  capsule  h.s.— usual  adult  dosage, 
ne  15-mg  capsule  h.s.— initial  dosage  for 
Ideriy  or  debilitated  patients. 


Before  prescribing  Dalmane  (flurazepam 
HCI),  please  consult  Complete  Product 
Information,  a summary  of  which  follows: 
Indications;  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep, 
frequent  nocturnal  awakenings  and/or  early 
morning  awakening;  in  patients  with  recurring 
insomnia  or  poor  sleeping  habits;  and  in 
acute  or  chronic  medical  situations  requiring 
restful  sleep.  Since  insomnia  is  often  transient 
and  intermittent,  prolonged  administration  is 
generally  not  necessary  or  recommended. 
Contraindications:  Known  hypersensitivity 
to  flurazepam  HCI. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  Caution  against  hazardous 
occupations  requiring  complete  mental  alert- 
ness {e.g.,  operating  machinery,  driving).  Use 
in  women  who  are  or  may  become  pregnant 
only  when  potential  benefits  have  been 
weighed  against  possible  hazards.  Not 
recommended  tor  use  in  persons  under  15 
years  of  age.  Though  physical  and  psycho- 
logical dependence  have  not  been  reported 
on  recommended  doses,  use  caution  in  ad- 
ministering to  addiction-prone  individuals  or 
those  who  might  increase  dosage. 
PrecauHons;  In  elderly  and  debilitated,  initial 
dosage  should  be  limited  to  15  mg  to  pre- 
clude oversedation,  dizziness  and/or  ataxia. 

If  combined  with  other  drugs  having  hypnotic 
or  CNS-depressant  effects,  consider  potential 
additive  effects.  Employ  usual  precautions  in 
patients  who  are  severely  depressed,  or  with 
latent  depression  or  suicidal  tendencies. 
Periodic  blood  counts  and  liver  and  kidney 
function  tests  are  advised  during  repeated 
therapy.  Observe  usual  precautions  in  pres- 
ence of  impaired  renal  or  hepatic  function. 
Adverse  Reactions:  Dizziness,  drowsiness, 
lightheadedness,  staggering,  ataxia  and  fall- 
ing have  occurred,  particularly  in  elderly  or 
debilitated  patients.  Severe  sedation,  lethargy, 
disorientation  and  coma,  probably  indicative 
of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported  were  headache, 
heartburn,  upset  stomach,  nausea,  vomiting, 
diarrhea,  constipation,  G1  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weak- 
ness, palpitations,  chest  pains,  body  and 
joint  pains  and  6U  complaints.  There  have 
also  been  rare' occurrences  of  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision, 
burning  eyes,  faintness,  hypotension,  short- 
ness of  breath,  pruritus,  skin  rash,  dry  moufh, 
bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  con- 
fusion, restlessness,  hallucinations,  and  ele- 
vated SGOT,  SGPT,  total  and  direct  bilirubins 
and  alkaline  phosphatase.  Paradoxical  reac- 
tions, e.g.,  excitement,  stimulation  and  hyper- 
activity, have  also  been  reported  in  rare 
instances. 

Supplied:  Capsules  containing  15  mg  or 
30  mg  flurazepam  HCI. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  071 10 
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Who’s  afraid  of  the 
big  bad  enema? 

We  ail  are.  But  Dulcolax  is  the  cure  for  enemaphobia. 

It  can  do  almost  anything  an  enema  can  - except  look  scary. 

Just  one  suppository  usually  assures  a predictable  bowel 
movement  in  15  minutes  to  an  hour  Gone  are  the  tubing,  the  "accidents”, 
and  the  bruised  egos  associated  with  enemas. 

For  preoperative  preparation,  the  combination  of  tablets 
at  night  and  a suppository  the  next  morning  usually  cleans  the  bowel  thor- 
oughly. Suppositories  may  also  be  particularly  helpful  when  straining  should 
be  avoided  as  in  postoperative  care. 

As  with  any  laxative,  abdominal  cramps  are  occasionally 
noted.  The  drug  is  contraindicated  in  the  acute  surgical  abdomen, 

Dulcolax!.. it’s  predictable 

bisacodyl 


G£lGT  PHARMACEUTICALS.  DIVISION  OF  GEIGY  CHEMICAL  CORPORATION,  AROSLEY,  NEW  YORK  10502  UNDER  LICFNSE  FROM  80EHRINGER  INGELHEIM  G.M.B  H. 


TEXAS  MEDICAL  ASSOCIATION 
CONFERENCE  ON  LEGISLATION 

Texas  Medical  Association  will  present  its  1971  Conference  on 
Legislation  and  Orientation  Program  on  Saturday,  Jan.  22,  at 
the  Joe  C.  Thompson  Conference  Center  in  Austin.  “1972 — A 
Year  of  Opportunity  and  Challenge  for  Medicine”  is  the  title  of 
the  welcoming  address  by  TMA  President  Dr.  James  H.  Sam- 
mons. Following  that  introduction  to  the  Conference,  guest 
speaker  Neal  A.  Peirce,  Assistant  Editor,  The  National  Journal, 
Center  for  Political  Research,  Washington,  DC,  will  speak  on 
“The  1972  Elections ; A View  to  Texas  and  Other  Pivotal  States.” 
Representative  Omar  Burleson,  17th  Congressional  District  of 
Texas,  will  address  Conference  attendants  on  “National  Health 
Insurance  and  the  Congress.”  Medical  and  health  legislative 
issues  before  Congress  in  1972  will  be  covered  in  presentations 
by  the  Executive  Staff  of  the  Washington  Office,  American 
Medical  Association:  Harry  R.  Hinton,  Deputy  Director;  Wayne 
W.  Bradley,  Assistant  Director;  William  J.  Colley,  Director, 
Congressional  Relations  Department;  and  Paul  R.  M.  Donelan, 
Director,  Governmental  Relations  Department.  Also  speaking  at 
the  Conference  will  be  Dr.  Clinton  S.  McGill,  Vice-Chairman  of 
the  AMA’s  Committee  on  Private  Practice.  Dr.  McGill’s  topic  is 
“Health  Maintenance  Organizations — Philosophy  and  Policy  Po- 
sitions of  Medicine.”  A panel  session  entitled,  “The  Role  of  the 
Texas  Medical  Association  in  Representing  Its  Members,”  will 
feature  TMA  members  Drs.  Joseph  T.  Painter,  Houston;  Dewey 
W.  Johnston,  Ft.  Worth;  and  Mario  E.  Ramirez,  Roma.  Topics 
to  be  covered  in  the  panel  session  are  “Advancing  the  Concept  of 
Current  Procedural  Terminology,”  “Representing  Texas  Physi- 
cians in  Relationships  with  Fiscal  Intermediaries,”  “The  Texas 
Medicaid  Program — Problems  and  Issues,”  and  “Challenges  to 
the  Medical  Practice  Act  of  Texas.”  See  full  story  on  p.  8. 
Contact:  C.  Lincoln  Williston,  1801  N.  Lamar  Blvd.,  Austin 
78701,  executive  secretary. 

TEXAS  SOCIETY  OF  PATHOLOGISTS 

Jan.  28-30  are  the  dates  for  the  annual  scientific  program  of  the 
Texas  Society  of  Pathologists.  The  meeting  will  be  held  at  the 
Shamrock  Hilton  Hotel  in  Houston  and  will  feature  guest 
speaker  Dr.  Edward  A.  Gall,  Director  of  the  Medical  Center, 
University  of  Cincinnati  College  of  Medicine.  Topics  to  be  pre- 
sented by  Dr.  Gall  are  “Contribution  of  the  Autopsy  to  Medical 
Advances”  and  “Insight  into  the  Language  of  the  Surgical  Path- 
ologist.” Other  speakers  and  their  topics  are  Drs.  M.  Suzuki, 
Houston,  “Endocardial  Fibroelastosis”;  Henry  C.  McGill,  Jr., 
San  Antonio,  “The  Diet  Heart  Question”;  Robert  S.  Putnam, 
Dallas,  “Growth  Hormone  Assays  as  a Means  of  Assessing  Pitui- 
tary Functions”;  Richard  B.  Marshall,  Galveston,  “Hyperpara- 
thyroidism: Recent  Developments  in  Pathology”;  Stephan  Ritz- 
mann,  Galveston,  “Immunoproteins  in  Lymphopenic  States”; 
Daniel  Jenkins,  Houston,  “Chronic  Obstructive  Pulmonary  Dis- 
ease, Past  and  Future”;  and  James  C.  Stinson,  Temple,  “The 
Electron  Microscope — Ornamental  or  Practical.” 

Contact:  Dr  Don  B.  Singer,  PO  Box  20269,  Houston  77025,  pro- 
gram chairman. 


COMING 

MEETINGS 


CURRENT  MEETINGS  IN  TEXAS 

INTERNATIONAL!  MEDICAL  ASSEM- 
BLY OF  SOUTHWEST  TEXAS  will  meet 
at  the  Gunter  Hotel  in  San  Antonio,  Feb. 
17-18.  Guest  speakers  and  their  topics 
are:  Drs.  John  W.  Singleton,  Assistant 
Professor  of  Medicine,  Division  of  Gastro- 
enterology, University  of  Colorado  School 
of  Medicine,  Denver,  “The  Clinical  ami 
Epidemiological  Significance  of  Australia 
Antigen"  and  “Differentiation  and  Mes- 
cal Therapy  of  Chronic  Liver  Diseato”: 
Jerome  Wildgen,  President,  American 
Academy  of  Family  Physicians,  “The  Do^ 
tor-Patient  Relationship  as  a Therapeutic 
Tool”  and  “Family  Physicians  of  the 
Future";  Joe  W.  King,  Chairman,  Divi- 
sion of  Orthopedic  Surgery,  Baylor  Col- 
lege  of  Medicine,  Houston,  **The  Throw- 
ing Elbow”  and  “Total  Hip  Surgery”; 
John  Simons,  Head  of  the  Department  of 
Plastic  Surgery,  Mayo  Clinic,  Rochester, 
“Sub-cutaneous  Mastectomy,  An  Integral 
Aspect  of  Surgical  Treatment  for  Diseases 
of  the  Breast”  and  “Cosmetic  Surgery  in 
1972 — Why,  How  Much,  and  When?”; 
Beverley  T.  Mead,  Professor  and  Chair- 
man, Department  of  Psychiatry,  Creigh- 
ton University  School  of  Medicine,  Oma- 
ha, “The  Sexually  Aggressive  Patient” 
and  “Psychiatric  Referrals — Why,  When 
and  How,  and  When  Not  To”;  and  Wil- 
liam R.  Smart,  Associate  Clinical  Profes- 
sor of  Urology,  University  of  California 
School  of  Medicine,  “Perils  of  the  Penis.” 
Other  scheduled  guest  speakers  are  Drs. 
George  Burch,  Professor  and  Chairman, 
Department  of  Medicine,  Tulane  Univer- 
sity School  of  Medicine,  New  Orleans: 
Charles  L.  Schepens,  Director  of  Retina 
Service,  Massachusetts  Eye  & Ear  Infir- 
mary, Boston:  Richard  H.  Marshak,  New 
York  City;  and  Ralph  A.  Deterling,  Pro- 
fessor and  Chairman,  Department  of  Sur- 
gery, Tufts  University  School  of  Medicine, 
Boston.  The  Assembly’s  Sixth  Annual 
Extension  Trip  is  scheduled  to  depart 
San  Antonio  on  February  19  for  Grand 
Bahama  Island,  and  will  return  to  San 
Antonio  on  Feb.  23.  Contact:  S.  E.  Cock- 
rell. 202  W.  French  Place,  San  Antonio 
78212,  executive  director. 


CURRENT  NATIONAL  MEETINGS 

AMERICAN  ACADEMY  OF  ORTHOPAE- 
DIC SURGEONS’  thirty-ninth  annual  meet- 
ing will  be  held  Jan.  29-Feb.  3 at  the 
Sheraton  Park  and  Shoreham  Hotels  in 
Washington,  DC.  Every  phase  of  disorders 
of  the  musculoskeletal  system  will  be  con- 
sidered. Subjects  to  be  covered  in  the  103 
instructional  courses  include  arthritis,  bone 
physiology,  total  hip  replacement,  cerebral 
palsy,  fractures,  biomechanics,  children’s 
diseases,  and  spine,  knee,  foot,  and  hand 
surgery.  Special  symposia  will  be  held  on 
the  critically  injured  patient,  avascular 
necrosis  of  the  femur,  and  club  foot  treat- 
ment. Contact:  Dr.  Charles  V.  Heck,  430 
N.  Michigan  Ave.,  Chicago  60611,  director. 
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MORE 

COMING 

MEETINGS 

■ Denotes  Texas  meetings. 


ALSO  IN  JANUARY 

AMERICAN  COLLEGE  OP  SURGEONS.  Miami,  Jan. 
17-19,  1972.  C.  Rollins  Hanlon,  66  E.  Erie  St.,  Chicago 
60611,  Dir. 

■ TEXAS  STATE  BOARD  OF  EXAMINERS  IN  THE 
BASIC  SCIENCES,  Austin,  January,  1972.  Betty  J. 
Anderson,  1012  Sam  Houston  Bldg.,  Austin  78701,  Exec. 
Sec. 


ALSO  IN  FEBRUARY 

AMERICAN  ACADEMY  OP  ALLERGY,  San  Francisco, 
Feb.  4-9,  1972.  James  O.  Kelley,  226  E.  Michigan,  Mil- 
waukee 63202,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS, 
Las  Vegas,  Feb.  23-26,  1972.  Arthur  E.  Auer,  120  W. 
Saginaw,  East  Lansing,  Mich.  48823,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  SURGEONS.  St.  Louis,  Feb. 
14-16,  1972.  C.  Rollins  Hanlon,  66  E.  Erie  St.,  Chicago 
60611,  Dir. 

AMERICAN  HOSPITAL  ASSOCIATION,  Washington. 
DC,  Feh.  7-10,  1972.  Dr.  Edwin  L.  Crosby,  840  N.  Lake 
Shore  Dr.,  Chicago  60611,  Exec.  Pres. 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS, 
Atlanta,  Feb.  4-12,  1972.  Dr.  George  F.  Stevenson,  2100 
W.  Harrison  St.,  Chicago  60612,  Exec.  Officer. 

PAN-PACinO  SURGICAL  ASSOCIATION,  Honolulu. 
Feb.  26-March  3,  1972.  Harriet  N.  DeVauIt,  236  Alex- 
ander Young  Bldg.,  Honolulu  96813,  Exec.  Sec. 

SOCIETY  FOR  CONTEMPORARY  OPHTHALMOLOGY. 
Hollywood,  Fla.,  Feb.  27-March  3,  1972.  Dr.  John  Bel- 
lows, 30  N.  Michigan,  Chicago  60602,  Sec. 

■ TEXAS  HOSPITAL  ASSOCIATION,  Dallas,  Feb.  26. 
1972.  Gordon  L.  Wright,  PO  Box  4663,  Austin  78761, 
Dir.  of  Ed.  & Pub.  Info. 

■ TEXAS  UROLOGICAL  SOCIETY,  Houston,  Feb.  11- 
12,  1972.  Dr.  C.  E.  Carlton,  2210  Maroneal,  Houston 
77026,  Sec. 


MARCH 

■ AMERICAN  COLLEGE  OF  ALLERGISTS,  Dallas, 
March  4-9,  1972.  Dr.  John  D.  Gillasple,  2141  14th  St., 
Boulder,  Colo.  80302,  Exec.  Sec. 

AMERICAN  COLLEGE  OF  CARDIOLOGY,  Chicago, 
March  1-B,  1972.  William  D.  Nelligan,  9650  Rockville 
Pike,  Bethesda,  Md.  20014,  Exec.  Dir. 

AMERICAN  COLLEGE  OP  SURGEONS,  Philadelphia, 
March  13-15,  1972.  C.  Rollins  Hanlon,  55  E.  Erie  St., 
Chicago  60611,  Dir. 


AMERICAN  MEDICAL  ASSOCIATION,  Conference  on 
Rural  Health,  March  16-17,  1972.  Dr.  Bond  L.  Bible 
(PhD),  Secretary,  Council  on  Rural  Health,  AMA,  636 
N.  Dearborn  St.,  Chicago  60610. 

m AMERICAN  SOCIETY  FOR  CLINICAL  PHARMA- 
COLOGY AND  THERAPEUTICS,  Houston.  March  9-10, 
1972.  Dr.  Richard  T.  Smith,  1718  Gallagher  Rd.,  Norris- 
town, Pa.  19401,  Sec. 

■ DALLAS  SOUTHERN  CLINICAL  SOCIETY,  Dallas, 
March  20-22,  1972.  Millard  J.  Heath,  433  Medical  Arts 
Bldg.,  Dallas  75201,  Exec.  Officer. 

NEW  ORLEANS  GRADUATE  MEDICAL  ASSEMBLY, 
New  Orleans,  March  6-9,  1972.  Frances  Shumaker.  1430 
Tulane  Ave.,  New  Orleans  70112,  Exec.  Sec. 

■ TEXAS  ASSOCIATION  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS,  Ft.  Worth.  March  10-11,  1972,  Dr. 
Dennis  M.  Voulgaris,  2100  N.  P\ilton  St.,  Wharton 
77488,  Sec. 

■ TEXAS  RADIOLOGICAL  SOCIETY,  Houston,  March 
23-26,  1972.  Dr.  Gordon  L.  Black,  1601  Arizona,  Bldg.  2, 
El  Faso  79902,  Prog,  Chrmn. 


APRIL 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND 
RECONSTRUCTIVE  SURGERY.  Palm  Beach,  April 
23-26,  1972.  Dr.  Carl  N.  Patterson,  1110  W.  Main  St.. 
Durham,  NC  27701,  Sec. 

AMERICAN  ACADEMY  OP  NEUROLOGY,  St.  Louis. 
April  24-29,  1972.  Stanley  A.  Nelson,  4005  W.  6Bth  St., 
Minneapolis  56436,  Exec.  Sec. 

AMERICAN  ACADEMY  OF  PEDIATRICS,  San  Diego. 
April  23-27,  1972.  Dr.  Robert  G.  Frazier,  1801  Hinman 
Ave.,  Evanston,  111.  60204,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  PSYCHOANALYSIS, 
Dallas,  April  28-30,  1972.  Charlotte  Bruskin,  40  Gram- 
ercy  Park  N.,  New  York  10010,  Exec.  Sec. 

■ AMERICAN  ASSOCIATION  OF  ANATOMISTS.  Dal- 
las, April  3-6,  1972.  Dr.  Russell  T.  Woodburne,  Dept,  of 
Anatomy,  University  of  Michigan  Medical  School,  4643 
Medical  Science  Bldg.,  Ann  Arbor,  Mich.  48104,  Sec.- 
Treas. 

AMERICAN  BOARD  OF  FAMILY  PRACTICE,  April 
29-80,  1972.  Dr.  Nicholas  J.  Pisacano,  University  of 
Kentucky  Medical  Center,  Annex  No.  2,  Room  229, 
Lexington  40506,  Sec. 

AMERICAN  COLLEGE  HEALTH  ASSOCIATION,  At- 
lanta, April  4-7,  1972.  James  W.  Dilley,  2807  Central 
St.,  ^anston.  111.  60201,  Exec.  Dir. 
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AMERICAN  COLLEGE  OF  RADIOLOGY,  Miami  Beach, 
April  3-8,  1972.  William  C.  Stronach,  20  N.  Wacker  Dr., 
Room  2920,  Chicago  60606,  Exec.  Dir. 

AMERICAN  DERMATOLOGICAL  ASSOCIATION.  Puer- 
to Rico.  April  13-18,  1972.  Dr.  Carl  T.  Nelson,  161  Ft. 
Washington  Ave.,  New  York  10032,  Pres. 

AMERICAN  GERIATRICS  SOCIETY.  INC.,  New  York 
City.  April  5-6,  1972.  Edward  Henderson,  10  Columbus 
Circle,  New  York  10019,  Exec.  Dir. 

AMERICAN  SOCIETY  OP  ABDOMINAL  SURGEONS. 
Chicago,  April  22-26,  1972.  Dr.  Blaise  F.  Alfano,  675 
Main  St.,  Melrose,  Mass.  02176,  Exec.  Sec. 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE.  At- 
lantic City,  April  14-16,  1972.  William  R.  Ramsey,  525 
Hearst  Bldg.,  San  Francisco  94103,  Exec.  Dir. 

INDUSTRIAL  MEDICAL  ASSOCIATION,  Philadelphia, 
April  16-20,  1972.  Howard  N.  Schulz,  55  E.  Washington, 
Chicago  60602,  Exec.  Dir. 

INTERNATIONAL  ACADEMY  OF  PROCTOLOGY,  San 
Diego,  April  7-14,  1972.  Dr.  Alfred  J.  Cantor,  147-41 
Sanford  Ave.,  Flushing,  NY  11355,  Exec.  Officer. 

■ SOUTH  CENTRAL  ASSOCIATION  OF  BLOOD 
BANKS,  Dallas.  April  12-14,  1972.  Elsie  Howard,  2109 
Commerce  St.,  Dallas  75201,  Exec.  Sec. 

■ TEXAS  DENTAL  ASSOCIATION,  San  Antonio,  April 
30-May  3,  1972.  Bill  Howard,  3707  Gaston  Ave.,  Dallas 
75246,  Exec.  Sec. 

■ TEXAS  SURGICAL  SOCIETY,  Dallas,  April,  1972. 
Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400,  Dallas 
75204,  Prog.  Chrmn. 

■ TEXAS  TUBERCULOSIS  AND  RESPIRATORY  DIS- 
EASE ASSOCIATION,  Austin,  April  21-22,  1972.  Thelma 
Outlaw,  2406  Manor  Rd.,  Austin  78722. 

US-MEXICO  BORDER  PUBLIC  HEALTH  ASSOCIA- 
TION, Chihuahua,  Chih.,  Mex.,  April  17-21,  1972.  Dr. 
Jorge  Jimenez  Gandica,  509  US  Court  House,  El  Paso 
79901.  Sec. 


MAY 

AEROSPACE  MEDICAL  ASSOCIATION,  Bal  Harbour, 
Fla.,  May  8-11.  1972.  Dr.  Merrill  H.  Goodwin,  Washing- 
ton National  Airport,  Washington,  DC  20001,  Sec. 

AMERICAN  ASSOCIATION  OF  PLASTIC  SURGEONS. 
Salt  Lake  City,  May  14-17,  1972.  Dallas  F.  Whaley,  29 
E.  Madison,  Suite  812,  Chicago  60602,  Exec.  Dir. 

AMERICAN  ASSOCIATION  FOR  THORACIC  SUR- 
GERY, Los  Angeles,  May  1-3,  1972.  William  T.  Ma- 
loney, 6 Beacon  St.,  Suite  620,  Boston  02108,  Exec.  Sec. 


■ AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS, 
TEXAS  CHAPTER,  San  Antonio,  May  13,  1972.  Dr. 
Byron  N.  Dooley,  7703  Floyd  Curl  Dr.,  San  Antonio 
78229,  Prog.  Chrmn. 

AMERICAN  COLLEGE  OF  OBSTETRICIANS  AND 
GYNECOLOGISTS.  Chicago,  May  1-4,  1972.  Dr.  Michael 
Newton,  79  W.  Monroe,  Chicago  60603,  Exec.  Dir. 

■ AMERICAN  COLLEGE  OF  SURGEONS,  NORTH 
TEXAS  CHAPTER,  Dallas,  May  20,  1972.  Dr.  Ronald  F. 
Garvey,  6011  Harry  Hines  Blvd.,  Dallas  75235,  Sec. 

■ AMERICAN  GASTROENTEROLOGICAL  ASSOCIA- 
TION. Dallas,  May  21-27,  1972.  Dr.  N.  C.  Hightower, 
Scott  and  White  Clinic,  Temple  76501,  Pres. 

AMERICAN  PEDIATRIC  SOCIETY,  Washington,  DC, 
May  21-26,  1972.  Dr.  C.  D.  Cook,  333  Cedar  St..  New 
Haven,  Conn.  06614,  Exec.  Sec. 

■ AMERICAN  PSYCHIATRIC  ASSOCIATION,  Dallas, 
May  1-5.  1972.  Dr.  Walter  E.  Barton,  1700  18th  St.,  NW, 
Washington,  DC  20009,  Med.  Dir. 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  SOUTH- 
ERN BRANCH,  Hollywood,  Fla.,  May  10-12,  1972.  Fred- 
erick W.  Hering,  1026  S.  18th  St.,  Birmingham  36205, 
Exec.  Sec. 

AMERICAN  SOCIETY  FOR  AESTHETIC  PLASTIC 
SURGERY,  INC.,  Carribean,  May  20-27,  1972.  Dallas  F. 
Whaley,  29  E.  Madison,  Suite  812,  Chicago  60602,  Exec. 
Dir. 

AMERICAN  THORACIC  SOCIETY,  Kansas  City,  Mo.. 
May  21-24,  1972.  Robert  G.  Weymueller,  1740  Broadv/ay, 
New  York  10019,  Exec.  Sec. 

AMERICAN  UROLOGICAL  ASSOCIATION.  INC.,  Wash- 
ington, DC,  May  22-25,  1972.  Richard  J.  Hannigan,  1120 
N.  Charles  St.,  Baltimore  21201,  Exec.  Sec. 

■ INTERNATIONAL  COLLEGE  OF  SURGEONS.  TEX- 
AS DIVISION.  San  Antonio,  May  11,  1972.  Dr.  Lewis  M. 
Heifer.  208  Medical  Prof.  Bldg.,  San  Antonio  78212, 
Prog.  Chrmn. 

NATIONAL  TUBERCULOSIS  AND  RESPIRATORY 
DISEASE  ASSOCIATION,  Kansas  City,  Mo.,  May  21-24, 
1972.  Dr.  Robert  J.  Anderson,  1740  Broadway.  New  York 
10019,  Mng.  Dir. 

SOUTHWESTERN  SURGICAL  CONGRESS,  Albuquer- 
que, May  1-4,  1972.  Dr.  Jack  A.  Barney,  301  Pasteur 
Medical  Bldg.,  Oklahoma  City  73103,  Sec.-Treas. 

■ TEXAS  AIR-MEDICS  ASSOCIATION,  San  Antonio, 
May  11,  1972.  Dr.  C.  F.  Miller,  Box  1388,  Waco  76703, 
Sec.-Treas. 

■ TEXAS  ASSOCIATION  OF  PUBLIC  HEALTH  PHY- 
SICIANS, San  Antonio,  May  1972.  Dr.  Philip  W.  Mal- 
lory, 7524  N.  Lamar,  Austin  78752,  Sec. 
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■ TEXAS  DERMATOLOGICAL  SOCIETY,  San  An- 
tonio, May  13-14,  1972.  Dr.  Harold  L.  Dobson,  Hermann 
Hospital,  Houston  77025,  Prog.  Chrmn. 

■ TEXAS  INDUSTRIAL  MEDICAL  ASSOCIATION, 
San  Antonio,  May  12,  1972.  Dr.  C.  Hunter  Montgomery, 
PO  Box  2180,  Houston  77027,  Prog.  Chrmn. 

■ TEXAS  MEDICAL  ASSOCIATION,  San  Antonio, 
May  10-14,  1972.  C.  Lincoln  Williston,  1801  N.  Lamar 
Blvd.,  Austin  78701,  Exec.  Sec. 

■ TEXAS  OPHTHALMOLOGICAL  ASSOCIATION,  San 
Antonio,  May  11-14,  1972.  Dr.  John  C.  Kuppinger,  1515 
Ed  Carey  Dr.,  Harlingen  78550,  Prog.  Chrmn. 

■ TEXAS  PROCTOLOGIC  SOCIETY,  San  Antonio, 
May  11,  1972.  Dr.  Lewis  E.  Tucker,  804  M & S Tower, 
730  N.  Main,  San  Antonio  78205,  Sec.-Treas. 

■ TEXAS  RHEUMATISM  ASSOCIATION,  San  Antonio, 
May,  1972.  Dr.  Earle  U.  Scharff,  Jr.,  800  Fifth  Ave., 
Ft.  Worth  76104,  Pres. 


JUNE 

AMERICAN  MEDICAL  ASSOCIATION,  San  Francisco, 
June  18-22,  1972.  AM  A,  535  N.  Dearborn  St.,  Chicago 
60610. 

AMERICAN  PHYSICAL  THERAPY  ASSOCIATION, 
Las  Vegas,  June  10-16,  1972.  Royce  Noland,  1156  15th 
St.,  NW,  Washington,  DC  20005,  Exec.  Dir. 

AMERICAN  PROCTOLOGIC  SOCIETY,  New  York  City, 
June  11-14,  1972.  Harriette  Gibson,  320  W.  Lafayette, 
Detroit  48226,  Admin.  Sec. 

MEDICAL  LIBRARY  ASSOCIATION,  San  Diego,  June 
11-15,  1972.  Helen  Brown  Schmidt,  919  N.  Michigan 
Ave.,  Chicago  60611,  Exec.  Sec. 


JULY 

ROCKY  MOUNTAIN  CANCER  CONFERENCE,  Denver. 
July  21-22,  1972.  F.  C.  Schmidt,  1764  Gilpin,  Denver 
80218,  Exec.  V-Pres. 

SOCIETY  OF  NUCLEAR  MEDICINE,  Boston,  July  11-14, 
1972.  Margaret  Glos,  211  E.  43rd  St.,  New  York  10017, 
Admin.  Officer. 

■ TEXAS  PHARMACEUTICAL  ASSOCIATION,  Ft. 
Worth,  July  23-26,  1972.  Luther  R.  Parker,  PO  Box  4487, 
Austin,  Exec.  Officer. 


AUGUST 

AMERICAN  ASSOCIATION  OF  BLOOD  BANKS,  Wash- 
ington, DC.  Aug.  27-Sept.  2.  1972.  Lois  J.  James,  30  N. 
Michigan  Ave.,  Chicago  60602,  Cen.  Office  Mgr. 

FLYING  PHYSICIANS  ASSOCIATION,  INC.,  Georgia. 
Aug.  27-Sept.  1,  1972.  Harriett  Carriere,  801  Green  Bay 
Rd.,  Lake  Bluff,  III.  60044,  Sec. 


SEPTEMBER 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS, 
New  York  City,  Sept.  25-28,  1972.  Roger  Tusken,  Box 
8155,  Kansas  City,  Mo.  64112,  Exec.  Dir. 

■ AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY,  Dallas,  Sept.  25-29,  1972.  Dr.  C. 
M.  Kos,  15  Second  St.,  SW,  Rochester,  Minn.  55901,  Exec. 
Sec. 

AMERICAN  ASSOCIATION  OF  MEDICAL  CLINICS, 
Atlanta,  Sept.  6-10,  1972.  Dr.  Edward  M.  Wurzel,  Box 
949,  719  Prince  St.,  Alexandria,  Va.  22313,  Exec.  Dir. 

AMERICAN  CANCER  SOCIETY,  INC.,  Seventh  National 
Cancer  Conference,  Los  Angeles,  Sept.  27-29,  1972.  Dr. 
Sidney  L.  Arje,  219  E.  42nd  St.,  New  York  10017,  Coord. 


■ AMERICAN  HEART  ASSOCIATION,  TEXAS  AFFIL- 
LIATE,  INC.,  Houston,  Sept.  21-24,  1972.  Dudley  H.  Haf- 
ner,  PO  Box  9928,  Austin  78767,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS,  Bos- 
ton, Sept.  30-Oct.  4,  1972.  John  W.  Andes,  516  Busse 
Highway,  Park  Ridge,  III.  60068,  Exec.  Sec. 

■ TEXAS  MEDICAL  ASSOCIATION,  Austin,  Sept. 
22-24,  1972.  C.  Lincoln  Wiiliston,  1801  N.  Lamar  Blvd., 
Austin  78701,  Exec.  Sec. 

■ TEXAS  PEDIATRIC  SOCIETY,  Dallas,  Sept.  21-23, 
1972.  Dr.  Pat  A.  Cato,  1801  N.  Lamar  Blvd.,  Austin 
78701,  Sec. 

WORLD  MEDICAL  ASSOCIATION,  INC.,  Amsterdam, 
Sept.  18-21,  1972.  Miss  M.  L.  Natwiek,  10  Columbus  Cir- 
cle, New  York  10019,  Exec.  Sec. 


OCTOBER 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS,  Den- 
ver, Oct.  22-26,  1972.  Dr.  Alfred  Soffer,  112  E.  Chestnut, 
Chicago  60611,  Exec.  Dir. 

AMERICAN  DENTAL  ASSOCIATION,  San  Francisco, 
Oct.  29-Nov.  2,  1972.  Dr.  C.  Gordon  Watson,  211  E.  Chi- 
cago Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  FRACTURE  ASSOCIATION,  San  Francisco, 
Oct.  7-11,  1972.  Dr.  H.  W.  Wellmerling,  610  Grieshiem 
Bldg.,  Bloomington,  HI.  61701,  Exec.  Sec. 

AMERICAN  MEDICAL  RECORD  ASSOCIATION,  New 
Orleans,  Oct.  15-20,  1972.  Mrs.  Mary-j  Waterstraat,  211 
E.  Chicago  Ave.,  Chicago  60611,  Exec.  Dir. 

AMERICAN  SOCIETY  OF  PLASTIC  AND  RECON- 
STRUCTIVE SURGEONS,  Las  Vegas,  Oct.  19-23,  1972. 
Dallas  F.  Whaley,  29  E.  Madison,  Suite  812,  Chicago 
60602,  Exec.  Dir. 

■ ASSOCIATION  OF  AMERICAN  PHYSICIANS  AND 
SURGEONS,  INC.,  Ft.  Worth,  October,  1972.  Frank  K. 
Woolley,  2111  Enco  Dr.,  Oak  Brook,  111.  60521,  Exec.  Dir. 

ASSOCIATION  OF  LIFE  INSURANCE  MEDICAL  DI- 
RECTORS OF  AMERICA,  New  Orleans,  Oct.  16-18,  1972. 
Dr.  A.  E.  Brown,  501  Boylston  St.,  Boston  02117,  Exec. 
Sec. 

■ EASTER  SEAL  SOCIETY  FOR  CRIPPLED  CHIL- 
DREN AND  ADULTS  OF  TEXAS,  Ft.  Worth,  October, 
1972.  W.  E.  Russell,  4429  N.  Central  Expressway,  Dallas 
75205,  Exec.  Dir. 

OKLAHOMA  CITY  CLINICAL  SOCIETY,  Oklahoma 
City,  Oct.  23-25,  1972.  Alma  O'Donnell,  601  Northwest 
Expressway,  Oklahoma  City  73118,  Exec.  Officer. 

■ TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS,  Gal- 
veston, Oct.  15-19,  1972.  Donald  C.  Jackson,  1905  N. 
Lamar  Blvd.,  Austin  78705,  Exec.  Sec. 

■ TEXAS  SURGICAL  SOCIETY,  San  Antonio,  October, 
1972.  Dr.  Jesse  E.  Thompson,  3434  Swiss  Ave.,  No.  400, 
Dallas  75204,  Sec. 


NOVEMBER 

AMERICAN  PUBLIC  HEALTH  ASSOCIATION,  Atlan- 
tic City,  Nov.  12-17,  1972.  Dr.  James  R.  Kimmey,  1740 
Broadway,  New  York  10019,  Exec.  Dir. 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES, 
Miami,  Nov.  2-6,  1972.  Dr.  John  A.  D.  Cooper.  One  Du- 
pont Circle,  Washington,  DC  20036,  Pres. 

MEDICAL  SOCIETY  OF  THE  US  AND  MEXICO,  Guad- 
alajara, November,  1972.  Virginia  E.  Bryant,  333  W. 
Thomas  Rd.,  No.  207,  Phoenix  85013. 
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...the  “now”  supplier! 


When  you  need  that  specific  something — NOW — 
call  SCHERER. ..the  house  with  the  items, 
more  sizes,  more  complete  lines. 

SCHERER  is  known  as  the  "fastest  single 
source"  for  the  most  respected  names  in 
Medical  and  Scientific  manufacturing.  And  for 
good  reason.  SCHERER  has  more  supply 
points  and  better  men.  You'll  find  them 

"a  step  ahead." 

Be  sure.  Call  SCHERER! 


ARIZONA 

PHOENIX  • 1841  North  23rd  Avenue  • 85005 
Telephone:  (602)254-7161 

CALIFORNIA 

CHICO  • 1378  Longfellow  Avenue  • 95926 

Telephone:  (916)  483-4976 

LOS  ANGELES  • 291  Coral  Circle 

El  Segundo,  California  90245 

Telephone:  (213)  772-3581 

SACRAMENTO  • 4330  Roseville  Road 

North  Highlands,  California  95660 

Telephone:  (916)  483-4976 

SAN  DIEGO  • 5248  Linda  Vista  Road  • 92110 

Telephone:  (714)291-8120 

SAN  FRANCISCO  • 253  East  Harris  Avenue 

South  San  Francisco,  California  84080 

Telephone:  (415)  871-9543 

STOCKTON  • 2263  East  Main  Street  • 95295 

Telephone:  (916)  483-4976 

COLORADO 

COLORADO  SPRINGS  • 3626  No.  El  Paso  • 80907 
Telephone:  (303)  471-7370 
DENVER  • 3865  South  Jason  Street 
Englewood,  Colorado  80211 
Telephone:  (303)  789-3422 

NEW  JERSEY 

NEWARK  • 159  Terminal  Avenue 
Clark,  New  Jersey  07102 
Telephone:  (201)  382-8350 

OREGON 

PORTLAND  • 5714  N.E.  Hassalo  Street  • 97213 
Telephone:  (503)  282-2295 

TEXAS 

HOUSTON  • 115  Hyde  Park  Blvd.  • 77006 
Telephone:  (713)  526-2011 
SAN  ANTONIO  • 138  West  Rhapsody  • 78216 
Telephone:  (512)  344-8303 

UTAH 

SALT  LAKE  CITY  • P.O.  Box  2396  • 84110 
Telephone:  (801)  487-1381 

WASHINGTON 

SEATTLE  • P.O.  Box  88884 
Tukwila,  Washington  98188 
Telephone:  (206)  242-4850 


SCHERER/Texas 

Houston  • 115  Hyde  Park  Boulevard  • 77006 

(713)  526-2011 


San  Antonio  • 138  West  Rhapsody  • 78216 

(512)  344-8303 


SCHERER  CQMPAIMY 

Medical  and  Scientific  Supplies 
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A Bergen/Brunswig  Company 
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Tract  . 

Record. 


Tetrajf 


A record  of  clinical  efficacy  in  treating  bacterial  infections  of  the  respiratory, 
genitourinary  and  gastrointestinal  tracts  caused  by 
susceptible  strains  of  pneumococci,  H.  influenzae,  staphylococci, 
streptococci,  Klebsiellae,  E.coli.  Enterobacter,  Shigella. 

A record  of  years  of  dependable  broad-spectrum  activity. 

A record  of  high  urine  and  serum  antibiotic  levels  all 
with  a 500mg.  potency,  b.i.d.  convenience 
and  low  prescription  cost. 


(500 mg. 
tetracycline 
phosphate 
complex) 


For  complete  information  consult 
Official  Package  Circular. 

(4)  2/5/71 

Indications:  Infections  due  to 
Rickettsiae,  Mycoplasma 
pneumoniae  (PPLO,  Eaton 
agent),  agents  of  psittacosis. 
Lymphogranuloma  venereum, 
the  spirochetal  agent  of  relapsing 
fever. 

Also  infections  due  to  Gram- 
positive and  Gram-negative  orga- 
nisms, when  bacteriologic  testing 
indicates  appropriate  susceptibility 
to  the  drug. 

Contraindications : Hypersensitiv- 
ity to  tetracyclines. 

Warnings:  Photodynamic  reactions 
have  been  produced  by  tetracy- 
clines. Natural  and  artificial  sun- 


light should  be  avoided  during 
therapy.  Stop  treatment  if  skin 
discomfort  occurs.  With  renal  im- 
pairment, systemic  accumulation 
and  hepatotoxicity  may  occur.  In 
this  situation,  lower  doses  should 
be  used  and  serum  estimations 
may  be  necessary  with  prolonged 
therapy.  Tooth  staining  and  enamel 
hypoplasia  may  be  induced  during 
tooth  development  (last  trimester 
of  pregnancy,  neonatal  period  and 
childhood). 

Precautions:  Mycotic  or  bacterial 
superinfection  may  occur.  Cases 
of  gonorrhea  with  a suspected 
primary  lesion  of  syphilis  should 
have  darkfield  examinations  be- 
fore receiving  treatment.  In  all 
other  cases  where  concomitant 


syphilis  is  suspected,  monthly 
serological  tests  should  be  per- 
formed for  at  least  4 months. 

Plasma  prothrombin  levels  may 
be  depressed,  patients  on  antico- 
agulant therapy  may  require  down- 
ward adjustment  of  their  anti- 
coagulant dosage.  In  long-term 
therapy,  periodic  laboratory 
evaluation  of  hematopoietic,  renal 
and  hepatic  organ  systems  should 
be  performed. 

Adverse  Reactions : Glossitis,  stoma- 
titis, nausea,  diarrhea,  flatu- 
lence, proctitis,  vaginitis, 
dermatitis,  and  allergic  reactions 
may  occur.  Infants  may  develop 
increased  intracranial  pressure 
with  bulging  fontanels.  Hemolytic 
anemia,  thrombocytopenia,  neu- 


tropenia, and  eosinophilia  have 
been  reported. 

Usual  Dose:  Usual  Adult  Dose; 
One  Gm./day  in  2 or  4 equally 
divided  doses.  Continue  therapy 
for  ten  days  in  Group  A beta- 
hemolytic  streptococcal  infections. 
Administer  one  hour  before  or 
two  hours  after  meals. 

Supplied:  Capsules — 250  mg.  in 
bottles  of  16  and  100.  bidCAPS— 
500  mg.  in  bottles  of  16  and  50. 
A.H.F.S.  Category  8:12 

BRISTOL 

BRISTOL  LABORATORIES 
Division  of  Bristol-Myers 
Company 

Syracuse,  New  York  13201 


CONTINUING  EDUCATION  COURSES 


COMMUNICATIVE  DISORDERS  IN  CHIL- 
DREN: This  is  the  title  of  a conference 
to  be  held  Jan.  5-7  at  the  Holiday  Inn  in 
Galveston.  Sponsors  of  the  symposium 
are  the  Center  for  Audiology  and  Speech 
Pathology  and  the  Department  of  Post- 
graduate Education  at  UT  Medical 
Branch.  Nationally  recognized  special- 
ists will  discuss  the  current  develop- 
ments in  evaluation,  management,  and 
research  efforts  directed  toward  reha- 
bilitation of  children  with  difficulties  in 
communication.  The  program  format 
consists  of  general  sessions  followed 
by  small  group  discussions.  This  course 
has  been  accepted  for  20  elective  hours 
by  AAFP.  Tuition  fee  for  physicians  is 
$25.  Contact:  Dr.  S.  R.  Lewis,  Director 
of  Postgraduate  Education,  UT  Medical 
Branch,  Galveston  77550. 

INHALATION  THERAPY:  Texas  Hospital 
Association  and  Regional  Medical  Pro- 
gram of  Texas  are  sponsoring  an  In- 
halation Therapy  Educational  Project 
for  hospital  administrators,  nursing 
personnel,  potential  inhalation  therapy 
employees,  and  others  interested  in 
inhalation  therapy.  The  two-week  clin- 
ical experience  will  be  offered  in  Hous- 
ton, Jan.  3-14,  and  Jan.  7-18.  The 
course  is  designed  to  acquaint  trainee 
with  the  scope,  function  and  applica- 
tion of  inhalation  therapy,  provide  prac- 
tice in  the  administration  of  inhalation 
therapy  treatments,  and  teach  the  ba- 
sic principles  of  organization,  adminis- 
tration, and  supervision  of  an  inhala- 
tion therapy  unit.  Contact:  William  H. 
Lane,  Jr.,  Project  Director,  Texas  Hos- 
pital Association,  PO  Box  4553,  Austin 
78765. 

X-RAY  TECHNOLOGY:  A symposium  on 
fundamentals  of  management  for  su- 
pervisory technologists  in  radiology  has 
been  planned  by  the  radiology  depart- 
ment at  St.  Mary  of  the  Plains  Hospital 
in  Lubbock,  in  conjunction  with  the 
business  administration  department  at 
Texas  Tech  University.  The  symposium 
will  offer  a unique  approach  to  depart- 


mental problems  and  is  designed  to 
cover  all  the  basic  aspects  of  manage- 
ment of  the  radiology  department.  The 
three-day  meeting  is  scheduled  for  Feb. 
17-19.  Topics  to  be  discussed  include 
the  job  of  management  in  the  hospital 
environment,  effective  managerial  plan- 
ning, modern  department  design,  man- 
agement by  motivation,  personnel  su- 
pervision and  counseling,  performance 
appraisal,  the  essentials  of  cost  ac- 
counting and  control,  analysis  of  de- 
partmental wastes,  and  effective  pub- 
lic relations. 

Registration  is  limited  to  the  first 
100  supervisory  technology  applicants, 
and  a tuition  fee  of  $50  is  required. 
Contact:  Dr.  Buerk  Williams,  4708  17th 
St.,  Lubbock  79416. 

RHINOPLASTY:  A workshop  in  advanced 
rhinoplasty  will  be  held  at  Baylor  Col- 
lege of  Medicine  in  Houston,  Feb.  27- 
March  3.  The  workshop  is  sponsored 
by  American  Academy  of  Facial  Plastic 
and  Reconstructive  Surgery,  Inc.,  and 
is  designed  for  surgeons  who  perform 
this  procedure  but  seek  additional  in- 
struction at  an  advanced  level.  Regis- 
tration fee  is  $500.  Contact:  Dr.  William 
K.  Wright,  Suite  508,  Hermann  Prof. 
Bldg.,  Texas  Medical  Center,  Houston 
77025. 

CARDIORESPIRATORY  CARE:  "Modern 
Concepts  in  Acute  and  Chronic  Cardio- 
respiratory Care — Newborn,  Adult,” 
will  be  presented  Feb.  28-March  2,  in 
Steamboat  Springs,  Colo.  The  program 
has  been  developed  jointly  by  the 
American  College  of  Chest  Physicians; 
Pediatric  Cardiopulmonary  Department, 
University  of  Colorado  Medical  Center; 
and  the  Cystic  Fibrosis  Foundation. 

The  purpose  of  the  course  is  to  pro- 
vide physicians  with  up-to-date  infor- 
mation on  pulmonary  problems  in  the 
newborn  and  adult.  Specific  subjects 
to  be  covered  include:  shock  in  the 
newborn,  individual  audiovisual  aids, 
assisted  ventilation  in  asthma,  cystic 
fibrosis  and  chronic  obstructive  airway 
disease  in  children  and  adults,  con- 
genital lung  disease,  oxygen  transport. 


blood  gases,  resuscitation,  and  inten- 
sive care. 

Contact;  American  College  of  Chest 
Physicians,  Department  of  Continuing 
Education,  112  E.  Chestnut  St.,  Chica- 
go 60611. 

LABORATORY  WORKSHOPS:  Texas 
State  Department  of  Health  has  sched- 
uled the  following  laboratory  workshops 
in  Austin; 

Feb.  9-11:  "Introductory  Immune 
Fluorescence” 

March  15-17:  “Public  Health  and 
Medical  Parasitology” 

April  10-14;  “Public  Health  and 
Medical  Bacteriology" 

May  9-12:  “Public  Health  and 
Medical  Mycology” 

These  public  health  laboratory  work- 
shops are  designed  for  public  health, 
hospital,  clinical,  and  other  medical 
laboratories.  Admittance  to  all  work- 
shops is  by  prior  registration.  There  is 
no  registration  fee.  Contact:  Dr.  J.  V. 
Irons,  Director  of  Laboratories,  Texas 
State  Department  of  Health,  1100  W. 
49th  St.,  Austin  78756. 

FUNDAMENTAL  CANCER  RESEARCH: 

The  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute  at 
Houston,  and  the  Division  of  Continu- 
ing Education,  UT  Graduate  School  of 
Biomedical  Sciences  at  Houston,  will 
present  the  25th  Annual  Symposium 
on  Fundamental  Cancer  Research, 
March  8-10,  at  the  Shamrock-Hilton 
Hotel  in  Houston. 

“Molecular  Studies  in  Viral  Neopla- 
sia” will  be  the  subject  of  the  sympo- 
sium. Six  major  sessions  are  planned 
and  will  emphasize  tumor  viruses — 
their  interaction  with  host  cells,  the 
biochemistry  of  their  replication,  po- 
tential methods  for  control  of  virus- 
induced  tumors,  and  the  application  of 
current  knowledge  of  tumor  virology  to 
the  problem  of  human  cancer.  Contact: 
Mrs.  Jane  Brandenberger,  Information 
Coordinator’s  Office,  UT  M.  D.  Ander- 
son Hospital  and  Tumor  Institute, 
Texas  Medical  Center,  Houston  77025. 
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An  epidemic 
that's  striking  home. . . 

There  were  more  than  41 ,500  reported 
cases  of  gonorrhea  in  the  Lone  Star  State 
last  year. . .over  60  percent  of  them  in 
Houston,  Ft.  WDrth  and  Dallas 


In  Texas . . . and  everywhere  else . . . 
a new  alternative 


ilfobkin; 


DIHYDROCHLORIDE,  PENTAHYDRATE,  UPJOHN 


single-dose  treatment  for 
intramuscular  use  only 


a chemically  distinct  antibiotic  indicated  specifically 
for  treatment  of  acute  gonorrhea: 

in  the  male-acute  urethritis  and  proctitis 
in  the  female-acute  cervicitis  and  proctitis 
when  due  to  susceptible  strains  of  N.  gonorrhoeae 


High  cure  rate:*  96%  of  571  males,  95%  of  294  females 

(Dosages,  sites  of  infection,  and  criteria  for  diagnosis 
and  cure  are  defined  on  page  3 of  advertisement). 

Assurance  of  a single-dose,  physician-controlled 
treatment  schedule 

No  allergic  reactions  occurred  in  patients  with 
an  alleged  history  of  penicillin  sensitivity 
when  treated  with  Trobicin,  although  penicillin 
antibody  studies  were  not  performed 
Active  against  most  strains  of 
Neisseria  gonorrhoeae  in  vitro  (M.I.C.  7.5-20  mcg/mi) 

A single  two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100  mcg/ml  in 
one  hour  (average  serum  concentrations  of  15  mcg/ml 
present  8 hours  after  dosing). 

*Data  compiled  from  reports  ot  14  investigators. 

NOTE:  Antibiotics  used  in  high  doses  for  short  periods  of  time 
to  treat  gonorrhea  may  mask  or  delay  the  symptoms  of  incubating 
syphilis.  Since  the  treatment  of  syphilis  demands  prolonged 
therapy  with  any  effective  antibiotic,  and  since  Trobicin  is  not  indicated 
in  the  treatment  of  syphilis,  patients  being  treated  for  gonorrhea 
should  be  closely  observed  clinically.  Monthly  serological  follow-up 
for  at  least  3 months  should  be  instituted  if  the  diagnosis  of 
syphilis  is  suspected.  Trobicin  is  contraindicated  in  patients  previously 
found  hypersensitive  to  it. 

For  full  prescribing  information,  including  contraindications,  warnings 
and  precautions,  please  see  last  page  of  this  advertisement. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 


IFSbkin  and  the  gonorrhea  challenge 


An  accelerating  epidemic— 
a decelerating  susceptibility  to  penicillin 

Gonorrhea  is  now  the  most  prevalent  reported  communica- 
ble disease  in  the  nation.  The  estimated  number  ot  new  cases 
of  gonorrhea  in  the  United  States  exceeded  two  million  for 
the  first  time  in  1970.  To  compound  the  problems,  strains  of 
N.  gonorrhoeae  increasingly  resistant  to  penicillin  and  other 
antibiotics  are  appearing  throughout  the  country.  Schedules 
of  treatment  which  were  effective  only  a few  years  ago  now 
result  in  a significant  percentage  of  treatment  failure.  In  vitro 
studies  have  demonstrated  that  resistance  of  N.  gonorrhoeae 
may  also  develop  to  Trobicin. 

Thus,  while  aqueous  Procaine  Penicillin  G remains  the  drug 
of  choice  for  the  majority  of  patients,  the  need  for  a non- 
penicillin, intramuscular  antibiotic  for  acute  gonorrhea  in 
the  male  and  female  is  abundantly  clear.  Such  an  antibiotic 
should  be  effective  following  a single  intramuscular  injection 
—and  it  should  not  demonstrate  cross-resistance  with  penicillin 

Trobicin— a new  alternative  specifically 
for  the  treatment  of  acute  gonorrhea 

Trobicin  is  incficated  in  the  treatment  ot  acute  gonorrheal 
urethritis  and  proctitis  in  the  male  and  acute  gonorrheal  cer- 
vicitis and  proctitis  in  the  female  when  due  to  susceptible 
strains  of  N.  gonorrhoeae. 

High  cure  rates: 

96%  of  571  males,  95%  of  294  females 


No  allergic  reactions  occurred  in  patients  with  an 
alleged  history  of  penicillin  hypersensitivity  when 
treated  with  Trobicin,  although  penicillin  antibody 
studies  were  not  performed. 

Chemically  distinct 

Trobicin  is  structurally  not  related  to  any  other  antibiotic 
commonly  used  to  treat  gonorrhea. 

The  assurance  of  a single-dose, 
physician-controlled  treatment  schedule 

Intramuscular  injections  should  be  made  deep  into  the  upper 
outer  quadrant  of  the  gluteal  muscle. 

Adult  male:  Single  2 gram  dose  I.M.  in  acute  gonorrheal 
urethritis.Single  4 gram  dose  I.M.  (should  be  divided  between 
two  gluteal  injection  sites)  in  gonorrheal  proctitis  and  in 
patients  being  re-treated  after  failure  of  previous  antibiotic 
therapy.  In  geographic  areas  where  antibiotic  resistance  is 
known  to  be  prevalent,  initial  treatment  with  4 grams  intra- 
muscularly is  preferred. 

Adult  female:  Single 4 gram  dose  I.M.  (should  be  divided  be- 
tween two  gluteal  injection  sites)  in  acute  gonorrheal  cer- 
vicitis and  proctitis. 

Safety  for  use  in  pregnancy  has  not  been  established,  nor  has 
safety  for  use  in  infants  and  children. 


Clinical  Results  with  Single-Dose  Treatment,  lntramuscularly*(Data  compiled  from  reports  of  14  investigators**) 


Dosage 

Number  of  Patients 

Number  Cured 

Percent  Cured 

Adult  Males:  Gonorrheal  urethritis 

2 grams 

475 

457 

96% 

4 grams 

96 

93 

97% 

Adult  Females:  Gonorrheal  cervicitis 

4 grams 

294 

280 

95% 

Diagnosis  was  confirmed  by  cultural  identification  of  N.  gon- 
orrhoeae on  Thayer-Martin  medium  in  all  patients.  Criteria 
for  cure:  negative  culture  after  at  least  2 days  post-treatment 
in  males  and  at  least  7 days  post-treatment  in  females.  Any 
positive  culture  obtained  post-treatment  was  considered  evi- 
dence of  treatment  failure  even  though  the  follow-up  period 
might  have  been  less  than  the  periods  cited  above  under 
"criteria  for  cure"  except  when  the  investigator  determined 
that  reinfection  through  additional  sexual  contacts  was  likely. 
Such  cases  were  judged  to  be  reinfections  rather  than  re- 
lapses or  failures.  These  cases  were  regarded  as  non-evalu- 
atable  and  were  not  included  in  the  table  above. 


The  following  reactions  were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injection  site,  urticaria, 
dizziness,  nausea,  chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  tolerance  studies  in  normal 
human  volunteers,  the  following  were  noted:  a decrease  in 
hemoglobin,  hematocrit  and  creatinine  clearance;  elevation 
of  alkaline  phosphatase,  BUN  and  SGPT.  In  single  and  mul- 
tiple-dose studies  in  normal  volunteers,  a reduction  in  urine 
output  was  noted.  Extensive  renal  function  studies  demon- 
strated no  consistent  changes  indicative  of  renal  toxicity. 

*4-gram  doses  were  injected  in  two  gluteal  sites. 

“Medical  Research  Files,  The  Upjohn  Company 


36 


TEXAS  MEDICINE 


a chemically  distinct  antibiotic  indicated 

specifically  for  treatment  of 

acute  gonorrheal  urethritis  and  proctitis  in  males 

and  cervicitis  and  proctitis  in  females 

when  due  to  susceptible  strains  of  N.  gonorrhoeae 


new 


Irobkin 


SIERILE  SPECl 
PENTAHYDRATE,yPJOHN 

single-dose  treatment  for  intramuscular  use  only 


Sterile  Trobicin® 

(spectinomycin  dihydrochloride  penta- 
hydrate)— For  Intramuscular  injection: 

2 gm  vials  containing  5 ml  when  reconsti- 
tuted with  diluent.  4 gm  vials  containing 
10  ml  when  reconstituted  with  diluent. 

An  aminocyclitol  antibiotic  active  in  vitro 
against  most  strains  of  Neisseria  gonor- 
rhoeae (MIC  7.5  to  20  mcg/ml).  Defini- 
tive in  vitro  studies  have  shown  no  cross 
resistance  of  N.  gonorrhoeae  between 
Trobicin  and  penicillin. 

Indications:  Acute  gonorrheal  urethri- 
tis and  proctitis  in  the  male  and  acute 
gonorrheal  cervicitis  and  proctitis  in  the 
female  when  due  to  susceptible  strains 
of  N.  gonorrhoeae. 

Contraindications:  Contraindicated  in 
patients  previously  found  hypersensitive 
to  Trobicin.  Not  indicated  for  the  treat- 
ment of  syphilis. 

Warnings:  Antibiotics  used  to  treat  gon^ 
orrhea  may  mask  or  delay  the  symp- 
toms of  incubating  syphilis.  Patients 
should  be  carefully  examined  and 
monthly  serological  follow-up  for  at  least 

3 months  should  be  instituted  if  the  diag- 
nosis of  syphilis  is  suspected. 

Safety  for  use  in  infants,  children  and 
pregnant  women  has  not  been  estab- 
lished. 


Precautions:  The  usual  precautions 
should  be  observed  with  atopic  individ- 
uals. Clinical  effectiveness  should  be 
monitored  to  detect  evidence  of  devel- 
opment of  resistance  of  N.  gonorrhoeae. 

Adverse  reactions:  The  following  re- 
actions were  observed  during  the  single- 
dose clinical  trials:  soreness  at  the  injec- 
tion site,  urticaria,  dizziness,  nausea, 
chills,  fever  and  insomnia. 

During  multiple-dose  subchronic  toler- 
ance studies  in  normal  human  volun- 
teers, the  following  were  noted:  a de- 
crease in  hemoglobin,  hematocrit  and 
creatinine  clearance,-  elevation  of  alka- 
line phosphatase,  BUN  and  SGPT.  In 
single  and  multiple-dose  studies  in  nor- 
mal volunteers,  a reduction 'in  urine  out- 
put was  noted.  Extensive  renal  function 
studies  demonstrated  no  consistent 
changes  indicative  of  renal  toxicity. 

Dosage  and  administration:  Keep 
at  25°C  and  use  within  24  hours  after 
reconstitution  with  diluent. 

A/lo/e  — single  2 gram  dose  (5  ml)  intra- 
muscularly. Patients  with  gonorrheal 
proctitis  and  patients  being  re-treated 
after  failure  of  previous  antibiotic  ther- 
apy should  receive  4 grams  (10  ml).  In 
geographic  areas  where  antibiotic  re- 


sistance is  known  to  be  prevalent,  initial 
treatment  with  4 grams  (10  ml)  intramus- 
cularly is  preferred. 

Female—  single  4 gram  dose  (10  ml)  in- 
tramuscularly. 

How  supplied:  Vials,  2 and  4 grams 
— with  ampoule  of  Bacteriostatic  Water 
for  Injection  with  Benzyl  Alcohol  0.9% 
wjv.  Reconstitution  yields  5 and  10  ml 
respectively  with  a concentration  of  spec- 
tinomycin dihydrochloride  pentahydrate 
equivalent  to  400  mg  spectinomycin  per 
ml.  For  intramuscular  use  only. 

Susceptibility  Powder  — for  testing  in 
vitro  susceptibility  of  N.  gonorrhoeae. 

Human  pharmacology:  Rapidly  ab- 
sorbed after  intramuscular  injection.  A 
two-gram  injection  produces  peak  serum 
concentrations  averaging  about  100 
mcg/ml  at  one  hour  with  15  mcg/ml  at 
8 hours.  A four-gram  injection  produces 
peak  serum  concentrations  averaging 
160  mcg/ml  at  two  hours  with  31  meg/ 
ml  at  8 hours. 

For  additional  product  information,  see 
your  Upjohn  representative  or  consult 
the  package  insert.  med  b i silwb) 


Upjohn 


The  Up|ohn  Company.  Kalamazoo,  Michigan  49001 
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Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg. /5  ml. 


V-Cillin  KIPediatric 

potassium 


phenoxymethyl 

penicillin 


Additional  information 
available  to  the 
profession  on  requesf. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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TEXAS  MEDICINE 


Editorials 


IN  SEARCH  OF  A DEFINITION 

At  the  request  of  the  Texas 
Nursing  Home  Association,  your 
TMA  Committee  on  Nursing  Homes 
met  in  a special  session  on 
Aug  28,  1971,  to  seek  some  clari- 
fication of  problems  common  to 
our  profession  and  the  Nursing 
Home  Association.  One  of  the  most 
difficult  problems,  and  the  pre- 
dominate one  for  which  our 
support  was  solicited,  was  to  define 
levels  of  care  determination 
for  recipients  of  the  welfare  pro- 
gram in  a nursing  home. 

Following  are  the  criteria  used 
by  the  Department  of  Welfare  for 
payment  purposes.  It  is  incum- 
bent upon  the  physician  to  be 
acquainted  with  these  discrete 
definitions; 

Skilled  Care  (Level  4):  Implies 
the  need  of  individual  care  of 
complex  nature  requiring  profes- 
sional nursing  techniques  and/or 
medical  therapy  of  intensive 
degree.  Special  procedures,  sterile 
techniques,  judgmental  decisions 
and  the  applications  of  such 
judgment  by  professional  nursing 
personnel  on  a 24-hours-a-day 
basis  must  be  evident  to  achieve 
the  medical  plan. 

Intermediate  Care  3 (Level  3): 
Implies  the  need  for  individual  care 
of  such  nature  to  require  ser- 
vices, on  a day-by-day  basis,  either 
by  or  under  the  supervision  of 
licensed  nursing  personnel.  This 


supervision  is  necessary  due  to 
mental  or  physical  impairment 
or  combination  thereof.  The 
impairment  may  range  from  judg- 
mental defects  with  concomitant 
disturbed  behavior,  or  inability 
to  adhere  to  outlined  medication 
schedule,  up  to  and  including 
the  type  of  care  requiring  licensed 
nursing  personnel  services  for 
daily  management  on  noncomplex 
medical  treatment  plan. 

Intermediate  Care  2 (Level  2): 
Implies  the  need  for  personal 
supervision,  protection,  and  assist- 
ance in  daily  living  activities.  These 
individuals  must  have  a medi- 
cally recognizable  physical  or  men- 
tal impairment  or  a combination 
thereof,  precluding  independent 
living.  The  supervision  may  be 
supplied  by  attendant  personnel. 

These  levels,  skilled,  inter- 
mediate care  3,  and  intermediate 
intensive,  moderate,  and  minimal 
care  2,  are  closely  related  to 
nursing  care. 

The  necessity  for  determination 
of  level  of  care  was  suggested 
to  the  TMA  by  the  Texas  Nursing 
Home  Association  because  the 
American  Nursing  Home  Associa- 
tion and  AMA  had  been  asked 
by  the  Department  of  Health, 
Education,  and  Welfare  to  prepare 
such  criteria.  Both  of  these 
organizations  found  such  diversifi- 
cation of  opinion  that  it  was 
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readily  seen  that  agreement  on  a national  level 
was  not  possible,  and  so  the  determination 
was  referred  back  to  the  local  or  state  level 
where  the  program  is  to  be  administered 
and  carried  out.  Several  of  the  members 
wanted  to  add  additional  levels  of  care,  for 
example,  making  the  extended  care  level 
equivalent  to  that  of  skilled  care.  It  was  sug- 
gested that  there  could  be  as  many  as  ten 
or  more  different  levels  of  care,  but  is  all 
that  definition  needed? 

When  a patient  enters  the  hospital,  no 
"level  of  care"  is  ascertained.  He  receives  the 
same  facilities  and  services  whether  he 
has  a cold,  bronchitis,  bilateral  pneumonia  or 
pulmonary  embolus.  The  level  of  care  for 
the  patient  is  not  established  under  Title  18 
as  applied  to  hospitals.  Why,  then,  is  it 
necessary  to  establish  different  levels  of  care 
for  each  individual  patient  when  he  is  trans- 
ferred to  an  extended  care  facility  or  a 
nursing  home?  Not  only  is  it  illogical,  it  is 
impossible! 

The  continued  evolving  care  of  a patient  in 
a nursing  home  depends  not  only  upon  the 
physical  facilities  of  that  home  and  the 
staffing  pattern  therein,  but  also  is  a fluctuat- 
ing activity  depending  upon  the  patient’s 
own  physical  status.  One  day  he  may  be  well, 
eg,  a diabetic  can  be  well  regulated  today, 
but  have  an  insulin  reaction  tomorrow.  A heart 
patient  may  change  from  a class  2 to  a 
class  4 patient,  or  even  to  an  in-hospital 
patient  in  a matter  of  minutes.  These  ever- 
varying  situations  have  indeed  rendered  a 
burden  to  the  providers  of  service,  and  here  we 
raise  the  question  of  whether  or  not  it  is 
necessary. 

We  need  only  ask  ourselves  whether  we,  as 
physicians,  render  different  levels  of  care 
for  our  patients  depending  upon  their  illnesses. 
I can  only  render  one  level  of  care,  and  that 


is  the  best  of  which  I am  capable.  To  quote  a 
recent  statement,  “The  regimen  I adopt 
shall  be  for  the  benefit  of  my  patients,  accord- 
ing to  my  ability  and  judgment.”  It  is  with 
this  in  mind  that  a more  logical  approach 
to  defining  levels  of  care  for  nursing  homes 
should  be  established.  It  is  easy  to  see  that  a 
level  of  care  can  be  rendered  by  a home 
that  voluntarily  wishes  to  take  only  class  2 
patients.  This  is  dependent  upon  the  physical 
environment  and  the  staffing  pattern,  but 
when  a skilled  home  is  able  and  has  the 
pattern  to  provide  all  services  to  all  patients 
at  any  time,  should  an  emergency  situation 
arise,  it  would  be  feasible  to  do  away  with 
the  determination  of  levels  of  care  for 
individual  patients.  We  might  thus  draw  Title  19 
into  line  with  the  law  of  Title  18  and  pre- 
vent the  obvious  confusion  that  has  arisen, 
and  for  which  there  can  be  no  satisfactory 
answer  until  some  reason  is  restored  to 
this  phase  of  our  welfare  program. 

Donald  H.  Brandt,  MD,  Denison,  Chairman, 

TMA  Committee  on  Nursing  Homes. 


PHYSICIANS  CAN  DISCOURAGE 
POTENTIALLY  DANGEROUS  DRIVERS 

The  medical  profession  is  becoming 
increasingly  more  concerned  about  automobile 
accidents  and  their  prevention.  Physicians 
now  have  an  obligation  to  advise  their 
patients  of  limitations,  with  strong  emphasis 
on  discontinuing  driving  if  this  is  indicated. 
Many  doctors  already  are  doing  this, 
but  all  of  us  should  be. 

The  follow-up  on  our  advice  is  most 
important.  We  members  of  the  TMA  Com- 
mittee on  Transportation  Safety  recommend 
that  you  send  the  names  of  drivers  who 
refuse  to  cooperate  to  the  Texas  State  Depart- 
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merit  of  Health  so  that  appropriate 
action  can  be  initiated. 

At  present,  all  drivers’  licenses  are  issued 
for  four  years,  without  regard  to  the 
applicant’s  age  or  physical  problems  other 
than  vision.  It  is  my  personal  belief  that  new 
legislation  should  be  considered.  There 
should  be  annual  driving  examinations 
for  those  in  older  age  groups,  and  also  for 
persons  who  have  certain  physical  problems 
that  are  known  to  become  more  severe 
with  time.  The  Committee  seeks  your 
cooperation  and  advice  on  this  ever-increasing 
problem. 

Charles  H.  Wilson,  MD,  Wichita  Falls, 

Member,  TMA  Committee  on  Transportation 
Safety. 


or  a specialty — has  been  the  traditional 
profession  for  three  generations  or  longer  are 
invited  to  contact  the  chairman  of  the  Commit- 
tee on  Medical  History  and  to  send  biog- 
raphies and  photographs  to  be  added  to  the 
permanent  collection  of  historical  records. 

All  Texas  medical  societies  which  have  pre- 
pared histories  of  their  organizations  and 
the  fields  of  practice  they  represent  are  urged 
to  send  copies  to  the  Texas  Medical  Associa- 
tion Memorial  Library.  Photographs,  sketches, 
or  even  paintings  or  other  illustrative 
materials  will  add  to  the  value  of  the  collection 
and  to  the  understanding  of  medicine’s 
progress  throughout  the  state. 

Joe  C.  Rude,  MD,  Chairman, 

TMA  Committee  on  Medical  History. 


TMA  COMMITTEE  SEEKS  HISTORIES 
OF  3-GENERATION-MD  FAMILIES 

The  main  objective  of  the  Committee  on 
Medical  History  Is  to  establish  a permanent 
record  of  the  accomplishments  made  in  Texas 
medicine,  with  particular  attention  to  medi- 
cal specialties,  from  1853  to  the  present. 

One  of  the  projects  that  helps  update  the 
record  of  Texas’  medical  history  is  the  Commit- 
tee’s annual  Medical  History  Dinner,  during 
which  outstanding  medical  families,  and 
the  specialties  with  which  they  are  associated, 
receive  appropriate  tribute. 

Honoring  the  Drs.  Neely  of  Bellville,  the  1971 
program  was  presented  by  Dr.  Denton  Cooley 
of  Houston  and  dealt  with  the  history  of 
cardiovascular  surgery  in  Texas. 

Tentative  plans  have  been  completed 
to  honor  outstanding  physicians  and/or  three- 
generation  families  of  Texas  physicians  at 
each  of  the  programs  during  the  next  several 
years. 

Families  in  which  medicine — general  practice 
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Texas  Medical  Association 
Conference  on  Legislation 

January  22 

Joe  C.  Thompson  Conference  Center 

Austin,  Texas 


PROGRAM  PREVIEW 

The  Conference  on  Legislation  will  focus 
attention  upon  issues  which  are  of  interest 
and  concern  to  physicians.  National  Health 
Insurance  will  be  a key  legislative  issue  be- 
fore Congress  in  1972.  Attention  also  will 
be  given  to  other  medical  and  health  legis- 
lation, such  as  proposed  federal  controls 
over  medical  devices,  equipment,  and  ma- 
terials, and  federal  support  for  health  main- 
tenance organizations.  Physicians  also  will 
receive  information  on  the  1972  election 
and  its  potential  impact  on  health  care  leg- 
islation. 

There  will  be  a panel  session  relating  to 
State  issues  as  well.  This  will  include  pres- 
entations on  the  vendor  drug  program  and 
Medicaid  in  Texas,  the  establishment  of 
Current  Procedural  Terminology,  relation- 
ship with  fiscal  intermediaries,  educating 
and  training  more  physicians  to  render  pri- 
mary patient  care,  and  challenges  to  the 
Medical  Practice  Act. 


ORIENTATION  PROGRAM 

New  Texas  Medical  Association  members 
will  have  an  opportunity  to  learn  about  the 
services  of  the  Texas  Medical  Association 
through  the  Orientation  Program. 

TMA  BOARDS,  COUNCILS 
AND  COMMITTEES 

Many  of  TMA’s  boards,  councils  and  com- 
mittees will  meet  during  the  conference 
weekend.  The  executive  board  will  meet  on 
Sunday  in  the  Texas  Medical  Association 
Headquarters  Building. 

HOSPITALITY 

Wine  Tasting  Party 

The  Wine  Institute  will  host  TMA  physi- 
cians, wives  and  guests  at  a Wine  Tasting 
Party  Saturday  evening,  January  22,  6 to 
7:30  p.m.,  Sheraton  Crest  Inn. 

LOCATION 

The  Conference  on  Legislation  will  be  held 
in  the  Joe  C.  Thompson  Conference  Center 
on  the  U.T.  Campus,  adjacent  to  the  L.B.J. 
Library. 
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NOW! 

PRICE  CUT 

5C« 

FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


V^nsapenK 

%ASSIUM*HETACILLIN 
THE  AMPICILilN 
DERIVATIVE 

BRISTOL  LABORATORIES 

BRISTOL  Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 
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The  treatment  of 


impotence 

\ due  to  androgenic  deficiency  in  the  American  male. 

^ The  concept  of  chemotherapy  plus  the 


■p 

% 

m 

Mil 

as  effective  therapy. 
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Choice  of  4 strengths: 

Android  Android-HP 


Each  yellow  tablet  contains: 
Methyl  Testosterone  ..2.5  mg. 
Thyroid  Eit.  (1/6  gr.)  ..10  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  10  mg. 

Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100.  500.  1000. 


HIGH  POTENCY 

Each  red  tablet  contains: 
Methyl  Testosterone  ..5.0  mg. 
Thyroid  Eit.(V3  gr.)  ...30  mg. 

Glutamic  Acid  50  mg. 

Thiamine  HCL  . . . . 1 . . .10  mg. 
Dose:  1 tablet  3 times  daily. 
Available: 

Bottles  of  100,  500.  1000. 


Write  lor  literature  and  samples: 


Android-X  Android-Plus 

UTRA  HIGH  POTENCY  POTENCY 

B COMPLEX  AND  VITAMIN  C 

Each  orange  tablet  contains:  Each  white  tablet  contains: 
Methyl  Testosterone  .12.5  mg.  Methyl  Testosterone  ..2.5 mg. 
Thyroid  Eit. (1  gr.)  ....64mg.  Thyroid  Ext. (Va  gr.)  ...15mg. 

Glutamic  Acid  SO  mg.  Ascorbic  Acid  (Vit.C)  .250  mg. 

Thiamine  HCL  10  mg.  Thiamine  HCL  25  mg. 

Oose;  1 or  2 tablets  daily.  Glutamic  Acid  100  mg. 

. .,  Pyridoxine  HCL 5 mg. 

...  Niacinamide  75  mg. 

Bottles  of  60,  500.  Calcium  Pantothenate  .10  mg. 

Vitamin  B-12  2.5  meg. 

Riboflavin 5 mg. 

Dose:  2 tablets  dally. 
Available:  Bottles  of  60.  500. 

THE  BROWN  PHARMACEUTICAL  CO. 


The  Treatment  of  Impotence 
with  Methyltestosterone  Thyroid 
(too  patients  — Double  Blind  Study) 
T.  Jakobovits 

Fertility  and  Sterility,  January  1970 
Official  Journal  of  the 
American  Fertility  Society 


Android 

(thyroid-androgen)  tablets 


Double-Blind  Study  and  Type  of  Patient: 

100  patients  suffering  from  impotence.  Of 
the  patients  receiving  the  active  medication 
(Android)  a favourable  response  was  seen 
in  78%.  This  compares  with  40%  on 
placebo.  Although  psychotherapy  is  indi- 
cated in  patients  suffering  from  functional 
impotence  the  concomitant  role  of  chemo- 
therapy (Android)  cannot  be  disputed. 


Contraindications;  Android  is  contraindicated  in  patients  with  prostatic  carcinoma,  severe  cardiorenal 
disease  and  severe  persistent  hypercalcemia,  coronary  heart  disease  and  hyperthyroidism.  Occasional 
cases  of  jaundice  with  plugging  biliary  canaliculi  have  occurred  with  average  doses  of  Methyl  Testos* 
terone.  Thyroid  is  not  to  be  used  in  heart  disease  and  hypertension. 

Warnings:  Large  dosages  may  cause  anorexia,  nausea,  vomiting  abdominal  pain,  diarrhea,  headacho. 
dizziness,  lethargy,  paresthesia,  skin  eruptions,  loss  of  libido  in  males,  dysurla,  edema,  congestive  heart 
failure  and  mammary  carcinoma  in  males. 

Precautions:  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency  the  latter  must  be  corrected  prior 
to  and  during  thyroid  administration. 

Adverse  Reactions;  Since  Androgens,  in  general,  tend  to  promote  retention  of  sodium  and  water,  patients 
receiving  Methyl  Testosterone,  in  particular  elderly  patients,  should  be  observed  for  edema. 

Hypercalcemia  may  occur,  particularly  in  immobilized  patients:  use  of  Testosterone  should  be  discortUnued 
as  soon  as  hypercalcemia  is  detected. 

References:  1.  Mentesene,  P..  and  Evangelista.  I.  Methyltestosterone'thyroid  treatment  of  setual 
impotence.  Clin  Med  12  69,  1966.  2.  Dublin,  M.  F.  Treatment  of  impotence  with  methyltestosteronp- 
thyroid  compound.  West  Med  5:67,  1964.  3.  Titeff,  A.  S.  Methyltestosterone-thyroid  in  treating  impotenco. 
Gen  Prac  25:6.  1962.  4.  Heilman.  L.,  Bradlow,  H.  L..  Zuffloff.  B.,  Fukushima,  D.  K.,and  Gallagher,  T.  F. 
Thyroid-androgen  interrelations  and  the  hypocnolesteremic  effect  of  androsterone.  J Clin  Endocr  19:93^ 
1959.  5.  Farris,  E.  J.,  and  Colton.  S.  W.  Effects  of  L-thyroxine  and  liothyronine  on  spermatogenesis. 
J Urol  79:863,  1958.  6.  Osol,  A.,  and  Farrar.  G.  C.  United  States  Dispensatory  (ed.  25).  Lippincoti,  Phils* 
delphia.  1955,  p.  1432.  7.  Wersnub,  L.  P.  Sexual  Impotence  in  the  Male.  Thomas,  Springfield. 

HI.,  1959.  pp.  79-99. 
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For  the  treatment  of  the  aging  patient 


Cerebro-Niciri 


capsules/elixir 

A Gentle  Cerebral  Stimulant  and  Vasodilator 


J 


66% 


■ Cerebro-Nicin 
O Placebo 


25% 

17% 

POOR  FAIR  ' GOOD 

|CEREBRO-NICIN®  New  double-blind  study*  shows  how 
effectively  senility  can  be  forestalled.  Four  times  as  many 
aging  patients  showed  striking  improvement. 

Double-Blind  Study  of  Cerebro-Niciri.  Therapy  for  the  Geriatric  Patient,  R;  Goldberg  Jrnl,.  of 
the  Amer,  Ger.  Soc.  June.  1964  . . . 


Available  in  a tasty  wine  base  elixir  and  capsules 

Each  Cerebro-Nicin  capsule  contains:  '4 

Pentylenetetrazol© 100  mg. 

Nicotinic  Acid 100  mg. 

Ascorbic  Acid 1()0  mg* 

Thiamine  HCl 25  mg,^ 

l-Giutamlc  Acid.., 50  mg^ 

Niacinamide , : Smga'^ 

Riboflavin. 2 mg/ 

Pyridoxine 3 mg 

DOSAGE:  One  capsule  t.i.d.  or  as  prescribed  by  physician, 
AVAILABLE:  Bottles  of  100,  500, 10(X)  capsules. 

Also  elixir  8oz.  bottles,  -i 

CONTRAINDICATIONS:  There  are  no  known  contraindications’ 
to  Pentylenetetrazole  although  caution  should  be  exercised  when 
treating  patients  with  a low  convulsive  threshold.  - ^ 

Most  persons  experience  a flushing  or  tingling  sensation  after: 

. taking  a higher  potency  niacin-containing  compound.  As  a sec- 
ondary reaction  some  v/ill  complain  of  nausea  and  other  sense* 
tions  of  discomfort.  This  reaction  is  transient  and  is 
rarely  a cause  of  discontinuance  of  the  drug  if  the 
patient  Is  forewarned  to  expect  the  reaction,  RtFjRTO 

PDRj 


Write  for  literature  and  samples... 

/ Bo/AVflf ^ the  browm  pharmaceutical  co' 

LH!c2iiJlliliir2500W.6th  St., Los  Angeles, Ca)it,90057 
Write  for  Product 
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TEXAS  MEDICAL  ASSOCIATION 


AFRICAN  ADVENTURE 

DEPARTING  DALLAS  AND  HOUSTON  ON  FEBRUARY  10,  1972 


SPOIL  YOURSELF  WITH  A VISIT  TO  UNSPOILED  AFRICA 


Our  two  week  completely  non-regimented 
Adventure  offers  you  the  continent  of  Africa 
...its  magic,  its  excitement  and  its  unspoiled 
beauty.  All  for  only  $968.  African  Adventure 
includes  these  exclusive  features  at  charter 
cost  savings; 

• Direct  flights  via  private  jet 

• The  finest  first  class  hotels 

• Complete  American  breakfasts 

• Dinners  at  a selection  of  the  finest 
restaurants 


• 70  pound  baggage  allowance. ..expedited 
custom  facilities 

• Optional  sightseeing  tours. .. plenty  of  time 
for  shopping 

• Five  hosts  always  available  to  assist  you 

• Never  any  regimentation . . .do  as  you  please 

Space  is  limited.  Complete  the  reservation 
form  below  and  return  it  today. 


Home  Address 


City  State  Zip  Code  Phone 

□ Please  send  full  color  brochure. 
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T4  is  the 

PREDICTABLE 
HORMONE  BECAUSE 
IT  LOVES  PROTEIN. 


ALL  THYROID- 
FUNCTION  TESTS  ARE 
USEFUL  IN 
MONITORING 
SYNTHROID  THERAPY. 


TWO  GOOD  REASONS  f 
WHY  THE  ROAD  TO 
NORMALIZED 
THYROID  STATUS  IS  e 
SO  SMOOTH  FOR  THE  ( 
SYNTHROID  PATIENT. 


SYNTHROID®  (sodium 
levothyroxine)  is  pure  synthetic  T4, 
the  major  circulating  thyroid 
hormone.  It  is  reliable  to  use 
because  of  its  affinity  for  protein- 
binding sites  in  the  blood.  T3  is 
more  fickle.  Sometimes  it  binds. 
Sometimes  it  doesn’t.  T4  more 
predictably  binds  to  protein. 

Synthroid* 

(sodium  levothpxine) 


No  calculations  are  needed,  test 
interpretation  is  simple. 

Any  of  the  commonly  used  T4 
thyroid  function  tests  (P.B.I.,  T4  By 
Column,  Murphy-Pattee,  Free 
Thyroxine)  are  useful  in  monitoring 
patients  on  T4  because  they  all 
measure  T4.  Patients  on 
SYNTHROID  are  thereby  easy  to 
monitor  because  their  results  will 
fall  within  predictable,  elevated 
test  ranges.  Of  course,  clinical 
assessment  is  the  best  criterion  of 
the  thyroid  status  of  the  drug- 
treated  patient. 


(1)  The  onset  of  action  of  T4  is 
gradual.  It  has  a long  in  vivo 
“half-life”  of  over  six  days. 
(Occasional  missed  doses  or 
accidental  double-doses  are  of  less 
concern  because  of  this  factor)’;  ^ 

(2)  since  SYNTHROID  contains  only 
T4,  the  potential  for  metabolic 
surges  traceable  to  more  potent 
iodides  (T3)  is  eliminated. 

1.  Latiolais,  C.  J.,  and  Berry,  C.  C.:  Misuse  of 
Prescription  Medications  by  Outpatients, 

Drug  Intelligence  <S  Clin.  Pharm.  3:270-7, 1969. 


f 

TEST 

HYPOTHYROID 

SYNTHROID 

THERAPEUTIC 

NORMAL 

P.B.I. 

Less  than  4 meg  % 

6-10  meg  % HI 

T4  By  Column 

Less  than  3 meg  % 

7-9  meg  % 

Ts  (Resin) 

Less  than  25% 

27-35% 

Ts  (Red  Cell) 

Less  than  11% 

11.5-18% 

Free  Thyroxine 

Less  than  0.7 
nanograms  % 

0.7-2.5 

nanograms  % 

Murphy-Pattee 

Less  than  2.9 

4-1 1 meg  % 

. ... 

meg  % 

- 1 

Gtipose 

die  Stnootii 

...to  tffyroid  replacemeiit  ttiprapy' 


TOLL 

AHEAD 


WHY  DOES  SYNTHROID 
COST  LESS  THAN 
SYNTHETIC  DRUGS 
CONTAINING  T3? 


KNOWLEDGE  OF  THE 
’70’s  CHALLENGES 
CUSTOMS  CONCERN- 
ING DESICCATED 
THYROID  DRUGS. 


SWITCHING  PATIENTS 
TO  SYNTHROID 
IS  EASY. 


Very  simple.  T3  costs  more  to  make 
synthetically  than  does  T4.  So  it  is 
economically  necessary  for  a 
synthetic  thyroid  medication 
containing  T3  to  cost  more  than 
one  containing  T4  alone.  Synthetic 
combinations  cost  patients  nearly 
50%  more  than  SYNTHROID® 
because  the  T3  costs  more  to  start 
with;  also  there  is  the  additional 
expense  of  formulating  a tablet 
containing  two  active  ingredients. 

3.  American  Druggist  BLUEBOOK,  March,  1971. 


In  the  past,  desiccated  thyroid 
produced  from  animal  glands  was 
considered  “good,  and  cheap.”  We 
now  know  that  improved  products 
are  available  and  the  price 
difference  has  narrowed  to  the 
point  of  being  inconsequential. 
(SYNTHROID,  for  instance,  costs 
patients  about  a penny  a day  more 
than  brands  of  desiccated  thyroid.) 

What  does  this  additional  $3.65 
a year  buy  the  patient?  Quite  a bit  in 
terms  of  quality,  reliability  and  service. 


Switching  present  patients  to 
SYNTHROID  (orstarting  new  ones) 
is  a simple  matter.  SYNTHROID 
is  available  in  the  widest  range 
of  dosage  strengths  of  any  thyroid 
drug.  Seven  scored,  color-coded 
tablet  strengths  are  available  plus  a 
lyophilized  injectable  form  for 
emergency  or  postoperative  uses. 


PARAMETERS 

RESPONSE,  RELIABILiTY,  SERVICE -COMPARISON  OF  FIVE  PARAMETERS 

DESICCATED  THYROID  U.S.P.  SYNTHROID®  (sodium  levothyroxine) 

SOURCE  OF  HORMONE 

Animal  glands  (swine,  sheep,  cows).  Hormone 
content  of  glands  and  ratio  of  T3-T4  varies  by  type  of 
anfmal,  season  in  which  gland  is  harvested,  and  diet 
of  animal.  1 , a.  a,  4.  s 

Synthetically  derived  pure  crystalline  hormone. 

Because  no  animal  protein  is  present,  no  objection- 
able odor  occurs  upon  aging. 

GENERAL  ASSAY  TECHNIQUE 

“Its  major  disadvantage  is  inadequate 
standardization  of  hormonal  content.”® 

Unlike  desiccated  thyroid  U.S.P.,  thyroxine  does  not 
require  biologic  standardization  to  establish  its 
potency.  ® Crystalline  T4  is  used.  Purity  is  verified 
by  paper  chromatography.  Content  of  tablets  is 
standardized  by  weight. 

CLINICAL  RESPONSE 

"T3  and  T4  ratio  varies  according  to  gland  source. 
Fluctuations  in  response  can  occur. 

Potency  can  vary.”® 

“Sodium  levothyroxine  has  been  extensively  used 
with  satisfaction  and  is  widely  held  to  be  superior 
to  (desiccated)  thyroid. ”7 

"There  are  well  documented  examples  of  patients 
who  failed  to  respond  satisfactorily  to  desiccated 
thyroid  but  subsequently  responded  to  (sodium-1) 
thyroxine.”'* 

PREDICTABILITY 

Failure  of  thyroid  U.S.P.  treated  patients  to  show 
clinical  improvement  and/or  lack  of  correlation  in 
clinical  findings  to  thyroid  function  test  results  has 
been  frequently  discussed  in  the  literature. s ®' 'o.  "• 

11. 13,14.  IS.  16  Regardless  of  which  factor  or  factors 
accounts  for  this  phenomenon  the  fact  remains  that 
discrepancies  do  occur. 

Test  results  predictably  elevated.  “.  , . oral  potency 
of  this  material  is  attested  to  by  a uniformly  good 
clinical  response  corroborated  by  a prompt  and 
sustained  increase  in  the  serum  PBI  levels.”'® 

1.  Mangieri,  C.  N.  and  Lund,  M.  H.:  Potency  of  United  States  Pharmacopeia 
desiccated  thyroid  tabiets  as  determined  by  the  antigoitrogenic  assay  in 
rats,  J.  Clin.  Endocrinol.  Metab.,  30:102-4,  1970. 

2.  Lavietes,  P.  H.  and  Epstein,  F,  H.:  Thyroid  therapy  of  myxedema:  a 
comparison  of  various  agents  with  a note  on  the  composition  of  thyroid 
secretion  in  man,  Ann.  Intern.  Med..  60:79-87,  1964. 

3.  Armour  Pharmaceutical  Company— discussing  ArmourThyroid,  PROLOID, 
other  generics.  Literature  No.  21329  — 274— YZ—1— IM  2/71, 

4.  Abelson,  D.  M.:  Hypothyroidism,  Med.  Sci.,  70:442-8  1961. 

5.  McGregor,  A.  G.:  Why  does  anybody  use  thyroid  B.  P.?,  Lancet,  7: 

329-32,  1961. 

6.  Hart,  F,  0.  and  Maclagen,  N.  F.:  Oral  thyroxine  in  treatment  of 
myxedema,  Brit.  Med.  J.,  7:512-8,  1950. 

7.  Goodman.  L.  S.  and  Gilman,  A.:  The  Pharmacological  Basis  of 
Therapeutics,  4th  Ed.  p.  1479,  New  York:  Macmillan,  1970. 

8.  Harrison,  T.  R.,  et  al.:  Principles  of  Internal  Medicine,  6th  ed,  p.  456, 
Philadelphia:  Blakiston,  1970. 
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Braverman,  L.  E.  and  Ingbar,  S.  H.:  Anomalous  effects  of  certain 
preparations  of  desiccated  thyroid  on  serum  protein-bound  iodine, 

New  Eng.  J,  Med.,  270:439-42,  1964. 

Green,  W.  L.:  Guidelines  for  the  treatment  of  myxedema,  Med.  Clin. 

N.  Amer.,  52:432-50,  1968. 

11.  Dowling,  J.  T.:  Hypothyroidism  in  Current  Therapy,  Conn.  H.  F.,  ed. 
pp.  345-7.  Philadelphia:  Saunders,  1964. 

12.  Dunn.  J.  T,:  Excessive  dose  of  thyroid  medication  in  hypothyroidism, 

J.  Am.  Med.  Assn.,  276:152,  1971. 

13.  Runyan,  J,  W.:  Hypothyroidism  and  myxedema,  J.  Tenn.  State  Med. 
Assn.,  56:391-4,  1963. 

14.  Albright,  E.  C.:  Use  and  abuse  of  thyroid  hormones,  comments  on 
treatment,  Marquette  University,  Milwaukee,  Wise. 

15.  Catz,  B.:  Ginsburg,  E.  and  Salenger,  S.:  Clinically  inactive  thyroid 
U.S.P.:  a preliminary  report,  New  Eng.  J.  Med.,  266:136-7,  1962, 

16.  Bartuska,  D.  G.,  et  al.:  Desiccated  thyroid  U.S.P.  or  sodium  l-thyroxine?, 
J,  Amer.  Med.  Women's  Assn.,  27:137-9,  1966. 


See  next  pages  for  prescribing  information. 


PATIENTS  CAN  BE 
SUCCESSFULLY 
MAINTAINED  ON  A 
DRUG  CONTAINING 
THYROXINE  ALONE. 

Thyroxine  (T4)  is,  as  you  know, 
the  major  circulating  hormone 
produced  by  the  thyroid  gland. 

T3  is  also  produced,  in  smaller 
amounts,  and  is  active  at  the 
cellular  level.  For  years  it  has  been 
a working  hypothesis  among 
endocrinologists  that  T4  is 
converted  by  the  body  to  T3.  In 
1970  this  process,  called 
“deiodination,”  was  demonstrated 
by  Sterling  and  Braverman*. 

T4  does  convert  to  T3,  though  the 
precise  quantities  are  still  being 
studied. 

The  conversion  has  been 
clinically  demonstrated  during  the 
administration  of  T4  to  athyrotic 
patients.  Their  thyroid  status  is 
normalized  on  SYNTHROID  alone, 
yet  the  presence  of  T3  in  these 
patients  has  been  clearly  shown. 


CONSIDERATE 
LONG-TERM  THERAPY 
FOR  THE  PATIENT. 


Predictable  patient  response,  of 
course,  is  more  important  than 
price.  You  do  get  complete  clinical 
response  with  the  single-entity 
synthetic,  SYNTHROID.  And,  at  a 
reasonable  cost  to  the  patient. 

In  some  short  term  situations,  T3 
drugs  can  be  useful  but,  in  long 
term  therapy,  the  smooth  road 
provided  by  SYNTHROID  may  be 
the  better  route. 

SYNTHROID,  with  its  smooth 
road  to  complete  thyroid 
replacement  therapy,  has  been 
selected  for  more  patients  in  the 
United  States  and  Canada  than  any 
other  brand  of  thyroid  medication. 


2.  Braverman,  L.  E.,  Ingbar,  S.  H.,  and 
Sterling,  K.:  Conversion  of  Thyroxine  (T4)  to 
Triiodothyronine  (T3)  in  Athyreotic  Human 
Subjects,  J.  Clin.  Invest.  49:855-64,  1970. 
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AS  WITH  ANY 
THYROID 
PREPARATION, 
CAUTIOUS 

OBSERVATION  OF  THE 
PATIENT  DURING  THE 
BEGINNING  OF 
THERAPY  WILL  ALERT 
THE  PHYSICIAN  TO 
ANY  UNTOWARD 
EFFECTS. 

Side  effects,  when  they  do  occur,  ; 
are  related  to  excessive  dosage. 
Caution  should  be  exercised  in  ^ 
administering  the  drug  to  patients  J 
with  cardiovascular  disease.  Read 
the  accompanying  prescribing  ‘ 
information  for  additional  data  or  ; 
write  Flint  Laboratories. 


Glipose 
tiw  Stnooth 


...to  tt^roidreplacemeifftl^re^y' 


0.05  mg. 


0.1  mg. 


0.2  mg. 


FREE  TAB-MINDER  medicationi 
dispensers— color-coded  in  4 dos^| 
age  strengths— get  patients  off  to  | 
a good  start  and  encourage  reg- 
ular  habit  patterns.  Contain  free.^ 
4-weeks’  supply  of  SYNTHROID,^ 
and  are  reusable  for  maintenance  § 
dosage. 


APPROXIMATE  DOSAGE  EQUIVALENTS* 


Animal  Gland 

CYTOMEL 

(Sodium  liothyronine) 
Synthetic  Ta 

EUTHROID** 
(Liotrix) 
Synthetic  T3-T4 

THYROLAR*** 

(Liotrix) 

Synthetic  T3-T4 

Desiccated 
(Thyroid,  USP) 

Cow,  sheep  or  hog 
thyroid 

PROLOID 
(thyroglobulin) 
Frozen  hog  thyroid 

SYNTHROID 
(Sodium  levothyroxine) 
Synthetic  T4 

Unscored  5 meg. 

N.A. 

N.A. 

unscored  Vi  gr. 

Vi  gr. 

0.025  mg. 

N.A. 

1/2 

1/2 

unscored  Vz  gr. 

Vz  gr. 

0.05  mg. 

25  meg. 

1 

1 

unscored  1 gr. 

1 gr. 

0.1  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

iy2  gr. 

0.15  mg. 

50  meg. 

2 

2 

unscored  2 gr. 

2gr. 

0.2  mg. 

N.A. 

3 

3 

unscored  3 gr. 

3 gr. 

0.3  mg. 

N.A. 

N.A. 

N.A. 

unscored  5 gr. 

5 gr. 

0.5  mg. 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 

Injectable  500  meg. 

N.A.=  Not  Available  Commercially 

Indications:  SYNTHROID  (sodium  levothyroxine)  is  specific  replacement  therapy  for  diminished  or 
absent  thyroid  function  resulting  from  primary  or  secondary  atrophy  of  the  gland,  congenital  de- 
fect, surgery,  excessive  radiation,  or  antithyroid  drugs.  Indications  for  SYNTHROID  (sodium  levo- 
thyroxine) Tablets  include  myxedema,  hypothyroidism  without  myxedema,  hypothyroidism  in  preg- 
nancy, pediatric  and  geriatric  hypothyroidism,  hypopituitary  hypothyroidism,  simple  (nontoxic) 
goiter,  and  reproductive  disorders  associated  with  hypothyroidism.  SYNTHROID  (sodium  levo- 
thyroxine) for  Injection  is  indicated  for  intravenous  use  in  myxedematous  coma  and  other  thyroid 
dysfunctions  where  rapid  replacement  of  the  hormone  is  required.  The  injection  is  also  indicated 
for  intramuscular  use  in  cases  where  the  oral  route  is  suspect  or  contraindicated  due  to  existing 
conditions  or  to  absorption  defects,  and  when  a rapid  onset  of  effect  is  not  desired. 

Precautions:  As  with  other  thyroid  preparations,  an  overdosage  may  cause  diarrhea  or  cramps, 
nervousness,  tremors,  tachycardia,  vomiting  and  continued  weight  loss.  These  effects  may  begin 
after  four  or  five  days  or  may  not  become  apparent  for  one  to  three  weeks.  Patients  receiving  the 
drug  should  be  observed  closely  for  signs  of  thyrotoxicosis.  If  indications  of  overdosage  appear, 
discontinue  medication  for  2-6  days,  then  resume  at  a lower  dosage  level.  In  patients  with  diabetes 
mellitus,  careful  observations  should  be  made  for  changes  in  insulin  or  other  antidiabetic  drug 
dosage  requirements.  If  hypothyroidism  is  accompanied  by  adrenal  insufficiency,  as  Addison’s  Dis- 
ease (chronic  subcortical  insufficiency),  Simmonds’s  Disease  (panhypopituitarism)  or  Cushing’s 
syndrome  (hyperadrenal ism),  these  dysfunctions  must  be  corrected  prior  to  and  during  SYNTHROID 
(sodium  levothyroxine)  administration.  The  drug  should  be  administered  with  caution  to  patients 
with  cardiovascular  disease;  development  of  chest  pains  or  other  aggravations  of  cardiovascular 
disease  requires  a reduction  in  dosage. 

Contraindications:  Thyrotoxicosis,  acute  myocardial  infarction.  Side  effects:  The  effects  of  SYN- 
THROID (sodium  levothyroxine)  therapy  are  slow  in  being  manifested.  Side  effects,  when  they  do 
occur,  are  secondary  to  increased  rates  of  body  .metabolism;  sweating,  heart  palpitations  with  or 
without  pain,  leg  cramps,  and  weight  loss.  Diarrhea,  vomiting,  and  nervousness  have  also  been 
observed.  Myxedematous  patients  with  heart  disease  have  died  from  abrupt  increases  in  dosage  of 
thyroid  drugs.  Careful  observation  of  the  patient  during  the  beginning  of  any  thyroid  therapy  will 
alert  the  physician  to  any  untoward  effects. 

In  most  cases  with  side  effects,  a reduction  of  dosage  followed  by  a more  gradual  adjustment 
upward  will  result  in  a more  accurate  indication  of  the  patient’s  dosage  requirements  without  the 
appearance  of  side  effects. 

Dosage  and  Administration:  The  activity  of  a 0.1  mg.  SYNTHROID  (sodium  levothyroxine)  TABLET 
is  equivalent  to  approximately  one  grain  thyroid,  U.S.P.  Administer  SYNTHROID  tablets  as  a single 
daily  dose,  preferably  after  breakfast.  In  hypothyroidism  without  myxedema,  the  usual  initial  adult 
dose  is  0.1  mg.  daily,  and  may  be  increased  by  0.1  mg.  every  30  days  until  proper  metabolic  bal- 
ance is  attained.  Clinical  evaluation  should  be  made  monthly  and  FBI  measurements  about  every 
90  days.  Final  maintenance  dosage  will  usually  range  from  0. 2-0.4  mg.  daily.  In  adult  myxedema, 
starting  dose  should  be  0.025  mg.  daily.  The  dose  may  be  increased  to  0.05  mg.  after  two  weeks 
and  to  0.1  mg.  at  the  end  of  a second  two  weeks.  The  daily  dose  may  be  further  increased  at  two- 
month  intervals  by  0.1  mg.  until  the  optimum  maintenance  dose  is  reached  (0. 1-1.0  mg.  daily). 
Supplied:  Tablets:  0.025  mg.,  0.05  mg.,  0.1  mg.,  0.15  mg.,  0.2  mg.,  0.3  mg.,  0.5  mg.,  scored  and 
color-coded,  in  bottles  of  100,  500,  and  1000.  Injection:  500  meg.  lyophilized  active  ingredient 
and  10  mg.  of  Mannitol,  N.F.,  in  10  ml.  single-dose  vial,  with  5 ml.  vial  of  Sodium  Chloride  Injec- 
tion, U.S.P. , as  a diluent.  SYNTHROID  (sodium  levothyroxine)  for  Injection  may  be  administered 
intravenously  utilizing  200-400  meg.  of  a solution  containing  100  meg.  per  ml.  If  significant  im- 
provement is  not  shown  the  following  day,  a repeat  injection  of  100-200  meg.  may  be  given. 


♦Equivalents  shown  are  chemical,  and  do  not  take  into 
consideration  individual  patient  variables.  Clinical 
effect  is  approximate  and  should  be  monitored  when 
converting  a patient  to  SYNTHROID.  This  is  particu- 
larly important  in  patients  previously  on  desiccated 
thyroid.  In  these  patients,  lower  doses  of 
SYNTHROID  may  produce  the  same  metabolic  effect. 

**Euthroid  (#1  tablet)  contains  60  meg.  of  T4  and 
15  meg.  of  T3. 

***Thyrolar  (#1  tablet)  contains  50  meg.  of  T4  and 
12.5  meg.  of  T3. 


Synthroid' 

(soaium  levothpxine) 


THE  FACTS  ARE 
CLEAR  AND  HERE 
IS  OUR  OFFER. 

Synthetic  thyroid  drugs  are  an 
improvement  over  aninral  gland 
products.  Patients,  even  athyrotic 
ones,  can  be  completely 
maintained  on  SYNTHROID  (T4) 
alone.  Thyroid  function  tests  are 
easy  to  interpret  since  they  are 
predictably  elevated  when  the 
patient  adheres  to  SYNTHROID. 
Of  all  synthetic  thyroid  drugs, 
SYNTHROID  is  the  most 
economical  to  the  patient. 


PUNT  LABORATORIES 

DIVISION  OF  TRAV6NOL  LABORATORIES.  INC 
Morton  Grove,  Illinois  60053 

r OFFER: 

Free  TAB-MINDER  medication 
I dispensers  to  start  or  convert  all 
I your  hypothyroid  patients  to 
SYNTHROID.  Free  information  to 
I physicians  on  role  of  thyroid 
function  tests  in  a new  booklet 
I titled;  “Guideposts  to  Thyroid 
I Therapy.”  Ask  us. 
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DEVEREUX 

SCHOOLS 

UNDER  THE  DEVEREUX  FOUNDATION 
A NONPROFIT  ORGANIZATION 


Helena  T.  Devereux  Marshall  H.  Jarvis 

Founder  and  Consultant  President 


FOR  INFORMATION  AND  LITERATURE; 

PENNSYLVANIA,  MASSACHUSEHS,  CONNECTICUT 

CALIFORNIA  Keith  A.  Seaton,  Registrar 

TEXAS  Mrs.  Jo  Lange,  Registrar 

ARIZONA  Bette  Hammer,  Ed.D.,  Director  . 


Charles  J.  Fowler,  Director  of  Admissions 
Devereux  Schools,  Devon,  Pa.  19333 

Ellwood  M.  Smith,  Registrar,  Devon,  Pa.  19333 

Box  1079,  Santa  Barbara,  93102 

Box  2666,  Victoria,  77903 

6404  E.  Sweetwater,  Scottsdale,  85254 
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TEXAS  MEDICINE 


Whose  Involvement? 


While  attending’  a large  medical 
meeting  in  Texas  last  week,  I over- 
heard one  of  our  West  Texas  phy- 
sicians describing  his  daily 
activities.  It  was  so  remarkable  that 
it  brought  to  mind  the  entire 
question  of  physician  involvement  in 
civic  affairs. 

This  young  man  is  on  his  school 
board;  teaches  a Sunday  School 
class ; is  the  city  physician ; the 
school  health  officer;  the  county 
health  officer;  is  active  in  his  civic 
club;  and,  in  addition,  is  an  excel- 
lent physician,  a husband  and  father. 
Sounds  like  a full  day,  doesn’t  it? 
Just  for  kicks,  what  do  you  do. 
Doctor,  to  fulfill  your  obligations 
of  citizenship?  Let’s  take  a minute 
and  look  at  it. 

Unless  we  change  the  pattern 
there  will  never  have  been  a time 
in  the  history  of  man  when  doctors 
of  medicine  have  not  only  participat- 
ed in  government,  but  were  leaders 
in  their  countries.  Twenty-eight 
physicians  served  in  the  Continental 
Congress  in  1774.  Four  physicians — 
Dr.  Josiah  Bartlett,  NH ; Dr.  Mat- 
thew Thornton,  NH;  Dr.  Benjamin 
Rush,  Pa;  and  Dr.  Lyman  Hall, 

Ga — signed  the  Declaration  of  In- 
dependence. Through  the  years  phy- 
sicians have  served  in  the  Presi- 
dent’s Cabinet  and  on  the  Supreme 
Court.  The  first  governors  of  Dela- 
ware, Kansas,  Connecticut,  Ohio, 
and  Alabama  were  physicians.  Texas 
ow’es  much  to  Dr.  Anson  J ones. 

From  the  first  Continental  Con- 
gress, 369  physicians  have  served 
in  the  various  Congresses.  They 
have  served  in  every  Congress  since 
1775. 

I can  think  of  no  group  in  this 
country  that  has  more  reason  to  be 
concerned  over  education  than  phy- 
sicians. We,  as  a group,  have  the  fin- 
est educations  this  country  affords. 
What  are  we  doing  individually  to 
insure  that  our  children  and  grand- 
children will  have  available  high- 
quality  education?  Have  you  thought 
of  running  for  the  school  board? 
What  about  the  safety  of  our  streets, 
the  integrity  of  the  home,  the  play- 
ground, the  cost  of  our  cities’  do- 
ing business  to  keep  us  safe  and  to 
protect  our  children  ? Do  you  ever 
think  about  running  for  city  coun- 
cil? These  are  just  a few  of  the 
areas  in  which  we  physicians  have  a 


unique  opportunity  to  use  the  knowl- 
edge and  experience  of  our  profes- 
sion in  civic  affairs.  But.  supi^ose 
you  are  not  one  of  those  who  can 
become  so  involved.  What  can  you 
do?  You  can  support  those  who  do, 
both  within  and  without  the  pro- 
fession. How?  By  supporting  TEX- 
PAC  and  AMP  AC  again  in  1972. 

I am  acquainted  with  one  union 
whose  members  make  a voluntary 
political  contribution.  It  is  just  by 
accident  that  those  who  don’t  contri- 
bute work  nights,  weekends,  and 
holidays,  but  the  contribution  is 
voluntary — and  just  5c  per  hour. 
That’s  40c  a day,  $2  a week,  for  50 
weeks  a year,  just  $100  per  year. 
Did  your  1971  contribution  equal  a 
nickel  an  hour  ? 

If  200,000  physicians  in  this  coun- 
try contributed  just  a nickel  an 
hour  for  a 40-hour  week,  medicine 
would  have  available  $20  million  a 
year  for  constructive  political  action. 
Think  of  that.  And  for  another 
nickel  an  hour  for  your  wife  (she 
ought  to  be  worth  that) , we  would 
have  another  $20  million — $40  mil- 
lion a year  to  stimulate  competent, 
concerned,  well-qualified  men  and 
women  to  govern  our  country.  Within 
or  without,  medicine  can  hardly  af- 
ford to  do  less.  As  1972  dues  state- 
ments arrive  in  your  office,  respond 
with  a nickel  an  hour,  and  with  your 
ovv^n  involvement,  that’s  whose. 

James  H.  Sammons,  MD,  President, 
Texas  Medical  Association. 


What  T exas 
doctors  need, 
is  a Malpractice 
Liability  Carrier  that 
won’t  fade  when 
trouble  comes. 


This  means  the  up-to-date  carrier.  The  one  that’s  replete  with 
innovations  and  new  developments  in  this  clouded,  sensitive  area  of 
liability  protection.  And  the  one  that  doesn’t  talk  malpractice  coverage 
just  to  get  a foot  in  the  door  for  every  other 
kind  of  insurance.  We  don’t  write  other  kinds 
of  insurance. 

What  Texas  doctors  need,  is 
Casualty  Indemnity  Exchange,  the  Company 
that  in  1968  pioneered  the  modern 
approach  to  malpractice  coverage, 
and  the  carrier  geared  to  STAY 
in  the  market. 


DASUAIJY  INDEMNnY  EXCHANGE 

1600  Broadway  • Denver,  Colorado  80202  • (303)  893-9797 
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TEXAS  MEDICINE 


Ulcer 

Re- 

lief! 


Dicarbosil 


ANTACID 

Your  ulcer  patients  and 
others  will  respond  favorably 
to  it.  Specify  DICARBOSIL 
144's  — 144  tablets  in  12  rolls. 


ARCH  LABORATORIES 

319  South  fourth  Street  St  Louis.  Missouri  63102 


Still  serving... 

Miltown' 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS  M 
Cronbury,  N.J.  08512 


T.  ROWE  PRICE 
GROWTH  STOCK 
^ FUND,  IRC. 

Est.  1950 


A MO-LOAD  FUHD 

Investing  in  stocks 
selected  for  long  term 
growth  possibilities 


Individuals  & institutions 
are  invited  to  request  free  prospectus 


IT.  Rowe  Price  Growth  Stock  Fund,  Inc, 

One  Charles  Center,  Dept.  D-5 

Baltimore,  Md.  21201  Phone  (301)  539-1992 


Volume  67,  December,  1971 


53 


PREVENTABLE 
AND  AVOIDABLE 
CANCERS  AND 

WENDELL  G.  SCOTT,  MD  CANCER  CONTROL 


The  concept  that  some  cancers  are  avoidable 
has  been  known  and  utilized  by  industry  for 
years,  but  more  of  the  carcinogenic  factors  are 
being  identified  and  a continuing  organized  and 
intensified  effort  is  in  operation  to  detect  new 
ones.  The  concept  of  preventable  cancers  is 
relatively  new;  acceptance  of  the  Papanicolaou 
test  demonstrated  that  means  for  the  preven- 
tion of  cancer  can  be  developed,  can  be  prac- 
tical, and  can  be  applied  to  large  populations. 
Cancer  is  largely  a social  problem  and  public 
health  measures  can  be  developed  that  could 
lead  to  the  control  of  a majority  of  cancers. 

The  concept  that  cancers  can  arise  from  per- 
sonal indifference  is  new,  and  deserves  both 
professional  and  public  acceptance.  The  ma- 
jority of  cancers  are  preventable  or  avoidable 
even  though  the  process  of  carcinogenesis  is 
not  yet  fully  understood.  Immunological  assay 
methods  to  detect  carcino-embryonic-antigens 
for  the  detection  of  early  cancers  seems  to 
be  developing  into  a practical  procedure,  and 
when  perfected  it  will  make  greater  demands 
on  the  radiologist  for  the  localization  of  the 
cancers  so  detected. 

Cancer  is  not  a single  disease,  but  is  some 
300  related  diseases  and  is  truly  chronic.  The 
time  has  now  come  to  emphasize  the  preven- 
tion and  avoidance  of  cancer,  and  to  teach 
people  that  cancers  can  arise  from  personal 
indifference  and  self-neglect. 


RADIOLOGISTS  HAVE  A DEEP  interest  in  the 
manifestations  and  problems  related  to  the 
some  300  diseases  grouped  as  cancer.  They 
examine  and  treat  more  patients  with  cancer 
than  do  any  other  medical  specialists.  In  diag- 
nostic radiology  most  of  the  examinations  are 
concerned  with  identifying  the  presence  or  ab- 
sence of  cancer,  and  more  than  half  of  all  can- 
cer patients  eventually  undergo  some  form  of 
radiation  treatment.  We  are  closely  and  inti- 
mately associated  with  patients,  and  are  more 
aware  of  the  tragic  and  often  needless  loss  of 
lives  that  could  have  been  saved  if  the  cancer 
had  been  diagnosed  earlier  or,  even  better,  had 
been  prevented  by  avoiding  known  carcinogens. 
The  concept  of  preventable  and  avoidable  can- 
cers is  not  new,  but  the  increasing  recognition 
of  new  carcinogens  in  our  polluted  environment 
and  the  intense  application  of  geographical 
epidemiology  to  our  ecology  make  it  the  basis 
for  cancer  control  programs.  More  and  more 
cancers  are  capable  of  being  brought  under 
control  long  before  the  mechanism  of  carcino- 
genesis is  fully  understood,  just  as  many  com- 
municable diseases  were  prevented  before  the 
causal  organism  and  the  infectious  process 
were  recognized.  The  field  of  cancer  prevention 
offers  greater  possibilities  for  the  control  of 
cancer  and  the  saving  of  lives  than  any  other 
measure  at  our  command  today. 

The  magnitude  of  the  cancer  problem  and 
the  possibilities  of  achieving  success  become 
apparent  when  we  realize  that  16%  of  the 
deaths  from  all  causes  in  the  United  States  are 
from  cancer.  The  age-adjusted  death  rate  from 
cancer  per  100,000  population  has  increased 
from  112  in  1940  to  129  in  1967.  Actually  the 
age-adjusted  cancer  death  rates  in  general  are 
leveling  or  dropping  off  except  for  cancers  of 
the  lung,  ovary  and  pancreas  and  leukemia.  In 
1971  about  335,000  persons  will  die  from  can- 
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cer,  about  920  each  day  or  more  than  one 
every  two  minutes.  Of  every  six  deaths,  one  is 
from  cancer.  About  975,000  Americans  will  be 
treated  for  cancer,  635,000  of  whom  will  be 
newly  diagnosed.  Of  Americans  now  living,  more 
than  52  million  eventually  will  have  cancer — 
one  in  four  of  us,  and  two  out  of  every  three 
families  will  have  an  experience  with  it.  In  the 
1970s  there  will  be  an  estimated  3.5  million 
cancer  deaths,  6.5  million  new  cancer  cases, 
and  10  million  patients  under  medical  care  for 
cancer. 

On  the  bright  side  1,500,000  to  2 million 
Americans  are  alive  today  who  have  been  cured 
or  survived  their  cancer  for  at  least  five  years — 
one  out  of  every  three.  About  212,000  Ameri- 
cans will  be  saved  from  cancer  this  year  and 
about  106,000  cancer  patients  who  might  have 
been  saved  by  earlier  and  better  treatment  will 
probably  die. 

The  majority  of  cancer  deaths  occur  in  per- 
sons over  65  years  of  age.  In  women  age  30  to 
54  it  is  the  leading  cause  of  death.  Since  1949, 
more  males  die  of  cancer  than  females,  largely 
because  of  the  increase  in  lung  cancer.  In  1971 
the  ratio  will  be  55  males  to  45  females. 

The  leading  sites  of  fatal  cancer  in  males 
are:  to  age  34,  leukemia;  age  35  to  75,  lung 
cancer;  75  and  over,  prostate  cancer.  In  fe- 
males the  leading  fatal  cancers  are:  under  age 
15,  leukemia;  age  15  through  74,  breast  can- 
cer; 75  and  over,  colon  and  rectal  cancer. 

In  children  cancer  deaths  are  exceeded  only 
by  accidents — causing  4,000  deaths  under  age 
15,  about  half  of  them  from  leukemia.  Today 
there  are  more  than  300,000  children  under 
age  18  who  have  lost  their  fathers  from  cancer, 
and  25,000  who  have  lost  their  mothers.* 


♦All  cancer  statistics  taken  from  1971  Cancer  Facts 
and  Figures,  published  by  the  American  Cancer  Soci- 
ety, Inc.,  219  East  42nd  St,  New  York  NY  10017. 


These  are  the  realities,  and  this  is  why  the 
prevention  of  cancer  concerns  us.  Sir  Alexander 
Haddow,^  president  of  the  Ninth  International 
Cancer  Congress  in  1966,  stated  that  ‘‘it  would 
appear  that  the  majority  of  human  cancers  are 
avoidable;”  these  are  the  cancers  that  are  in- 
fluenced by  extrinsic  environmental  factors, 
directly  or  indirectly.  They  include  many  tumors 
of  the  respiratory  system;  the  gastrointestinal 
and  urinary  tracts;  the  skin  and  mouth;  the  hor- 
mone-dependent organs  such  as  breast,  thyroid 
and  uterus,  and  the  blood  and  lymphatic  sys- 
tems. These  are  the  cancers  that  are  referred 
to  as  ‘‘Preventable  and  Avoidable  Cancers  and 
Cancers  Arising  from  Personal  Indifference.” 
‘‘Class  Consciousness”  of  Cancer:  Socioeco- 
nomic factors  also  exert  a strong  influence  on 
the  control  of  this  group  of  cancers.  Breslow,^ 
in  a study  of  the  California  Tumor  Registry, 
has  demonstrated  what  he  calls  the  ‘‘class 
consciousness”  of  cancer  and  its  treatment, 
namely  that: 

1.  Cancer  of  the  cervix  is  twice  as  frequent 
in  the  lowest  income  group  as  in  the  highest. 

2.  Among  men,  lung  and  stomach  cancer 
strikes  the  lowest  income  group  twice  as  fre- 
quently as  it  does  those  with  the  highest  in- 
come. 

3.  Only  one-third  of  the  cancer  patients  in 
county  hospitals  had  received  the  benefits  of 
early  diagnosis  while  one-half  of  those  in  pri- 
vate hospitals  received  these  benefits. 

4.  62%  of  private  hospital  patients  with 
cancer  of  the  cervix  survived  five  years  or  more, 
but  only  39%  of  the  county  hospital  patients 
did  so. 

5.  Alameda  County  reported  that  two-thirds 
of  the  women  in  the  highest  social  class  had 
received  at  least  one  Papanicolaou  test,  while 
only  one-third  of  those  in  the  lowest  economic 
group  had  received  such  a test. 
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It  is  unfortunate  that  the  largest  portion  of 
the  population  should  benefit  the  least  from 
cancer  control  measures.  This  imbalance  must 
be  corrected  by  new  and  expanded  programs. 

The  identification  of  environmental  factors 
that  have  a causal  relationship  in  the  develop- 
ment of  cancer  and  their  elimination  or  protec- 
tion against  them  can  provide  a short  cut  for 
the  control  of  many  cancers.  The  classical  ex- 
ample and  the  first  identification  of  an  environ- 
mental chemical  causative  agent  of  cancer  in 
man  was  cancer  of  the  scrotum.  It  was  a com- 
mon occurrence  among  chimney  sweeps,  nearly 
100  times  more  frequent  than  in  the  general 
male  population,  and  was  caused  by  their  years 
of  contact  with  soot.  When  this  was  recognized 
by  Sir  Percival  Pott^  in  1775,  protective  clothing 
and  cleanliness  were  instituted  and  this  avoida- 
ble cancer  has  practically  disappeared. 
Preventable  Occupational  Cancers:  The  most 
common  of  all  cancers,  cancer  of  the  skin,  is 
an  avoidable  cancer.  It  is  induced  by  prolonged 
overexposure  to  sunlight,  to  ultraviolet  lamps, 
to  arsenic,  to  certain  oils  and  chemicals,  all  of 
which  can  be  avoided. 

Large  petroleum  companies  were  among  the 
first  to  recognize  the  value  of  cancer  prevention 
programs  and  one  of  them^  instituted  a cancer 
detection  examination  at  the  time  of  the  em- 
ployees’ periodic  health  check-up  and  provided 
prompt  treatment  for  any  malignant  or  pre- 
malignant  lesions  found.  So  successful  has 
been  this  program  that  after  20  years  the  com- 
pany has  not  had  a single  case  of  cancer  that 
could  be  attributed  to  oils.  In  the  beginning 
some  of  their  wax  pressmen  were  developing 
cancer  of  the  scrotum;  in  all,  about  11  cases 
among  77  men.  As  these  men  worked  at  their 
tables  they  pressed  the  frames  containing  wax 
and  oils  into  the  crotch  of  their  pants  which 
became  saturated  with  these  materials.  This 


practice  was  stopped,  the  men  were  required  to 
take  showers  at  the  end  of  the  day,  to  wear 
a clean  uniform  daily,  and  there  has  been  no 
further  recurrence  of  this  particular  cancer, 

A well  known  preventable  cancer  occurred  in 
the  bladder  of  nearly  70%  of  the  chemical 
workers  that  were  heavily  exposed  to  aniline 
dye  intermediates,  and  especially  to  betanaph- 
thylamine.®  When  this  chemical  was  identified 
as  the  culprit  and  exposure  to  it  was  stopped, 
the  incidence  of  bladder  cancer  in  this  group  of 
men  dropped  to  the  expected  rate.  Wynder  and 
associates®  have  shown  that  cancer  of  the  blad- 
der is  predominantly  a disease  of  men,  that  it 
is  increasing  in  some  countries  including  the 
United  States,  and  that  cigarette  smoking  in- 
creases the  risk  of  bladder  cancer  by  about 
two-fold.  They  also  point  out  that  shoe  repairers 
appear  to  have  a higher  incidence  of  bladder 
cancer  and  that  they  should  be  advised  to  han- 
dle dyes  and  polishes  with  more  care,  and  to 
wash  their  hands  frequently  with  soap  and 
water  as  a means  of  reducing  their  higher  risk 
to  this  disease.  Another  lead  is  the  recent  re- 
port by  Bouser®  that  about  50%  of  all  patients 
with  bladder  cancer  have  abnormal  tryptophan 
metabolites  in  their  urine — an  important  obser- 
vation that  is  being  investigated. 

It  has  long  been  known  that  about  50% 
of  the  miners  in  the  pitchblende  mines  in 
Joachimsthal,'^  and  about  75%  of  the  miners 
in  Schneeberg,'^  both  in  Czechoslovakia,  dying 
from  natural  causes,  died  from  cancer  of  the 
lung  brought  about  by  their  prolonged  exposure 
to  radioactive  ores.  A similar  high  incidence  of 
lung  cancer  has  appeared  among  the  uranium 
miners  in  the  Colorado  plateau  because  of  their 
excessive  inhalation  of  radon  gas.®-®  Prevention 
of  this  form  of  cancer  lies  principally  in  reduc- 
ing the  radiation  exposure.  By  periodic  cyto- 
logic examination  of  the  sputa  of  these  miners, 
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it  is  often  possible  to  detect  the  presence  of 
abnormal  cells  that  are  believed  to  be  the  pre- 
cursors of  malignant  changes  in  the  bronchial 
mucosa.  When  such  cells  appear  in  the  sputum 
of  a miner,  one  company  removes  him  from 
the  mine,  gives  him  a job  above  ground,  and 
instructs  him  to  stop  smoking.  Sometimes  the 
cells  in  his  sputum  slowly  regress  toward  a nor- 
mal appearance  and  presumably  the  develop- 
ment of  pulmonary  cancer  has  been  avoided. 

Among  chromate  ore  workers  the  estimated 
life-time  incidence  of  lung  cancer  was  approxi- 
mately 35%.^®  Workmen  who  inhaled  beryllium 
salts  and  oxides^^  also  had  a higher  incidence 
of  lung  cancer.  The  inhalation  of  asbestos 
fibers^2  jg  known  to  be  a responsible  agent  in 
the  causation  of  lung  cancer  as  well  as  of  ma- 
lignant mesotheliomas  of  the  pleura  and  peri- 
toneum. Even  the  inhalation  of  a small  amount 
of  asbestos  fibers^^  seems  to  be  capable  of  giv- 
ing rise  to  these  malignant  tumors. 

In  the  1930s,  fatal  bone  cancers  appeared 
in  women  who  had  ingested  minute  quantities 
of  radium  over  the  years  by  habitually  pointing 
their  brushes  in  their  mouths  as  they  painted 
luminous  dials  on  watches  and  instruments. 
These  were  accidentally  induced  cancers  which 
are  now  avoided. 

It  is  a curious  but  well  established  fact  that 
men  refining  nickel  ores  developed  cancers  of 
the  ethmoid  sinuses  in  a surprisingly  high  inci- 
dence.Another  substance,  cobalt, when  ac- 
cidentally injected  or  thrust  beneath  the  skin 
almost  invariably  caused  a cancer  to  develop 
at  that  site.  Fortunately,  exposure  to  all  these 
carcinogenic  substances  can  and  are  being 
eliminated  by  modern  protective  industrial 
practices,  and  these  cancers  are  being  avoided. 
Preventable  Environmental  and  Social  Cancers: 
The  most  important  environmental  causal 
agent  in  the  production  of  internal  cancer  today 


is,  of  course,  the  prolonged  inhalation  of  ciga- 
rette smoke.  The  Second  Report  of  the  Surgeon 
General  of  the  United  States  Public  Health  Ser- 
vice, The  Health  Consequences  of  Smoking, 
issued  in  1967,  reviewed  more  than  2,000  addi- 
tional research  studies  all  done  since  the  1964 
report.  They  confirmed  and  strengthened  the 
conclusions  of  the  initial  report  that  the  inhala- 
tion of  cigarette  smoke  is  the  major  cause  of 
lung  cancer,  and  in  addition  brought  out: 

1.  That  a substantial  increase  occurs  in  the 
mortality  ratios  for  smokers,  especially  ciga- 
rette smokers,  from  cancer  of  the  oral  cavity 
and  pharynx. 

2.  That  cigarette  smoking  is  a significant 
factor  in  the  causation  of  cancer  of  the  larynx. 

This  latter  conclusion  was  strengthened  by 
von  Essen  and  associates^®  who  in  December 
1968  reported  on  Cancer  of  the  Larynx  in  Con- 
necticut. For  the  period  of  1935-1959  there 
were  1,438  cases,  with  a male:female  ratio 
of  12:1.  The  annual  age-adjusted  incidence 
for  laryngeal  cancer  rose  from  3.8  to  6.0  per 
100,000  males  during  this  25-year  period — a 
rise  paralleling  the  spiraling  incidence  of  lung 
cancer.  Last  year  Auerbach  and  associates^®  re- 
ported that  smoking  is  associated  with  histolog- 
ic changes  in  the  laryngeal  epithelium  which 
include  cells  with  atypical  nuclei,  carcinoma  in 
situ,  and  early  invasive  carcinoma,  and  that 
these  changes  increase  in  proportion  with  the 
amount  of  smoking. 

As  recently  as  February  1971  the  former 
Surgeon  General,  Dr.  Luther  L.  Terry,  consid- 
ered^^  “cigarette-induced  disability,  disease, 
and  death  are  the  greatest  single  personal  and 
public  health  problems  we  face  within  the 
United  States  today  . . . and  that  excess  deaths 
among  current  cigarette  smokers  account  for 
one  out  of  every  three  deaths  for  men  between 
the  ages  of  35  and  59.  Because  women  have 
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a lower  overall  exposure  to  cigarettes,  and  are 
not  prone  to  coronary  disease  until  after  the 
menopause,  the  comparable  figure  is  about  1 
death  out  of  every  14  in  the  same  age  group.” 
He  continued,  "A  25-year-old  man  who  smokes 
two  packs  of  cigarettes  a day  can  expect  to 
die  on  the  average  8 years  sooner  than  a non- 
smoker  the  same  age.” 

The  smoking  problem  can  be  summarized  by 
saying  that  it  is  tragic  that  the  medical  profes- 
sion and  the  public  have  been  too  long  in  rec- 
ognizing that  epidemic  lung  cancer  is  largely 
an  avoidable  cancer  and  that  prevention  lies 
in  the  life  style  of  the  cigarette  smokers.  Can- 
cer of  the  oral  cavity,  pharynx  and  larynx  prob- 
ably belong  in  this  category.  These  cancers  for 
the  most  part  are  then  due  to  the  personal 
indifference  of  the  individual. 

As  recently  as  ten  years  ago  or  even  five 
years  ago,  how  many  physicians  would  have 
predicted  that  today  cancer  of  the  cervix  would 
be  considered  a preventable  cancer?  Twenty- 
five  years  ago  this  cancer  was  the  number  one 
killer  of  women.  Since  that  time  the  death  rate 
from  cervical  cancer  has  dropped  50%.  The 
widespread  application  of  the  Papanicolaou  test 
has  made  this  possible.  By  this  test  cancer  can 
be  found  in  its  earliest  stages  before  it  be- 
comes invasive,  before  it  can  be  seen  by  the 
naked  eye  and  at  a time  when  it  is  practically 
100%  curable.  Yet  after  25  years  it  is  estimat- 
ed that  about  53%  of  the  adult  female  popula- 
tion are  still  unscreened — some  20  to  30  mil- 
lion women.  The  “pap”  test  may  also  prove 
useful  in  the  identification  of  possible  precur- 
sors of  cervical  cancer  while  they  are  still  rever- 
sible and  become  valuable  as  a preventive 
measure.^® 

The  effectiveness  of  the  Papanicolaou  test  in 
the  control  of  cervical  cancer  has  been  demon- 
strated in  Louisville,  Ky^®  where  pap  smears 


have  been  done  on  a large  group  of  women  for 
the  past  ten  years.  For  the  past  seven  years 
not  one  single  case  of  invasive  cancer  of  the 
cervix  has  appeared  among  these  women,  prov- 
ing that  yearly  cytological  screening  provides 
essentially  100%  protection.  Today  one  can 
say  that  a death  from  cancer  of  the  cervix  is 
a preventable  death.  It  need  only  occur  as  a 
result  of  personal  indifference  or  neglect. 

It  may  also  be  considered  an  avoidable  can- 
cer as  well,  for  cervical  cancer  has  a much 
higher  incidence  in  countries  where  adequate 
personal  hygiene  is  difficult  to  obtain,  such  as 
in  the  countries  of  Latin  America,  India,  China 
and  Africa:  it  has  the  lowest  incidence  in  coun- 
tries in  which  the  plumbing  facilities  are  better. 
In  Singapore  it  was  demonstrated  that  those 
women  who  have  access  to  a private  bathroom 
have  a lower  incidence  of  cervical  cancer  than 
those  who  do  not.  It  is  twice  as  high  in  women 
who  marry  at  16  years  of  age  or  younger  and 
who  initiate  sexual  intercourse  at  an  early  age. 
It  occurs  more  frequently  in  married  than  in 
unmarried  women.  In  women  married  twice  or 
more,  the  incidence  jumps  about  three  times. 
Prostitutes  have  a very  high  incidence,  some 
800  times  greater  than  celibate  nuns.  To  quote 
the  director^®  of  a California  cancer  control 
center,  cervical  cancer  “occurs  in  coitally  ac- 
tive, multiply  pregnant  young  women  with  dis- 
tinctive life  styles  . . . and  is  a venereal-type 
disease.” 

In  studies  of  13,000  nuns  in  the  Province  of 
Quebec,  of  100,000  nuns  in  the  United  States, 
and  of  nuns  in  several  European  countries,  no 
cervical  cancers  were  found  or  no  deaths  from 
cervical  cancer  were  reported,^!  indicating  that 
cervical  cancer  is  rare  in  the  absence  of  sex- 
ual intercourse.  In  contrast,  however,  Wynder 
found  that  nuns  had  cancers  of  the  body  of 
the  uterus,  of  the  ovary  and  of  the  breast,  and 
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actually  a higher  incidence  of  endometrial  can- 
cer than  in  the  average  female  population. 

A somewhat  related  and  another  avoidable 
cancer  is  cancer  of  the  penis — related  be- 
cause wherever  the  incidence  of  cancer  of  the 
cervix  is  low,  so  is  the  incidence  of  penile  can- 
cer, and  where  one  is  very  common,  so  is  the 
other.  Penile  cancer  is  probably  the  oldest  of 
avoidable  cancers.  It  has  been  almost  non- 
existent among  the  Jews  in  whom  circumci- 
sion is  performed  at  the  end  of  the  first  week 
after  birth  as  part  of  a religious  rite.  In  Mos- 
lems circumcision  is  carried  out  before  puber- 
ty, and  they  also  have  a low  incidence  of  this 
cancer.  In  a series  of  120  cases  of  this  cancer 
at  New  York  Memorial  Hospital  for  Cancer  and 
Allied  Diseases,  Dean“2  reported  that  none  of 
the  patients  had  been  circumcised  in  infancy. 
It  has  also  been  established  that  circumcision 
after  the  age  of  puberty  is  ineffective.  In  a 
country  as  health  conscious  as  the  United 
States,  this  cancer  could  be  almost  eliminated 
by  mandatory  circumcision  and  personal  clean- 
liness. Where  these  practices  are  neglected,  the 
incidence  is  considerably  higher  as  in  Ceylon, 
South  Africa,  and  Latin  America.  In  India  it 
may  account  for  as  much  as  10%  of  all  can- 
cers in  males  and  up  to  20%  in  China.  Mexico 
may  have  the  world’s  highest  known  incidence 
of  this  disease.  In  the  United  States  it  amounts 
to  from  1 to  3%  of  all  cancer.^^ 

The  social  customs  that  can  lead  to  cancer 
are  complex,  deeply  rooted,  and  apparently 
satisfy  strong  human  desires.  For  example,  the 
Cancer  Institute  of  Madras  in  India^^  reports 
that  48%  of  all  malignant  neoplasms  were 
oral  or  pharyngeal  in  origin,  with  more  than 
20%  of  them  arising  from  the  buccal  mucosa. 
In  contrast,  buccal  cancers  in  the  United  States 
account  for  only  4.6%  in  males  and  1.7%  in 
females. 23  The  high  incidence  of  intraoral  can- 


cers also  prevails  in  the  Philippines,  Ceylon, 
Burma,  Pakistan,  Guam  and  Russia  and  is 
most  frequent  in  their  low  income  groups.  It 
is  probably  related  to  their  national  habit  of 
chewing  a mixture  of  tobacco  and  slaked  lime 
with  betel  nut.  This  “quid”  is  placed  in  the 
mouth  between  the  cheek  and  the  gum  and 
kept  there  most  of  the  day.  It  stains  their 
teeth  and  keeps  their  mouths  filthy.  These 
“self-induced”  cancers  are  pitiful  to  see  when 
they  are  not  necessary  and  are  avoidable. 

Unfortunately,  a similar  habit  exists  in  the 
southeastern  United  States.  It  is  snuff-dipping, 
and  is  a fairly  common  habit,  especially  among 
the  older  women  in  the  low  income  groups. 
Snuff  is  no  longer  sniffed  in  the  nose  as  was 
fashionable  in  the  18th  century.  Today  a 
pinch  of  this  flavored,  powdered  tobacco  is 
placed  in  the  gingival  buccal  gutter.  The  pro- 
longed contact  of  the  quid  to  the  same  limited 
area  of  mucosa  produces  a severe  chronic 
local  irritation  that  is  an  ideal  environment  for 
any  carcinogen  in  the  mixture  to  exert  its  ef- 
fect by  direct  contact. 

Snuff  dippers’  intraoral  cancers  are  not  just 
a casual  or  freak  occurrence.  Brown  and  as- 
sociates^s  of  Atlanta  recently  reported  on  394 
cases  of  oral  cancer  in  which  78%  of  them 
occurred  in  the  buccal  gutter  and  were  in 
women.  Seventy-five  percent  of  these  women 
were  confirmed  snuff  users  and  kept  the  quid 
at  that  location.  Rosenfeld  and  Calloway, 
from  Nashville,  found  that  90%  of  the  women 
in  a group  of  525  with  intraoral  cancer  had 
carcinoma  of  the  gingiva-buccal  area  and  were 
habitual  users  of  snuff.  In  contrast  are  reports 
from  Buffalo,  the  Mayo  Clinic,  and  New  York 
City  in  which  cancers  of  the  oral  cavity  and 
pharynx  occur  about  five  times  more  frequent- 
ly in  men  than  in  women. 2^-29 

An  unusual  type  of  cancer  that  is  suspected 
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of  having  a causal  relationship  to  environmen- 
tal factors  is  Burkitt’s  sarcoma.  It  was  first 
thought  to  be  limited  to  African  children,  but 
more  thorough  studies  revealed  that  it  can  ap- 
pear in  children  of  all  races — American,  Euro- 
pean, Asian  and  Indian,  but  the  strikingly  high 
incidence  occurs  only  in  a zone  across  Central 
Africa  with  an  elevation  of  less  than  5,000  ft, 
an  annual  rainfall  of  more  than  200  inches, 
and  a temperature  that  does  not  fall  below 
60°  F.  These  conditions  raise  the  question, 
“Could  this  type  of  cancer  be  due  to  a virus 
that  was  possibly  transmitted  by  a vector  such 
as  a mosquito?”  Dorfman®®  has  suggested 
that  the  unusually  high  incidence  in  a particu- 
lar area  in  Africa,  the  predilection  for  the  bones 
of  the  jaw  and  face  and  the  rarity  of  leukemic 
transformation  may  reflect  an  attendant  host 
susceptibility  in  African  children  in  addition  to 
the  environmental  factors. 

Cancer  of  the  colon  and  rectum  in  the 
United  States  is  the  number  1 internal  cancer 
among  men  and  women;  46,000  deaths  will 
occur  from  it  this  year,  and  there  will  be 
76,000  new  cases,  although  three  out  of  four 
patients  could  be  saved  by  early  diagnosis  and 
treatment.  It  is  infrequent  in  Mexico,  Latin 
America,  India  and  in  Japan.  It  is  the  only 
cancer  in  which  the  incidence  is  the  same  in 
both  sexes. 

Haenszel®^  of  the  National  Cancer  Institute 
has  shown  that  the  incidence  of  cancer  of  the 
colon  in  people  who  live  in  urban  communities 
is  higher  than  those  in  rural  communities,  and 
that  there  is  an  appreciably  higher  rate  in 
people  of  the  northern  part  of  the  United 
States  as  compared  with  those  in  the  southern 
states.  These  findings  remain  consistent  in 
migrants  from  the  northern  states  to  the 
southern  states,  and  vice  versa,  as  well  as  in 
migrants  going  to  and  from  rural  and  urban 
centers. 


The  most  exciting  development  in  the  field 
of  preventable  cancers  is  the  recognition  that 
cancer  of  the  colon  and  rectum  are  probably 
environmental  diseases.  This  was  expressed  by 
the  members  of  a panel  at  the  First  National 
Conference  on  Cancer  of  the  Colon  and  Rec- 
tum in  January  1971.*  At  this  conference, 
Burkitt32  reported  that  the  Bantus  in  middle 
and  southern  Africa  had  a low  incidence  of 
these  diseases  and  also  that  diverticulitis  and 
ulcerative  colitis  were  almost  nonexistent.  It 
has  been  known  for  some  time  that  death 
rates  for  colon  and  rectum  cancer  differ  in 
various  countries,  with  the  highest  rates  being 
in  the  Western  countries,  such  as  Scotland, 
Denmark,  Canada  and  the  United  States,  and 
lower  rates  in  undeveloped  countries  such  as 
those  in  Central  and  South  America,  as  well 
as  those  in  China,  Japan  and  the  Philippines. 
The  lowest  age-standardized  incidence  of  these 
diseases  was  reported  by  Doll  and  associates^® 
in  1966  in  four  sub-Saharan  countries  in 
Africa. 

Burkitt  further  stated  that  when  rural  Afri- 
cans move  into  a city  and  start  eating  Western 
style  food,  their  susceptibility  to  these  types 
of  malignant  disease  increases  dramatically 
and  eventually  matches  the  high  rates  in 
Europeans  and  Americans.  This  situation  is 
also  known  to  occur  among  the  Japanese  who 
migrate  to  Hawaii  and  California,  as  their 
children  have  almost  as  many  bowel  cancers 
as  the  general  population  in  these  areas. 
Burkitt  believes  the  critical  factor  in  the  Ban- 
tus is  the  difference  in  diet.  African  villagers, 
for  instance,  pound  whole  grain  and  eat  it, 
bran  and  all,  in  coarse  breads.  Their  sugar 
comes  largely  from  fruit  eaten  raw  with  all  of 

♦National  Conference  on  Cancer  of  the  Colon  and 
Rectum,  Jan  7-9,  1971,  Hotel  Del  Coronado,  San 
Diego,  Calif,  Panel  on  Etiology  and  Host  Factors. 
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its  fiber  intact.  This  produces  large  stools 
which  are  about  four  times  greater  in  weight 
for  the  Africans  than  for  the  English  students 
living  in  Africa.  The  transit  times  through  the 
gastrointestinal  tract  is  also  about  four  times 
faster.  If  fecal  material  contains  carcinogens, 
and  he  presents  reasonable  evidence  that  it 
does,  it  is  more  concentrated  in  the  smaller 
stools  and  the  carcinogen  remains  a longer 
time  in  contact  with  the  bowel  mucosa.  This 
could  explain  how  people  in  the  Western  world 
have  an  increased  chance  of  contracting  bowel 
cancer. 

Another  achievement  of  equal  importance  in 
the  control  of  bowel  cancer  has  been  a new 
method  using  embryonic  antigens  for  the  de- 
tection of  extremely  small  cancers  of  the  colon 
as  developed  by  Gold  (Montreal).  He  discover- 
ed that  all  human  colon  cancers  contain 
identical  tumor-specific  antigens  called  CEA 
(carcino-embryonic-antigen)  which  were  found 
to  have  disappeared  from  the  blood  of  suc- 
cessfully treated  patients  but  not  from  those 
still  carrying  the  cancer.  The  American  Cancer 
Society  and  the  National  Cancer  Institute  are 
supporting  a program  to  test  whether  mass 
screening  for  CEA  as  part  of  routine  blood 
tests  might  detect  those  among  the  general 
population  harboring  early  colon  or  rectum 
cancers.  These  two  developments  could  lead  to 
the  ultimate  control  of  colon  and  rectum 
cancers. 

There  is  another  group  of  cancers  which 
appear  to  be  related  to  causal  factors  in  our 
environment,  but  the  factors  have  not  yet 
been  identified.  The  first  of  these  is  cancer  of 
the  stomach,  which  has  been  undergoing  a 
remarkable  decline  for  the  past  30  years  in 
the  United  States  for  no  known  reason.  At  the 
same  time  cancer  of  the  stomach  has  been 
increasing  in  Yugoslavia,  Mexico,  India,  the 


Soviet  Union,  Iceland  and  particularly  in  Ja- 
pan, where  it  is  the  number  1 cancer.  In  most 
countries  that  have  a high  incidence  of  cancer 
of  the  stomach,  there  is  a low  incidence  of 
colon  cancer.  Yet  the  Japanese  who  live  in  the 
United  States  do  not  have  the  same  high  inci- 
dence. Why?  It  might  be  related  in  some  way 
to  the  low  protein  diet  of  these  people,  but 
this  is  not  certain.  The  discrepancy  in  the 
incidence  between  these  different  peoples  ap- 
parently lies  in  differences  in  their  environ- 
mental food  habits.  It  is  now  known  that 
aflatoxin  as  produced  by  the  fungus  Asper- 
gillus flavus  growing  on  spoiled  peanuts  is, 
according  to  Bouser,®  a most  potent  carcino- 
gen. It  is  believed  to  interfere  with  the  syn- 
thesis of  DNA.  Aflatoxin  has  also  been  obtain- 
ed from  the  fungus  that  grows  on  moldy  rice. 
Since  these  poorer  quality  foods  are  more 
likely  to  be  contaminated  by  such  fungi  and 
since  the  highest  incidence  of  stomach  cancer 
occurs  in  the  lower  income  groups,  it  is  easi- 
ly understood  why  aflatoxins  have  become 
suspect  and  are  under  serious  investigation. 

Epidemiologists  would  like  to  know  why 
American  women  have  about  seven  times  more 
cancer  of  the  breast  than  Japanese  women. 
They  think  that  there  is  some  connection  in 
the  length  of  time  they  spend  in  nursing  their 
children,  but  much  more  research  is  needed 
into  glandular  and  related  functions  to  make 
sure.  They  would  also  like  to  know  why  cancer 
of  the  breast  is  more  frequent  in  unmarried 
than  in  married  women. 

American  Indians  and  Eskimos  of  both  sexes 
are  said  to  have  a low  cancer  rate  generally, 
for  which  there  is  no  explanation.  The  Indian 
women,  however,  have  a normal  or  higher 
mortality  rate  from  cancer  of  the  liver  and 
uterus. 

It  is  interesting  that  colon  cancer  occurs 
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only  one-tenth  as  frequently  among  the  mem- 
bers of  the  Bantu  tribe  in  Southeast  Africa  as 
it  does  in  the  United  States.  Yet  cancer  of  the 
liver,  v\/hich  accounts  for  50%  of  all  cancer 
deaths  among  the  Bantus,  accounts  for  less 
than  4%  in  Europeans  and  North  Americans.^^ 
Again  a search  must  be  made  to  identify  en- 
vironmental factors  that  account  for  these 
contrasting  incidences.  Scientists  speculate 
that  the  Bantu  tribesmen  exist  on  a diet  de- 
ficient in  milk  and  meat,  particularly  in  their 
early  years,  which  predisposes  them  to  cir- 
rhosis of  the  liver  from  which  this  form  of 
cancer  appears  to  develop.  Here  then  is  the 
opportunity  to  identify  other  environmental 
factors  and  add  to  the  list  of  preventable 
cancers. 

In  Puerto  Rico^^  the  frequency  of  cancer 
of  the  esophagus  is  ten  times  higher  than  in 
upper  New  York  State.  The  physicians  in  Puerto 
Rico  strongly  suspect  that  it  is  due  to  the  prac- 
tice among  the  lower  socioeconomic  groups 
of  drinking  low  quality  rum  which  they  make 
in  their  homes. 

Mention  can  only  be  made  of  the  intricate 
problems  of  the  carcinogenic  potentials  of 
pesticides,  of  food  additives — such  as  colors, 
flavors,  emulsifiers,  antioxidants  and  fungal 
contaminants — although  many  are  suspect. 
The  same  holds  true  for  cosmetics  and  certain 
medical  preparations.  Wood^®  has  listed  some 
of  the  intricate  possibilities  by  which  cancer 
may  result  from  a host  of  different  factors, 
some  of  which  act  singly,  whereas  others  work 
in  subtle,  complex  combinations  such  as: 

1.  Co-carcinogenicity  (carcinogens — chemi- 
cal, physical  and  others,  often  weak — may 
produce  neoplasms  when  acting  together  but 
not  individually. 

2.  The  multiphasic  mechanism  of  carcino- 
genesis (some  carcinogens  may  initiate  a neo- 


plastic process  which  remains  dormant  until 
other  carcinogens  promote  or  accelerate  its 
growth). 

3.  Intrinsic  factors  of  oncogenic  origin  (in 
addition  to  extrinsic  factors,  hormones,  genetic 
coating,  and  possibly  viruses)  may  be  co-car- 
cinogenic. 

4.  Etiological  viral  agents  and  several  other 
mechanisms. 

A recent  concept  that  has  a direct  bearing 
on  the  control  of  malignant  disease  is  the 
recognition  that  cancer  is  a truly  chronic  dis- 
ease. It  has  a long  latent  period,  a long  in- 
sidious period  of  growth,  and  a protracted 
period  of  care  including  the  process  of  met- 
astasis. Boyland®®  brings  this  into  clean  fo- 
cus: “Even  if  the  causes  of  cancer  were  mi- 
raculously removed  . . . cancer  would  still  be 
occurring  50  years  from  now,  owing  to  the 
long  latent  period  between  the  stimulus  and 
the  occurrence  of  the  disease.” 
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Rational  treatment  of  anemias 
in  malignant  diseases 


The  appropriate  treatment  of  anemia  in  persons 
with  malignant  disease  depends  upon  delineation 
of  the  mechanism  of  the  anemia  in  the  particular 
patient.  In  this  article,  various  mechanisms  of 
anemia  in  neoplastic  disease  are  considered  by  re- 
viewing the  case  histories  of  seven  patients.  The 
means  of  diagnosis  and  treatment  of  each  of  these 
types  of  anemia  are  discussed. 

ANEMIA  is  one  of  the  most  frequent  manifesta- 
tions of  malignant  diseases.  In  some  patients, 
diagnostic  evaluation  of  anemia  results  in  dis- 
covery of  an  occult  malignancy.  In  other  pa- 
tients, anemia  does  not  appear  until  after  the 
neoplastic  disease  is  apparent  both  to  the  pa- 
tient and  his  physician.  The  proper  treatment 
of  anemia  in  a patient  with  malignancy  de- 
pends upon  the  identification  of  the  mechan- 
ism of  the  anemia.  The  diagnostic  evaluation 
of  the  anemia  must  be  thorough  because  the 
possible  causes  of  anemia  in  persons  with 
malignant  disease  are  quite  varied  (Fig  1). 
Seven  cases  will  be  presented  to  illustrate  some 
of  the  mechanisms  of  anemia  associated  with 
malignancy. 

Iron  Deficiency  Anemia  (Case  1):  We  saw  this 
68-year-old  man  in  July  1966  for  evaluation  of 
anemia.  His  illness  began  two  years  previously 
when  he  experienced  weakness,  lightheaded- 
ness, melena,  and  one  syncopal  episode.  Stud- 
ies at  that  time  showed  hypochromic  microcy- 
tic anemia  with  a low  serum  iron  level  and  ele- 
vated serum  iron  binding  capacity.  Stools  con- 
tained occult  blood.  Thorough  radiographic  ex- 
aminations of  the  gastrointestinal  tract  dis- 
closed no  lesions.  Proctoscopy  revealed  only 
external  hemorrhoids.  The  anemia  disappeared 
with  iron  therapy. 

Seven  months  later,  another  syncopal  epi- 
sode occurred  accompanied  by  passage  of 


bright  red  blood  from  the  rectum.  Laboratory 
values  were:  hemoglobin  9.9  gm/100  ml;  hem- 
atocrit 33%;  serum  iron  32  jag/lOO  ml;  and 
serum  iron  binding  capacity  389  /^g/100  ml. 
Complete  radiographic  studies  of  the  gastroin- 
testinal tract  and  proctoscopy  were  negative. 
The  patient  resumed  iron  therapy  and  his  he- 
moglobin level  returned  to  normal.  However, 
five  months  later  the  anemia  recurred.  Stools 
were  positive  for  occult  blood.  The  entire  gas- 
trointestinal tract  was  reexamined  radiographi- 
cally with  no  abnormal  results.  Results  of  a 
proctoscopic  examination  also  were  normal.  A 
fourth  colon  examination  six  months  later  was 
considered  normal.  The  patient  had  not  noted 
constipation,  change  in  bowel  habits,  diarrhea, 
abdominal  pain,  hematemesis,  or  weight  loss. 

Results  of  physical  examination  in  July  1966 
were  essentially  normal  except  for  pallor.  No 
abdominal  or  rectal  masses  were  palpated. 

Hemoglobin  was  9.7  gm/100  ml,  hematocrit 
30%,  total  leukocyte  count  6,500/cu  mm. 
Stools  were  negative  for  occult  blood.  Examina- 
tion of  the  patient's  peripheral  blood  film  dis- 
closed a hypochromic  microcytic  picture  sug- 
gesting iron  deficiency  anemia.  Serum  iron 
value  was  32  /xg/100  ml  and  serum  iron  bind- 
ing capacity  418  /^g/100  ml.  Believing  the  pa- 
tient must  have  a gastrointestinal  lesion  with 
chronic  intermittent  blood  loss  to  account  for 
his  iron  deficiency  anemia,  a fifth  set  of  gas- 
trointestinal roentgenograms  was  obtained.  No 
abnormalities  were  found  in  the  upper  gastro- 
intestinal tract,  but  colon  examination  disclosed 
a polypoid  tumor  of  the  cecum.  Viewed  retro- 
spectively, the  roentgenograms  of  the  colon  ob- 
tained six  months  previously  also  showed  the 
lesion. 

At  laparotomy,  a well-differentiated  adeno- 
carcinoma, measuring  6 cm  in  greatest  diame- 
ter, was  removed.  Serosal  extension  was  pre- 
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sent.  Eight  lymph  nodes  in  the  region  of  the 
tumor  contained  carcinoma,  but  the  high  nodes 
of  the  dissection  were  not  involved.  The  liver 
appeared  to  be  normal  at  the  time  of  surgery. 
The  patient  remains  healthy  41/2  years  after 
operation. 

Comment:  In  almost  all  instances,  iron  defi- 
ciency anemia  in  adults  is  due  to  chronic  blood 
loss.  The  treatment  of  iron  deficiency  anemia 
involves  more  than  the  administration  of  iron. 
One  must,  in  addition,  determine  the  reason  for 
the  blood  loss  and  treat  the  underlying  cause. 
As  illustrated  by  case  1,  the  cause  of  the  blood 
loss  may  be  a malignancy.  In  patients  with 
gastrointestinal  blood  loss  in  whom  complete 
radiographic  studies  are  negative,  the  physi- 
cian’s skill  and  patience  are  severely  taxed.  In 
order  to  recognize  occult  gastrointestinal  ma- 
lignancies early,  the  physician  may  need  to 
utilize  special  procedures  such  as  esophagos- 
copy,  gastroscopy,  and  arteriography.  The  site 
of  bleeding  sometimes  may  be  identified  by  in- 
jecting, intravenously,  erythrocytes  labeled  with 
radioactive  chromium,  and  then  aspirating 
(through  a tube)  gastrointestinal  contents  at 
various  levels  and  measuring  radioactivity  of 
the  aspirate.  In  some  patients,  exploratory  ab- 
dominal surgery  is  necessary  to  determine  the 
site  of  bleeding  and  to  discover  an  occult 
malignancy. 

Anemia  of  Chronic  Disease  (Case  2):  We  saw 
this  60-year-old  man  in  consultation  because  of 
mild  anemia.  His  hemoglobin  level  was  11.5 
gm/100  ml,  and  hematocrit  was  35%.  He  had 
lost  20  lb  during  the  preceding  four  months. 
Recently,  two  complete  radiographic  examina- 
tions of  the  gastrointestinal  tract  had  shown 
no  abnormalities.  Serum  iron  value  was  low  at 
45  /ig/100  ml,  and  serum  iron  binding  capacity 
was  mildly  decreased  to  262  /^g/lOO  ml.  His 
reticulocyte  count  was  1.2%.  A peripheral 


Blood  loss 
Iron  deficiency 
Anemia  of  chronic  disease 
Wlyelophthisis 
Erythroid  hypoplasia 
Megaloblastic  erythropoiesis 
Vitamin  B,,  deficiency 
Folic  acid  deficiency 
Sideroblastic  erythropoiesis 
Autoimmune  hemolytic 
Microangiopathic  hemolytic 
Chemotherapy  or  radiotherapy 

1.  Mechanisms  of  anemia  in  malignant  diseases. 

blood  film  disclosed  normal-appearing  erythro- 
cytes. Bone  marrow  aspirate  was  considered  to 
be  normal.  Abundant  iron  was  found  in  the  his- 
tiocytes. The  patient’s  anemia  was  thought  to 
result  from  chronic  disease,  either  infection  or 
malignancy.  However,  an  exhaustive  diagnostic 
work-up  in  the  hospital  revealed  no  evidence  of 
infection  or  malignancy. 

He  returned  to  the  hospital  six  months  later. 
He  had  lost  an  additional  30  lb  and  was  both- 
ered by  muscle  aches.  The  hematocrit  was 
33%.  Serum  iron  levels  and  iron  binding  capac- 
ity were  both  lower  than  normal,  and  Prussian 
blue  stain  of  the  marrow  revealed  abundant 
iron.  Again,  extensive  radiographic  studies  did 
not  disclose  evidence  of  malignancy.  Results  of 
scalene  lymph  node  biopsy,  liver  scan,  and  liver 
function  tests  were  normal. 

One  month  later  he  was  readmitted  to  the 
hospital  with  pain  in  the  sternum  and  ribs. 
Hemoglobin  was  9.0  gm/100  ml,  hematocrit 
29%,  total  leukocyte  count  8,600/cu  mm,  and 
platelet  count  869,000/cu  mm.  Serum  alkaline 
phosphatase  was  elevated  to  6.0  Bessey-Lowry 
units.  Bromsulfalein  dye  test  disclosed  2%  re- 
tention at  45  minutes.  A technetium  colloid  liv- 
er scan  was  normal.  Roentgenograms  of  the 
chest  showed  several  lytic  lesions  of  ribs, 
thought  likely  to  be  metastatic  tumor. 
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Causes:  malignancy,  infection,  rheumatoid  arthritis,  other  collagen 
disorders 

Severity:  mild  to  moderate  anemia,  nonprogressive 
RBC  morphology:  normochromic  normocytic;  occasionally  hypochro- 
mic and/or  microcytic 

Serum  iron  and  iron  binding  capacity:  both  decreased 
Marrow  hemosiderin:  normal  or  increased 
Marrow  sideroblasts:  decreased 
Release  of  iron  from  histiocytes:  impaired 
Red  blood  cell  survival:  mildly  decreased 
Erythrocyte  free  protoporphyrin:  increased 
Plasma  copper  level:  increased 
Serum  erythropoietin  level:  low  in  relation  to  anemia 

2.  Characteristics  of  anemia  of  chronic  disease. 


Examination  of  the  peripheral  blood  film  dis- 
closed normochromic,  normocytic  erythrocytes 
with  mild  poikilocytosis.  Marrow  aspirate  was 
obtained  from  the  posterior  iliac  crest.  Many 
clumps  of  immature  cells,  believed  to  be  meta- 
static tumor  cells,  were  seen.  Histologic  sec- 
tions of  the  needle  biopsy  of  the  bone  marrow 
revealed  a fairly  well-differentiated  adenocarci- 
noma. 

Radiographic  studies  of  the  chest,  gastroin- 
testinal tract  and  kidneys  failed  to  identify  the 
primary  site  of  the  adenocarcinoma.  The  pa- 
tient was  treated  with  5-fluorouracil  and  later 
with  irradiation.  The  liver  gradually  increased 
in  size  and  additional  bone  lesions  appeared. 
He  died  7 months  after  the  diagnosis  of  malig- 
nancy was  made  histologically,  and  14  months 
after  the  anemia  of  chronic  disease  was  first 
recognized.  During  his  lifetime  the  primary  site 
of  the  adenocarcinoma  was  never  identified. 
No  autopsy  was  performed. 

Comment:  In  this  patient,  anemia  of  chronic 
disease  was  the  first  laboratory  indication  of 
malignant  disease.  This  type  of  anemia  is  also 
observed  in  patients  with  infections,  rheuma- 
toid arthritis  and  other  collagen  disorders.  It 
has  several  distinctive  characteristics  which 
differentiate  it  from  other  anemias  (Fig  2).^  In 
severity,  it  is  mild  to  moderate  with  hemoglobin 
values  varying  between  8 and  12  gm/100  ml. 
The  erythrocytes  are  usually  normochromic  and 
normocytic,  but  sometimes  hypochromic  or 
microcytic.  The  serum  iron  level  is  low.  In  con- 
trast to  iron  deficiency,  the  serum  iron  binding 
capacity  is  low  and  hemosiderin  is  present  in 
marrow  histiocytes.  Normally,  the  reticuloendo- 
thelial system  extracts  iron  from  senescent  red 
cells  and  quickly  returns  the  iron  to  the  plas- 
ma. The  low  serum  iron  of  the  anemia  of 
chronic  disease  results  from  impaired  return  of 
reticuloendothelial  cell  iron  to  the  plasma.  Red 
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blood  cell  survival  is  usually  mildly  decreased. 
The  exact  reason  for  the  anemia  itself  is  not 
clear.  In  most  instances,  the  serum  erythro- 
poietin level  is  lower  than  expected  for  the  de- 
gree of  anemia. 23  ln  addition,  marrow  respon- 
siveness to  erythropoietin  may  be  less  than 
optimal. 2 In  persons  with  malignancy,  this  ane- 
mia usually  indicates  disseminated,  rather  than 
localized,  neoplasm.  There  is  no  correlation  of 
the  development  of  the  anemia  of  chronic  dis- 
ease with  the  presence  or  absence  of  marrow 
metastases.  Improvement  in  the  anemia  is  gen- 
erally dependent  on  control  of  the  underlying 
malignancy.  Androgen  therapy  usually  is  not 
helpful. 

Myelophthisic  Anemia  (Case  3):  This  77-year- 
old  carpenter  was  seen  by  us  because  of  ane- 
mia. Three  months  previously  he  had  episodes 
of  postprandial  bloating  and  vomiting.  No  he- 
matemesis,  melena,  or  bloody  bowel  move- 
ments were  noted.  He  was  slightly  anemic  with 
the  hemoglobin  value  12.1  gm/100  ml.  Ra- 
diographic studies  of  the  gastrointestinal  tract 
were  negative.  An  oral  cholecystogram  dis- 
closed multiple  radiolucent  stones.  Three  weeks 
before  hospitalization,  he  had  an  attack 
thought  to  be  mild  acute  cholecystitis.  The  he- 
moglobin value  had  decreased  to  9.7  gm/100 
ml  with  the  hematocrit  30%,  During  the  three 
years  prior  to  admission,  he  had  noted  dimin- 
ished urinary  stream,  hesitancy,  dribbling,  and 
nocturia  (three  times  per  night). 

When  we  saw  the  patient,  the  only  pertinent 
finding  on  physical  examination  was  a diffuse- 
ly enlarged,  hard  prostate  gland. 

The  hemoglobin  value  was  8.8  gm/100  ml, 
hematocrit  27%,  reticulocyte  count  1.6%, 
platelet  count  160,000/cu  mm,  and  total  leu- 
kocyte count  3,100/cu  mm  with  a differential 
count  of  45  segmented  neutrophils,  39  lympho- 
cytes, 10  monocytes,  3 eosinophils,  1 basophil, 


and  2 metamyelocytes.  Results  of  urinalysis 
were  normal.  Other  values  were:  blood  urea 
nitrogen  22  mg/100  ml;  serum  iron  133  iig/ 
100  ml;  serum  iron  binding  capacity  300  /xg/ 
100  ml;  serum  alkaline  phosphatase  35.2  Bes- 
sey-Lowry  units  (normal  range  0.1 — 0.63  units) 
Roentgenograms  revealed  osteoblastic  lesions 
of  ribs,  vertebrae,  and  pelvis. 

Examination  of  the  peripheral  blood  film  dis- 
closed moderate  poikilocytosis.  Occasional  nor- 
moblasts and  immature  granulocytes  were 
seen.  Marrow  aspirate  obtained  from  the  iliac 
crest  showed  numerous  clumps  of  tumor  cells, 
consistent  with  the  diagnosis  of  metastatic 
carcinoma  of  the  prostate.  Erythropoiesis  and 
granulopoiesis  were  decreased. 

The  urological  consultant  recommended  or- 
chiectomy and  estrogen  therapy.  The  patient, 
however,  refused  the  surgical  procedure  and 
was  treated  with  stilbestrol.  After  treatment  for 
five  months,  the  hemoglobin  level  increased 
from  the  lowest  value  of  7.9  to  11.2  gm/100 
ml,  and  the  hematocrit  from  25%  to  33% . 

Comment:  The  diagnostic  evaluation  of  an 
anemia  eventually  led  to  the  diagnosis  of  ma- 
lignancy in  this  patient.  Myelophthisic  anemia 
due  to  medullary  metastases  may  cause  leuko- 
penia and  thrombocytopenia  as  well  as  anemia. 
A clue  which  points  to  myelophthisic  anemia 
is  a leucoerythroblastic  picture  in  the  peripheral 
blood — that  is,  the  presence  of  small  to  moder- 
ate numbers  of  normoblasts  and  immature 
granulocytes.  Marrow  infiltration  is  commonly 
the  mechanism  of  anemia  in  leukemia  and 
multiple  myeloma.  The  carcinomas  which  most 
commonly  cause  myelophthisic  anemia  are 
those  originating  in  the  prostate,  breast,  and 
lung.  Control  of  the  malignancy  with  treatment, 
as  exemplified  in  this  case,  may  cause  improve- 
ment in  a myelophthisic  anemia.  In  patients 
with  malignancies  other  than  carcinoma  of  the 
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Hereditary: 

Hereditary  sex-linked  hypochromic  anemia 
Acquired: 

A,  Primary 

Idiopathic  refractory  sideroblastic  anemia 

B.  Secondary 

1.  Preleukemic  or  acute  myeloid  leukemia 

2.  Associated  with  neoplastic  diseases:  multiple  myeloma, 
myelofibrosis,  carcinoma 

3.  Associated  with  non-neoplastic  diseases:  rheumatoid  arth- 
ritis, polyarteritis  nodosa,  myxedema 

4.  Drugs:  isoniazid,  cycloserine,  pyrazinamide,  chlorampheni- 
col, azathioprine,  lead 

5.  Deficiency  states:  alcoholism,  malabsorption  syndrome 
3.  Classification  of  sideroblastic  anemia. 


Warm  antibodies: 

Idiopathic  autoimmune  hemolytic  anemia 
Collagen  disorders,  particularly  systemic  lupus  erythematosus 
Drugs:  alpha-methyidopa,  penicillin,  cephalothin,  quinine 
Evans'  syndrome 

Chronic  lymphocytic  leukemia,  lymphoma 
Other  leukemias,  multiple  myeloma 
Other  neoplastic  diseases 
Ovarian  teratoma 
Carcinoma 

Cold  antibodies: 

Idiopathic  cold  agglutinin  disease 
Neoplasms,  particularly  lymphomas 
Mycoplasia  pneumonia 
Infectious  mononucleosis 
Collagen  disorders 
Paroxysmal  cold  hemoglobinuria 

4.  Classification  of  autoimmune  hemolytic  anemia. 


prostate,  androgen  therapy  also  may  be  bene- 
ficial.'*-® 

Megaloblastic  Anemia  (Case  4):  This  72-year- 
old  man  was  hospitalized  because  of  anginal 
type  chest  pain  and  shortness  of  breath.  Eleven 
years  previously,  he  sustained  a myocardial  in- 
farction. He  experienced  two  episodes  of  pneu- 
monia during  the  preceding  three  years.  During 
the  six  weeks  before  admission,  he  had  weak- 
ness, nausea,  vomiting,  and  a 20  lb  weight  loss. 

Physical  examination  disclosed  pallor,  car- 
diomegaly,  rales  at  the  lung  bases,  and  mild 
hepatomegaly. 

His  hemoglobin  was  5.9  gm/100  ml,  hemato- 
crit 18%,  reticulocyte  count  0.3%,  platelet 
count  94,000/cu  mm,  and  white  cell  count 
6,000/cu  mm  with  mild  myeloid  immaturity  on 
differential  count.  There  were  6 normoblasts/ 
100  leukocytes. 

The  initial  urinalysis  showed  proteinuria 
(4  + ).  The  24-hour  urinary  excretion  of  protein 
was  quite  elevated,  varying  between  12.5  and 
22.8  gm.  Blood  urea  nitrogen  was  37  mg/100 
ml  and  serum  creatinine  2.8  mg/100  ml.  Se- 
rum calcium  was  9.4  mg/100  ml,  a normal 
value.  An  electrocardiogram  showed  only  non- 
specific ST-T  changes. 

Examination  of  the  peripheral  blood  film  dis- 
closed anisocytosis  and  poikilocytosis,  moder- 
ate macrocytosis,  occasional  hypersegmented 
neutrophils,  a few  megaloblasts,  and  rare  cells 
with  nucleoli,  apparently  in  the  plasma  cell 
series.  Marrow  aspirate  revealed  erythropoiesis 
to  be  megaloblastic.  Approximately  35%  of  the 
marrow  cells  were  bizarre  immature  cells  in  the 
plasma  cell  series.  The  marrow  aspirate  was 
considered  to  be  diagnostic  of  multiple  mye- 
loma. 

Further  studies  were  undertaken  to  support 
the  morphological  diagnosis  of  multiple  mye- 
loma. The  urinary  protein  precipitated  at  56°  C, 
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but  returned  into  solution  at  100°  C.  It  was, 
therefore,  a Bence-Jones  type  protein.  Electro- 
phoresis of  the  urine  revealed  97%  of  the  uri- 
nary protein  to  have  a mobility  of  a homogen- 
ous gamma  globulin.  It  was  identified  as  light 
chains  by  specific  antisera.  Electrophoresis  of 
the  serum  proteins  showed  no  paraprotein. 
However,  immunodiffusion  studies  showed  each 
of  the  immunoglobulins  IgG,  IgM  and  IgA  to  be 
decreased.  IgG  was  540  mg/100  ml  (normal 
600-1,200  mg/100  ml);  IgM  2 mg/100  ml 
(normal  50-150  mg/100  ml);  and  IgA  35  mg/ 
100  ml  (normal  150-350  mg/100  ml). 

Studies  were  undertaken  to  define  the  cause 
of  the  megaloblastic  erythropoiesis.  The  serum 
vitamin  B12  level  was  524  pg/ml,  a normal 
value.  The  serum  folate  level  was  1.1  ng/ml, 
a low  value.  The  erythrocyte  folate  was  also 
decreased  at  84  ng/ml.  Pending  the  results  of 
the  serum  B12  and  serum  folate  tests,  the  pa- 
tient received  1,000  /xg  of  vitamin  B12  during 
the  course  of  a Schilling  test.  The  test  yielded 
normal  results.  No  rise  in  hemoglobin  or  reticu- 
locyte values  was  observed  during  the  next 
seven  days.  Erythropoiesis,  however,  changed 
from  megaloblastic  to  normoblastic,  as  is  some- 
times seen  in  patients  with  folic  acid  deficiency 
treated  with  vitamin  B12. 

Comment:  We  attributed  this  patient’s  me- 
galoblastic erythropoiesis  to  deficiency  of  folic 
acid.  Serum  folate  levels  generally  are  normal 
in  persons  with  localized  tumors,  but  common- 
ly are  low  in  patients  with  disseminated  neo- 
plasms, both  hematological  malignancies  and 
carcinomas.®-®  However,  only  occasionally  is 
the  degree  of  folate  deficiency  sufficient  to 
cause  megaloblastic  erythropoiesis.  Response 
of  anemia  in  a person  with  malignant  disease 
to  folic  acid  therapy  rarely  is  observed  unless 
the  marrow  shows  definite  megaloblastic  chang- 
es.® Multiple  myeloma  is  one  of  the  malignan- 


cies in  which  folic  acid  deficiency  occurs  most 
commonly.!®  Persons  with  myeloma  who  have 
the  greatest  amount  of  paraprotein  production 
seem  to  have  the  lowest  serum  folate  levels.^® 
Some  investigators  have  postulated  that  malig- 
nancies increase  a patient’s  metabolic  require- 
ment for  folic  acid.  However,  Alperin  and  co- 
workers recently  presented  evidence  that  accel- 
erated utilization  of  folic  acid  is  not  a signifi- 
cant factor  in  the  pathogenesis  of  folate  defi- 
ciency in  persons  with  malignancy.!!  An  alter- 
native explanation  is  that  anorexia  associated 
with  the  malignancy  causes  inadequate  dietary 
intake  of  folic  acid. 

Sideroblastic  Anemia  (Case  5):  This  75-year-old 
man  entered  the  hospital  in  December  1966 
because  of  thoracic  and  lumbar  back  pain  of 
three  months’  duration.  The  pain  had  pro- 
gressed to  the  point  that  he  could  hardly  move. 
Physical  examination  disclosed  only  spinal  ten- 
derness. 

Hemoglobin  was  12.4  gm/100  ml,  hemato- 
crit 39%,  and  white  blood  cell  count  5,600/cu 
mm  with  a normal  differential.  Urinalysis  was 
normal.  Roentgenograms  disclosed  osteolytic 
lesions  in  several  vertebrae  with  compression 
fractures.  Serum  protein  electrophoresis  re- 
vealed a large  paraprotein  spike  in  the  gamma 
region  amounting  to  4.4  gm/100  ml.  The  pres- 
ence of  an  IgG  paraprotein  was  confirmed  by 
immunoelectrophoresis.  Immunoglobin  G was 
6,750  mg/100  ml.  Approximately  10%  of  the 
marrow  cells  were  in  the  plasma  cell  series. 
Most  appeared  to  be  immature.  Based  upon 
these  marrow  findings,  coupled  with  the  pres- 
ence of  osteolytic  lesions  and  the  paraprotein, 
the  diagnosis  of  multiple  myeloma  was  made. 

The  patient  was  treated  with  phenylalanine 
mustard.  Distinct  lessening  of  bone  pain  oc- 
curred and  the  amount  of  the  paraprotein  di- 
minished. The  drug  was  discontinued  after 
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treatment  for  21  months,  at  a time  when  the 
patient  was  asymptomatic.  Three  months  later, 
in  December  1968,  anemia  and  thrombocyto- 
penia appeared.  He  reentered  the  hospital  in 
January  1969  because  of  dyspnea,  edema  and 
anemia. 

Physical  examination  disclosed  the  findings 
of  biventricular  cardiac  failure. 

Hemoglobin  was  5.8  gm/100  ml,  hematocrit 
17%,  reticulocyte  count  0.5%,  platelet  count 
76,000/cu  mm,  and  total  leukocyte  count 
1,700/cu  mm.  Differential  count  showed  28 
segmented  neutrophils,  66  lymphocytes,  4 
monocytes,  and  2 basophils.  Urinalysis  was 
normal.  Blood  urea  nitrogen  was  19  mg/100 
ml.  Serum  protein  electrophoresis  revealed  the 
paraprotein  to  be  still  present,  but  much  less 
in  amount,  only  1.9  gm/100  ml.  Roentgeno- 
grams of  bones  were  essentially  unchanged 
from  December  1966.  The  initial  impression 
was  that  this  man’s  anemia  was  likely  due  to 
marrow  infiltration  by  multiple  myeloma. 

His  peripheral  blood  film  showed  anisocy- 
tosis  and  poikilocytosis.  There  was  a dual  pop- 
ulation of  erythrocytes — one  normochromic, 
normocytic,  and  the  other  hypochromic,  micro- 
cytic. The  marrow  showed  numerous  abnormal 
plasma  cells  diagnostic  of  multiple  myeloma. 
In  addition,  there  was  distinct  erythroid  hyper- 
plasia with  macronormoblastic  changes.  With 
the  low  reticulocyte  count,  the  erythroid  hyper- 
plasia was  unexpected  and  suggested  some 
process  with  ineffective  erythropoiesis.  Prussian 
blue  stain  of  the  marrow  disclosed  numerous 
ringed  sideroblasts.  The  patient  had,  therefore, 
a sideroblastic  anemia. 

Ferrokinetic  and  radiochromium  red  cell  sur- 
vival studies  showed  elevated  plasma  iron  turn- 
over and  poor  incorporation  of  radioiron  into 
new  erythrocytes,  findings  typical  of  ineffective 
erythropoiesis: 


Patient 

Serum  iron  (^tg/100  ml)  151 

Normal  Range 
60-160 

Serum  iron  binding 
capacity  (/xg/100  ml) 

259 

270-380 

Plasma  iron  turnover 
(mg/kg/day) 

1.44 

0.28-0.47 

Red  cell  incorporation 
at  day  7 (%) 

10 

70-85 

®iCr-RBC  survival 
(t/2,  days) 

24.4 

26-31 

He  was  given  a transfusion  and  treated  with 
folic  acid  and  pyridoxine.  His  pancytopenia  did 
not  improve.  Later,  androgens  were  added,  but 
no  benefit  was  observed.  He  remained  severely 
pancytopenic  and  required  frequent  transfu- 
sions. He  died  of  a subarachnoid  hemorrhage 
in  June  1969. 

Comment:  The  principal  features  of  sidero- 
blastic anemias  are:  first,  the  presence  of  dual 
populations  of  erythrocytes  in  the  peripheral 
blood,  one  hypochromic,  microcytic,  and  the 
other  normochromic,  normocytic  or  macrocy- 
tic; second,  ringed  sideroblasts  in  the  marrow; 
and,  third  ineffective  erythropoiesis  character- 
ized by  a low  reticulocyte  count  accompanied 
by  erythroid  hyperplasia  of  the  marrow  and  the 
characteristic  abnormalities  in  the  ferrokinetic 
studies. 

A significant  proportion  of  acquired  sidero- 
blastic anemias  are,  in  essence,  idiopathic  (Fig 
3).  Among  the  more  common  reversible  causes 
of  sideroblastic  anemia  is  alcoholism. Another 
group  of  persons  with  acquired  sideroblastic 
anemia  have  an  illness  which  eventuates  as 
acute  myeloblastic  or  monomyeloblastic  leuke- 
mia. In  addition  to  sideroblastic  anemia,  such 
individuals  frequently  have  the  pseudo-Pelger 
Huet  anomaly  of  granulocytes.  We  have  seen 
sideroblastic  anemia  in  three  persons  with  mye- 
lofibrosis. Sideroblastic  anemia  is  quite  uncom- 
mon in  association  with  other  malignancies 
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but  has  been  reported  with  multiple  myeloma, 
Hodgkin's  disease,  carcinoma  of  the  lung  and 
carcinoma  of  the  prostate. 

Forms  of  therapy  worthy  of  a trial  in  persons 
with  sideroblastic  anemia  related  to  a malig- 
nancy are  pyridoxine,  folic  acid,  and  androgens. 
The  chances  of  a response  of  the  anemia  to 
treatment,  however,  are  rather  low. 

Autoimmune  Hemolytic  Anemia  (Case  6):  We 
first  saw  this  57-year-old  housewife  in  January 
1971  because  of  anemia.  Three  months  previ- 
ously, she  saw  her  physician  because  of  bloat- 
ing, lower  abdominal  cramps,  and  mild  diar- 
rhea. Anemia  was  found.  Hematocrit  was  22%. 
The  direct  Coombs’  reaction  was  positive.  Intra- 
venous pyelogram  disclosed  a partially  calcified 
mass  extrinsic  to  the  right  side  of  the  bladder. 
She  was  treated  with  prednisone,  40  mg  daily, 
with  some  improvement  in  the  anemia.  One 
month  later,  the  anemia  worsened  and  did  not 
improve  when  the  dosage  of  prednisone  was 
increased  to  80  mg  daily.  Azathioprine  was 
added  to  the  program.  Jaundice  appeared.  The 
patient  had  undergone  a supracervical  hyster- 
ectomy and  subtotal  oophorectomy  23  years 
previously. 

Our  physical  examination  revealed  the  classi- 
cal physical  features  of  hyperadrenal  corticism, 
pallor,  and  mild  jaundice.  The  liver  was  felt  4 
cm  beneath  the  right  costal  margin.  The  spleen 
was  not  palpable.  The  stump  of  uterine  cervix 
was  present.  A right  pelvic  mass  lateral  to  the 
cervix  was  felt. 

Hemoglobin  was  6.6  gm/100  ml,  hematocrit 
19%,  reticulocyte  count  12.2%,  platelet  count 
278,000  cu  mm,  and  white  cell  count  10,800/ 
cu  mm  with  a normal  differential  count.  Both 
direct  and  indirect  Coombs’  reactions  were 
positive.  Test  for  cold  agglutinins  was  negative. 
Radioactive  chromium  red  blood  cell  survival, 
t/2,  was  9 days. 


Renal  disorders: 

Hemolytic-uremic  syndrome,  renal  cortical  necrosis,  malignant 
hypertension,  eclampsia,  acute  glomerulonephritis,  diabetic 
nephropathy,  renal  allograft  rejection 

Collagen  disorders: 

Systemic  lupus  erythematosus,  polyarteritis  nodosa 
Thrombotic  thrombocytopenic  purpura 
Purpura  fulminans,  generalized  Shwartzman's  reaction 
Hemangiomas 
Acute  leukemia 
Disseminated  carcinoma: 

Intravascular  tumor 
Disseminated  fibrin  thrombi 


5.  Classification  of  microangiopathic  hemolytic 
anemia. 
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Examination  of  the  peripheral  blood  film  dis- 
closed numerous  spherocytes  and  polychroma- 
sia,  consistent  with  the  diagnosis  of  auto- 
immune hemolytic  anemia.  Marrow  aspirate 
showed  only  erythroid  hyperplasia. 

During  the  first  two  weeks  in  the  hospital, 
the  patient  was  maintained  on  80  mg  of  predni- 
sone daily.  The  hemoglobin  value  remained 
stable  at  7.5  gm/100  ml.  A diagnostic  evalua- 
tion was  undertaken  to  try  to  determine  if  some 
underlying  disease  was  responsible  for  the  au- 
toimmune hemolytic  anemia.  Antinuclear  factor 
and  several  LE  cell  preparations  were  negative. 
Roentgenograms  of  the  chest  and  gastrointesti- 
nal tract  were  normal.  Liver  scan  showed  no 
abnormalities.  Looking  for  evidence  of  lympho- 
ma, we  obtained  an  abdominal  lymphangio- 
gram  but  it  was  normal.  Both  intravenous  pye- 
logram  and  cystogram  disclosed  the  partially 
calcified  pelvic  mass  pressing  on  the  right  side 
of  the  bladder.  Cystoscopy  was  normal.  The 
diagnosis  of  dermoid  cyst  of  the  ovary  with 
associated  autoimmune  hemolytic  anemia  was 
considered.  Laparotomy  was  performed  on  the 
20th  hospital  day. 

Multiple  deposits  of  carcinoma  in  the  omen- 
tum and  peritoneal  cavity  were  found.  The  pri- 
mary site  was  the  right  ovary.  The  tumor  had 
the  histological  pattern  of  a cystadenocarci- 
noma.  The  spleen  was  removed.  It  weighed  150 
gm  and  showed  only  reticuloendothelial  cell 
hyperplasia  histologically. 

The  patient  was  treated  with  weekly  injec- 
tions of  Thio-TEPA  for  five  weeks.  Although  the 
reticulocyte  response  was  suppressed  by  the 
chemotherapeutic  agent,  the  anemia  did  not 
worsen  and,  in  fact,  it  was  possible  to  diminish 
the  dosage  of  corticosteroids  gradually.  At  the 
end  of  the  course  of  Thio-TEPA,  the  right  pelvic 
mass  was  no  longer  palpable,  both  the  direct 
and  indirect  Coombs’  reactions  were  negative, 


and  hemoglobin  values  were  near  normal  with 
reticulocyte  counts  less  than  1%. 

Comment:  The  initial  problem  presented  by 
this  patient  was  the  differential  diagnosis  of 
autoimmune  hemolytic  anemia  (Fig  4).  In  ap- 
proximately 50%  of  affected  patients,  autoim- 
mune hemolytic  anemia  is  idiopathic. This 
anemia  can  result  from  the  use  of  certain 
drugs,  particularly  alpha  methyidopa,  penicillin, 
cephalothin,  quinine,  and  quinidine.^^  Collagen 
disorders,  especially  systemic  lupus  erythema- 
tosus, also  are  important  underlying  causes. 
Among  malignant  diseases,  chronic  lymphocy- 
tic leukemia  is  the  disorder  most  frequently 
associated  with  autoimmune  hemolytic  ane- 
mia.Approximately  16%  of  patients  with 
chronic  lymphocytic  leukemia  have  Coombs' 
positive  hemolytic  anemia. Autoimmune  he- 
molytic anemia  is  observed  fairly  often  in  the 
various  lymphomas  and  occasionally  in  multiple 
myeloma  and  myeloid  leukemias.^®  A number 
of  cases  of  autoimmune  hemolytic  anemia  have 
been  reported  in  patients  with  ovarian  dermoid 
cysts  or  teratomas. These  patients  usually 
are  not  benefited  by  corticosteroid  therapy,  but 
the  anemia  can  be  cured  by  removal  of  the 
ovarian  tumor.^®  The  anemia  of  our  patient  was 
not  helped  by  corticosteroids,  the  immunosup- 
pressive agent  azathioprine,  or  splenectomy. 
Diminution  in  hemolysis  and  improvement  in 
the  anemia  resulted  from  control  of  the  malig- 
nancy with  appropriate  chemotherapy.  Other 
authors  have  reported  autoimmune  hemolytic 
anemia  in  patients  with  ovarian  carcinoma  as 
well  as  in  persons  with  a variety  of  other  car- 

cinomas. 21-24 

Microangiopathic  Hemolytic  Anemia  (Case  7); 
This  47-year-old  electrician  was  admitted  to  the 
hospital  because  of  back  pain.  Three  and  one- 
half  years  previously,  he  had  experienced  upper 
gastrointestinal  hemorrhage.  Roentgenograms 
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were  interpreted  as  showing  a duodenal  ulcer. 
He  underwent  subtotal  gastrectomy.  The  re- 
sected stomach  contained  a penetrating  ulcer, 
approximately  2 cm  in  diameter,  at  the  gas- 
troduodenal junction.  Histologically,  the  usual 
pathological  changes  of  peptic  ulcer  were  seen. 
In  addition,  a small  focus  of  adenocarcinoma, 
about  0.5  cm  in  diameter,  was  identified  in  the 
gastric  margin  of  the  ulcer.  There  was  no  other 
evidence  of  cancer  found  at  operation.  The  pa- 
tient had  no  significant  symptoms  for  the  next 
three  years.  Then,  two  months  before  we  saw 
him,  pain  developed  in  the  thoracic  spine  area. 
Soon  thereafter,  lumbar  pain,  easy  fatigability, 
mild  exertional  dyspnea,  and  a weight  loss  of 
10  lb  ensued. 

Our  physical  examination  disclosed  pallor, 
tenderness  of  the  thoracic  and  lumbar  spine, 
and  a hard  mass  in  the  cul-de-sac  found  by 
rectal  examination.  No  abdominal  masses  were 
felt  and  there  was  no  hepatomegaly. 

Hemoglobin  was  5.7  gm/100  ml,  hematocrit 
19%,  reticulocyte  count  30%,  platelet  count 
30,000/cu  mm,  and  white  blood  cell  count 
9,250/cu  mm.  There  were  a number  of  imma- 
ture myeloid  cells  and  19  normoblasts  per  100 
leukocytes. 

Stool  examinations  were  negative  for  occult 
blood.  Blood  urea  nitrogen  was  15  mg/100  ml. 
Direct  Coombs’  reaction  was  negative.  There 
was  no  evidence  of  blood  loss.  Because  of  the 
striking  reticulocytosis,  the  patient  was  consid- 
ered to  have  hemolytic  anemia. 

Examination  of  the  peripheral  blood  film 
showed  poikilocytosis  with  numerous  fragment- 
ed red  cells,  ie,  schistocytes.  We  also  observed 
many  microspherocytes  and  numerous  poly- 
chromatophilic  erythrocytes.  These  are  the  mor- 
phological hallmarks  of  the  red  blood  cell  frag- 
mentation syndrome.  We  considered  it  likely 
the  patient  had  a microangiopathic  hemolytic 


anemia,  that  is,  red  cell  fragmentation  and 
hemolysis  related  to  disease  of  small  blood  ves- 
sels. Because  of  the  prior  history  of  carcinoma 
of  the  stomach,  microangiopathic  hemolytic 
anemia  due  either  to  widespread  intravascular 
tumor  or  to  disseminated  fibrin  thrombi  was 
considered.  Roentgenograms  of  the  spine  sug- 
gested metastatic  bone  disease. 

Marrow  aspirate  from  the  iliac  crest  showed 
metastatic  cancer  cells.  Histologic  sections  of 
the  marrow  biopsy  revealed  malignant  cells  or- 
ganized in  a pattern  suggesting  adenocarci- 
noma. Some  cells  appeared  to  be  signet  ring  in 
type,  with  mucin  production  evident. 

The  hemolysis  proceeded  at  a brisk  rate.  The 
patient  received  four  units  of  blood  during  the 
first  eight  days  in  the  hospital,  but  the  hemo- 
globin value  did  not  rise.  On  the  11th  hospital 
day,  he  died. 

At  postmortem  examination,  peritoneal  im- 
plants of  tumor  and  metastatic  adenocarci- 
noma in  abdominal  lymph  nodes  were  found. 
Only  a few  small  foci  of  tumor  were  discovered 
in  the  liver.  Of  particular  interest  was  wide- 
spread invasion  of  the  small  blood  vessels  of 
the  lung  by  clumps  of  mucin-producing  adeno- 
carcinoma cells.  No  fibrin  thrombi  were  seen. 

Comment:  Erythrocyte  fragmentation,  char- 
acterized by  the  presence  of  numerous  schisto- 
cytes and  microspherocytes,  is  the  predomi- 
nant morphological  finding  in  the  peripheral 
blood  of  patients  with  hemolytic  anemias  relat- 
ed either  to  malfunctioning  cardiovascular  pros- 
theses  or  to  disorders  of  small  blood  vessels. 
Thrombocytopenia  as  observed  in  our  patient 
is  common  in  microangiopathic  hemolytic  ane- 
mia. There  are  numerous  disorders  of  small 
blood  vessels  which  may  cause  microangio- 
pathic hemolytic  anemia  (Fig  5).  These  include 
a variety  of  renal  diseases;  occasionally,  colla- 
gen disorders;  thrombotic  thrombocytopenia 
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purpura:  infections  leading  either  to  purpura 
fulminans  or  to  generalized  Schwartzman’s  re- 
action; hemangiomas;  and  acute  leukemia.  Dis- 
seminated carcinoma  is  among  the  more  com- 
mon causes  of  microangiopathic  hemolytic 
anemia. 23  Usually,  the  causative  pathologic 
process  is  disseminated  intravascular  fibrin 
thrombi,  sometimes  complicated  by  consump- 
tion coagulopathy.  Occasionally,  the  problem  is 
diffuse  intravascular  spread  of  tumor  cells  as 
illustrated  in  our  case.  Apparently,  erythrocytes 
are  damaged  or  destroyed  as  they  pass  through 
vessels  filled  with  tumor  cells  or  fibrin  thrombi. 
In  most  instances,  the  tumor  associated  with 
this  type  of  anemia  is  a mucin-producing  ade- 
nocarcinoma. The  most  common  primary  site 
is  the  stomach.25’26  Because  the  malignant 
process  is  generally  far  advanced,  there  is  lit- 
tle chance  to  help  the  patient.  We  observed 
mild  improvement  in  the  anemia,  however,  in 
one  patient  with  cancer  of  the  stomach  given 
chemotherapy. 
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Campbell’s  Soups... 

wide  variety ...  for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Whendiarriiea 
ili'iiigsfhe 
wed^ng  belle.. 

It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies^  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  1958. 


LomotiT 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  . . .2.5  mg. 

(Warning;  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 


PI V 

( y 

should  noi  oe  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children. 
Signs  of  accidental  overdosage  may  in- 
clude severe  respiratory  depression, flush- 
ing, lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberatp  over- 
dosage. 

Adverse  Reactions:  Side  effects  re- 
ported with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting. 


pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo V2  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.. . Vi  tsp.  q.i.d.  (4  mg.) 

1- 2  yr.. ; . . V2  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.. . .1  tsp.  5 times  daily  (10  mg.) 

Adults: 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

♦Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  Initial  daily  dosage. 


Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 

For  more  detailed  medical  information  write. 
G.  D.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 
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Additional  information  available  to  the  profession  on  request. 

EH  Lilly  and  Company  • Indianapolis,  Indiana  46206 
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WILLIAM  H.  CROSBY,  MD 


A rationale  for 
the  treatment  of 
hemochromatosis 


Hemochromatosis  is  any  disorder  of  iron  metabo- 
lism that  results  in  absorption,  over  a prolonged 
time,  of  unneeded  iron.  When  large  amounts  of 
excess  iron  are  accumulated  and  deposited  in 
storage  organs  (liver,  pancreas,  heart  and  gonads, 
for  example)  injury  to  those  organs  eventuates. 
Removal  of  iron  from  the  body  is  the  treatment 
for  hemochromatosis,  and  blood  loss  is  the  most 
rapid,  safest  and  cheapest  way  to  remove  it.  When 
a mild  iron  deficiency  has  been  established  and 
maintained  by  periodic  phlebotomy , the  siderotic 
injury  of  the  liver  and  other  organs  is  often  cor- 
rected, in  part  or  entirely. 


THE  METABOLIC  BALANCE  of  iron  is  controlled 
by  the  small  intestine.  Since  ability  to  excrete 
iron  is  limited,  this  control  is  maintained  by 
the  intestine’s  refusal  to  absorb  available  iron 
which  is  not  needed  by  the  body.  In  case  of 
iron  deficiency,  this  impediment  to  the  absorp- 
tion of  iron — the  so  called  mucosal  block — is 
relaxed  and  the  body  can  accept  more  iron 
than  it  loses  until  the  deficiency  has  been  re- 
paired. This  change  indicates  that  the  intestine 
can  modify  its  mucosal  function  depending 
upon  the  requirement  for  iron.  One  can  imagine 
that  such  a system  must  be  rather  compli- 
cated. The  intestine  must  be  informed  of  the 
body’s  requirements  and  then  it  acts  upon  this 
information.  The  information  concerning  the 
requirement  for  iron  must  originate  somewhere 
in  the  body.  The  information  must  be  trans- 
mitted to  the  intestine.  It  must  be  received  by 
the  intestine.  Then  the  absorptive  mechanism 
must  somehow  be  modified  in  accordance  with 
this  information  so  that  the  intestine  behaves 
appropriately,  admitting  iron  when  it  is  re- 
quired, refusing  admission  when  it  is  not.  One 
might  summarize  by  saying  that  the  body  con- 


trols iron  metabolism  by  means  of  a compli- 
cated system  for  keeping  iron  out. 

Hemochromatosis  represents  a failure  of  this 
system.  Unneeded  iron  is  allowed  to  enter  the 
body.  The  excess  accumulates  in  many  of  the 
organs  and  the  siderin  deposits  are  insidiously 
detrimental  to  the  liver,  the  pancreas,  the 
heart,  the  gonads.  These  target  organs  become 
disabled  and  the  patients  suffer  from  cirrhosis, 
diabetes,  cardiopathies  and  sterility.  Hemochro- 
matosis can  be  defined  as  the  accumulation  of 
iron  absorbed  through  the  intestine  plus  injury 
as  a consequence  of  the  accumulation. 

Thus  defined,  hemochromatosis  is  not  a sin- 
gle disease.  It  is  a disorder,  perhaps  any  dis- 
order, of  that  complicated  system  for  keeping 
iron  out  of  the  body.  It  seems  plausible  to  pro- 
pose that  a breakdown  of  the  system  at  any 
point  would  result  in  absorption  of  unneeded 
iron.  Many  genetically  distinct  diseases  have 
hemochromatosis  as  a part  of  the  picture: 
Cooley’s  anemia,  pyridoxine-responsive  anemia, 
atransferrinemia,  familial  hemochromatosis,  ju- 
venile hemochromatosis,  to  mention  several. 
There  are  also  acquired  diseases  in  which  iron 
is  accumulated  from  dietary  sources:  acquired 
sideroblastic  anemia  and  some  cases  of  Laen- 
nec’s  cirrhosis. 

It  is  not  possible  to  treat  hemochromatosis 
by  correcting  the  defects  which  permit  accu- 
mulation of  iron.  The  most  effective  therapy  is 
removal  of  the  accumulated  iron  by  means  of 
periodic  phlebotomy.  Taking  500  ml  of  blood 
removes  approximately  200  mg  of  iron.  The 
mild  anemia  stimulates  the  marrow  to  replace 
the  lost  hemoglobin.  Iron  for  the  replacement 
is  withdrawn  from  the  iron  stores,  thereby  re- 
ducing the  accumulated  excess.  If  the  accumu- 
lated iron  in  storage  amounts  to  20  gm,  the 
number  of  phlebotomies  required  to  remove  it 
is  in  excess  of  100.  The  time  required  to  accom- 
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plish  this  is  important.  When  only  one  or  two 
units  of  blood  are  removed  each  month,  pa- 
tients have  been  known  to  develop  diabetes 
while  on  therapy.  This  is  in  contrast  to  the 
usual  response  to  a more  aggressive  program 
of  phlebotomy.  The  diabetes  often  improves 
and  insulin  requirement  diminishes,  sometimes 
to  zero.  Congestive  heart  failure  or  cardiac 
arrhythmias  may  be  cured.  The  enlarged  liver 
becomes  normal  in  size,  and  abnormal  tests  of 
liver  function  improve.  Most  impressive  is  the 
change  in  the  hepatic  architecture.  In  cirrhosis 
the  hemosiderin  first  disappears,  leaving  the 
fibrosis  and  the  cirrhotic  distortion  of  lobular 
structure.  Later,  the  normal  lobular  pattern  be- 
comes reestablished.  Then,  if  the  patient  is 
maintained  in  remission  by  periodic  but  infre- 
quent phlebotomies  (four  to  six  per  year),  the 
fibrosis  gradually  disappears  and  the  biopsied 
liver  seems  completely  normal. 

We  can  calculate  the  rationale  for  aggressive 
phlebotomy  therapy.  A patient  with  hemochro- 
matosis absorbs  more  than  the  normal  amount 
of  iron  from  his  food.  When  he  is  being  bled, 
his  absorption  problem  becomes  intensified 
by  a relative  iron  deficiency  and  he  may  absorb 
10  mg  of  iron  per  day  from  his  diet.  One  phle- 
botomy removes  about  200  mg  of  iron.  On 
balance,  one  phlebotomy  per  week  would  re- 
move 10  gm  in  one  year.  Because  of  absorp- 
tion of  iron,  it  would  require  three  years  to 
remove  20  gm  of  excess  iron.  Three  phleboto- 
mies per  week  would  do  the  job  in  one  year 
or  less. 

We  have  learned  to  control  phlebotomy  ther- 
apy by  establishing  mild  anemia  and  maintain- 
ing it.  Let  us  say  that  the  level  of  hemoglobin 
we  wish  to  maintain  is  11  gm.  Before  each 
phlebotomy  the  patient’s  hemoglobin  is  mea- 
sured. When  the  concentration  is  less  than  11 
gm,  that  scheduled  phlebotomy  is  skipped. 
When  the  hemoglobin  concentration  is  greater 
than  11  gm  the  bleeding  is  done.  When  the 
concentration  is  greater  than  12  gm,  an  addi- 
tional phlebotomy  per  week  is  scheduled.  The 
patients  tolerate  from  two  to  four  phlebotomies 
per  week,  and  with  careful  monitoring  of  the 


hemoglobin  concentration,  there  is  no  possibil- 
ity of  causing  injury  to  the  patient  because  of 
anemia.  The  patient’s  protein  intake  must  be 
increased  to  compensate  for  the  loss  of  hemo- 
globin. The  serum  protein  concentration  is 
measured  each  month  as  is  the  plasma  iron 
concentration.  The  treatment  is  continued  until 
the  patient  becomes  iron  deficient  as  recog- 
nized by  the  appearance  of  reticulocytopenia 
(with  active  phlebotomy  therapy  the  patients 
have  a mild  reticulocytosis),  by  the  persistence 
of  anemia  and  sideropenia  after  phlebotomies 
are  discontinued,  and  by  the  liver’s  becoming 
free  of  stainable  iron. 

Because  hemochromatosis  is  a familial  dis- 
ease, we  survey  all  available  blood  relatives: 
parents,  children,  siblings  and  cousins,  in  order 
to  find  other  cases.  It  is  especially  important 
to  identify  the  disease  in  young  people  who 
have  not  yet  been  injured  by  the  accumulating 
iron.  They,  too,  are  treated  by  phlebotomy  until 
they  become  iron  deficient.  Thereafter,  the 
freedom  from  excess  iron  is  maintained  for  the 
rest  of  the  patient’s  life  by  four  to  six  phlebot- 
omies per  year.  In  this  way,  he  can  prevent 
development  of  cirrhosis,  diabetes,  sterility  and 
myocardial  siderosis. 

This  is  preventive  medicine. 
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Recent  practical  methods 

for  typing  hyperlipoproteinemia; 

Advances  in  the  study  of  blood  lipids 

GEORGE  R.  HERRMANN,  MD 

SARA  W.  CLARKE,  TECHNICAL  ASSISTANT 


Hyperlipoproteinemia  can  be  classified  by  deter- 
mining the  serum  levels  of  both  cholesterol  and 
triglycerides,  and  then  observing  the  physical 
characteristics  of  serum  after  overnight  refrigera- 
tion at  4°  C.  These  are  the  necessary  data  for 
utilizing  Fredrickson  and  associates’  classifica- 
tion as  a means  of  developing  better  information 
as  to  prognosis,  complications,  and  successful 
treatment  and  better  result  of  therapy  in  hyper- 
lipoproteinemias. 

IN  1946^  WE  FIRST  reported  the  finding  of 
high  levels  of  serum  cholesterol  in  most  pa- 
tients with  clinical  signs  of  abnormalities  in  a 
major  arterial  system.  In  1962  Albrink^  found 
hypertriglyceridemia  to  correlate  better  with 
atheromatosis  than  hypercholesterolemia.  How- 
ever, discrepancies  in  the  correlation  of  the 
effects  of  dietary  restrictions  on  plasma  or 
serum  lipid  levels  were  emphasized  by  Mann.^ 

In  the  past  decade  Lees  and  Hatch^  devel- 
oped a paper  electrophoretic  and  staining 
method  for  more  practical  and  exact  separa- 
tion of  the  serum  lipids  (lipoproteins)  into  pat- 
terns of  bands  according  to  the  rate  of  motility 
under  the  influence  of  direct  current.  Fredrick- 
son, an  expert  on  chylomicrons  and  the  rapid 
turnover  of  free  fatty  acids  in  plasma,  with 
Lees  and  associates®  at  NHLH  improved  the 
method.  They  also  identified  and  classified 
plasma  lipoprotein  patterns  and  established 
the  significance,  complication,  prognosis,  and 
rational  and  effective  treatment  of  each  type 
of  hyperlipoproteinemia.  The  relation  of  each 
pattern  (or  type  I,  II,  III,  IV,  or  V)  of  hyper- 
lipoproteinemia to  primary  genetic  syndromes 
and  also  to  secondary  metabolic  diseases  was 
established.® 

The  Fredrickson  classification®  of  hyperlipo- 
proteinemias into  types  l-V  have  made  possible 
the  recognition  of  some  new  primary  and  sec- 


ondary disorders  of  fat  or  lipid  metabolism  dis- 
orders. The  responses  of  each  type  to  treat- 
ment with  specific  dietary  and  lipid  lowering 
drugs  have  been  determined  and  recorded  in  a 
great  series  of  studies.®  The  methods  have 
been  improved  and  intensive  corroborative 
studies  are  being  continued  in  the  National 
Heart  and  Lung  Institute  and  the  Molecular 
Biology  Laboratory  and  in  several  medical  cen- 
ters. We  have  made  similar  studies  since  1969. 

Internists  and  practitioners  are  becoming 
increasingly  interested  in  the  classification 
of  hyperlipoproteinemias.  Fredrickson  and  his 
group,  realizing  that  the  electrophoresis  meth- 
od is  costly,  time  consuming  and  not  generally 
available  to  practitioners,  have  developed  more 
practical  chemical  and  physical  approaches  to 
the  classification  of  hyperlipoproteinemia. 

Minimal  practical  differential  diagnostic  data 
have  been  found  to  be  the  determination  of 
the  plasma  or  serum  cholesterol  and  triglycer- 
ide levels,  and  the  careful  recording  of  the  phy- 
sical characteristics  of  the  patient’s  serum  or 
plasma.  These  are  seen  in  tubes  that  have 
stood  in  a refrigerator  at  4°  C for  12  hours. 
The  character  of  the  serum  or  plasma  is  impor- 
tant, and  may  be  quite  accurately  classified  as 
shown  in  Fig  1. 

The  Fredrickson  classification®  presents  addi- 
tional data  on  five  types  and  the  bases  for 
definitive  therapy  to  relieve  symptoms,  prevent 
complications,  and  follow  the  effects  of  ration- 
al therapy  and  improved  data  as  to  prognosis 
of  hyperlipoproteinemias. 

A simple  office  method  has  been  developed 
by  Frederickson  and  associates  in  which  the 
physician  records  the  physical  characteristics 
of  the  refrigerated  serum.  With  these  data  and 
the  levels  of  cholesterol  and  triglycerides,  the 
physician  will  be  able  to  classify  the  type  of 
hyperlipoproteinemia  and  follow  the  effects  of 
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therapy.  With  these  chemical  and  physical  data, 
he  may  also  classify  his  patient  with  hyperlipo- 
proteinemia fairly  accurately  without  going  to 
the  expense  of  determining  the  electrophoretic 
pattern. 

Type  I is  characterized  by  a normal  or  only 
slightly  elevated  serum  cholesterol  but  a high 
level  of  triglycerides  of  exogenous  origin.  The 
refrigerated  serum  presents  a creamy  top  layer 
and  a clear  infernate.  This  type  of  exogenous 
hyperlipemia  responds  some  to  fat  restriction. 

Type  11  shows  high  levels  of  serum  choles- 
terol (300-600  mg/100  ml)  and  normal  or 
slightly  elevated  triglycerides.  The  refrigerated 
serum  presents  no  top  layer  but  the  serum  is 
clear  throughout  the  tube.  This  type  responds 
to  sharp  restriction  of  dietary  fats  and  choles- 
terol intake  to  less  than  300  mg/day. 

Type  III  shows  higher  levels  of  serum  choles- 
terol (350-800  mg/100  ml),  and  also  elevation 
of  endogenous  abnormal  triglycerides  to  350- 
800  mg/ 100  ml.  The  refrigerated  serum  pre- 
sents a thin,  creamy  supernatant  layer  and  a 
cloudy,  turbid  infernate. 

Type  IV  contains  a 1 mg/100  ml  elevation 
of  cholesterol  for  each  5 mg/100  ml  rise  of 
normal  or  elevated  endogenous  triglycerides. 
The  refrigerated  serum  shows  no  supernatant 
fat  layer  at  the  top  of  the  tube,  but  the  infer- 
nate is  turbid.  This  endogenous  hypertriglyc- 
eridemia is  primarily  sugar  induced,  but  may 
be  mixed  and  may  result  from  fat  sensitivity 
also  with  a great  elevation  of  triglycerides  to 
1,000-6,000  mg/100  ml. 

Type  V contains  moderately  elevated  serum 
cholesterol  levels  of  300-800  mg/100  ml  and 
greatly  elevated  triglycerides  and  is  a combina- 
tion of  types  I and  IV.  The  tube  of  refrigerated 
serum  shows  a heavy  creamy  supernatant  layer 
at  the  top  over  the  very  turbid  infernate.  This 
mixed  hyperlipemia  is  induced  by  both  fats  and 
sugars.  The  same  characteristics  are  used  in 
the  typing  of  the  secondary  types  of  hyperlipo- 
proteinemias. However,  the  response  to  therapy 
and  the  prognosis  of  secondary  types  depend 
upon  the  causative  metabolic  disorder. 


Types  of  Hyperlipoproteinemias  and  Their 
Causal  and  Correctable  Characteristics:  Type  I 
is  uncommon  to  rare  and,  when  severe,  is 
nearly  always  familial,  probably  due  to  a genet- 
ic deficiency  of  lipoprotein  lipase,  an  enzyme 
released  by  heparin  for  clearing  chylomicrons 
from  the  serum,  and  consequently  hyperchylo- 
micronemia  dominates  at  the  onset.  In  the 
familial  type  there  is  little  if  any  evidence  of  an 
increase  of  vascular  atheromatosis.  The  triglyc- 
eride level  is  usually  very  high,  while  the  cho- 
lesterol level  is  only  slightly  elevated  or  normal. 
Affected  patients  are  usually  young  children, 
and  occasionally  young  adults,  who  suffer  from 
attacks  of  abdominal  pain  after  eating  fatty 
foods.  They  present  xanthomata,  lipemic  reti- 
nalis,  and/or  enlargement  of  the  liver  and 
spleen. 

Usually  the  fatty  foods  in  the  diet  are  sharp- 
ly restricted  to  those  containing  only  20%  of 
the  30%  of  allowable  fat  calories.  The  20% 
are  in  the  form  of  fats  of  unsaturated  fatty 
acids  and  only  10%  are  of  saturated  fatty  acid. 
Such  a diet  will  effect  a lowering  of  plasma 
lipids.  The  substitution  of  vegetable  oils  made 
up  of  unsaturated  fatty  acids  for  two-thirds  of 
the  fat  in  a patient’s  diet  usually  will  relieve 
the  symptoms  and,  if  continued,  will  prevent 
the  recurrence  of  attacks  of  abdominal  pain. 
Triglyceride  fats  of  medium  chain  fatty  acids 
are  absorbed  directly  without  requiring  chylo- 
micron formation  and  thus  do  not  cause  ab- 
dominal pain.  This  exogenous  hyperlipoprotein- 
emia is  usually  not  as  responsive  to  fat-lower- 
ing drugs,  as  is  endogenous  hyperlipoprotein- 
emia. 

Secondary  type  I hyperlipoproteinemia  may 
be  due  to  severe  diabetes  mellitus  or  associat- 
ed with  abnormal  hyperglobulinemia. 

Type  II  hyperlipoproteinemia,  in  contrast  to 
chylomicronemia  type  I,  is  a common  pattern 
found  in  patients  of  all  ages,  characterized  by 
an  increase  in  beta  lipoproteins.  Cholesterol 
levels  are  usually  elevated  to  above  300  mg/ 
100  ml.  Triglycerides  are  only  slightly  elevated 
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or  normal,  and  the  plasma  is  clear.  The  familial 
type  II  is  common  in  either  sex  and  presents 
similar  dominant  traits.  Homozygotes  from  af- 
fected parents  present  xanthomatosis,  and 
atheromatous  vascular  disease  may  develop  in 
the  young.  The  treatment  of  the  familial  type  II 
is  not  as  completely  satisfactory  on  low  fat 
diets  as  it  is  in  the  rare  type  I.  Very  sharp 
restriction  of  foods  and  diets  high  in  saturated 
fatty  acid  fats  and  cholesterol  are  in  order.  All 
eggs,  dairy  products  and  fat  meats  should  be 
removed  and  lowering  of  the  total  caloric  in- 
take usually  reduces  the  hyperlipidemia.  The 
lowering  of  the  body  weight  and  decreasing  of 
obesity  will  often  clear  xanthomatous  lesions, 
after  several  vv/eeks,  and  often  reduce  the  fre- 
quency of  anginal  attacks.  Often,  lipid  lower- 
ing drugs  must  be  added. 

Secondary  type  II  may  be  due  to  excessive 
dietary  cholesterol  intake,  myxedema,  mye- 
loma, nephrosis  and  liver  disease.  The  abnor- 
mal metabolism,  if  present,  should  be  excluded 
or  corrected  as  well  as  is  possible.  Genetic  ori- 
gin may  be  considered  if  at  least  one  parent 
and  a sibling  are  affected  with  hyperlipopro- 
teinemia. However,  the  evidence  of  type  II  is 
usually  not  present  until  after  the  age  of  1 
year.  Xanthomas  and  vascular  lesions  appear 
in  early  youth.  Xanthomas  appear  in  the  ex- 
tensor tendons  in  the  hand,  over  the  elbows, 
about  the  knees,  or  on  the  buttocks  and  else- 
where. Arcus  or  circus  senilis  may  appear  in 
the  young,  especially  in  hyperlipoproteinemia 
of  genetic  origin. 

Treatment  consists  of  the  lowering  of  the 
intake  of  cholesterol  to  less  than  300  mg/day, 
sharply  restricting  the  intake  of  saturated  fats 
to  10%,  and  substituting  oils  of  polyunsatur- 
ated fatty  acids  to  20%  of  the  allowable  30% 
of  fat  calories.  Dairy  products  and  eggs  should 
be  removed  from  the  patient’s  diet.  Chono  or 
Eggstra  may  be  substituted.  Drugs  are  usually 
required  and  effective,  particularly  Choloxin 
and  also  Clofibrate  or  Atromid  S in  some  pa- 
tients. In  the  secondary  type  II  dietary  restric- 
tion alone  should  be  sufficient. 


Type  III  hyperlipoproteinemia  is  a rare  meta- 
bolic disorder,  a familial  recessive  trait,  usually 
a primary  disorder  appearing  in  males  in  their 
20’s  and  in  obese  women,  who  have  had  ovari- 
ectomies. Victims  may  present  symptoms  and 
signs  of  diabetes  mellitus,  and  complain  of 
moderate  intermittent  claudication  or  angina 
pectoris  and  show  eruptive  tuberous  xanthoma 
lesions  commonly  over  the  elbows,  knees  and 
buttocks,  but  less  often  in  tendons.  Frequently, 
yellow  to  orange  streaking  in  the  creases  of  the 
palms  are  seen;  they  are  diagnostic  of  type  III 
victims.  Type  III  affects  young  men  who  devel- 
op symptoms  and  signs  of  coronary  artery  dis- 
ease before  the  fourth  decade,  or  peripheral 
vascular  disease  before  the  age  of  40  years. 
However,  type  III  postpones  its  effect  in  fe- 
males for  10  to  15  years  probably  because  of 
the  presence  of  estrogens  in  normal  amounts. 

Type  III  plasma  or  serum  refrigerated  at  4° 
C overnight  is  turbid  with  only  a thin  top  layer 
of  chylomicrons  above  the  turbid  infernate,  in- 
dicating abnormal  beta  lipoproteinemia.  Cho- 
lesterol levels  are  considerably  elevated  to  as 
much  as  300  to  800  mg  and  triglycerides 
are  also  moderately  increased  above  200  mg/ 
100  ml. 

The  electrophoretogram  shows  an  abnormal, 
broad  beta  band  almost  fused  with  the  pre-beta 
band.  The  ultracentrifuge  shows  these  lipopro- 
teins to  be  of  low  density  and  with  a Svedberg 
flotation  rate  of  20.  The  low  density,  abnormal 
beta  lipoproteins  float  at  1,006  density.  This 
characteristic  finding  may  be  required  for  the 
diagnosis  of  type  III. 

Type  III  is  precipitated  by  a high  caloric  in- 
take and  is  sensitive  to  both  saturated  fats  and 
sugars,  each  of  which  should  be  limited  to 
40%  of  the  total  calories.  Treatment  is  most 
satisfactory.  Sharp  restriction  of  total  caloric 
intake  to  correct  obesity  to  the  ideal  body 
weight  is  most  effective.  Usually  diet  alone  will 
bring  the  cholesterol  and  triglyceride  levels 
almost  down  to  normal.  Occasionally  dieting 
does  not  completely  relieve  the  condition,  and 
then  drug  therapy  with  Clofibrate  and/or  Chol- 
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2.  Results  of  our  studies  of  Clofibrate  therapy  that  extended  over  five  years. 


oxin  usually  will  accomplish  the  reduction  of 
plasma  lipids  to  normal. 

Type  IV  probably  is  the  most  common  type 
of  hyperlipoproteinemia  and  usually  develops  in 
young  adults  about  age  20,  and  is  frequently 
associated  with  diabetes  mellitus  and  prema- 
ture atheromatosis.  It  is  electrophoretically 
characterized  by  increase  in  endogenous  tri- 
glycerides or  pre-beta  lipoproteins  of  very  low 
density.  The  plasma  is  clear  but  may  be  cloudy 
or  milky  depending  on  the  triglyceride  concen- 
tration. Cholesterol  levels  may  be  normal  and 
rise  5 mg/100  ml  for  each  1 mg  increase  in 
triglycerides  in  the  patient’s  blood. 

Usually  there  are  no  obvious  physical  signs 
but  when  the  triglycerides  are  very  high,  tub- 
erous xanthomas  and  moderate  hepatospleno- 
megaly  usually  develop.  Half  of  the  patients 
with  type  IV  have  abnormal  results  of  glucose 
tolerance  tests  and  hyperuricemia.  The  familial 
type  results  from  different  mutations.  The  sec- 
ondary type  accompanies  metabolic  disorders, 
either  one  of  these  types  is  made  worse  by 


obesity  and  relieved  by  a return  to  the  ideal 
body  weight. 

In  treatment,  type  IV  patients  should  be 
subjected  to  a sharp  reduction  in  total  caloric 
intake  and,  if  obese,  brought  down  to  ideal 
body  weight  level.  The  serum  cholesterol  levels 
of  triglycerides  will  often  be  normal  when  obes- 
ity is  corrected.  Primarily  there  should  be  re- 
striction in  the  intake  of  carbohydrates  and 
alcohol,  as  either  one  will  increase  the  endo- 
genous triglyceride  concentration  in  serum. 
However,  the  type  IV  is  most  often  induced  by 
high  carbohydrate  and  high  caloric  dietary  in- 
take. Clofibrate  will  usually  reduce  the  serum 
triglycerides  along  with  the  elevated  total  lipids. 

Type  V is  usually  a combination  of  type  IV 
and  type  I and  is  most  often  found  to  be  sec- 
ondary to  acute  severe  diabetes,  acidosis,  pan- 
creatitis, alcoholism  or  nephrosis.  It  may  be 
familial,  characterized  by  exogenous  chylomi- 
cronemia  and  endogenous  triglycerides  with 
prebeta  lipoproteins  accumulating  in  the  fast- 
ing plasma.  Patients  with  the  familial  type  V 
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do  not  have  the  symptoms  until  after  the  age 
of  20  years  and  then  may  have  abdominal  pain, 
simulating  cholecystitis  or  pancreatitis,  and  the 
liver  and  spleen  usually  become  enlarged.  The 
victims  with  similar  complaints  are  more  or  less 
intolerant  of  both  exogenous  and  endogenous 
fats,  and  have  an  abnormal  tolerance  for  sugar. 

The  characteristics  of  type  I are  presented 
as  a thick,  creamy  supernatant  plasma  with 
very  turbid  infernate  (Fig  1).  Usually  the  tri- 
glycerides levels  range  from  1,000  to  6,000 
mg/100  ml,  the  level  of  cholesterol  will  be  ele- 
vated to  a much  lesser  degree  and  hyperurice- 
mia is  more  frequently  present. 

Therapy  consists  of  sharp  restriction  of  total 
caloric  intake  and  of  saturated  fats  to  not  more 
than  10%  and  the  unsaturated  fats  to  at  least 
20%  of  the  total  allowable  30%  of  fat  calories. 
Reduction  of  body  weight  to  ideal  and  the  hold- 
ing of  plasma  triglyceride  below  300  mg/100 
ml  with  a clearance  of  chylomicrons  will  re- 
lieve the  symptoms.  Sometimes,  reducing  body 
weight  alone  will  lower  the  serum  lipids  to  nor- 
mal and,  at  the  ideal  normal  body  weight,  the 
patient  becomes  more  tolerant  of  both  carbo- 
hydrates and  fats.  The  protein  content  of  the 
diet  should  be  high  in  order  to  make  it  less 
difficult  for  the  patient  to  keep  on  the  diet.  The 
effects  of  the  dietary  regimens  may  be  gauged 
by  the  characteristics  of  the  serum  refrigerated 
at  4°  C for  12  hours. 

Summary:  Pathways  of  cholesterol  synthesis 
are  outlined  briefly.  The  publications  of  the 
principal  clinical  lipid  investigators  of  the  past 
decade  are  cited,  and  the  extensive  studies  on 
hyperlipoproteins  of  Fredrickson  and  others  are 
reviewed  and  summarized  with  a special  refer- 
ence to  classification  of  phenotypes  l-V.  Types 
are  recognized  by  the  physical  characteristics 
of  the  refrigerated  plasma  or  serum,  the  deter- 
minations of  cholesterol,  and  triglycerides  levels 
in  the  patients’  blood.  The  electrophoretic  pat- 
tern of  each  type  is  described  and  illustrated. 
The  clinical  symptoms,  physical  signs,  proper 
therapy  and  the  chemical  complications  and 
prognosis  are  outlined  for  each  type. 


The  classification  of  lipidemic  patients  into 
types  l-V  has  contributed  valuable  clinical  and 
prognostic  data  and  guidance  to  more  success- 
ful lowering  of  high  serum  lipid  levels  by  die- 
tary management  and  by  drug  therapy. 

The  reports  of  clinical  data  from  patients 
studied  in  our  clinical  science  laboratory  dur- 
ing the  past  25  years  (1945  to  1970)  are 
abstracted.  The  results  of  our  studies  (past 
decade)  of  the  larger  series  are  given  in  Fig  2. 

In  many  patients  in  whom  the  serum  lipids 
were  significantly  lowered,  the  type  of  lipidemia 
changed  and  some  symptoms  such  as  coronary 
pain  or  intermittent  claudication  were  amelio- 
rated and  occasionally  completely  relieved.  The 
ischemic  attacks  were  more  widely  spaced  by 
persistent  or  continuous  treatment  with  Clofi- 
brate  (Atromid-S),  500  mg  four  times  a day, 
even  when  the  sharp  restriction  of  fatty  foods 
is  liberalized  by  the  patient,  as  it  usually  is. 

Two  patients  on  Clofibrate  (Atromid-S)  de- 
veloped leg  muscle  cramps  and  had  elevated 
creatine  phosphokinase  levels  which  dropped  to 
normal  upon  the  withdrawal  of  Clofibrate.  In 
one,  the  cramps  did  not  return  when  chal- 
lenged with  lower  dosages  of  Clofibrate. 
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. . .that  call  for  strong  medicine 
. . .the  kinds  that  potent  DRIXORAL  is  reserved  for. 
(Noses  under  1 2 years  of  age 
aren't  eligible.)  For  the  adult  case  of 
nasal/sinus  congestion: 
a tablet  for  the  day  keeps  congestion  away, 
a tablet  at  night,  sleeper’s  delight. 


bid 

brand  of  dexbrom 

The  round-the-clock  orol  deconge/tont 


brand  of  dexbrompheniramine  maleate  6 mg.  and  d-isoephedrine  sulfate  120  mg. 


Clinical  Considerations:  Indications:  DRIXORAL  Is  Indicated  for  round-the- 
clock  relief  of  symptoms  of  upper  respiratory  mucosal  congestion  in  seasonal 
and  perennial  nasal  allergies,  acute  rhinitis  and  rhinosinusitis,  and  eustachian 
tube  blockage. 

Contraindications:  DRIXORAL  should  not  be  given  to  children  under  12  years 
of  age.  DRIXORAL  should  not  be  administered  to  pregnant  women  or  nursing 
mothers  until  the  safety  of  this  preparation  for  use  during  gestation  and  lacta- 
tion is  established.  The  preparation  is  contraindicated  also  in  patients  with 
severe  hypertension  and  coronary  artery  disease.  Warnings:  As  in  the  case  of 
other  preparations  containing  central  nervous  system  acting  drugs,  patients 
receiving  DRIXORAL  should  be  cautioned  about  possible  additive  effects  with 
oicohol  and  other  central  nervous  system  depressants  (hypnotics,  sedatives, 
tranquilizers).  For  the  same  reason  they  should  be  cautioned  against  hazardous 
occupations  requiring  complete  mental  alertness  such  as  operating  machinery 


or  driving  a motor  vehicle.  Precautions:  Isoephedrine-contalning  preparations 
should  be  used  with  caution  in  the  presence  of:  hypertension;  coronary  artery 
disease;  any  other  cardiovascular  disease;  glaucoma;  prostatic  hypertrophy; 
hyperthyroidism;  diabetes.  Adverse  Reactions;  The  physician  should  be  alert 
to  the  possibility  of  all  possible  adverse  reactions  which  have  been  observed 
with  sympathomimetic  and  antihistamlnic  drugs.  These  include:  drowsiness; 
confusion;  restlessness;  nausea;  vomiting,-  drug  rash;  vertigo;  palpitation; 
anorexia;  dizziness;  dysuria  due  to  vesicle  sphincter  spasm,-  headache,-  in- 
somnia,- anxiety;  tension,-  weakness;  tachycardia,-  angina;  sweating;  blood 
pressure  elevation;  mydriasis,-  gastric  distress,-  abdominal  cramps;  central  ner- 
vous system  stimulation;  circulotory  collapse.  For  more  complete  details,  con- 
sult package  insert  or  Schering  literature  available  from  your  Schering 
Representative  or  Medical  Services  Department,  Schering  Corporation, 
Union,  New  Jersey  07083.  sch-zcsa 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

O belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-llavorecl,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  lie 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barlriturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 
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nary  bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 
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(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED^ 

antispasmodic/sedative/antiflatulent 


Spring  peeper  (tree  frog,  Hyla  crucifer): 
this  small  amphibian  can  expand 
its  throat  membrane  with  air  until  it  is 
twice  the  size  of  its  head. 


Pediatric  grand  rounds 


A.  A.  MINTZ,  MD 

A case  of  neonatal  seizures  is  presented. 

The  problem  is  discussed  relative 

to  etiology,  prevalence,  therapy  and  prognosis. 

PROTOCOL:  The  baby  is  the  product  of  the 
fourth  pregnancy  of  a 31-year-old  white  wom- 
an. The  mother  had  been  in  good  health  but 
the  present  pregnancy  was  complicated  by  pre- 
eclampsia (blood  pressure  140/90  mm  Hg). 

The  baby  was  delivered  by  emergency  cesar- 
ean section  because  of  severe  fetal  distress  as 
evidenced  by  decreasing  fetal  heart  rate,  heavy 
meconium-stained  amniotic  fluid,  and  a pro- 
lapsed umbilical  cord.  The  Apgar  score  one 
minute  after  birth  was  1,  and  at  five  minutes 
was  6. 

The  baby  was  resuscitated  immediately  with 
an  endotracheal  tube.  Six  hours  later,  the  baby 
had  a right-sided  clonic  seizure  which  lasted 
for  about  15  minutes.  A second  seizure  oc- 
curred two  hours  after  the  first;  thereafter,  the 
baby  continued  to  have  frequent  convulsions. 
Intravenous  glucose,  calcium  and  intramuscu- 
lar injection  of  magnesium  and  pyridoxine  were 
given  after  blood  was  drawn  for  chemistries. 
Cultures  were  taken  from  the  blood,  spinal  fluid 
and  stomach  contents. 

Anticonvulsants  were  used:  phenobarbital. 
Valium  and  later  Dilantin.  During  one  convul- 
sive attack,  the  baby  developed  cardiorespira- 
tory arrest  which  necessitated  endotracheal  in- 
tubation. Valium  and  Dilantin  were  continued 
and  controlled  the  seizures. 

An  electroencephalogram  revealed  findings 
consistent  with  the  presence  of  a diffuse  en- 
cephalopathy, possibly  hypoxic  in  origin.  In 
addition,  there  was  a left  hemispheric  depres- 
sion, a finding  which  most  probably  was  post- 
ictal in  character,  related  to  the  patient’s  re- 


cent right-sided  focal  motor  seizures.  Follow-up 
study  in  four  to  six  weeks  for  further  evaluation 
was  recommended. 

Discussion:  Dr.  John  R.  Asbury  (Pediatric  Resi- 
dent): This  baby  had  a traumatic  delivery  and 
it  was  thought  that  anoxic  brain  damage  oc- 
curred. This  is  seen  frequently  in  busy  nurser- 
ies and,  in  fact,  is  probably  the  most  common 
cause  of  seizure  that  we  have  in  this  nursery. 
Due  to  obstetrical  advances  in  the  past  two  to 
three  decades,  there  is  a decreased  overall  in- 
cidence in  hypoxic  brain  damage  and  seizures. 
To  discuss  this  subject  we  will  first  consider 
the  etiology  of  neonatal  seizures. 

Dr.  Jorge  Rodriguez  (Pediatric  Resident): 
Etiology  of  seizures  in  the  neonate  can  be  di- 
vided into  metabolic,  infections,  bleeding  prob- 
lems and  development  of  anomalies.*  The 
most  common  metabolic  problem  is  hypogly- 
cemia which  may  be  transient  or  persistent. 
The  transient  hypoglycemia  is  primarily  seen  in 
babies  of  diabetic  mothers.  Following  delivery, 
glucose  concentration  declines  rapidly  to  val- 
ues below  those  observed  in  normal  babies. 
Thus,  approximately  50%  of  these  babies  have 
glucose  concentration  below  30  mg/100  ml  in 
the  first  six  hours  of  life.  Transient  hypoglyce- 
mia may  also  occur  in  low-birth-weight  babies. 
This  relation  suggests  intrauterine  malnutrition 
as  an  important  factor.  Immediately  after  birth 
the  respiratory  quotient  falls  from  1.0,  which 
indicates  carbohydrate  breakdown,  to  0.8  or 
0.9,  suggesting  that  fatty  acids  have  become 
an  important  sugar  substitute.  With  deficient 
sugar  storage,  hypoglycemia  ensues.  Prolonged 
fasting,  chilling,  central  nervous  system  trauma 
and  infection  may  be  associated  with  transient 
hypoglycemia.  Persistent  hypoglycemia  may  be 
idiopathic  or  may  include  such  types  as  leucine 

*Freeman  JM:  Neonatal  seizures — diagnosis  and  man- 
agement. J Pediat  77:  701-708,  1970. 
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sensitive,  galactosemia,  fructosemia,  islet  cell 
tumors  and  glycogen  storage  disease. 

The  second  common  metabolic  disorder  is 
hypocalcemia,  which  can  be  divided  into  early 
and  late.  Early  hypocalcemia  is  seen  in  intra- 
cranial trauma  with  hypomagnesemia,  or  the 
idiopathic  variety.  Late  causes  are:  maternal 
hyperparathyroidism,  the  neonatal  hypopara- 
thyroidism and  high  phosphate  load  as  is  seen 
with  the  use  of  whole  cow’s  milk  for  feeding 
newborn  infants.  Calcium  with  other  electro- 
lytes like  magnesium  and  sodium  are  strongly 
involved  in  neuromuscular  transmission  and 
the  relative  lack  or  excess  produces  neuromus- 
cular instability. 

Hypomagnesemia  also  can  produce  sei- 
zures. Blood  magnesium  should  be  1.45  to 
2.5  mEq/liter.  One  of  the  main  causes  of  hy- 
pomagnesemia is  the  exchange  transfusion. 
Citrated  blood  chelates  magnesium,  and  it  has 
been  shown  that  a double-volume  exchange 
transfusion  decreases  magnesium  to  a level  of 
0.5  mEq/liter.  Hyponatremia  and  hypernatre- 
mia play  a role  in  the  production  of  seizures 
but  they  are  usually  iatrogenic. 

Pyridoxine  deficiency  is  a rare  cause  of  sei- 
zures. This  has  been  divided  into  two  stages, 
the  dependency  and  the  deficiency.  Pyridoxine 
is  transformed  in  the  body  into  active  pyridoxol 
phosphate  which  is  an  important  coenzyme  of 
many  biochemical  reactions.  Deficiency  causes 
a disturbance  of  tryptophan  metabolism  and 
may  cause  seizures.  Dependency  may  be  re- 
lated to  excessive  maternal  ingestion  of  vita- 
mins during  pregnancy  or  may  actually  rep- 
resent a recessive  autosomal  disease.  Ami- 
noacidurias are  also  involved  in  convulsive 
disorders  with  specific  lack  or  deficiency  in 
enzymes.  Phenylketonuria  is  most  well  known 
where  brain  damage  is  due  to  the  accumulation 
of  phenylalanine  in  brain  tissue.  Other  metabol- 


ic causes  include  maple  sugar  urine  disease, 
hyperglycinemia,  hyperbilirubinemia  and  in 
drug  withdrawal  states  such  as  heroin. 

Meningitis,  sepsis  or  encephalitis,  regardless 
of  etiology,  may  cause  seizures.  Leading  the 
list  as  an  etiology  for  seizures  is  brain  trauma. 
The  resulting  hypoxia  and  often  hemorrhage 
cause  seizures  and  brain  damage.  Convulsions 
usually  occur  late  in  the  course  of  intracranial 
hemorrhage  and  may  also  be  seen  in  the  sub- 
arachnoid and  intraventricular  bleeds  which  are 
presumed  to  be  more  often  due  to  anoxia  than 
actual  birth  trauma. 

Other  causes  of  seizures  are  due  to  develop- 
ment anomalies  such  as  cerebral  dysgenesis, 
incontinentia  pigmenti,  porencephalic  cyst,  etc, 
all  with  poor  prognoses. 

Dr.  Peter  Krewet  (Pediatric  Intern):  Dr. 
Rodriguez  has  presented  multiple  etiologies  for 
seizures;  to  assess  their  relative  frequency  a 
review  of  the  literature  was  undertaken.  In  a 
series  of  137  patients,!  hypocalcemia  account- 
ed for  20.4%  of  the  cases;  intracranial  birth 
injury  for  14.6%  and  all  other  causes  were  less 
than  10%  for  each  category  except  for  the 
unknown  etiology  in  which  there  were  27.7%. 
In  a similar  series!  perinatal  complications  ac- 
counted for  32%.  This  is  comparable  to  the 
previous  study  of  combined  intracranial  in- 
juries, neonatal  anoxia  and  preeclamptic  toxe- 
mia which  accounted  for  a total  of  25.5%. 
Hypocalcemia  in  this  series  was  30%.  In  the 
unknown  classification  there  was  only  13%, 
compared  to  27%  in  the  previous  study.  At 
Jefferson  Davis  Hospital  in  Houston  there  were 
18  cases  of  neonatal  seizures  in  the  past  two 

fRose  AL,  Lombrosso  CT:  Neonatal  seizure  states. 
Pediatrics  45:404-425,  1970. 

JMcInerny  TK,  Schubert  WK:  Prognosis  of  neonatal 
seizures.  Amer  J Dis  Child  117:361-364,  1969. 
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years.  Perinatal  anoxia  was  a common  denom- 
inator in  71.5%  of  the  cases.  Hypocalcemia 
was  present  in  16.5%.  There  were  11%  with 
hypoglycemia.  One  was  from  preeclamptic  tox- 
emia and  one  patient  (premature)  had  cardio- 
respiratory arrest  at  one  month  of  age  and 
shortly  after  that  time  had  a seizure.  We  have 
two  patients  in  which  the  etiology  of  the  sei- 
zure could  not  be  determined.  There  were  no 
deaths;  therefore,  CNS  bleeding  could  not  be 
evaluated  with  certainty.  The  low  incidence  of 
hypocalcemia  is  probably  related  to  the  early 
discharge  policy  of  the  nursery.  The  late-onset 
hypocalcemia  patients  are  admitted  to  another 
unit. 

Question:  What  are  the  sequelae  in  this 
series? 

Dr.  Krewet:  Of  the  18  patients,  13  are  being 
followed;  10  are  normal.  We  have  three  pa- 
tients who  have  minor  to  severe  disabilities: 
one  is  a microcephalic  with  mental  retardation 
and  quadriplegia;  one  has  left  hemiparesis  and 
one  is  described  as  hypoactive.  The  followup 
is  from  3 to  18  months;  it  is  too  early  to  prog- 
nosticate. 

Dr.  Asbury:  The  autopsy  series  that  have 
been  done  in  the  past  usually  divide  the  pa- 
tients who  die  into  three  main  types.  Children 
with  CNS  bleeding  lead  the  category  of  chil- 
dren with  seizures  that  come  to  autopsy. 
Next,  in  about  equal  amounts,  are  congenital 
anomalies  (such  as  porencephalic  cyst  or  cere- 
bral agenesis)  and  infections.  These  three  cate- 
gories make  up  the  majority  of  patients  that 
come  to  autopsy.  The  recognition  of  neonatal 
seizures  is  difficult  and  at  times  its  manifes- 
tations can  be  so  varied  that  one  is  confronted 
with  the  differential  of,  “Is  this  a seizure  or 
is  this  slightly  abnormal  neurological  beha- 
vior?” To  better  understand  this  problem,  Dr. 


Fernandes  will  discuss  the  clinical  picture  and 
EEC  findings. 

Dr.  Dionisio  Fernandes  (Pediatric  Resident): 
Neonatal  seizures  may  take  varied  and  subtle 
forms  such  as  eye  blinking,  chewing,  brief  al- 
terations of  tone,  apneic  spells,  drooling,  auto- 
nomic changes,  brief  extensions  of  the  body, 
limpness,  clonic  movement  of  one  extremity, 
or  tonic  and  clonic  convulsions.  Because  of 
these  varied  and  subtle  manifestations,  sei- 
zure states  may  easily  be  missed.  In  contrast 
to  the  slight  peripheral  manifestations  of  such 
seizures,  the  accompanying  EEC  abnormalities 
often  are  dramatic.  Hence  the  EEG  is  of  value 
in  identifying  seizure  states,  and  it  is  also  of 
prognostic  value.  Rose  and  Lombrosso  studied 
37  cases  of  neonatal  seizures  and  classified  the 
EEG  abnormalities  into  unifocal,  multifocal, 
periodic  and  flat. 

The  first  group  of  EEG  abnormalities  are  the 
unifocal.  The  abnormality  seen  in  the  interic- 
tal  EEG  is  usually  a localized  electrical  focus, 
and  this  usually  consists  of  diphasic  or  sharp 
waves.  At  times,  a mirror-like  discharging  focus 
may  be  seen  in  the  contralateral  areas.  During 
seizures,  a well-sustained  discharge  from  this 
focus  spreading  to  adjacent  or  homotopic  con- 
tralateral cortex  may  be  seen  but  the  back- 
ground activity  is  good.  It  is  associated  with  a 
good  prognosis. 

The  next  group  consists  of  multifocal  abnor- 
malities, and  here  there  are  two  or  more  in- 
dependent discharging  foci  present  and  these 
may  arise  from  one  or  both  cerebral  hemi- 
spheres. Generally  there  is  an  abnormality  of 
background.  The  prognosis  is  poor,  and  the 
patient  may  die  or  may  survive  with  major 
neurological  deficits.  The  EEG  pattern  may  be 
replaced  by  paroxysmal  or  hypsarrhythmic  pat- 
terns. 
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The  next  group  consists  of  periodic  abnor- 
malities, and  the  EEG  pattern  here  is  of  periods 
of  virtual  silence  interrupted  at  more  or  less 
regular  intervals  by  both  irregular  polymorphic 
and  asynchronous  activity.  The  morphological 
pattern  is  similar  to  the  hypsarrhythmic  EEG 
during  sleep  and  here  again  the  prognosis  is 
poor. 

The  next  group  is  the  flat  EEGs,  and  in  this 
group  the  tracings  are  almost  isoelectric  and 
show  neither  sleeping  or  waking  patterns,  re- 
flecting the  complete  interference  with  cerebral 
electrical  activity.  These  are  usually  seen  in 
such  conditions  as  severe  meningitis  and  an- 
oxic encephalopathy,  and  are  associated  with 
very  poor  prognosis.  The  serial  followup  of  the 
EEGs  showed  that  the  unifocal  discharges  are 
transient  and  disappear  in  a few  days,  while 
the  multifocal  discharges  either  disappear  in 
some  cases  or  develop  into  hypsarrhythmic 
patterns.  The  periodic  and  flat  EEGs  never  be- 
come normal. 

Dr.  Asbury:  The  control  of  metabolic  de- 
fects by  use  of  the  appropriate  agents  is  self- 
evident.  Every  nursery  should  have  an  emer- 
gency tray  with  equipment  for  intubation  and 
resuscitation.  The  availability  of  glucose,  cal- 
cium, magnesium  and  pyridoxine  may  be  life- 
saving. When  confronted  with  a seizure  one 
should  start  an  intravenous  solution  which  can 
easily  be  accomplished  through  the  umbilical 
vein.  Blood  is  collected  for  chemistries  and 
culture  prior  to  connecting  the  solution  to  be 
administered.  When  the  seizure  has  been  con- 
trolled, diagnostic  lumbar  puncture  should  be 
considered.  We  use  10%  glucose  in  water  due 
to  the  specific  need  of  all  neonates  for  glucose. 
Then  in  rapid  succession  we  give:  50%  glu- 
cose, 10%  calcium  gluconate  and  finally  50% 
magnesium  sulfate  pausing  after  each  to  eval- 


uate response.  This  sometimes  enables  a diag- 
nosis of  a deficiency  prior  to  the  return  of  lab- 
oratory data. 

General  rules  used  in  this  nursery  for  the 
control  of  metabolic  deficiency  seizures  would 
include: 

Hypoglycemia:  50%  glucose,  given  1-2  cc/ 
kg  body  weight,  intravenously,  given  slowly, 
preferably  diluted  in  5-10  cc  of  fluid. 

Hypocalcemia:  Calcium  gluconate,  10%  so- 
lution given  1 cc/kg  body  weight,  intravenous- 
ly, slowly. 

Hypomagnesemia:  Magnesium  sulfate,  50% 
solution,  given  1 cc/kg  body  weight,  intra- 
muscularly. 

Pyridoxine  deficiency:  Pyridoxine  (vitamin 
Be)  given  1-2  mg  intravenously. 

In  acute  control  of  the  symptomatic  seizure 
activity,  three  drugs  have  been  used  primarily. 
The  one  we  use  most  commonly  is  diazepam 
(Valium),  giving  .2  to  .5  mg/kg,  slow  intra- 
venous push  and  stop  as  soon  as  the  seizure 
has  abated.  This  is  to  be  followed  immediately 
by  long-acting  anticonvulsants.  One  can  also 
use  phenobarbital  in  a dose  of  6 mg/kg  in  the 
initial  intravenous  dose,  and  this  can  be  re- 
peated at  approximately  3 mg/kg  until  the  sei- 
zure has  stopped.  Paraldehyde  can  be  given 
intramuscularly  or  intravenously  in  a 5%  so- 
lution or  can  be  given  per  rectum.  This  drug 
is  very  useful,  especially  in  children  who  have 
CNS  or  severe  anoxic  brain  damage.  This 
seems  to  control  seizures  at  times  when  other 
anticonvulsants  will  not.  It  is  short-acting  and 
has  to  be  repeated,  or  other  anticonvulsants 
must  be  added  to  the  regimen.  It  is  also  bene- 
ficial in  that  it  is  not  metabolized  by  the  body 
but  is  excreted  by  the  lungs,  therefore  in  in- 
fancy, with  enzyme  deficiency  for  conjugation, 
it  is  a safe  drug.  With  control  of  the  seizure 
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one  can  then  begin  evaluation  of  the  neonate 
for  the  etiology  of  the  seizure. 

Dr.  Fabio  Fernandez  (Neurologist,  Blue  Bird 
Clinic,  Methodist  Hospital):  The  neurological 
findings  in  the  neonatal  period  do  not  neces- 
sarily correlate  with  those  of  the  child’s  prog- 
nosis. Abnormal  findings  can  be  transient  in 
nature.  The  child  might  recover  and  six  months 
or  one  year  later  might  begin  to  present  de- 
tectable neurological  deficit  on  conventional 
grounds.  The  correlation  between  the  abnormal 
neurological  findings  in  the  first  months  of  life 
and  the  ultimate  prognosis  in  terms  of  func- 
tion of  the  central  nervous  system  is  rather 
poor. 

Quoting  series  with  one-  to  four-year  follow 
up  examinations  will  not  tell  the  fate  of  a child 
when  the  school  process  begins.  Sometimes, 
intellectual  deficit  is  only  detected  in  a school 
situation,  because  the  tests  are  more  sophis- 
ticated at  that  age  and  the  child  can  cooperate 
more,  so  I don’t  feel  confident  in  stating  the 
prognosis  in  terms  of  intellectual  performance 
until  school  age. 

Dr.  Russell  J.  Blattner  (Professor,  Chairman, 
Pediatrics  Department):  Dr.  Desmond,  has  the 
"maternal  and  infant  project’’  in  operation  in 
this  community  significantly  altered  these  sta- 
tistics of  the  newborn  service? 

Dr.  Murdina  M.  Desmond  (Professor,  New- 
born Service,  Jefferson  Davis  Hospital):  The 
prenatal  clinic  visits  have  increased  significant- 
ly; therefore,  the  abnormal  pregnancy  is  eval- 
uated and  treated.  This  has  decreased  the  pre- 
mature population  as  well  as  the  perinatal 
death  rate. 

Dr.  Blattner:  Dr.  Desmond,  if  the  mother  has 
had  trouble  with  a previous  pregnancy  or 
delivery,  is  she  earmarked  for  special  attention 
during  her  next  pregnancy? 


Dr.  Desmond:  Very  definitely,  and  she  is  put 
in  the  category  from  that  point  forward.  Also, 
pediatrics  is  alerted  when  this  woman  presents 
in  labor. 

Dr.  Blattner:  There  should  be  a trend  for  a 
pediatrician  to  be  in  the  delivery  room  for  all 
high-risk  pregnancies.  This  unit  is  one  of  the 
exceptions  in  the  country  in  which  there  is  a 
joint  effort  by  the  physicians  who  attend  the 
mothers  as  well  as  those  who  attend  the  new- 
borns. 
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President-elect  of  the  American  Tho- 
racic Society  is  Dr.  Alan  K.  Pierce, 
professor  of  medicine  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  at  Dallas  and  chief  of  the  pul- 
monary disease  section  of  the  depart- 
ment of  internal  medicine  at  the 
school. 

Dr.  Pierce  was  elected  to  the  posi- 
tion at  the  American  Thoracic  Society's 
meeting  in  Los  Angeles,  Calif.  The  phy- 
sician is  also  medical  director  of  inha- 
lation therapy  at  Parkland  Memorial 
and  Woodlawn  Hospitals. 

Dr.  M.  T.  Jenkins  of  Dallas  was  installed 
as  president  of  the  American  Society 
of  Anesthesiologists  on  Oct.  20  at  the 
society’s  annual  meeting  held  in  Atlan- 
ta, Ga.  He  will  serve  a one-year  term. 

Dr.  Jenkins  is  professor  and  chair- 
man of  the  department  of  anesthesio- 
logy at  The  University  of  Texas  South- 
western Medical  School  at  Dallas.  He 

Ealso  serves  as  chief  of 
anesthesiology  at  Park- 
land Memorial  Hospital, 
Texas  Scottish  Rite  Hos- 
pital for  Crippled  Chil- 
dren, Children’s  Medical 
Center,  and  Veterans  Ad- 
ministration Hospital,  all 
DR.  JENKINS  located  in  Dallas.  He  is 
also  a consultant  in  anesthesiology  at 
Baylor  University  Medical  Center,  Pres- 
byterian Hospital  of  Dallas,  Methodist 
Hospital  of  Dallas,  and  St.  Paul  Hos- 
pital, all  in  Dallas,  and  Wilford  Hall  US 
Air  Force  Hospital  at  Lackland  Air  Force 
Base  in  San  Antonio. 

Elected  representative  for  exhibits  of 
the  AMA’s  Section  Council  on  Preven- 
tive Medicine  was  San  Antonio  MD, 

Dr.  Walter  Charles  Barnes. 

Named  as  1971  Distinguished  Pathol- 
ogist of  the  Year  was  Dr.  John  L.  Go- 
forth of  Dallas. 

The  award,  which  is  the  highest 
honor  conferred  by  the  American  So- 
ciety of  Clinical  Pathologists  and  the 
College  of  American  Pathologists,  was 
presented  at  ceremonies  in  Boston, 
Mass. 

Dr.  Goforth,  active  in  local  and 
state  pathologists  organizations,  is  the 
first  Texan  and  the  first  from  a south- 
ern state  to  win  the  award. 


New  president-elect  of  the  Texas  Aca- 
demy of  Family  Physicians  is  Dr.  Wel- 
don G.  Kolb  of  LaMarque.  Dr.  Kolb  will 
assume  the  presidency  in  October, 
1972. 

Installed  as  1971-1972  president  of 
the  academy  at  the  TAFP’s  22nd  An- 
nual Scientific  Assembly  in  Dallas  was 
Houston  physician  Dr.  Donald  M. 
Gready.  Dr.  Rufus  K.  Simpson  of  Beau- 
mont was  named  vice-president  of  the 
organization,  and  Dr.  Everett  L.  Holt  of 
Corpus  Christi  was  elected  to  a third 
term  as  treasurer. 

Recently  elected  vice-chairman  of  the 
board  of  governors  of  the  American 
College  of  Surgeons  was  Houston  phy- 
sician, Dr.  Robert  C.  Hickey,  executive 
vice-president  and  director  of  The  Uni- 
versity of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute. 

A governor  of  the  college  since 
1968,  Dr.  Hickey’s  new  position  also 
admits  him  to  the  executive  commit- 
tee of  the  board  of  governors. 

Other  Texas  governors  for  the  col- 
lege who  were  elected  at  the  group’s 
recent  Clinical  Congress  were  Drs.  Joe 
T.  Gilbert  of  Austin;  Louis  J.  Girard 
and  William  D.  Seybold,  both  of  Hous- 
ton; Albert  W.  Hartman,  Jr.,  of  San 
Antonio;  Wishard  S.  Lorimer,  Jr.,  of 
Fort  Worth;  Edgar  J.  Poth  of  Gal- 
veston; and  Jesse  E.  Thompson  of 
Dallas. 

Currently  serving  as  president  of  the 
Baylor  Medical  Alumni  Association  is 
Dr.  Clarence  W.  Schoenvogel  of  Bren- 
ham.  Other  officers  of  the  association 
include  Drs.  Lloyd  J.  Gregory,  Jr.,  of 
Houston,  president-elect;  Robert  Lee 
Wright  of  Odessa,  first  vice-president; 
Frank  D.  Hill,  III,  of  Houston,  second 
vice-president;  and  Phil  Davis  of  Hous- 
ton, secretary-treasurer.  Dr.  Jimmy  F. 
Howell  of  Houston  serves  as  faculty 
representative  to  the  association. 

Five  Texas  physicians  also  serve  as 
representatives-at-large  of  the  associa- 
tion: Drs.  David  Graham  of  Houston, 
Jerry  L.  Doggett  of  Houston,  James  E. 
Goodnight  of  San  Antonio,  Philip  T. 
Hudgins  of  Houston,  and  Thomas  E. 
Hunt,  Jr.,  of  Paris.  Two  out-of-state 
graduates  of  Baylor — Drs.  Everett  W. 
Sanderson  of  Sioux  Falls,  S.D.,  and 
Fred  Walker  of  Handsboro,  Miss. — are 
also  representatives-at-large. 


The  retired  executive  officer  of  the 
School  of  Health  Care  Sciences  at 
Sheppard  Air  Force  Base  in  Wichita 
Falls,  Col.  John  C.  Delahunt,  received 
the  Oak  Leaf  Cluster  to  the  Legion  of 
Merit  on  Oct.  12. 

Col.  Delahunt,  who  is  now  on  the 
faculty  of  the  School  of  Allied  Health 
Professions  at  The  Uni- 
versity of  Texas  South- 
western Medical  School 
at  Dallas,  was  presented 
the  award  by  Dr.  Harry 
Parker,  associate  dean 
of  the  school.  Col.  Dela- 
hunt, who  retired  on 
COL.  DELAHUNT  Sept.  1 after  29  years 
with  the  Air  Force  Health  Services  Ad- 
ministration, is  charged  primarily  with 
research  and  development  of  curricu- 
lum for  a physician’s  assistants  pro- 
gram at  Southwestern. 


Dr.  William  C.  Roberts,  medical  officer 
of  the  cardiology  branch  of  the  Nation- 
al Heart  Institute,  has  been  appointed 
professor  and  chairman  of  Baylor  Col- 
lege of  Medicine’s  department  of  path- 
ology and  chief  of  pathology  services 
at  Ben  Taub  General  and  Jefferson 
Davis  Hospitals  in  Houston. 

Dr.  Roberts  will  be  the  first  occu- 
pant of  the  Moody  Chair  in  Pathology 
created  by  a $1  million  gift  from  the 
Moody  Foundation  of  Galveston.  He 
will  also  hold  the  Kyle  and  Josephine 
Morrow  Distinguished  Professorship  at 
Baylor,  established  by  Mr.  and  Mrs. 
Gordon  West  of  Houston. 


Former  students  of  Dr.  Bruce  D.  Fallis 
recently  honored  the  professor  of  pa- 
thology at  The  Univer- 
sity of  Texas  South- 
western Medical  School 
at  Dallas  for  his  hard 
work,  enthusiasm,  and 
teaching  ability  by 
awarding  him  a skiing 
vacation  in  Europe. 

Dr.  Fallis  was  recog- 
nized as  a outstanding  teacher  by  his 
former  pupils,  friends,  and  associates 
at  an  appreciation  dinner  in  Dallas. 
During  the  dinner,  the  three-week  trip 
was  presented  to  Dr.  Fallis  and  his 
wife,  and  the  professor  also  received  a 
plaque  inscribed  with  the  Hippocratic 
Oath. 


DR.  FALLIS 
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Officers  of  the  Alumni  Association 
of  The  University  of  Texas  Medical 
Branch  at  Galveston  include  Dr.  Nor- 
man E.  Halbrooks,  Tyler  anesthesiolo- 
gist, president;  Dr.  Van  D.  Goodall, 
Clifton  internist,  president-elect;  and 
Dr.  George  V.  Brindley,  Jr.,  Temple 
thoracic  surgeon,  vice-president. 

Dr.  Charles  C.  Sprague,  dean  of  The 
University  of  Texas  Southwestern  Medi- 
cal School  at  Dallas, 
has  been  named  chair- 
man-elect  of  the  Asso- 
ciation of  American 
Medical  Colleges. 

Dr.  Sprague  will  take 
over  the  chairmanship 
next  fall  from  Dr.  Rus- 
sell A.  Nelson,  presi- 
dent of  The  Johns  Hopkins  Hospital  in 
Baltimore,  Md. 

A hematologist.  Dr.  Sprague  became 
dean  of  the  medical  school  on  June  1, 
1967. 

He  was  chairman  of  the  Council  of 
Deans  of  the  association  during  the 
1969-1970  term  and  currently  is  chair- 
man of  the  organization’s  Committee 
on  the  Financing  of  Medical  Education. 

Three  San  Antonio  dermatologists  have 
been  awarded  the  Department  of  the 
Army  Outstanding  Civilian  Service 
Medal. 

Drs.  Thomas  H.  Diseker,  James  L. 
Pipkin  and  Duncan  O.  Poth  were  pre- 
sented their  medals  by  Brig.  Gen.  Da- 
vid E.  Thomas,  commander  of  Brooke 
General  Hospital,  Brooke  Army  Medical 
Center,  Fort  Sam  Houston,  for  their 
part  in  developing  and  maintaining  an 
outstanding  dermatological  residency 
training  program  at  the  hospital. 

The  physicians  all  serve  as  consult- 
ants to  the  Army  hospital. 

A Dallas  physician  who  has  volunteered 
a half  a day  a week  for  more  than 
10  years  to  teach  medical  residents, 
interns,  and  students  was  honored  re- 
cently at  a meeting  of  the  Dallas-Fort 
Worth  Obstetric  and  Gynecological  So- 
ciety. 

Dr.  Harwin  B.  (Jack)  Jamison  was 
presented  a plaque  citing  his  “out- 
standing contributions  in  teaching”  at 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas  and  at  Park- 
land Memorial  Hospital. 


"Diagnostic  x-ray  examinations,  al- 
though among  the  most  valuable  of  all 
the  tools  of  modern  medicine,  involve 
an  element  of  radiation  risk  which  de- 
mands that  such  examinations  be  pre- 
scribed judiciously  and  conducted  with 
the  fullest  possible  use  of  patient 
protection  methods.” 

This  cautionary  warning,  expressed 
by  Dr.  Charles  C.  Edwards,  commis- 
sioner of  food  and  drugs,  is  only  one 
reason  behind  the  compilation  and 
publication  of  a new  pamphlet  entitled 
X-Ray  Examinations  ...  A Guide  to 
Good  Practice. 

The  pamphlet  was  prepared  by  the 
American  College  of  Radiology’s  Com- 
mission on  Radiologic  Units,  Stan- 
dards, and  Protection  with  the  assist- 
ance of  the  Bureau  of  Radiological 
Health,  US  Food  and  Drug  Administra- 
tion. The  American  Medical  Associa- 
tion and  other  professional  organiza- 
tions have  aided  in  the  distribution  of 
the  booklet.  Some  300,000  physicians 
were  on  the  booklet  mailing  list  in  ad- 
dition to  medical  students,  podiatrists, 
veterinarians,  and  radiologic  technolo- 
gists. 

Designed  to  improve  professional 
judgment  in  decisions  to  use  diagnos- 
tic x-ray  procedures  and  to  increase 
patient  and  user  protection,  the  book- 
let notes  that  although  approximately 
60%  of  all  diagnostic  radiologic  stud- 
ies are  supervised  by  radiologists,  the 
initial  decision  to  refer  a patient  for 
x-ray  studies  is  made  by  other  physi- 
cians, who  are  not  usually  specially 
trained  in  radiology.  Thus,  the  major 
emphasis  of  the  publication  is  upon 
judgment  factors  to  be  applied  by  re- 
ferring physicians. 

X-Ray  Examinations  . . . A Guide  to 
Good  Practice  discusses  four  major 
areas  to  consider  when  radiologic  pro- 
cedures are  prescribed;  when  patients 
should  be  referred  for  x-ray  examina- 
tions, points  to  remember  when  per- 
forming x-ray  studies  and  using  radio- 
logic  equipment,  what  x-rays  can  do 
to  human  beings,  and  how  much  radi- 
ation exposure  the  public  generally 
receives. 

Ways  of  limiting  the  amount  of  ex- 
posure when  performing  procedures 
are  enumerated.  The  booklet  declares 
that  one  of  the  basic  principles  in  the 
use  of  x-rays  in  medicine  is  to  obtain 
needed  diagnostic  information  with 


the  "smallest  practical  radiation  ex- 
posure.” 

The  publication  also  stresses  the 
need  for  referring  physicians  to  be 
aware  of  the  x-ray  exposure  involved 
in  every  procedure.  This  is  particularly 
significant  in  examinations  requiring 
that  reproductive  organs  be  irradiated, 
as  significant  exposure  to  these  organs 
may  have  possible  genetic  implications 
for  future  generations. 

Copies  of  the  pamphlet  are  availa- 
ble from  the  Superintendent  of  Docu- 
ments, Government  Printing  Office, 
Washington,  D.C.  20402.  Designated 
as  Government  Printing  Office  Stock 
No.  5505-0003,  the  pamphlet  sells  for 
35  cents  a copy. 

Service  clubs  interested  in  community 
disease  screening  programs  can  obtain 
valuable  guidance  from  a new  manual 
that  has  been  published  by  the  Disease 
Detection  Information  Bureau  in  Chi- 
cago, III. 

The  manual,  called  Guidelines  for 
Service  Clubs  in  Community  Disease 
Screening  Programs,  offers  practical  in- 
formation on  the  basics  of  disease 
screening.  Included  is  information  on 
the  nature  of  disease  screening,  why 
community  screening  programs  are 
needed,  and  which  diseases  can  be  de- 
tected through  screening. 

From  the  booklet,  service  clubs  can 
learn  how  to  determine  the  kind  of 
screening  program  to  conduct,  plan  the 
program,  encourage  the  participation  of 
the  rest  of  the  community,  and  pro- 
mote the  program. 

Interested  organizations  may  obtain 
a copy  of  the  guidelines  at  no  charge 
by  writing  on  the  club’s  letterhead  to 
Disease  Detection  Information  Bureau, 
3553  W.  Peterson  Ave.,  Chicago,  III. 
60645. 

The  third  edition  of  A Psychiatric 
Glossary  is  now  available  for  $1  from 
the  American  Psychiatric  Association, 
1700  18th  St.,  N.W.,  Washington,  D.  C. 
20009. 

More  than  800  terms,  300  more 
than  were  listed  in  the  first  edition 
published  in  1957,  are  defined  on  the 
102  pages  of  the  booklet. 

This  latest  enlarged  edition  reflects 
the  rapid  growth  of  pharmacology  and 
behavioral  sciences  related  to  psychia- 
try in  the  past  several  years. 


DR.  SPRAGUE 
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Christmas,  Christmas  seals,  and  tuber- 
culosis tied  the  ribbon  around  the 
many  articles  in  the  December,  1921, 
issue  of  the  Texas  State  Journal  of 
Medicine.  Included  in  that  issue  were 
the  following  items. 

Leading  off  the  editorial  section 
was  a verse  devoted  to  emphasizing 
the  need  for  men  to  smile.  “In  extend- 
ing to  the  reader  our  best  wishes  for  a 
Merry  Christmas,  we  beg  to  commend 
the  sentiment  of  the  foregoing  poem,” 
wrote  the  editors. 

“We  think  it  is  a fact,”  they  said, 
“that  the  busy,  burdened  physician 
too  frequently  neglects  the  little  ameni- 
ties of  life,  and  doubtless  there  are 
those  among  us  who  smile  so  seldom 
that  the  muscles  concerned  in  the  act 
have  all  but  atrophied.  There  is  no  bet- 
ter time  than  the  approaching  Christ- 
mas season  for  taking  up  the  simple 
exercises  leading  to  the  full  develop- 
ment of  the  smile.” 

In  concluding  the  article,  the  writers 
commented,  “We  are  hopeful  that  our 
readers  will  thoroughly  enjoy  the  sea- 
son, and  revive  and  revamp  their 
spirits  for  the  next  lap  in  the  race  of 
time  and  eternity.” 

>|(5kThe  next  topic  of  discussion  in 
the  50-year-old  journal  was  the  use 
and  purposes  of  the  tuberculosis 
Christmas  seals. 

Commenting  on  the  matter,  the 
journal  writers  said,  “Among  the  vol- 
unteer health  organizations  contribut- 
ing most  effectively  to  the  promotion 
of  good  health  and  the  salvaging  of 
human  life,  the  National  Tuberculosis 
Association  stands  out  as  a shining 
example  ...  It  is  from  this  source 
that  the  Christmas  seal  comes  . . . We 
feel  that  our  readers  may  justifiably 
contribute  thereto.” 

The  journal  also  noted  that  the  or- 
ganization was  efficiently  managed, 
and  the  money  derived  from  the  sale 
of  the  seals  was  used  in  a worthwhile 
manner. 

“The  movement  is  not  charitable. 
Money  raised  in  this  manner  is  di- 
rected to  the  education  of  the  public, 
beginning  with  and  concentrating  on 
the  child,  not  alone  in  the  matter  of 
the  prevention,  care,  and  treatment  of 
tuberculosis,  but  upon  health  prob- 
lems in  general,”  said  journal  writers. 
They  added,  “For  generations,  the 
medical  profession  has  been  urging  a 
more  reasonable  and  consistent  health 


regime.  Thus,  a wholesome  conspiracy 
is  established,  and  we  expect  much 
therefrom.” 

From  the  article  on  Christmas 
seals,  the  journal  went  on  to  discuss 
many  aspects  of  tuberculosis. 

For  instance,  they  reported  on  one 
philanthropic  organization,  "The  Child- 
ren’s National  Tuberculosis  Society," 
which  was  supposedly  gathering  funds 
for  the  support  of  a tuberculosis  sani- 
tarium for  children  at  Alamogordo, 
N.M. 

Instead,  the  Bulletin  of  the  National 
Tuberculosis  Association  for  May, 
1921,  disclosed  that  the  organization 
had  amassed  large  sums  of  donations, 
but  little  had  been  done  in  way  of 
support  for  the  sanitarium. 

One  visitor  who  dropped  by  the 
sanitarium  in  1920  found  only  one 
matron  pro  tern  and  three  children. 
A prominent  attorney  in  Alamogordo 
reported  the  society  had  sold  their 
property  in  the  area  and  that  the  sani- 
tarium had  not  been  in  operation  for 
some  months. 

A word  of  caution  ended  the  report: 
“There  are  doubtless  other  organiza- 
tions of  the  same  stripes,  concerning 
contributions  to  which  we  would  ad- 
vise caution.” 

5k>k  Many  of  the  original,  scientific 
articles  in  the  journal  dealt  with  tuber- 
culosis, too. 

One,  entitled  “Pregnancy  in  Tuber- 
culosis, advocated  a completely  differ- 
ent approach  to  the  problem  than  was 
prevalent  at  that  time.  Author-physi- 
cian Dr.  S.  E.  Thompson  of  Kerrville 
discussed  the  question  “to  abort  or 
not  to  abort”  the  pregnancies  of 
women  suffering  from  tuberculosis. 

After  a review  of  the  current  litera- 
ture, and  replies  from  11  physicians 
who  had  observed  the  problem  for 
many  years,  he  arrived  at  this  conclu- 
sion; “Let  me  sum  up  in  one  sentence: 
Pregnancies  and  deliveries  are  unde- 
sirable and  may  be  dangerous,  but 
abortions  are  worse.” 


98 


TEXAS  MEDICINE 


MEDICINE  IN  LITERATURE 


G-6-PD  Deficiency,  Dan  F.  Keller,  67 

pp.,  illus.,  Cleveland,  Ohio,  CRC  Press 

(division  of  The  Chemical  Rubber 

Co.),  CRC  Monoscience  Series,  1971. 

ORIGINALLY  APPEARING  as  an  article 
in  the  CRC  Critical  Reviews  in  Labora- 
tory Science,  this  book  will  be  of  pri- 
mary interest  to  clinical  pathologists 
and  clinicians  interested  in  the  field 
of  hematology.  The  author,  an  assis- 
tant clinical  professor  in  the  depart- 
ment of  pathology  at  the  University 
of  Oklahoma  School  of  Medicine,  pre- 
sents a very  extensive  review  of  the 
literature  on  G-6-PD  deficiency,  includ- 
ing a short  historical  review,  the 
metabolic  and  physiologic  role  of  red 
cell  G-6-PD,  genetic  variants,  the 
pharmacogenetics,  the  clinical  manifes- 
tations of  the  deficiency,  and  the 
various  laboratory  aspects  of  the  de- 
ficiency. 

The  review  is  especially  enlighten- 
ing when  dealing  with  genetic,  inheri- 
tance, and  ethnic  considerations  of 
G-6-PD  deficiency.  The  biochemistry 
and  the  pathophysiology  are  concisely 
and  lucidly  covered.  The  importance  of 
defining  the  heterozygous  female  and 
the  mosaic  spectrum  that  may  form  is 
thoroughly  covered,  along  with  the 
problems  of  selecting  the  most  appro- 
priate laboratory  test  in  identifying 
these  individuals.  While  the  author 
points  out  that  a single  "best”  test 
has  not  yet  been  developed  to  screen 
out  such  persons,  he  presents  a very 
logical  approach  to  the  methods  that 
may  be  used  to  qualitatively  screen  and 
quantitatively  evaluate  the  problem. 

The  review  does  suffer  the  fate  of 
similar  exhaustive  surveys  of  the  lit- 
erature in  that  excessive  and  often 
contradictory  information  is  recorded 
throughout.  In  almost  all  instances, 
however,  the  author  tries  to  resolve 
the  literature  disagreements  to  the 
extent  that  current  knowledge  allows. 

The  major  disadvantage  of  the  vol- 
ume is  the  rather  poor  quality  of  the 
illustrations.  This  failing  is  especially 
glaring  in  the  section  on  the  various 
laboratory  tests  for  G-6-PD  deficiency. 
Such  tests  generally  utilize  a color  end- 
point technique  and  are,  unfortunately, 
depicted  in  unacceptable  black-and- 
white  photographs.  In  addition,  the 
photomicrographs  of  the  red  blood  cells 
tested  show  very  poor  resolution. 


In  summary,  this  work  more  than 
adequately  reviews  the  current  state 
of  knowledge  on  the  subject  and  is 
recommended  to  individuals  concerned 
with  G-6  PD  deficiency,  regardless  of 
their  specialty. 

MICHAEL  T.  O’BRIEN,  M.D. 

Austin. 

Handbook  of  Psychiatry,  ed.  2,  Philip 
Solomon  and  Vernon  D.  Patch,  eds., 
648  pp.,  Los  Altos,  Calif.,  Lange 
Medical  Publications,  1971,  $7.50. 

THE  MEDICAL  STUDENT  and  the  resi- 
dent in  psychiatry  will  probably  use 
this  psychiatry  handbook  more  than  the 
medical  practitioner  or  specialist  be- 
cause of  its  condensed  and  therefore 
necessarily  brief  presentation. 

Giving  a bird’s  eye  view  of  psychi- 
atry, the  book  is  divided  into  four  parts 
— psychiatric  background,  psychiatric 
illness,  psychiatric  treatment,  and  spe- 
cial psychiatric  fields.  These  sections 
are  designed  especially  for  the  doctor 
who  must  gain  an  overall  picture  quick- 
ly. The  book  is  subdivided  into  approxi- 
mately ten  separate  chapters  for  each 
of  the  four  major  parts.  The  book  is 
not  encyclopedic  in  its  preparation; 
therefore,  it  is  doubtful  that  those  in- 
terested in  source  material  for  consul- 
tation would  be  entirely  satisfied. 

DUANE  MILLER,  M.D. 

Dallas. 

IN  THETMA  LIBRARY 
New  Books 

Alexander,  J.  W.,  and  Good,  R.  A.: 
Immunobiology  for  Surgeons,  W.  B. 
Saunders  Co.,  1970. 

Benenson,  A.  S.,  ed.:  Control  of  Com- 
municable Diseases  in  Man,  ed.  11, 
American  Public  Health  Assn.,  1970. 
Burkitt,  D.  P.,  and  Wright,  D.  H.: 
Burkin’s  Lymphoma,  E.  & S.  Living- 
stone, 1970. 

Cline,  M.  J.:  Cancer  Chemotherapy, 
vol.  1 in  Problems  of  Internal  Medi- 
cine, Lloyd  H.  Smith,  series  ed.,  W. 
B.  Saunders  Co.,  1971. 

Cruess,  R.  L.,  and  Mitchell,  N.,  eds.: 
Surgery  of  Rheumatoid  Arthritis,  J. 
B.  Lippincott  Co.,  1971. 

Dewald,  P.  A.:  Psychotherapy,  A Dy- 
namic Approach,  ed.  2,  Basic  Books, 
1971. 

Francoeur,  R.  T.:  Utopian  Motherhood, 


New  Trends  in  Human  Reproduc- 
tion, Doubleday,  1970. 

Gerber,  A.:  The  Gerber  Report,  David 
McKay  Co.,  Inc.,  1971. 

Geschickter,  C.  F.,  and  Antonovych, 
T.  T.:  The  Kidney  in  Health  and 
Disease,  J.  B.  Lippincott  Co.,  1971. 
Hinman,  F.,  Jr.,  Boyarsky,  S.,  Pierce, 
J.  M.,  Jr.,  et  al.,  eds:  Hydrodynamics 
of  Micturition,  Charles  C Thomas, 
1971. 

McNeil,  J.  M.,  and  Robbins,  L.  L.,  eds.: 
X-Ray  Seminar  Cases  of  the  Massa- 
chusetts General  Hospital,  Little 
Brown  and  Co.,  1971. 

Olson,  0.  C.:  Prevention  of  Football 
Injuries,  Protecting  the  Health  of  the 
Student  Athlete,  Lea  & Febiger,  1971. 
Phibbs,  B.,  et  al.:  The  Human  Heart,  A 
Guide  to  Heart  Disease,  ed.  2,  The 
C.  V.  Mosby  Co.,  1971. 

Philipp,  E.  E.,  Barnes,  J.,  and  Newton, 
M.,  eds.:  Scientific  Foundations  of 
Obstetrics  and  Gynecology,  F.  A. 
Davis,  1970. 

Samitz,  M.  H.,  and  Dana,  A.  S.,  Jr.: 
Cutaneous  Lesions  of  the  Lower 
Extremities,  J.  B.  Lippincott  Co., 
1971. 

Vaughan,  D.,  Asbury,  T.,  and  Cook, 
R.:  General  Ophthalmology,  ed.  6, 
Lange  Medical  Publications,  1971. 
New  Films 

Stroke-Counter  Stroke,  sound,  color, 
28  min..  Regional  Medical  Programs, 
California  Area  VIII,  1971.  This  lay- 
oriented  film  tells  the  real-life  story  of 
actress  Patricia  Neal  and  how  she  bat- 
tled the  effects  of  a crippling  stroke 
she  suffered  five  years  ago.  The  film 
also  outlines  the  rehabilitation  of  a 
stroke  victim  and  emphasizes  the  im- 
portant roles  played  by  family,  friends, 
and  professional  therapists  in  recovery. 
It  also  emphasizes  stroke  prevention 
through  the  recognition  and  proper 
treatment  of  transient  ischemic  at- 
tacks and  the  elimination  of  correct- 
able risk  factors  predisposing  stroke. 

The  film’s  script  was  written  by 
Roald  Dahl,  and  the  director  was  John 
Ward.  Technical  assistance  was  pro- 
vided by  Drs.  Robert  C.  Combs  and 
Bertram  L.  Tesman. 

Many  of  the  books  listed  are  available  for 
review.  If  you  would  like  to  prepare  a review 
on  one  of  the  new  books  listed,  or  if  you 
would  like  to  review  other  new  books  on  a 
specific  topic,  write  to  the  TMA  Memorial 
Library,  1801  N.  Lamar  Blvd.,  Austin  78701. 
Guidelines  for  book  reviewers  are  available 
from  the  Library. 
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RECENT  DEATHS 


DR.  J.  M.  PARSONS 

Radiologist  Dr.  James  Morrow  Par- 
sons, 43,  died  in  Providence  Memorial 
Hospital  at  El  Paso  on  Sept.  13,  1971. 

Dr.  Parsons,  who  had  been  in  prac- 
tice in  El  Paso  for  approximately  nine 
years,  was  a native  of  Ladonia,  Tex. 
He  attended  Tulane  University  in  New 
Orleans,  La.,  and  was  graduated  with 
a BS  degree  in  1952.  Four  years  later, 
he  was  awarded  his  MD  degree  from 
Tulane  University  School  of  Medicine, 
also  located  in  New  Orleans.  He  in- 
terned for  one  year  at  Confederate 
Memorial  Medical  Center  in  Shreve- 
port, La. 

Prior  to  entering  Tulane  University, 
Dr.  Parsons  enlisted  in  the  US  Navy 
and  was  assigned  to  the  Pacific  Fleet 
for  four  years. 

Dr.  Parsons  began  a general  prac- 
tice in  Lubbock  upon  his  graduation 
from  medical  school.  In  1959,  he 
accepted  a residency  in  radiology  at 
Veterans  Administration  Center  in  Los 
Angeles,  Calif.,  and  in  1962,  he  moved 
to  El  Paso  to  practice  his  specialty. 

The  radiologist  was  a member  of 
El  Paso  County  Medical  Society,  Texas 
Medical  Association,  American  Medical 
Association,  and  American  College  of 
Radiology.  A member  of  Phi  Chi  medi- 
cal fraternity.  Dr.  Parsons  was  a diplo- 
mate  of  the  American  Board  of  Radi- 
ology. 

He  is  survived  by  his  wife,  Wanda 
Chitwood  Parsons:  his  mother,  Mrs. 
John  H.  Parsons  of  Ladonia;  and  a 
sister,  Mrs.  Helen  Waller  of  Lubbock. 

DR.  A.  E.  WATSON 

Dr.  Ann  Elizabeth  Watson,  29,  died 
Aug.  22,  1971,  at  her  home  in  Claude. 
Death  was  attributed  to  a heart 
attack. 

The  first  female  resident  physician 
in  Claude,  she  was  a native  of  San 
Diego,  Calif.  Dr.  Watson  began  practice 
in  Claude  in  May,  1971;  before  that 
time,  she  had  been  in  practice  in  Fort 
Worth. 

Dr.  Watson  received  a BS  degree  in 
pharmacy  in  1962  from  The  University 
of  Texas  at  Austin.  She  had  attended 
The  University  of  Texas  at  Arlington 
for  a year  before  transferring  to  UT 
Austin.  After  receiving  her  undergradu- 
ate degree.  Dr.  Watson  entered  The 


DR.  PARSONS 


DR.  WATSON 


DR.  WOODARD  DR.  COOKE 


University  of  Texas  Medical  Branch  at 
Galveston  and  was  graduated  in  1967 
with  her  MD  degree.  An  internship  at 
John  Peter  Smith  Hospital  in  Fort 
Worth  followed  her  graduation. 

She  was  a member  of  American 
Medical  Association,  Texas  Medical  As- 
sociation, Association  of  American  Phy- 
sicians and  Surgeons,  and  the  Ameri- 
can Academy  of  Family  Physicians.  At 
the  time  of  her  death.  Dr.  Watson  was 
still  a member  of  Tarrant  County  Medi- 
cal Society;  however,  she  had  request- 
ed a transfer  of  membership  to  Potter- 
Randall  Counties  Medical  Society. 

Dr.  Watson  is  survived  by  her  par- 
ents, Mr.  and  Mrs.  Albert  O.  Watson, 
and  two  brothers,  Robert  Allen  and 
William  Ray  Watson,  all  of  Fort  Worth. 

DR.  G.  T.  WOODARD 

Dr.  Gay  T.  Woodard,  61,  died  Oct.  4, 
1971,  at  his  home  in  Dallas. 

A native  of  Minter,  Tex.,  Dr.  Wood- 
ard was  a 1935  graduate  of  Baylor 
College  of  Medicine,  then  located  in 
Dallas.  He  took  premedical  training  at 
Paris  (Tex.)  Junior  College  and  The 
University  of  Texas  at  Austin.  From 
March,  1934,  to  July,  1935,  Dr.  Wood- 
ard served  as  an  extern  at  St.  Paul 
Hospital  in  Dallas.  Then  from  July, 
1935,  to  January,  1938,  he  was  an  in- 
tern and  resident  in  surgery  at  Park- 
land Memorial  Hospital,  also  in  Dallas, 
where  he  later  served  as  house  physi- 
cian for  six  months. 

Dr.  Woodard  had  previously  prac- 
ticed at  Electra  and  at  Grand  Prairie. 
In  the  latter  city,  he  was  medical  direc- 
tor and  surgeon  for  North  American 
Aviation,  Inc.  In  1954,  he  helped  found 
the  Oak  Cliff  Medical  and  Surgical 
Clinic  and  Hospital  in  Dallas  where  he 
remained  active  in  general  practice 
and  general  surgery. 

Dr.  Woodard  was  a member  of  Amer- 
ican Medical  Association,  Texas  Medi- 
cal Association,  Dallas  County  Medical 
Society,  American  Academy  of  Family 
Physicians,  and  Dallas  Southern  Clini- 
cal Society.  He  was  also  an  active 
member  of  his  medical  fraternity.  Phi 
Beta  Pi. 

Survivors  include  his  wife,  Beola 
Parr  Woodard;  three  daughters,  Mrs. 
Gaylan  Larmore  of  Los  Angeles,  Calif., 
Mrs.  Glenda  Bradstock  of  Palo  Alto, 


Calif.,  and  Mrs.  Sharon  Tarwater  of 
Dallas;  two  brothers,  0.  W.  and  T.  B. 
Woodard,  both  of  Paris;  and  two  sis- 
ters, Mrs.  Della  Nicholson  of  Paris  and 
Mrs.  Eula  Faye  Wilbanks  of  Amarillo. 

DR.  L.  B.  COOKE,  SR. 

The  director  of  Paris-Lamar  County 
Health  Unit  since  1952,  Dr.  Lane  But- 
ler Cooke  died  on  Sept.  5,  1971,  at  his 
home  in  Paris,  Tex. 

The  86-year-old  physician  was  a 
specialist  in  public  health.  He  received 
his  premedical  education  at  Sam  Hous- 
ton State  University  in  Huntsville  and 
was  graduated  from  The  University  of 
Texas  Medical  Branch  at  Galveston  with 
his  MD  degree  in  1913.  In  1952,  when 
he  was  67  years  old,  he  earned  a mas- 
ter’s degree  in  public  health  from  the 
University  of  Oklahoma  at  Norman. 

From  1913  to  1914,  Dr.  Cooke 
served  as  an  intern  at  John  Sealy  Hos- 
pital in  Galveston.  He  was  later  a resi- 
dent at  his  brother’s  hospital  in  Cle- 
burne. His  brother  was  the  late  Dr. 
C.  C.  Cooke. 

Dr.  Cooke,  a native  of  Tennessee, 
had  also  practiced  in  Galveston  and  in 
Dallas.  He  was  the  state  quarantine 
officer  for  the  Port  of  Galveston.  He 
was  assistant  surgeon  with  the  United 
States  Public  Health  Service  in  Vera 
Cruz,  Mexico,  during  1915  and  1917. 
In  Dallas,  he  was  city  health  officer 
and  director  of  public  health  from 
1920  to  1932,  except  for  two  years 
when  he  served  as  superintendent  of 
Parkland  Memorial  Hospital  in  Dallas. 

Dr.  Cooke  had  seen  action  in  both 
world  wars.  He  was  also  a member  of 
Gen.  John  J.  Pershing’s  pre-World  War 
I expeditionary  force  into  Mexico.  After 
his  service  in  the  second  World  War, 
Dr.  Cooke  was  discharged  from  the 
armed  forces  with  the  rank  of  colonel. 

He  was  a member  of  the  American 
Medical  Association,  American  Associa- 
tion of  Public  Health  Physicians,  Texas 
Public  Health  Association,  and  the 
Lamar-Delta  Counties  Medical  Society. 
He  was  named  an  honorary  member  of 
the  Texas  Medical  Association  in  1966. 
He  also  was  a member  of  the  Phi  Beta 
Pi  medical  fraternity. 

He  is  survived  by  two  daughters, 
Mrs.  Dorothy  Counts  of  Dallas  and 
Mrs.  Yvonne  Frisby  of  Houston;  two 
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sons,  Lane  B.  Cooke,  Jr.,  MD,  of  Dallas 
and  John  W.  Cooke  of  Tyler;  two  broth- 
ers, Frederick  D.  Cooke,  MD,  of  El  Paso 
and  Felix  H.  Cooke  of  Cleburne:  and 
nine  grandchildren.  His  wife,  the  for- 
mer Ethel  Yvonne  Geen,  died  in  1948. 

DR.  H.  H.  DUKE 

Dr.  Herbert  Hampton  Duke,  Baytown 
general  practitioner,  died  Sept.  19, 
1971,  in  Houston’s  Hermann  Hospital 
where  he  had  been  a patient  since 
Sept.  6. 

The  70-year-old  physician  was  born 
in  Beizoni,  Miss.  He  attended  The  Uni- 
versity of  Texas  at  Austin  and  was 
graduated  in  1922.  In  1923,  Dr.  Duke 
moved  to  Baytown  to  teach  chemistry 
and  to  coach  at  the  old  Goose  Creek 
High  School.  After  two  years  of  teach- 
ing, he  enrolled  in  The  University  of 
Texas  Medical  Branch  at  Galveston, 
and  in  1929,  he  was  awarded  his  MD 
degree.  An  internship  at  Morningside 
Hospital  Diagnostic  Clinic  and  Training 
School  for  Nurses  in  Tulsa,  Okla.,  and 
additional  training  at  Jefferson  Davis 
Hospital  in  Houston  followed  his  grad- 
uation. In  1930,  he  returned  to  Bay- 
town  and  established  a private  general 
practice. 

Dr.  Duke  was  a member  of  Texas 
Medical  Association,  East  Harris  Coun- 
ty Branch  of  the  Harris  County  Medical 
Society,  American  Association  of  Phy- 
sicians and  Surgeons,  World  Medical 
Association,  Texas  Academy  of  Family 
Physicians,  and  American  Society  of 
Abdominal  Surgeons.  He  had  served 
as  councilor  for  the  Ninth  District  of 
TMA  and  was  on  the  executive  board 
of  Harris  County  Medical  Society  from 
1951  to  1954.  In  1953,  he  was  elected 
president  of  East  Harris  County  branch 
society.  From  1955  to  1957,  he  also 
served  on  the  Harris  County  Hospital 
Committee.  An  alumni  of  Nu  Sigma  Nu 
medical  fraternity.  Dr.  Duke  was  ac- 
tive in  the  civic  life  of  the  community 
and  had  been  team  physician  for 
Robert  E.  Lee  High  School  in  Baytown 
for  more  than  20  years. 

A founder  of  the  now  defunct  Lillie- 
Duke  Hospital  in  Baytown,  he  is  sur- 
vived by  his  wife,  Lenore  Gage  Duke; 
a daughter,  Mrs.  Donald  L.  Brunson  of 
Baytown;  a son,  Herbert  Hampton 
Duke,  Jr.,  MD,  of  Baytown,  a sister 
Mrs.  Mary  Lou  Minyard  of  Beizoni, 


Miss.;  two  brothers,  James  T.  Duke  of 
Austin  and  Warren  G.  Duke  of  Mem- 
phis, Tenn.;  and  four  grandchildren. 

DR.  E.  DONALDSON 

Pioneer  woman  physician  Dr.  Elizabeth 
Donaldson  died  Sept.  24,  1971,  in  Del 
Rio,  where  she  had  been  in  practice 
since  1931.  She  was  76. 

Dr.  Donaldson,  who  in  private  life 
was  Mrs.  T.  P.  Cook,  was  a graduate 
of  The  University  of  Texas  at  Austin 
and  Baylor  College  of  Medicine.  She 
received  her  BS  degree  from  UT  in 
1921  and  was  awarded  her  MD  degree 
in  1924  from  Baylor,  then  located  in 
Dallas.  From  1924  to  1925,  she  served 
as  an  intern  at  Baylor  University  Medi- 
cal Center  in  Dallas.  She  later  took 
postgraduate  work  at  Barnes  Hospital 
in  St.  Louis,  Mo.;  Chicago  Eye,  Ear, 
Nose,  and  Throat  Hospital  in  Chicago, 
III.;  and  New  York  Eye  and  Ear  Infir- 
mary in  New  York  City. 

Dr.  Donaldson,  a native  of  Bexar 
County,  began  her  career  as  a general 
practitioner  in  San  Antonio.  She  sub- 
sequently specialized  in  eye,  ear,  nose, 
and  throat  ailments  in  San  Antonio 
and  Del  Rio.  She  retired  from  active 
practice  in  1964. 

An  honorary  member  of  Texas  Med- 
ical Association,  she  had  served  once 
as  secretary  (1934)  and  twice  as  presi- 
dent (1937  and  1941)  of  Nine  Coun- 
ties (Medina  - Uvalde  - Maverick  - Val 
Verde  - Edwards  - Real  - Kinney  - Ter- 
rell - Zavala)  Medical  Society.  She  was 
also  a member  of  American  Medical 
Association  and  Southern  Medical  As- 
sociation. 

She  is  survived  by  her  son,  William 
E.  Cook  of  Berkeley,  Calif.;  a brother, 
C.  A.  Donaldson  of  Del  Rio;  and  five 
grandchildren.  Her  husband,  T.  P. 
Cook,  died  in  1964. 

DR.  T.  M.  STEED,  JR. 

Hughes  Springs  general  practitioner 
Dr.  Thurmon  Monroe  Steed,  Jr.,  51, 
died  at  his  home  on  Aug.  26,  1971. 


DR.  DONALDSON 
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A native  of  Atlanta,  Tex.,  Dr.  Steed 
was  a 1944  graduate  of  The  University 
of  Texas  Southwestern  Medical  School 
at  Dallas.  He  had  also  attended  Oua- 
chita Baptist  College  in  Arkadelphia, 
Ark.,  and  Texas  Technological  Univer- 
sity in  Lubbock.  He  served  an  intern- 
ship at  Baptist  Memorial  Hospital 
in  Memphis,  Tenn.,  from  January  to 
October,  1945. 

Following  his  internship.  Dr.  Steed 
served  in  the  US  Army  Medical  Corps. 
When  he  was  discharged  in  1947,  he 
held  the  rank  of  captain. 

Dr.  Steed  had  been  in  practice  in 
Hughes  Springs  since  1947.  He  was 
active  in  the  civic  affairs  of  the  com- 
munity and  had  served  several  terms 
on  the  Hughes  Springs  Independent 
School  District.  He  was  a member  of 
Texas  Medical  Association,  Cass-Mari- 
on  Counties  Medical  Society,  American 
Medical  Association,  and  American 
Academy  of  Family  Physicians. 

Survivors  include  his  three  daugh- 
ters, Susan  Ann  Steed  of  Victoria,  Gina 
Lee  and  Tim  Maria  Steed  of  Marietta, 
N.C.;  two  sisters,  Mrs.  Janyce  Gist  of 
Tyler  and  Mrs.  Mozelle  Bearden  of 
Lubbock;  a brother,  the  Rev.  Lewis  S. 
Steed  of  Portland,  Ore.;  and  his  moth- 
er, Mrs.  T.  M.  Steed,  Sr.,  of  Hughes 
Springs. 

DR.  R.  C.  NOBLE 

Dr.  Roy  Cecil  Noble,  75,  a former  psy- 
chiatrist at  the  Rusk  State  Hospital, 
died  Sept.  28,  1971,  at  his  home  in 
Rusk  following  a heart  attack. 

Dr.  Noble  had  been  with  the  state 
institution  since  1955  until  his  retire- 
ment in  August,  1971.  Prior  to  that 
time,  he  had  been  in  private  general 
practice  in  Leadville,  Colo.,  and  Bea- 
trice, Neb. 

A native  of  Holmesville,  Neb.,  Dr. 
Noble  was  graduated  from  the  Univer- 
sity of  Nebraska  in  Lincoln  in  1918. 
In  1922,  he  received  his  MD  degree 
from  the  University  of  Nebraska  Col- 
lege of  Medicine  located  in  Omaha. 
He  served  a one-year  internship  at 
Douglas  County  Hospital  in  Omaha, 
Neb.,  and  later  served  two  years  at 
Denver  and  Rio  Grande  Western  Rail- 
road Hospital  in  Salida,  Colo.  In  1956, 
Dr.  Noble  took  postgraduate  work  at 
John  Sealy  Hospital  and  The  Univer- 
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sity  of  Texas  Medical  Branch  at  Gal- 
veston. 

A veteran  of  World  War  I,  he  was 
a member  of  Texas  Medical  Associa- 
tion, Eleventh  District  Medical  Society, 
Cherokee  County  Medical  Society,  and 
American  Psychiatric  Association. 

Surviving  the  psychiatrist  are  his 
wife,  Gertrude  Hamilton  Noble;  a 
brother,  Leslie  Hugh  Noble  of  Beatrice, 
Neb.;  and  a sister,  Mrs.  Marie  Galloway 
of  Lincoln,  Neb. 

DR.  J.  M.  DOUGALL 

Dr.  John  M.  Dougall,  Houston  radiolo- 
gist, died  Sept.  9,  1971.  He  was  60. 

A native  of  Springville,  Utah,  Dr. 
Dougall  was  a 1933  graduate  of  Brig- 
ham Young  University  in  Provo,  Utah. 
He  received  his  MD  degree  in  1937 
from  Washington  University  School  of 
Medicine  in  St.  Louis,  Mo.  From  1937 
to  1938,  he  held  an  internship  at  St. 
Louis  (Mo.)  City  Hospital,  and  from 
1938  to  1941,  he  was  a resident  in 
radiology  at  Vanderbilt  University  Hos- 
pital in  Nashville,  Tenn.  In  1946,  Dr. 
Dougall  accepted  a position  as  assist- 
ant professor  of  radiology  at  the  Uni- 
versity of  Tennessee  in  Memphis. 
From  1948  to  1971,  he  served  as  an 
associate  professor  at  Baylor  College 
of  Medicine.  During  approximately  this 
same  time,  he  was  clinical  associate 
lecturer  at  The  University  of  Texas 
M.  D.  Anderson  Hospital  and  Tumor 
Institute. 

Dr.  Dougall  had  served  in  the  US 
Army  for  four  years,  and  when  dis- 
charged, he  held  the  rank  of  lieutenant 
colonel. 

He  was  a member  of  the  American 
Medical  Association,  Texas  Medical 
Association,  American  College  of  Radi- 
ology, Texas  Radiological  Society, 
Houston  Radiological  Society,  and  Har- 
ris County  Medical  Society.  He  was 
also  a diplomate  of  the  American 
Board  of  Radiology. 

Survivors  include  his  wife,  Josephine 
Reynolds  Dougall;  two  daughters,  Mrs. 
Jo  Ann  Levering  and  Mrs.  Janice  Mel- 
cher,  both  of  Houston;  two  brothers, 
William  Bernard  and  Hugh  Dougall, 
both  of  Springville,  Utah;  a sister,  Mrs. 
Joseph  S.  Robison  of  Leki,  Utah;  and 
three  grandchildren. 


DR.  MATHEWS 


DR.  P.  W.  MATHEWS 

Retired  urologist  Dr.  Paul  Wootten 
Mathews  died  Sept.  10,  1971,  at  his 
home  in  Dallas.  He  had  been  in  prac- 
tice there  since  1921,  but  had  retired 
in  1956. 

Born  in  Carlton,  Ga.,  Dr.  Mathews 
graduated  from  Gibson-Mercer  Acade- 
my in  Bowman,  Ga.,  in  1914,  attended 
the  University  of  Georgia  in  Athens, 
and  was  awarded  his  MD  degree  from 
the  Medical  College  of  Georgia  in  Au- 
gusta in  1919.  Following  his  gradua- 
tion from  medical  school,  he  held  a 
one-year  internship  at  Christ  Hospital 
in  Jersey  City,  N.J.,  and  a residency  in 
urology  at  Bellevue  Hospital  Center  in 
New  York  City. 

The  urologist  was  an  honorary  mem- 
ber of  Dallas  County  Medical  Society, 
Texas  Medical  Association,  and  Ameri- 
can Medical  Association.  He  also  be- 
longed to  the  American  Urological  As- 
sociation. While  he  was  still  in  active 
practice.  Dr.  Mathews  served  on  the 
staffs  of  Medical  Arts  Hospital  of  Dal- 
las, Baylor  University  Medical  Center, 
St.  Paul  Hospital,  and  Methodist  Hos- 
pital of  Dallas. 

Dr.  Mathews  is  survived  by  his  wife, 
Vivian  Beckman  Mathews;  a son,  Paul 
Wootten  Mathews,  Jr.,  MD,  of  Fort 
Worth;  a daughter,  Mrs.  Eva  Marie 
Donalson  of  Weslaco;  a brother,  George 
W.  Mathews  of  Augusta,  Ga.;  and  six 
grandchildren. 
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BEVERLY  HILLS  HOSPITAL 
BEVERLY  HILLS  CLINIC 


PSYCHIATRY 


INPATIENT  - OUTPATIENT 


Multiple-approach  treatment  of  thinking  disorders.  Established  diagnostic  procedures  available. 
Secluded  in-town  location  convenient  to  the  medical  community. 

Psychiatry 

Joseph  L.  Knopp,  M.D.  Fred  H.  Jordan,  M.D. 

Jackson  H.  Speegle,  M.D.  Joseph  H.  Lindsay,  M.D. 

Jack  R.  Tomlinson,  M.D. 


1353  North  Westmoreland  Avenue  Dallas,  Texas  75211  214  331-8331 
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WICHITA  FALLS  CLINIC-HOSPITAL 

GENERAL  SURGERY 
W.  El.  Crump,  M.D.,  F.A.C.S. 

James  T.  Lee,  M.D. 

CSiarles  H.  Wilson,  M.D.,  F.A.C.S. 

ORTHOPEDIC  SURGERY 
Jack  EL  Elaxfield,  M.D..  F.A.C.S. 

Clyde  W.  Parsons,  M.D, 

Darld  G.  Borman,  M.D. 

ORAL  SURGERY 
R.  A.  Mitchell,  D.D.S. 

Larry  J.  Cason,  D.D.S. 

RADIOACTIVE  ISOTOPES 
Claude  D.  Wilson,  M.D.,  F.A.C.R. 

Joe  D.  Steed,  M.D.,  D.A.B3. 

Julian  H.  Acker,  M.D. 

David  D.  Salmon,  M.D.,  D.A.B.R. 

PEDIATRICS 

Georse  W.  SlauKhter,  HI,  M.D.,  F.A.A,F. 

Joseph  Bllder,  Jr.,  M.D. 

LABORATORIES 

Claude  D.  Wilson,  F.A.C.R.,  Radiology 
Joe  D.  Steed,  M.D.,  D.A.B.R.,  Radiology 
David  D.  Salmon,  M.D.,  D.A.B.R.,  Radiology 

M Eli  lICLN  Ifl 

W.  B.  Whiting,  M.D.,  Cardiology 
R.  F.  Knox,  M.D.,  Ehtdocrinology 

P.  E.  Smith,  M.D.,  F.A.C.P.,  Diagnosis  & Internal  Medicine 

I.  L Humphrey,  Jr.,  M.D.,  Dlagnosia  & Internal  Medicine 
Julian  H.  Acker,  M.D.,  Diagnosis  & Internal  Medicine 
Preston  McCall,  M.D.,  Diagnosis  A Internal  Medicine 
Julian  C.  Sleei>er,  M.D.,  Cardiology 

GENERAL  PRACTICE 

J.  B.  Hathom,  Jr.,  M.D. 

Melvin  Horany.  M.D. 

John  E.  Worthen,  Jr..  M.D. 

Janies  T.  Cook,  M.D. 

UROLOGY 

Owen  C.  Berg.  M.D.,  F.A.C.S. 

OBSTETTRIOS  AND  GYNECOLOGY 
W.  L Parker,  M.D.,  F.A.C.S. 

Warren  T.  Kable,  M.D. 

Frank  J.  Lee,  M.D. 

ADMINISTRATIVE  OFFICER 
Bertha  McNeill,  Administrator 
Jesse  EL  Dobbs,  Jr.,  Asst.  Administrator 
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^clfficfcups? 


In  a recent  survey,  90%  of 
patients  said  they  would  have 
annual  checkups  if  their 
physicians  told  them  to  do  so. 
This  confirmed  what  we  have 
long  known  — your  key  role, 
doctor,  in  motivating  your 
patients  to  follow  good  health 
practices.  We  alert  the  public 
with  facts  about  cancer.  You 
follow  through  by  urging 
regular  checkups.  A life-saving 
combination. 


American  Cancer  Society^  ^ 


ONCOLOGY 

ASSOCIATES 

Oscar  L.  Morphis,  M.D.,  F.A.C.R. 

Marcus  J.  Sedimeir,  M.D.,  D.A.B.R. 

Radiation  Therapy 

Radiation  Therapy 

Radium  Therapy 

Radium  Therapy 

Norris  Gilfillan,  M.D.,  F.A.C.S. 

Jack  M.  Morgan,  M.S.,  F.A.C.R. 

Chemotherapy 

Consultant-Physicist 

Tom  B, 

Bond,  M.D.,  F.A.C.R. 

Consultant 

1550  West  Rosedale,  Suite  620 

Fort  Worth  336-2028 

Sfarlite  Village  Clinic 

Center  Point,  Texas 
Ph.:  ME  4-2426 

— A specialized  clinic  dedicated  to  the  physical,  mental,  and  spiritual  treatment 
of  men  and  women  suffering  from  alcoholic  and  similar  disturbances. 

F.  E.  Seale,  M.D.  Bland  Seale 

Medical  Director  Administrator 
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IN  ASTHMA  optional 

IN  EMPHYSEMA  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassiunx  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning;  may  be 
habit-forming);  16  mg.  ephedrine  HCl.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenoharbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HCl.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylhne. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HCl.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  K to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Nothing  new  about  Synirin  other  than 
. . . it’s  a stable,  uncoated,  fast  disintegrating 
tablet  of  aspirin  with  pentobarbital 
potentiating  the  aspirin  analgesia. 

Synirin, 

ASPIRIN  5 OR.— PENTOBARBITAL  US  Gff. 

ETHICAL  ANALGESIA  (economical  if  prescribed 
in  100  units  with  privilege  of  refills) 
PRESCRIBING  INFORMATION:  To  relieve  tension 
headaches  and  arthritic  pains,  2 tablets  q 4 h.  Aspirin 
and  pentobarbital  begin  their  action  promptly,  continu- 
ing for  about  4 hours.  The  small  pentobarbital  content 
gives  no  perceptible  sedation.  Pentobarbital  is  de- 
stroyed by  the  body  and  there  is  no  accumulation. 
Synirin  will  supply  any  aspirin  therapy  with  equal 
safety.  Use  aspirin  with  caution  in  peptic  ulcer. 

EACH  UNCOATED  TABLET  CONTAINS: 

Aspirin  325  mg.  (5  gr.) 

Pentobarbital* 8 mg.  (1/8  gr.) 

’"May  be  habit  forming. 

Federal  law  prohibits  dispensing  without  prescription 
DISPENSED  IN  BOTTLES  OF  100  AND  1000  TABLETS 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC. 
BICHMOND,  VIRGINIA  23261 

me 


A clinical  supply  of  this  new  aspirin  formulation  may  he  recpiested. 


Francis  Convalescent  Cen- 
ters are  conveniently  lo- 
cated throughout  Texas  . . . 
fully  staffed,  fully 
equipped,  fully  qualified 
for  all  programs.  Our  brand 
of  "hospitelity”  is  becom- 
ing famous  for  what  it 
stands  for:  comfort,  health 
care,  convenience,  and 
strict  friendly  supervision 
at  all  times.  Let  us  serve 
your  patients  the  “Hospi- 
telble”  Francis  way. 


FT.  WORTH 


FRANCIS  HOSPITELS,  INC.,  Suite  204,  7700  Chevy  Chase  Drive,  Austin,  512  454-5101 


FRANCIS  CONVALESCENT  CENTERS — WACO:  Francis  Hospital,  2501  Maple  Avenue,  Ph.  752-0311;  AUSTIN: 
Retirement  Inc.,  6909  Burnet  Road,  Ph.  452-5719;  FORT  WORTH:  Francis  Convalescent  Center,  1000  6th  Ave- 
nue, Ph.  335-1903;  CORPUS  CHRISTI:  Francis  Convalescent  Center,  3050  Sunnybrook,  Ph.  853-9981;  LONGVIEW: 
Highland  Pines,  1100  N.  4th  Street,  Ph.  753-7661;  SAN  ANTONIO:  San  Pedro  Manor,  616  West  Russell,  Ph. 
732-5181. 
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MEDICAL  ARTS  CLINIC  of  corsicana 


DERMATOLOGY  & SYPHILOLOGY 

JOSEPH  M.  GLICKSMAN,  M.D.,  F.A.A.D.* 

EAR,  NOSE,  & THROAT 
PHILLIP  M.  AWTREY,  M.D.,  F.A.A.O.O.* 
JOHN  M.  REID,  M.D. 

GENERAL  & VASCULAR  SURGERY 

LOUIS  E.  GIBSON,  M.D.,  F.A.C.S.* 

E.  SCOTT  MIDDLETON,  M.D.,  F.A.C.S.* 

INTERNAL  MEDICINE 

ROBERT  D.  BONE,  M.D.,  F.A.C.P.* 
JAMES  F.  WITTEN,  M.D.,  F.A.C.P.* 
CHARLES  I.  BILTZ,  M.D.* 

ALLEN  M.  JONES,  M.D.* 

JOHN  D.  NELSON,  M.D. 


OBSTETRICS  & GYNECOLOGY 

KELLY  PAUL  BURKHART,  M.D.,  F.A.C.O.G.* 

OPHTHALMOLOGY 

ROBERT  D.  MERTZ,  M.D.,  F.A.A.O.O.* 
WILLIAM  E.  LAGOMARSINO,  M.D. 

PEDIATRICS 

JOHN  W.  GRIFFIN,  M.D.,  F.A.A.P.* 
JAMES  E.  SPEIER,  M.D.,  F.A.A.P.* 

PSYCHIATRY 

SAMUEL  E.  NEELY,  M.D.* 

EXECUTIVE  DIRECTOR 

DON  L.  BOWEN,  M.G.M.A. 


• DIPLOMATE  OF  THE  AMERICAN  BOARD 


RADIOLOGY  ASSOCIATES  OF  FORT  WORTH 


John  S.  Alexander,  M.D.,  M.A.C.R. 
Robert  J.  Atcheson,  M.D.,  M.A.C.R. 
Donerlas  E.  Bibby,  M.D.,  F.A.C.R. 
William  V.  Bradshaw,  M.D.,  D.A.B.R. 
James  W.  Buice,  M.D.,  F.A.C.R. 
Richard  C.  Gasser,  M.D.,  M.A.C.R. 
Thomas  S.  Lipscomb,  M.D.,  D.A.B.R. 
Paul  W.  Mathews,  Jr.,  M.D.,  M.A.C.R. 
Preston  W.  Nash,  M.D.,  M.A.C.R. 


Rolland  F.  Oakes,  M.D.,  M.A.C.R. 
Norman  L.  Presley,  M.D.,  M.A.C.R. 
Sanford  Reitman,  M.D.,  M.A.C.R. 
Corner  W.  Roberts,  M.D.,  M.A.C.R. 
Herman  C.  Sehest^,  M.D.,  F.A.C.R. 
Glenn  A.  Stokdyk,  M.D.,  M.A.C.R. 

J.  Thomas  Telle,  M.D.,  M.A.C.R. 

C.  H.  Tseng,  M.D.,  M.A.C.R. 

Claude  Williams,  M.D.,  M.A.C.R. 


DIPLOMATES  OF  THE  AMERICAN  BOARD  OF  RADIOLOGY 


Offices : 

100  Medical  Tower  Bldg.  — 336-8681  1217  West  Cannon  — 336-8627 

900  W.  Randol  Mill  Rd.,  Arlington,  Texas  76010  — 277-7681 


TRAVIS  CLINIC  ASSOCIATION  AND  THE 
NAN  TRAVIS  MEMORIAL  HOSPITAL 


General  Sursery: 

L.  L.  Travis,  M.D. 

J.  S.  O’Hare,  M.D. 

R.  K.  Willnu,  M.D. 

Orthopedic  Surgery : 

E.  L.  Mahon,  Jr.,  M.D. 

Urology; 

H.  F.  Rives,  M.D. 

Pathology : 

Harbert  Davenport,  Jr.,  M.D. 


JACKSONVILLE,  TEXAS 

STAFF 

Internal  Medicine: 

J.  T.  Boyd,  M.D. 

F.  H.  Verheyden,  M.D. 

J.  T.  Scogin,  M.D. 

J.  H.  Pesnell,  M.D. 

Mary  A.  Bone,  M.D. 

J.  A.  Armstrong,  M.D. 

Obstetrics  and  Gynecology: 

J.  C.  Rucker,  M.D. 

J.  D.  Crawford,  M.D. 


Pediatrics : 

M.  L.  Gray,  M.D. 

Radiology  and  Radioactive  Isotopes : 
L.  W.  Ralston,  M.D. 

William  J.  Fowler 

Administrator  of  Nan  Travis 
Memorial  Hospital 

J.  G.  Casey 

Business  Manager  of  Travis  Clinic 
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DIRECTORY  RATES  & DATA:  Space  Is  available  to  TMA  mem- 
bers at  $10.00  per  column  Inch  and  listings  must  run  for  a 
minimum  of  six  months.  New  listings  are  limited  to  those 
specialties  recognized  by  the  American  Medical  Association. 
A discount  of  5%  is  allowed  for  six  months'  advance  payment. 
Mall  copy  to  Advertising  Assistant,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Deadline  is  20th  of 
the  month  preceding  publication  month. 


lexas 

Physicians’  Directory 


Aerospace  Medicine 

D.  OWEN  COONS,  M.D.,  F.A.M. 


Clinics 


DIplomate  American  Board  of  Preventive  Medicine 


CLINIC  HOSPITAL  MEDICAL  ASSOCIATES 


Aerospace  Medicine 

Comprehensive  aircrew  examinations  and  FAA  certification 
Executive  physical  examinations 

Problem  medical  case  evaluation  for  FAA  re-certification 
6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  214  638-4594 


Allergy 


DRS.  FEIN  AND  KAMIN 


224  West  Beauregard  Avenue,  San  Angelo,  Texas 


R.  M.  Finks,  M.D.,  Pediatrics 
M.  D.  Knight,  M.D.,  Surgery 
W.  H.  Brauns,  M.D.,  Internal  Medicine 
Roy  E.  Moon,  M.D., 

Obstetrics  and  Gynecology 
Chas.  F.  Engelking,  M.D., 

Ear,  Nose  and  Throat 

R.  A.  Morse,  M.D.,  Internal  Medicine 
Ralph  R.  Chase,  M.D.,  Pediatrics 
Tom  R.  Hunter,  M.D.,  Surgery 
Robert  P.  Gordon,  C.P.A.,  Administrator 


Dale  W.  Hayter,  M.D., 
Ophthalmology 
O.  Sterling  Gillis,  III,  M.O., 
Obstetrics  and  Gynecology 
Richard  C.  Stoebner,  M.D., 
Internal  Medicine 

Consultant  in  Pathology — 
Lloyd  R.  Hershberger,nM.O. 
Consultant  in  Radiology — 
John  E.  Ballard,  M.D. 

John  G.  Bolen,  M.D. 
William  T.  Gordon,  M.D. 


Allergy  and  Immunology 

Bernard  T.  Fein,  M.O.,  F.A.C.A.,  Fellow,  American  Academy  of  Allergy 
Peter  B.  Kamin,  M.D.,  F.A.A.P.,  DIplomate,  Sub-Board  Pediatric  Allergy 


216  Medical  Prof.  Bldg.,  San  Antonio,  Texas,  226-7671,  227-6331 


THE  FORT  WORTH  CLINIC 


HOUSTON  ALLERGY  CLINIC 
Clinical  Allergy  and  Immunology 

Richard  L.  Etter,  M.D.,  FJV.C.A.,  FJVJLA. 

Richard  H.  Jackson,  M.D.,  F.A.C.A. 

Warren  J.  Raymer,  M.D.,  F.A.C.A. 

Ramon  Garrido,  M.D.  (Certified  American  Board  of  Pediatrics) 
D.  W.  Waddell,  M D. 

Suita  444,  Hermann  Professional  Building 
6410  Fannin  St.,  Houston,  Texas  77025,  526-8931 


V.  E.  FRIEDWALD,  M.D.,  F.A.C.P. 
Allergy 


1221  West  Lancaster  Avenue,  Fort  Worth,  Texas  76102 
Telephone  817  336-7191 

INTERNAL  MEDICINE 
John  M.  Church,  M.D. 

Thomas  J.  Coleman,  M.D. 

Ferd  E.  Garrison,  Jr.,  M.D. 

Cortell  K.  Holsapple,  M.D. 

O.  M.  (Jack)  Phiilips,  M.D. 

CLINIC  MANAGER 
William  L.  Asper 


GENERAL  SURGERY 
John  H.  Sewell,  M.D. 
Robert  L.  Sewell,  M.D. 


RADIOLOGY— CONSULTANTS 
William  H.  Neil,  M.D. 

Victor  E.  McCall,  M.D. 


DIplomate  American  Boards  of  Internal  Medicine  and  Allergy 
2203  West  Tennessee,  Midland,  Texas  79701,  682-5385 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 

John  P.  McGovern,  M.D.  Theodore  J.  Haywood,  M.D. 

Orville  C.  Thomas,  M.D.  Joseph  T.  (^eng,  M.D. 

Kenneth  E.  Peirce,  M.D.  Rufus  E.  Lee,  Jr.,  M.D. 

Certified  American  Boards  of  Pediatrics  and  Allergy 
6655  Travis  Street,  Houston,  Texas  77025,  713  528-5591 


HARRIS  HOSEN,  M.D.,  F.A.A.Pd. 
Clinical  Allergy  and  Immunology 

2649  Procter  Street,  Port  Arthur,  Texas 


ALLERGY  CLINIC 

Saul  Grossman,  M.D.,  F.A.C.A.,  Allergy-Dermatology 
W.  A.  Crozier,  M.D.,  F.A.C.A.,  Allergy-Immunology 
2530  Morgan,  Corpus  Christ!,  Texas,  882-3487 


STUART  A.  MASON,  M.D. 

Allergic  Diseases 

921  Eighth  Avenue,  Fort  Worth,  Texas  76104 
Phone:  336-1574  If  no  answer:  924-4231 


FIFTH  AVENUE  CLINIC 

650  Fifth  Avenue,  Fort  Worth,  Texas 


MEDICINE 

Sidney  E.  Stout,  M.D. 
Frank  L.  Bynum,  M.D. 
Ed  Etier,  Jr.,  M.D. 


GENERAL  PRACTICE 
Donald  S.  Gibbs,  M.D. 

RADIOLOGY 

Otto  H.  Grunow,  M.D. 


THOMAS-SPANN  CLINIC  AND  HOSPITAL 
1546  South  Brownlee,  Corpus  Christi,  Texas  78404 
Telephone  884-3861 


GYNECOLOGY 
J.  H.  Thomas,  M.D. 

INTERNAL  MEDICINE 
G.  A.  Reeves,  M.D. 

Pruett  Moore,  Jr.,  M.D. 

Salvador  Ortiz,  M.D. 

SURGERY 

S.  T.  Coleman,  M.D.,  F.A.C.S. 
(Consultant) 

Donald  E.  Jackson,  M.D.,  FA.C.S. 
(Consultant) 

RADIOLOGY 
Crysup  Sory,  M.D. 


OPHTHALMOLOGY 
U David  Wright,  M.D.,  FJV.C.S. 
FAMILY  MEDICINE 
Travis  B.  Phelps,  M.D. 

T.  D.  Harvey,  M.D.,  A.B.F.P. 
H.R.  Rose,  M.D.,  A.B.F.P. 

C.  L.  Vernor,  M.D. 

ORTHOPEDICS 

C.  M.  Yanez,  M.D.,  F.A.C.S. 

UROLOGY 

J.  D.  Stephenson,  M.D. 
ADMINISTRATOR 
B.  J.  Clark 

DIRECTOR  OF  NURSES 
Clinic  - Pat  Parker 
Hospital  - Mrs.  Joyce  Pettit 


SEAT  BELTS  SAVE  LIVES— 
BUT  ONLY  IF  YOU  USE  THEM 
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THE  JOHN  BUIST  CHESTER  HOSPITAL  & 
THE  CHESTER  CLINICS 

3330  S.  Lancaster  Road,  Dallas,  Texas 
Telephone  376-5411 


RUGELEY  AND  BLASINGAME  CLINIC 
2100  North  Fulton  Street,  Wharton,  Texas 
Telephone  713  532-1700 


John  B.  Chester,  M.O.,  F.A.C.S.,  Orthopedic  Surgery 

Gene  W.  Rogers,  M.D.,  General  Surgeiy 

Douglas  M.  Hardy,  M.D.,  Obstetrics  & Gynecology 

Ervin  R.  Miller,  M.D,,  F.A.C.A.,  F.I.C.A.,  Cardiovascular  Diseases 

Ralph  C.  Disch,  M.D.,  D.A.B.S.,  F.A.C.S,  Surgery 

Catherine  P.  Chester,  M.D.,  Pediatrics  & Allergy 

Doyle  L.  Sharp,  M.D.,  Surgery 

Rudolf  M.  Flasdick,  M.D.,  Diagnosis  & Diseases  of  the  Heart 

Arlan  P.  Larson,  M.D.,  D.A.B.O.S.,  F.A.C.S.,  Orthopedic  Surgery 

Robert  B.  Gurry,  M.D.,  General  Practice 

Amado  E.  Dominguez,  M.D.,  Diagnosis  & Interna!  Medicine 

Jose  Newman,  M.D.,  General  Practice 

Alfredo  Zevallos,  M.D.,  Obstetrics  & Gynecology 

Souren  Chakmakjian,  M.D.,  D.A.B.P.,  Pediatrics  & Pediatric  Cardiology 

Emmett  R.  Hamby,  D.D.S.,  General  Dentistry 

H.  A.  Mueller,  M.D.,  Consultant  in  Radiology 

Gerard  Noteboom,  M.D.,  Consultant  in  Pathology 

F.  Joseph  Carabin,  M.D.,  Consultant  in  Nuclear  Medicine 

Elizabeth  Garnett,  R.N.,  Superintendent  of  Nurses 

E.  B.  Morgan,  F.A.A.M.A.,  Administrator 

LANCASTER  OFFICE 

525  W.  Pleasant  Run  Rd.,  Lancaster,  Texas;  Telephone  227-2151 

David  E.  Krebs,  M.D.,  Pediatrics  & Medicine 

Charles  W.  Waldrop,  M.D.,  General  Practice 

Miles  W.  Davis,  M.D.,  General  Practice 

Garrett  W.  Maxwell,  M.D.,  Internal  Medicine 


ADMINISTRATION 

C.  H.  "Ham”  Rugeley 
Malcolm  D.  Rugeley 

INTERNAL  MEDICINE 
R.  D.  Little,  M.D. 

D.  W.  Samuelson,  M.D. 

GENERAL  PRACTICE 
C.  E.  Woodson,  M.D. 

PEDIATRICS 
F.  W.  Kclle,  M.D. 

NEUROPSYCHIATRY 
R.  R.  Gleason,  Jr.,  M.D. 

DERMATOLOGY  & SKIN  CANCER 
J.  S.  Stell,  M.D. 

GENERAL  & THORACIC  SURGERY 
R.  E.  Goelzer,  M.D. 

GENERAL  SURGERY 
R.  B.  Caraway,  Jr.,  M.D. 

UROLOGY 
H.  Z.  Fretz,  M.D. 

C.  M.  Collins,  M.D. 


OBSTETRICS  & GYNECOLOGY 
D.  M.  Voulgaris,  M.D. 

H.  E.  Secor,  M.D. 

OPHTHALMOLOGY 
V.  A.  Black,  M.D. 

OTOLARYNGOLOGY 
J.  L.  Holcomb,  M.D. 

DENTISTRY 

C.  J.  Shumbera,  D.D.S. 

J.  R.  Kieler,  Jr.,  D.D.S. 

PATHOLOGY— CONSULTANT 
H.  M.  Perches,  M.D. 

ANESTHESIOLOGY- 
CONSULTANT 
C.  G.  Spears,  M.D. 

RADIOLOGY— CONSULTANT 
L.  D.  O’Gorman,  M.D. 


COUNTRY  CLUB  CORNERS  OFFICE 

7140  Library  Lane,  Dallas,  Texas;  Telephone  224-1181 

J,  A.  Hams,  M.D.,  General  Practice 

DeSOTO  OFFICE 

804  N.  Hampton  Rd.,  DeSoto,  Texas;  Telephone  223-7701 
David  L.  Webb,  M.D.,  General  Practice 
B.  D.  Marsh,  M.D.,  General  Practice 


BEELER-MANSKE  CLINIC 

9th  Avenue  N.  at  5th  Street  N.,  Texas  City,  Texas  77590 
Telephone  713  948-8521 


Obstetrics  & Gynecology 

G.  W.  Beeler,  M.D. 

Internal  Medicine 
W.  T.  Matlage,  M.D. 

C.  M.  Maruri,  M.D. 

General  Surgery 

B.  W.  Hink,  M.D.,  F.A.C.S. 


General  Practice 
J.  H.  Cochrane,  M.D. 
J.  W.  O’Bryant,  M.D. 
O.  O.  Smith,  M.D. 

Clinic  Manager 
Stan  M.  Sheppard 


Complete  X-Ray,  Physical  Therapy  and  Laboratory  Facilities 


MALONE  AND  HOGAN  CLINIC 
901  Main  Street,  Big  Spring,  Texas  79720 
Telephone  267-6361 

OPHTHALMOLOGY  AND 
OTOLARYNGOLOGY 
P.  W.  Malone,  M.D..,  F.A.C.S. 

J.  W.  Tipton,  M.D. 

W.B.  Allensworth,  M.D. 

GENERAL  SURGERY 
J.  E.  Hogan,  M.D.,  F.A.C.S. 

C.  B.  Marcum,  M.D.,  F.A.C.S. 

INTERNAL  MEDICINE 
J.  H.  Burnett,  Jr.,  M.D. 

W.  A.  Riley,  M.D. 

R.  S.  Griffin,  M.D. 

R.  T.  Torp,  M.D. 

D.  M.  Logan,  M.D. 


ORTHOPEDIC  SURGERY 
P.  H.  Rhymes,  M.D. 

PEDIATRICS 

J.  M.  Woodall,  M.D. 

RADIOLOGY  & NUCLEAR  MEDICINE 
W.  R.  Cashion,  M.D. 

L.  H.  Adams,  M.D. 

UROLOGY 

G.  F.  Dillon,  M.D. 

DERMATOLOGY 

H.  K.  Butler,  M.D. 

CONSULTANTS  IN  PATHOLOGY 


Jarrett  E.  Williams,  M.D. 

B.  B.  Trotter,  M.D. 

OBSTETRICS  AND  GYNECOLOGY  ADMINISTRATION 

M.  A.  Porter,  M.D.  R.  L.  Heith,  Clinic  Manager 

J.  W.  Kuykendall,  M.D.  Charles  N.  Butts,  AssL  Clinic  Manager 


DIAGNOSTIC  CLINIC  OF  HOUSTON 
6448  Fannin,  Houston,  Texas  77025 
Telephone  713  526-2051 

Internal  Medicine  and  Diagnosis 


ALLERGY 

Arthur  I.  Pedersen,  M.D. 
CARDIOVASCULAR  DISEASE 
Thomas  J.  Fatherree,  M.D. 

Hugh  F.  Arnold,  M.D. 

Hugh  H.  Hanson,  M.D. 

Michael  B.  Raine,  M.D. 

Michael  A.  Modelski,  M.D. 
Sigmund  W.  Friedland,  M.D. 

DERMATOLOGY 
Samuel  F.  Bean,  M.D. 

ENDOCRINOLOGY  AND 
METABOLIC  DISEASES 

H.  Leland  Kaplan.  M.D. 

Thomas  G.  Vandivier,  M.D. 

R.  Frederick  Gregory,  M.D. 

Oscar  A.  Fonseca,  M.D. 

ENDOCRINOLOGY,  METABOLIC 
DISEASES  AND  DIRECTOR  OF 
CLINICAL  RESEARCH 
Raymond  L.  Gregory,  M.D. 

GERIATRICS 

Frederick  G.  Dorsey,  M.D. 

GASTROENTEROLOGY 
Dolph  L.  Curb,  M.D. 

W.  Tom  Arnold,  M.D. 

Belton  G.  Griffin,  M.D. 

Frederick  R.  Lummis,  Jr.,  M.D. 
Dean  C.  Solcher,  M.D. 

Michael  Gagliardi,  M.D. 

HEMATOLOGY 
Edmund  N.  Gouldin,  M.D. 

George  W.  Conrad,  Jr.,  M.D. 
HYPERTENSION  AND 
RENAL  DISEASES 
K.  Ronald  Bingman,  M.D. 

R.  Robert  Durrett,  M.D. 
INFECTIOUS  DISEASES 
Lewie  L.  Travis,  Jr.,  M.D. 
INTERNAL  MEDICINE 
Jeffrey  Zatorski,  M.D. 
NEUROLOGY 
Donald  J.  Russell,  M.D. 

Consultation  By  Appointment 


ONCOLOGY 

Lester  L.  Hoaglin,  Jr„  M.D. 
Peter  Sullivan,  M.D. 

Harry  R.  Price,  M.D. 

Edward  L.  Middleman,  M.D. 

PATHOLOGY 

Paul  B.  Radelat,  M.D. 

Ashok  M.  Balsaver,  M.D. 
PULMONARY  DISEASE 
William  M.  Donohue,  M.D. 
Joel  E.  Reed,  M.D. 

Gene  R.  Lindley,  M.D. 

Martin  L.  Kaplan,  M.D. 
RADIOLOGY  AND 
NUCLEAR  MEDICINE 
William  L.  Hinds,  M.D. 
Charles  P.  Eldridge,  Jr.,  M.D. 
David  D.  Lawrence,  M.D. 
Charles  A.  Spain,  M.D. 

Joe  B.  Wilson,  M.D. 
RHEUMATOLOGY 
John  E.  Norris,  M.D. 
ADMINISTRATION 
Robert  B.  Hall, 

Administrator 
Richard  V.  Vanderslice 
Assistant  Administrator 

LABORATORY 
Clinical  Pathology 
C)riology 

NUCLEAR  MEDICINE 
Isotope  uptake,  Gammagram 
and  Therapy 

ROENTGENOLOGY 

PROCEDURES: 

Bronchoscopy 

Pulmonary  Functions 
Cardiac  Catheterization 
Electrocardiography- 
Phonocardiography 
Esophagoscopy 
Gastroscopy 
Proctosigrnoidoscopy 


THE  LORIMER  CLINIC 

901  West  Leuda  Street,  Fort  Worth,  Texas  76104 

Telephone  335-4333 

SURGERY  INTERNAL  MEDICINE 

W.  S.  Lorimer,  Jr.,  M.D.,  F.A.C.S.  W.  W.  Moorman,  M.D.,  FJt.C.P. 

R.  J.  Turner,  III,  M.D.,  F.A.C.S.  D.  W.  Johnston,  M.D.,  FJV.C.P. 

Stephen  Eppstein,  M.D. 

A.  R.  Daniell,  M.D. 

Mrs.  Evelyn  Farr,  Business  Manager 


CLINIC  OF  THE  SOUTHWEST  ASSOCIATES 
6437  High  Star  at  Hillcroft,  Houston,  Texas  77036 
Telephone  774-7671 

INTERNAL  MEDICINE 
William  C.  Franklin,  M.D. 

Arthur  B.  Conde,  M.D. 

OBSTETRICS  & GYNECOLOGY 
Joy  L.  Deere,  M.D. 

Loren  B.  Goss,  M.D. 

PEDIATRICS 
John  R.  Dunn,  Jr.,  M.D. 

Blanca  S.  Azios,  M.D. 

PHYSICAL  THERAPY 
Richard  D.  Tinsley,  R.P.T. 


GENERAL  SURGERY 
Harvey  B.  Koch,  M.D. 

UROLOGY 

Glen  E.  Lewis,  M.D. 

DENTISTRY 

Burley  G.  Ingram,  D.D.S. 
RADIOLOGY 

Richard  E.  Schuette.  M.D, 
Fred  C.  Hodges,  M.D. 

BUSINESS  MANAGER 
G.  G.  Fonville 
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TEXAS  MEDICINE 


Colon  & Rectal  Surgery 

J.  FRANKLIN  CAMPBELL,  M.D. 

EDMUND  N.  WALSH,  M.D. 

Dermatology  and  Syphilology,  and  Treatment  of 

Skin  Cancer,  Radium  and  X-Ray  Therapy 

1410  Pruitt  Street,  Fort  Worth,  Texas 

ALVIN  BALDWIN,  JR.,  M.D.,  F.A.C.S. 

Practice  Limited  to  Diseases  and 

Surgery  of  the  Colon  and  Rectum 

714  Doctors  Building,  3707  Gaston  Avenue,  Dallas,  Texas 

Office  Telephone  824-2573;  Residence  Telephone  361-4500 

WALTER  B.  MANTOOTH,  JR.,  M.D. 

JOE  M.  LEHMAN,  M.D. 

ROBERT  LEHMAN,  M.D. 

Dermatology,  Syphilology,  and  Cancer  of  the  Skin 

3801  19th  St.,  Suite  500,  Lubbock,  Texas 

HUGH  C.  WELSH,  M.D. 

Proctology  and  Abdominal  Surgery 

2715  Fannin  Street,  Houston,  Texas 

DAVID  R.  WEAKLEY,  M.D.,  F.A.C.P. 

Dermatology 

Treatment  of  Skin  Malignancies 

8548  Northwest  Plaza  Drive,  Dallas,  Texas;  Phone  369-2321 

315  North  Shiloh  Road,  Garland,  Texas;  Phone  272-2561 

J.  WADE  HARRIS,  M.D.,  F.A.C.S. 

JOHN  E.  COGAN,  M.D.,  F.A.C.S. 

Surgery  of  the  Rectum  and  Colon 

406  Hermann  Professional  Bldg.,  Houston,  Texas 

M.  A.  (Mac)  HAIRSTON,  JR.,  M.D. 

Dermatology,  Hair  Transplantation  & Dermoplaning 

Memorial  City  Professional  Bldg.,  902  Frostwood,  Suite  184 
(Between  Memorial  & Katy  Fwy.) 

Houston,  Texas  77024,  Phone  4M-6369 

213  South  1st  Street 

Conroe,  Texas  77301,  Phone  756-7112 

C.  D.  L.  CROMAR,  M.D.,  M.S.,  F.R.C.S.E.,  F.R.C.S.C. 
Surgery  of  the  Rectum  and  Colon 

617  South  Tatar  Street,  Pasadena,  Texas  77502 

JOHNC.  WILKINSON,  M.D. 

Dermatology 

X-Ray  and  Radium  Therapy 

Medical  Center,  1501  Arizona,  3-D,  El  Paso,  Texas 

ROBERT  A.  GRUMMON,  M.D. 

American  Board  of  Surgery 

American  Board  of  Colon  & Rectal  Surgery 

Colon  & Rectal  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

Eye,  Ear,  Nose,  Throat 

Dermatology 

DRS.  CANON,  WATKINS,  NALLE,  ELLSASSER  AND  JONES 

Eye,  Ear,  Nose  and  Throat,  Broncho-Esophagology  and  Allergy 

R.  T.  Canon,  M.D.,  F.A.C.S.  Ernest  Nalle,  Jr.,  M.D. 

M.  G.  Ellsasser,  M.D.,  DAB  Oph.  DAB  Oto.,  F.A.C.S.,  F.I.C.S. 

M.  D.  Watkins,  M.D.,  F.A.C.S.,  John  David  Jones,  M.D. 

A.I.C.S. 

West  Texas  Clinic,  1312  Main,  Lubbock,  Texas 

ROGER  W.  MANAR,  M.D. 

Dermatology  and  Superficial  X-Ray  Therapy 

1400  Eighth  Street,  Wichita  Falls,  Texas 

l||l  MEMORIAL  LIBRARY 
■ 1 1 I TEXAS  MEDICAL  ASSOCIATION 

DRS.  PIPKIN,  RESSMANN  & RICHARDSON 

J.  Lewis  Pipkin,  M.D. 

Arthur  C.  Ressmann,  M.D. 

A.  W.  Richardson,  M.D. 

Dermatology 

X-Ray  and  Radium  in  the  Treatment  of  Skin  Malignancies 

714  Medical  Arts  Bldg.,  San  Antonio,  Texas 

EVERETT  R.  SEALE,  M.D. 

Dermatology  and  Treatment  of  Skin  Malignancies 

1217  Hermann  Professional  Bldg.,  Houston,  Texas 

A clinical  library  designed  to  assist  the  practicing  physician 

45,000  BOUND  VOLUMES  1100  CURRENT  JOURNALS 

EXTENSIVE  REPRINT  COLLECTION  400  FILMS 

AUDIO-DIGEST  TAPES  & AMA  NEWS  JOURNAL  SLIDES 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704 

J.  GILMORE  BRAU,  M.D. 

Dermatology  and  Syphilology 

X-Ray  and  Radium  Therapy 

Hours  9 to  1—3  to  5 

3817  Brown  Street,  Dallas,  Texas 
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Family  & General  Practice 

General  Surgery 

JOHN  V.  BLAKE.  JR.,  M.D. 

GLENN  C.  COATES,  M.D.* 

GENEV.  HAVERLAH,  M.D. 

SAM  A.  NIXON,  M.D.* 

EUGENE  M.  TOKAR,  D.D.S. 

1303  Hospital  Blvd.,  Floresville,  Texas  78114,  512  393-2527 
*Olplomate  American  Board  of  Famiiy  Practice 

J.  PEYTON  BARNES,  M.D.,  F.A.C.S. 

Surgery 

1000  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002 

IRWIN  KURTZ,  M.D. 

DIpiomate  American  Board  of  Family  Practice 

1827  Bandera  Road,  San  Antonio,  Texas  78228,  512  434-1171 

L.  GONZALEZ  CIGARROA,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

Practice  Limited  to  Surgery 

1502  Logan  Ave.,  Laredo,  Texas 

Gastroenterology 

BURT  B.  SMITH,  M.D. 

Surgery 

Emphasizing  Breast,  Thyroid  and  Gastro-Intestinal  Surgery 

728  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  523-8323 

JAMES  J.  GORMAN,  M.D.,  F.A.C.P. 

Gastroenterology 

Diagnosis,  Gastroscopy 

1111  El  Paso  National  Bank  Bldg.,  El  Paso,  Texas  79901 

ADOLPH  F.  KAUFFMANN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery 

General  Surgery 

707  Fifth  Ave.,  Fort  Worth,  Texas,  Phone  332-7597 

CECIL  0.  PATTERSON,  M.D.,  F.A.C.P. 

Gastroenterology,  Gastroscopy,  Esophagoscopy 

1414  Medical  Arts  Building,  Dallas,  Texas,  742-6141-44 

MILFORD  0.  ROUSE,  M.D,.  F.A.C.P. 

Consultations  in  hospitals  only 

BRYAN  V.  WILLIAMS,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Surgery 

General  Surgery 

1506  St.  Joseph  Professional  Bldg.,  Houston,  Texas  77002,  227-5505 

DRS.  BAILEY.  DOUGLAS  AND  DEVANEY 

ASSOCIATION 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas 

Diseases  of  the  Digestive  System 

Herbert  A.  Bailey,  M.D. 

F.  Clark  Douglas,  M.D. 

George  T.  DeVaney,  M.D. 

PAULCARRILLO-RIVERA,  M.D.,  F.A.C.S. 

General,  Pulmonary,  Cardiovascular  Surgery 

105  University  Towers,  1900  N.  Oregon  St.,  El  Paso,  Texas  79902 

Telephone  915  533-2508 

W.  CROCKETT  CHEARS,  JR.,  M.D. 

Gastroenterology,  Gastroscopy  & Esophagoscopy 

1027  Medical  Arts  Building,  Dallas,  Texas,  748-4975 

Jesse  E.  Thompson,  M.D.,  F.A.C.S. 

R.  Don  Patman,  M.D.,  F.A.C.S. 

DRS.  THOMPSON  AND  PATMAN 

Vascular  and  General  Surgery 

3434  Swiss  Avenue,  Dallas,  Texas  75204,  824-7280 

TEXAS  MEDICINE 

regularly  lists  highlights  of  more  than  100 

Texas  and  national  meetings.  It  is,  in  fact,  the 

only  major  source  of  medical  meeting 

information  in  the  state.  Keep  informed  by 

being  a regular  reader  of  the  “COMING 

MEETINGS”  section. 

Internal  Medicine 

JOHN  A.  WIGGINS,  JR.,  M.D. 

Diseases  of  the  Chest 

Bronchoscopy 

1105  Pennsylvania  Ave.,  Fort  Worth,  Texas 

STANLEY  FELD,  M.D. 

Practice  Limited  to  Endocrinology 

Douglas  Plaza  Bldg.,  Telephone:  363-5535 

8226  Douglas  Avenue,  Dallas,  Texas  75225 
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TEXAS  MEDICINE 


ALEJANDRO  DURAN,  JR.,  M.D. 

Cardiology 

AND  INTERNAL  MEDICINE 

University  Towers  Bldg.,  Suite  104 

1900  North  Oregon,  El  Paso,  Texas  79902 

Telephone  915  532-6257 

Neurology 

MEDICAL  NEUROLOGY  AND 
ELECTROENCEPHALOGRAPHY 

205  Swiss  Avenue  Medical  Building 

3434  ^wi«« 

Dallas,  Texas  75204,  827-3610 

Sheff  D.  Olinger,  M.D. 

Joseph  S.  Jenike,  M.D. 

Charles  W.  Barrier,  M.D. 

Hours  By  Appointment  Only 

Neurological  Surgery 

Morris  Sanders,  M.D. 

JacK  1.  Woolf,  M.D. 

DRS.  WOOLF  AND  SANDERS 

DIplomate  American  Board  of  Neurological  Surgery 

Locke  Medical  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas,  631-1500 

JACK  STERN,  M.D. 

GARY  C.  HUTCHISON,  M.D. 

CLARK  WATTS,  M.D. 

Neurological  Surgery 

8226  Douglas,  Suite  609,  Dallas,  Texas  75225,  363-8524 

Nuclear  Medicine 

HERBERT  C.  ALLEN,  JR.,  M.D. 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77025,  526-1501 

Casey  E.  Patterson,  M.D.  James  E.  Bland,  M.D. 

Tom  M.  Nash,  M.D.  Phillip  E.  Wiiiiams,  Jr.,  M.D. 

Charies  W.  Simpson,  M.D. 

DRS.  NASH,  PATTERSON  & SIMPSON,  ASSN. 
Neurological  Surgery 

Suite  557,  Locke  Medical  Buildirig 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0420 

Ophthalmology 

RONALD  SMITH,  M.D. 

Neurological  Surgery 

901  South  Lake,  Fort  Worth,  Texas,  336-0551 

HOUSTON  EYE  ASSOCIATES 

1121  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  713  526-7261 

Richard  S.  Ruiz,  M.D.,  F.A.C.S. 

Charles  E.  Russo,  M.D. 

Malcolm  L.  Mazow,  M.D. 

Robert  H.  Stewart,  M.D. 

Robert  B.  Wilkins,  M.D. 

CHERRY-LONG  NEUROSURGERY  ASSOCIATION 

GLENN  R.  CHERRY,  M.D.,  F.A.C.S. 

R.  GORDON  LONG,  M.D. 

DIplomate  American  Board  of  Neuroiogical  Surgery 

712  North  Washington,  Dallas.  Texas,  214  826-7060 

DRS.  MURPHY,  ALPAR,  TAYLOR,  HOWELL  & CURRIE 
Ophthalmology 

Weldon  O.  Murphy,  M.D. 

John  J.  Alpar,  M.D. 

Coleman  Taylor,  M.D. 

J.  Franklin  Howell,  Jr.,  M.D. 

Hugh  B.  Currie,  M.D. 

Diplomates  of  the  American  Board  of  Ophthalmology 

15  Medical  Drive,  Amarillo,  Texas 

ROBT.  C.  L.  ROBERTSON,  M.D.,  F.A.C.S. 

JOSEPH  W.  ROBERTSON,  M.D. 

Neurological  Surgery 

2210  Maroneal,  Houston.  Texas  77025,  523-3684 

ALBERT  VAISER,  M.D. 

WILLIAM  B.  SNYDER,  M.D. 

Diseases  and  Surgery  of  the  Retina 

318  Medical  Arts  Building,  Dallas,  Texas,  748-0958 

WILLIAM  J.  NELSON,  M.D. 

Certified  by  the  American  Board  of  Neuroiogical  Surgery 

Suite  300,  University  Towers 

1900  N.  Oregon  St.,  El  Paso,  Texas  79902,  915  542-0643 

DAVID  R.  STAGER,  M.D. 

EVERETT  A.  MOODY,  M.D. 

Pediatric  Ophthalmology  and  Strabismus 

8226  Douglas  Ave.,  Dallas,  Texas  75225 

ALBERT  D’ERRICO,  M.D. 

Neurological  Surgery 

3707  Gaston,  Dallas,  Texas  75246,  214  824-2543 

ARTHUR  M.  CLEMENTS,  M.D. 

Surgery  and  Diseases  of  the  Eye 

Northlake  Professional  Bldg.,  8535  Femdale  Road,  Dallas,  Texas  75238 

Telephone  214  341-3407 

TEXAS  MEDICAL  ASSOCIATION 
MEMBERS’  RETIREMENT  TRUST 


This  fully  trusteed  retirement  program  qualifies  under  the  Keogh  Act 
and  is  approved  by  IRS.  For  full  information,  write:  TMA  Members’ 
Retirement  Trust,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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BRYSON  AND  STRUVE  ASSOCIATES 
Ophthalmology 

J.  Gordon  Bryson,  M.D. 

C.  A.  Struve,  M.D. 

John  W.  Lewis,  M.D. 

Doctors  Square,  P.  O.  Box  6374,  Corpus  Christi,  Texas  78411 
51Z  853-7319 


Orthopedic  Surgery 


H.  H.  Beckering,  M.D. 

L.  Ray  Lawson,  M.D. 

George  Truett  James,  M.D. 

Robert  D.  Vandeimeer,  M.D. 

Wynne  M.  Snoots,  M.D. 

W.  B.  CARRELL  MEMORIAL  CLINIC 

2828  Lemmon  Ave.,  Dallas,  Texas 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas 

Louis  J.  Levy,  M.D. 

Henry  C.  McDonald,  Jr.,  M.D. 

Cuvier  P.  Lipscomb,  M.D. 

Fred  W.  Sanders,  M.D. 


Ralph  E.  Donnell,  M.D. 

F.  Carlton  Hodges,  M.D. 

ORTHOPEDIC  ASSOCIATES 

DIplomates  American  Board  of  Orthopaedic  Surgery 
1133  N.  19th  St.,  Abilene,  Texas  79601 


HOUSTON  ORTHOPEDIC  CLINIC 

Joseph  Barnhart,  M.D. 

Donald  T.  Lazarz,  M.D. 

1817  Dryden  Road,  Houston,  Texas,  529-4389 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr.,  M.D. 

Kenneth  C.  Scholz,  D.D.S.,  M.D. 

Ray  E.  Santos,  M.D. 

Robert  O.  Bateman,  M.D. 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410,  806  795-8261 


B.  C.  HALLEY,  JR.,  M.D. 

DAVID  R.  WEBB,  JR.,  M.D. 

Orthopaedic  Surgery 

3909  Worth  at  Washington,  Dallas,  Texas  75246,  821-1417 


DIplomates  American  Board  of  Orthopaedic  Surgery 
Louis  W.  Breck,  M.D.,  P.A. 

THE  EL  PASO  ORTHOPAEDIC  SURGERY  GROUP 

A Professional  Association 

W.  Compere  Basom,  M.D. 

Morton  H.  Leonard,  M.D.* 

Oren  H.  Ellis,  M.D. 

Wellington  J.  Pindar,  M.D. 

J.  Philip  Richardson,  M.D. 

*Special  Attention  to  Surgery  of  the  Hand 

Donald  A.  Shearer,  Administrator 

1220  N.  Stanton  St.,  El  Paso,  Texas  79902 
Telephone  915  533-7465 


RUSS  B.  GRAHAM,  M.D.,  F.A.C.S. 
Orthopedic  Surgery 

306  Presbyterian  Professional  Building, 

8210  Walnut  Hill  Lane,  Dallas,  Texas  75231,  369-8191 


THE  ORTHOPEDIC  GROUP  OF  RICHARDSON 

Charles  E.  Graham,  M.D. 

M.  Gayle  Glidewell,  M.D. 

812  S.  Central  Expressway,  Richardson,  Texas  75080,  231-6396 

Orthopedic  Surgery 


L.  LEE  LANKFORD,  M.D. 

Diplomats  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Upper  Extremity 
Reconstructive  Surgery 

3707  Gaston  Ave.,  Dallas,  Texas  75246,  214  823-5351 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr.,  M.D. 

E.  E.  Rising,  Jr.,  M.D.* 

C.  Poindexter,  M.D. 

C.  R.  Vavrin,  M.D. 

Diplomate  American  Board  of  Orthopaedic  Surgery 
*Emphasizing  Surgery  of  the  Hand 

801  West  Randol  Mill  Road,  Arlington,  Texas  76010,  817  261-8284 


THE  BOSWELL-EVANS  ORTHOPAEDIC  CLINIC 

George  M.  Boswell,  Jr.,  M.O.,  F.A.C.S. 

Gerald  W.  Schofield,  M.D. 

James  P.  Evans,  M.D. 

Lewis  R.  Thompson,  M.D. 

4849  W.  Lawther  Dr.,  Dallas,  Texas  75218,  348-8300 


Watch  out  for  the  other  guy! 

DRIVE  DEFENSIVELY 


Mark  your  calendar  now  for  these  important 
Texas  Medical  Association  meetings: 

• Conference  on  Legislation,  Jan.  22,  1972,  Austin 

• 105th  Annual  Session,  May  11-14,  1972,  San  Antonio 

• Conference  on  Medical  Practice,  Sept.  23,  1972,  Austin 

Watch  for  program  details  in  TEXAS  MEDICINE! 
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TEXAS  MEDICINE 


Otolaryngology 

BROWN  & ASSOCIATES  MEDICAL  LABORATORY 

Tissue  Pathology,  Exfoliative  Cytology,  Hematology,  Serology, 

Clinical  Chemistry,  Bacteriology,  Parasitology,  Serum  Protein 
Electrophoresis  and  Hemoglobin  Electrophoresis 

Wilson  G.  Brown,  M.D. 

Walter  G.  Olin,  M.D. 

S.  J.  Skinner,  M.D. 

George  V.  Miller,  M.D. 

John  R.  Thomas,  M.D. 

Joe  B.  Haden,  M.D. 

Diplomates  American  Board  of  Pathology 

165  Hermann  Prof.  Bldg.,  Houston,  Texas 

Telephone  526-4031 

Mailing  Containers  on  Request — Office  Pickup  Service  In  Houston 

TOM  BARR.  M.D. 

Ear,  Nose,  and  Throat 

Diseases  of  Larynx,  and  Laryngeal  Surgery 

Medical  Arts  Building,  Dallas,  Texas 

HERBERT  H.  HARRIS,  M.D.,  F.A.C.S.,  F.I.C.S. 
Oto-Laryngology  Broncho-Esophagology  and 

Laryngeal  Surgery 

907  Hermann  Professional  Bldg.,  Houston,  Texas 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77025 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 

Radioactive  Tests  in:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology  and  Obstetrics-Gynecology 

Herbert  C.  Allen,  Jr.,  M.D.,  Director,  526-1501 

MARVIN  G.  SHEPARD,  M.D.,  F.A.C.S. 

Practice  Limited  to  Otology  and  Otological  Surgery 

Medical  Tower  Bldg.,  Suite  514,  712  N.  Washington,  Dallas,  Texas 

Hours  By  Appointment 

W.  P.  ANTHONY,  M.D. 

Otology 

662  South  Henderson,  Fort  Worth,  Texas  76104 

John  H.  Childers,  M.D.  W.  L.  Crofford,  M.D. 

R.  R.  Rember,  M.D.  E.  P.  Jenevein,  M.D. 

E.  H.  Valentine,  M.D. 

MEDICAL  LABORATORY  SERVICE  OF  DALLAS 

Clinical  Pathology  Surgical  Pathology 

Diagnostic  Radioisotopes  Exfoliative  Cytology 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-0210 
(Mailing  Containers  Available  Upon  Request) 

DONALD  N.  MATHESON,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Otolaryngology 

800  Fifth  Avenue,  Fort  Worth,  Texas,  336-7133 

PRUITT  MEDICAL  LABORATORIES 

Jack  Pruitt,  M.D. 

Diplomate,  American  Board  of  Pathology 

Tissue  Pathology,  Exfoliative  Cytology,  Clinical  Pathology, 

Medicolegal  Consultation 

P.  0.  Box  160,  Lufkin,  Texas  75901,  634-4451 

JACK  BLUM,  M.D. 

LLOYD  F.  RITCHEY,  M.D. 

Otolaryngology 

8215  Westchester,  Suite  135,  Dallas,  Texas 

WACO  CLINICAL  PATHOLOGY  LABORATORY 

K.  P.  Wittstruck,  M.D.,  F.C.A.P. 

Walter  Krohn,  M.D.,  F.C.A.P. 

Clinical  Pathology 

Surgical  Pathology 

Exfoliative  Cytology 

Medicolegal  Consultation 

Mailing  Containers  on  Request 

2112  Washington  Ave.,  P.  O.  Box  3160,  Waco,  Texas  76707,  756-7226 

Pathology 

A.  B.  CAIRNS,  M.D. 

GERARD  NOTEBOOM,  M.D. 

MARC  GARZA,  M.D. 

RONALD  E.  BUCHANAN,  M.D. 

WADE  M.  BRANNAN,  MD. 

Diplomates  American  Board  of  Pathology 

1105  N.  Bishop,  Methodist  Hospital,  Dallas,  Texas 

DELTA  PATHOLOGY  LABORATORIES 

James  W.  G.  Caiman,  M.D. 

Clinical  Pathology  and  Anatomic  Pathology 

Cytology 

6209  Stuebner  Airline,  Houston,  Texas  77018,  713  697-7875 

FORT  WORTH  MEDICAL  LABORATORIES 

John  J.  Andujar,  M.D. 

Dorothy  Patras,  M.D. 

1404  Pennsylvania  Ave.,  P.  0.  Box  1118,  Fort  Worth,  Texas  76101 

Telephone  (817)  336-7137 

J.  S.  WILKENFELD,  M.D. 

Diplomate,  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.  0.  Box  55008 

Houston,  Texas  77055,  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 

DR.  PREUSS  PATHOLOGY  LABORATORY 

Exfoliative  Cytology  and  Surgical  Pathology 

FRED  S.  PREUSS.  M.D.,  F.C.A.P. 

3607  Gaston  Ave.,  Room  305,  Dallas,  Texas  75226,  823-6912 

Specimen  Containers  on  Request 

Pharmaceutical  advertising  in  TEXAS  MEDICINE 
keeps  you  informed  and  pays  for 
publishing  costs.  When  the  local  representative  calls, 
tell  him  you  saw  his  company’s  ad  in  your  journal. 
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Physical  Medicine  & Rehabilitation 

VALENTIN  GRA( 
Aesthetic  Surge 

1001  W.  Rosedale,  Fo 

:iA,  M.D.,  F.A.C.S.,  F.I.C.S.,  D.A.B. 
ry^— Burns 

TEXAS  REHABILITATION  HOSPITAL  OF  GONZALES 
WARM  SPRINGS  FOUNDATION,  INC. 

P.  O.  BOX  58,  GONZALES,  TEXAS  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupational  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 
ROBERT  M.  IZARD,  JR.,  M.D.,  Medical  Director 

LYNN  SMITH,  SR.,  Administrator 

rt  Worth,  Texas  76104,  3360446 

FRANCIS  A.  MORRIS,  JR.,  M.D.* 

PATRICK  H.  BECKHAM,  M.D. 

'Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

3100  Red  River,  Austin,  Texas,  476-9149 

Plastic  Surgery 

THOMAS  D.  CRONIN,  M.D.,  F.A.C.S. 

RAYMOND  0.  BRAUER,  M.D.,  F.A.C.S. 

THOMAS  M.  BIGGS,  M.D.,  F.A.C.S. 

JAMES  H.  PENOFF,  M.D. 

DIplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

5419  Caroline  St.,  Houston,  Texas  77004,  523-8131 

Plastic  Surgery 

JOHN  R.  HILL,  M.D.,  F.A.C.S. 

Diplomate  American  Board  of  Plastic  Surgery 

Practice  Limited  to  Plastic,  Reconstructive  and  Hand  Surgery 

Medical  Center  Office: 

272  Hermann  Prof.  Bldg.,  Houston,  Texas  77025,  528-2481 

Spring  Branch  Office: 

9320  Westview,  Houston,  Texas  77055,  528-2481 

WILLARD  C.  SELLMAN,  JR.,  M.D. 

Plastic,  Maxillo-Facial  and  Hand  Surgery 

530  Locke  Medical  Building, 

6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235,  637-4770 

E.  FRANK  DUNTON,  M.D.,  F.A.C.S. 

Plastic  & Reconstructive  Surgery  and 

Surgery  of  the  Hand 

Suite  104,  3434  Swiss  Avenue,  Dallas,  Texas,  824-7290 

BROMLEY  SMITH  FREEMAN,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Surgery  and  Plastic  Surgery 

PLASTIC  AND  RECONSTRUCTIVE  SURGERY 

Tumors  of  the  Head  and  Neck 

1810  The  Medical  Towers,  Houston,  Texas  77025 

Telephone  529-3579;  Residence  782-1628 

W.  W.  SCHUESSLER,  M.D.,  F.A.C.S. 

Diplomats  of  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Maxillo-Facial  Surgery 

Suite  4-C  Medical  Center, 

1501  Arizona  Avenue,  El  Paso,  Texas  79902,  533-6362 

JOHN  B.  PATTERSON,  M.D.,  F.A.C.S. 

Diplomats  American  Board 

Plastic  Surgery 

612  Doctors  Bldg.,  Fort  Worth,  Texas,  336-0356 

WILLIAM  E.  BARNES,  M.D. 

Diplomats  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1301  West  38th  Street,  Suite  307,  Austin,  Texas,  454-7659 

SIMON  FREDRICKS,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Houston  Office 

1103  Medical  Towers,  Houston,  Texas  77025,  523-5575 

Pasadena  Office 

904Vi  E.  Southmore,  Pasadena,  Texas  77502,  473-5488 

JOHN  E.  CARTER,  M.D. 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 

Telephone;  (Area  Code  512)  Office  696-2390  Medical  Exchange  227-6331 

DAVID  A.  GRANT,  M.D.,  F.A.C.S. 

DIplomate  American  Boards  of  Surgery  and  Plastic  Surgery 

Plastic  & Reconstructive  Surgery 

Cosmetic  Surgery 

800  Fifth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

Texas  Medicine 

For  details  on  subn 
send  for  a copy  of 

Present  your  ideas 
in  Texas  Medicine 

iltting  manuscripts, 

“Information  for  Authors.” 

CARL  R.  COERS,  III,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  & Hand  Surgery 

800  Hfth  Avenue,  Fort  Worth,  Texas  76104,  335-4751 

MARCUS  L.  FINLEY,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 

1115A  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104,  335-6439 

Mrs.  Marilyn  Baker 

Managing  Editor 

TEXAS  MEDICINE 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 
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Psychiatry 


WM.  OTHO  GILLEAN,  JR.,  M.D. 


THE  FORT  WORTH  NEUROPSYCHIATRIC  CENTER 


'Bernard  J.  Dolenz,  M.D. 

'Herbert  G.  Rush,  M.D. 

1066  W.  Magnolia  Avenue,  Fort  Worth,  Texas  76104,  336-5469 


Practice  Limited  to 

General  Psychiatry 


'Diplomates  American  Board  of  Psychiatry  and  Neurology 


140  Wedgwood  Prof.  Bldg.,  6609  Blanco  Road 
San  Antonio,  Texas  78216;  Telephone  512  341-4459 


Perry  C.  Talklngton,  M.D. 
Howard  M.  Burkett,  M.D. 
Jerry  M.  Lewis,  M.D. 

James  K.  Peden,  M.D. 
Claude  L.  Jackson,  M.D. 
Dode  M.  Hanke,  M.D. 

Doyle  I.  Carson,  M.D. 
Thomas  H.  Allison,  M.D. 
Stanley  L.  Seaton,  M.D. 
Maurice  S.  Green,  M.D. 

Joe  W.  King,  M.D. 

Keith  H.  Johansen,  M.D. 
Charles  G.  Markward,  M.D. 
Aretta  J.  Rathmell,  M.D. 
Donald  N.  Offutt,  M.D. 
James  W.  Black,  Jr.,  M.D. 
Marilyn  L.  Spillers,  M.D. 

practice  limited  to 


Radiology 


AMARILLO  RADIOLOGICAL  GROUP 
Practice  Limited  to  Radiology 

Royal  Wertz,  M.D.,  F.A.C.R. 

Wilbur  Q.  Budd,  M.D.,  D.A.B.R. 

800  Rusk  Street,  Amarillo,  Texas  79106,  373-8324 


J.  R.  MAXFIELD,  JR.,  M.D.,  M.A.C.R. 

JACKG.  S.  MAXFIELD,  M.D.,  M.A.C.R. 
Radiological  Center,  Including  Radioisotopes 

2711  Oak  Lawn,  Dallas,  Texas,  526-6661 


PSYCHIATRY 

4645  Samuell  Blvd.,  Dallas,  Texas 
Timberlawn  Psychiatric  Hospital 
4600  Samuell  Blvd.,  Dallas,  Texas 
Telephone  381-7181 


Psychiatry  & Neurology 


HAUSER  CLINIC 

Psychiatry,  Neurology  and  Electroencephalography 

Section  of  Psychiatry 
'Abe  Hauser,  M.D. 

'Robert  I.  Hauser,  M.D. 

*H.  James  Stuart,  M.D. 

Javier  A.  Zapata,  M.D. 


MAURICE  C.  ARCHER,  M.D.,  M.A.C.R. 

MARY  L.  KILLINGSWORTH,  M.D.,  M.A.C.R. 

Diplomates  of  the  American  Board  of  Radiology 

Doctors  Bldg.,  800  Fifth  Avenue,  Fort  Worth,  Texas,  332-3401 


DRS.  CARLSON  AND  BAREKMAN 

Glenn  D.  Carlson,  M.D.,  F.A.C.R. 

William  H.  Barekman,  M.D.,  D.A.B.R. 

Geoffrey  Kelham,  M.D. 

X-Ray  Diagnosis,  X-Ray  and  Radium  Therapy, 
Radioisotopes 


1221  Medical  Arts  Bldg.,  741-3621 
6011  Harry  Hines  Blvd.,  631-7070 
3607  Gaston  Ave.,  823-9961 
Dallas,  Texas 


Section  of  Neurology 
'Gerald  Ratinov,  M.D. 

'Robert  M.  Gordon,  M.D. 

'Abe  Hauser,  M.D. 

Section  of  Social  Work 
Ethel  Feinsilver,  M.S. 

Administrator 
Gordon  D.  Keller 

808  Memorial  Professional  Building,  Houston,  Texas  77002 
Telephone  224-5041 


Harvey  M.  Lowry,  M.D.,  F.A.C.R. 
James  R.  Gish,  M.D.,  D.A.B.R. 
Edward  A.  Sheldon,  M.D.,  D.AB.R. 
James  P.  Wills,  M.D. 

RADIOLOGY 

109  Doctors  Bldg.,  838-4543 
502  Goodhue  Bldg.,  838-2224 
Baptist  Hospital,  833-6421 
Beaumont,  Texas 


'Diplomate,  American  Board  of  Psychiatry  and  Neurology 


PASADENA  NEUROPSYCHIATRIC  CLINIC  ASSN. 

Robert  E.  Hazlewood,  M.D.,  Richard  M.  Orr,  M.D. 

Department  of  Psychology 
Allen  Goss,  Ph.D. 

Practice  Limited  to  Neurology  and  Psychiatry 
Office  Hours  By  Appointment 

First  Pasadena  State  Bank  Building 

1001  E.  Southmore,  Suite  1103,  Pasadena,  Texas  77502,  473-7646 


JAMES  L CLIFFORD,  M.D.,  D.A.B.R. 
Cobalt  60  Rotational  Therapy,  X-Ray  and 
Radium  Therapy 

X-Ray  Diagnosis,  Radioisotopes 

845  Clarksville  St.,  Paris,  Texas,  784-4624 


MOVING? 

Avoid  missing  or  delayed  mail  when  changing  addresses. 
Send  old  and  new  address  to: 


STEPHEN  WEISZ,  M.D. 

Practice  Limited  to 

Neurology  and  Psychiatry 

1637  Medical  Arts  Bldg.,  Dallas,  Texas,  747-5183 


Business  Office 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 
Austin,  Texas  78701 
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Thoracic  Surgery 

Urology 

Donald  L.  Paulson,  M.D. 

Harold  C.  Urschel,  Jr.,  M.D. 

Richard  E.  Wood,  M.D. 

DRS.  PAULSON,  URSCHEL  AND  WOOD 

Thoracic  and  Cardiovascular  Surgery 

CECIL  M.  CRIGLER,  M.D.,  F.A.C.S. 

Practice  Limited  to  Urology 

1519  Hermann  Professional  Bldg.,  Houston,  Texas 

3810  Swiss  Ave.,  Dallas,  Texas,  824*2503 

CHARLES  T.  MEADOWS,  M.D. 

DIplomate  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 
Broncho-esophagology 

JO  C.  ALEXANDER,  M.D.,  KARL  B.  KING,  M.D., 

FOSTER  FUQUA,  M.D.,  ELGIN  W.  WARE,  JR.,  M.D., 

GEORGE  E.  HURT,  JR.,  M.D.,  EUGENE  R.  TODD,  M.D., 

DONALD  E.  JOHNSON,  M.D.  & ASSOCIATES 

Urology 

1101  North  19th,  The  Professional  Bldg.,  Abilene,  Texas,  673-8184 

3707  Gaston  Avenue,  Dallas,  Texas  75246 

LeROYJ.  KLEINSASSER,  M.D.,  F.A.C.S. 

DIplomate  American  Board  of  Surgery  & 

The  Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

THE  UROLOGY  CLINIC 

1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76104 

Dolphus  E.  Compere,  M.D.,  M.S.,  F.A.C.S. 

Dipiomate  of  American  Board  of  Urology 

Grant  F.  Begley,  A.B.,  M.D. 

Dipiomate  of  American  Board  of  Urology 

Medical  Tower,  712  North  Washington,  Dallas,  Texas  75246,  821-2356 

Hugh  Lamensdorf,  M.D.,  F.A.C.S. 

Dipiomate  of  American  Board  of  Urology 

JOHN  L KEE,  JR.,  M.D. 

Thoracic  Surgery 

H.  M.  GIBSON,  JR.,  M.D.,  F.A.C.S. 

Certified  by  American  Board  of  Urology 

Practice  Limited  to  Urology 

The  Doctors  Bldg.,  3707  Gaston  Ave.,  Dallas,  Texas  75246,  826-5184 

512  University  Towers  Bldg.,  1900  N.  Oregon  St.,  El  Paso,  Texas 
Telephones  532-8130  & 533-4765 

WILLIAM  W.  TAYLOR,  M.D. 

DIplomate  Board  of  Thoracic  Surgery 

Thoracic,  Cardiac,  and  Vascular  Surgery 

804  Locke  Med.  Bldg.,  6011  Harry  Hines  Blvd.,  Dallas,  Texas  75235 
Telephone  637-4833 

MARVIN  GREER  RAPE,  M.D. 

Dipiomate  of  American  Board  of  Urology 

NEWTON  F.  McDonald,  m.d. 

Dipiomate  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

1703  St.  Joseph  Prof.  Bldg.,  2000  Crawford,  Houston,  Texas  77002 

ALLAN  L.  GRAHAM,  M.D. 

DIplomate  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiovascular  and  Peripheral  Vascular  Surgery 

JOHN  B.  TRIBLE,  M.D. 

Practice  Limited  to  Urology 

502  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-7879 

1209-10  Medical  Arts  Bldg.,  Houston,  Texas  77002,  222-7521 

ALTON  C.  LAWTON,  M.D.,  F.A.C.S. 

Diplomats  American  Board  of  Thoracic  Surgery 

Thoracic  and  Cardiovascular  Surgery 

Endoscopy 

ERWIN  C.  WINKEL,  M.D.,  F.I.C.S. 

Diplomats  of  American  Board  of  Urology 

Practice  Limited  to  Urology 

Northwest  Professional  Center, 

626  Doctors  Bldg.,  800  Fifth  Ave.,  Fort  Worth,  Texas,  332-5791 

HECTOR  A.  ESCAMILLA,  M.D. 

Diplomats  American  Board  of  Surgery  and 

Board  of  Thoracic  Surgery 

Cardiac,  Vascular  and  Thoracic  Surgery 

JOHN  F.  COLLINS,  JR.,  M.D. 

Urology 

Suite  712,  M & S Tower,  San  Antonio,  Texas  78205,  225-7121 

Doctor’s  Park,  1400  Crescent,  Denton,  Texas  76201,  817  387-3828 

Do  your  patients  understand  your  fees? 

Displaying  an  AMA  fee  plaque  shows  you  care  and  helps 
prevent  doctor-patient  misunderstandings  by  inviting  dis- 
cussion of  medical  costs.  Send  $1.50  to:  Order  Depart- 
ment, American  Medical  Association,  535  North  Dearborn, 
Chicago,  III.  60610. 

PAUL  MANI,  M.D. 

Urology 

Professional  Building 

1101  North  19th,  Abilene,  Texas  79601 

Phone:  915  673-5726 

Buy  and  use  Christmas  Seals 
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TEXAS  MEDICINE 


Classified  Advertising 


Physicians  Wanted 


ORTHOPEDIC  SURGEON  AND  TWO  GP’s  needed  by  19  doctor  group, 
100-bed  fully  accredited  hospital.  Salary  open.  Full  partnership  in  one 
year.  For  additional  details,  write  John  B,  Chester,  M.D.,  3330  South 
Lancaster  Road,  Dallas,  Texas  75216, 


GENERAL  PRACTITIONER  NEEDED  to  assume  well-established 
practice  in  Milford,  Texas.  The  community’s  only  doctor  recently  suffered 
a heart  attack  and  has  moved.  An  eight  room  small  clinic  owned  by  the 
City  is  available  rent  free.  Income  limited  only  by  interest  and  ability. 
Good  school  and  churches.  Twelve  and  17  miles  from  two  first-class  hos- 
pitals, 48  miles  south  of  Dallas,  48  miles  north  of  Waco.  Contact  C.  O. 
Miller,  P.O.  Box  646,  Milford,  'Texas  76670,  area  code  214,  493-2611. 


UROLOGIST,  board  certified  or  eligible,  to  associate  with  a progres- 
sive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


PEDIATRICIAN,  board  certified  or  eligible,  to  associate  with  a pro- 
gressive and  expanding  multispecialty  group  in  West  Texas.  Many  fringe 
benefits  including  retirement  program.  No  investment  required.  Adjoining 
accredited  hospital.  City  population  36,000.  Contact  Ad-236,  Texas  Medi- 
cine, 1801  North  Lamar  Blvd.,  Austin.  Texas  78701. 


FAMILY  PHYSICIAN — Preferably  with  some  residency  training  who 
would  like  to  associate  with  two  physicians,  ages  32  and  38,  doing  com- 
petent and  comprehensive  family  practice  in  small  East  Texas  town. 
Present  physicians  have  residency  experience,  one  is  board  certified.  60- 
bed  county  hospital  now  under  construction,  complete  in  May,  1971,  Hill- 
Burton  standards.  Near  Toledo-Bend  and  Sam  Rayburn  lakes,  hunting, 
fishing,  tall  timber.  Practice  consists  of  general  family  medicine  includ- 
ing major  surgery  and  obstetrics.  New  doctor  would  fit  in  according  to 
his  interests  and  abilities.  Salary  $2600/month  with  increases  based  on 
earning.  Present  doctors  earning  far  more.  Combination  of  income  and 
workng  environment  will  be  difficult  to  beat  for  doctor  who  prefers 
small  town.  Contact  J.  D.  Bussey,  M.D.,  379-8166,  379-8166,  Newton, 
Texas. 


WANTED:  BOARD  ELIGIBLE,  OB-GYN,  below  35,  military  com- 
pleted to  join  another  OB-GYN,  in  13  man  multi-specialty  group  expand- 
ing to  24.  Town  of  20,000.  On  1-46,  60  miles  from  Dallas.  Beginning 
salary,  $25,000  guarantee  leading  to  full  partnership  in  two  years.  Send 
resume  to  Ad-300,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


INTERNIST  AND  GENERAL  PRACTITIONER  WANTED  by  a five 
man  group  in  a 10,000  population  county  seat  town  in  Central  Texas.  The 
location  is  one  hour  from  Dallas  and  Fort  Worth,  30  minutes  from  Waco, 
and  20  minutes  from  Lake  Whitney  Dam.  The  clinic  is  located  in  the 
same  building  with  a 60-bed,  fully  accredited  hospital.  The  doctors  have 
no  hospital  financial  responsibility.  Will  start  the  right  man  at  $30,000 
salary  for  first  year  and  full  partnership  after  one  or  two  years.  It  will 
be  necessary  to  do  some  obstetrics.  Give  full  details  in  first  letter  and 
send  a photograph.  Please  reply  to  Ad-301,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


WELL  ESTABLISHED  32-man  multispecialty  group  in  Dallas,  Texas, 
needs  an  internist,  ob/gyn,  orthopedist,  pediatrician,  and  otolaryngolo- 
grist.  Early  partnership,  liberal  vacation  and  meeting  time,  life  insurance, 
group  hospitalization,  retirement  benefits,  teaching  opportunities,  new 
facilities,  interview  expenses  paid.  Please  contact  Cecil  Rosamond,  Ad- 
ministrator, P.  O.  Box  28,  Dallas,  Texas. 


OPPORTUNITY  FOR  YOUNG  MD  IN  FAMILY  PRACTICE  in  Spring 
Branch  area  of  Houston.  For  information  contact  Dr.  J.  Siegel,  7410 
Long  Point,  Houston,  Texas  77066 ; telephone  682-2563. 

WANTED:  ONE  OR  TWO  FAMILY  PHYSICIANS  to  start  a depart- 
ment of  family  medicine  within  a multi-specialty  group.  Please  reply  to 
Collom  & Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas- 
Texas  76601. 


GENERAL  PRACTITIONER  TO  JOIN  2 GP'S  in  Central  Texas  town 
between  San  Antonio  and  Hoiuton  on  Interstate  10,  80  miles  from  Austin. 
Modern  three-man  clinic  adjacent  to  30-bed  hospital  being  remodeled. 
Salary  open.  Please  reply  to  Ad-293.  Texas  Medicine,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 


INTERNIST,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  eighteen 
man  multi-specialty  group  in  the  Southwest.  Attractive  starting  salary 
and  incentive.  Excellent  fringe  benefits  including  retirement  Plan.  New 
modem  building  with  fully  equipped  x-ray  and  laboratory  facilities.  Two 
accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & Car- 
ney Clinic  Asrociation,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas  75601. 
Telephone  AC  214,  792-7161. 


GENERAL  SURGEON,  BOARD  CER'HFIED  OR  ELIGIBLE  to  join 
eighteen  man  multi-specialty  group  in  the  Southwest.  Attractive  starting 
salary  and  incentive.  Excellent  fringe  benefits  including  retirement  plan. 
New  modem  building  with  fully  equipped  x-ray  and  laboratory  facilities. 
Two  accredited  hospitals  with  recent  additions.  Please  reply  to  Collom  & 
Carney  Clinic  Association,  P.O.  Box  1409,  Texarkana,  Arkansas-Texas 
75601.  Telephone  AC  214,  792-7161. 


UNUSUAL  OPPORTUNITY  FOR  M.D.  Round  Rock,  Texas,  is  a grow- 
ing city  in  excess  of  3,000,  seven  miles  from  city  limits  of  Austin,  Texas. 
Large  completely  equipped  clinic  building  available.  Shopping  center  to 
be  built  across  highway  from  clinic.  Westinghouse  is  building  plant  that 
will  employ  over  800 ; this  plant  to  be  in  city  limits.  Town  has  two  homes 
for  aged  and  modem  child-care  home.  Enrollment  of  school  system  about 
2,000.  Has  large  trade  area,  beautiful  area  to  live  in.  No  MD  or  DO  at 
present.  Ad  sponsored  by  Round  Rock  Chamber  of  Commerce,  Kiwanis 
Club,  Lions  Club.  Contact  N.  G.  Whitlow,  President,  Farmers  State  Bank, 
Round  Rock,  Texas.  Telephone  AC  612-265-3622. 


PROFITABLE  PRACTICE  in  small  town  of  Alto  open  to  respon- 
sible physician.  Extremely  low  overhead  in  newly  remodele<l  clinic  next 
to  oral  surgeon,  owned  by  civic  group.  45  bed  hospital  12  miles  on 
4-lane  highway.  Contact  Bill  Warner,  Box  67,  Alto,  Texas  76926; 
phone  713-868-4311,  or  nights  and  Sunday  868-4478. 


GENERAL  PRACTITIONER.  INTERNIST,  OPHTHALMOLOGIST, 
PEDIATRICIAN,  ORTHOPEDIST  to  join  six  general  practitioners  and 
three  specialists  in  well  eriuipped  offices.  Liberal  salary  with  usual  fringe 
benefits  including  hospital/major  medical,  life,  disability,  and  malpractice 
insurance,  and  interest  in  vested,  tax  sheltered  retirement  program.  Two 
year  employee  status  leading  to  full  partnership.  Open  staff  hospital 
appointments  at  fully  accredited.  126  bed  general  hospital  adjacent  to 
office  building.  Texas  Gulf  Coast  area  encompasses  rapidly  growing  in- 
dustrial complex  and  extensive  recreational  facilities  including  fishing, 
boating  and  hunting.  Located  26  miles  from  Houston  and  40  miles  from 
Galveston.  School  system  includes  junior  college.  Contact  H.  H.  Duke,  Jr., 
M.D.,  Medical  & Surgical  Group,  1105  Decker  Drive,  Baytown,  Texas 
77620.  Telephone  AC  713,  427-1761. 


GENERAL  PRACTITIONER  (ONE  OR  TWO)  NEEDED  to  assume 
practice  of  retiring  doctor  in  Italy,  Texas.  Italy  is  located  30  minutes 
south  of  Dallas  with  a population  of  6,000  within  a 4 mile  radius.  May 
use  present  office  space  or  will  build  to  doctor’s  specifications.  Italy  has 
a modem  75-bed  nursing  home  and  hospital  facilities  14  miles  away  in 
Waxahachie.  Good  school  (Class  A)  and  churches  with  new  homes  under 
construction.  If  you  wiU  take  a look,  we  will  pay  expenses.  For  informa- 
tion write  Willis  L.  Bugg,  P.O.  Box  160.  Italy,  Texas  76661,  or  call 
AC  214,  483-6271  or  483-6836. 


WANTED:  GENERAL  PRACTITIONER,  PEDIATRICIAN,  INTERN- 
IST on  staff  of  Denton  State  School.  Annual  salary  $21,600  to  $28,000, 
depending  on  training  and  experience.  40  hour  work  week  with  ample 
^cation  time,  other  fringe  benefits.  Excellent  community  to  live.  Near 
Dallas,  Fort  Worth,  Contact  Medical  Director,  Denton  State  School,  Box 
368,  Denton,  Texas  76201. 


GENERAL  PRACTITIONER  NEEDED  in  Beaumont,  Texas,  City  of 
120,000  servicing  400,000  to  600,000  population.  Immediate  work  available. 
Will  consider  guaranteed  income  first  year  $2,600  per  month  with  60% 
of  all  over  guarantee.  Will  share  space  with  dentist  and  me  in  new, 
fully  equipped  clinic.  Presently  have  6-man  call  group.  New  man  to  be- 
come 6th.  Contact  L.  G.  Jack  Thompson,  M.D.,  4222  College,  Beaumont, 
Texas  77707. 


PSYCHIATRIC  RESIDENCY  in  approved  three  year  program.  Effec- 
tive connections  with  universities,  medical  schools,  private  clinics,  and 
community  centers.  Outstanding  faculty,  and  programs.  Stipends  with 
■Texas  license  are  $13,000,  $14,000  and  $16,000  per  year.  For  full  informa- 
tion write  to:  Anthony  P.  Rousos,  M.D.,  Director  of  Training  and  Re- 
search, Austin  State  Hospital,  4110  Guadalupe  Street,  Austin,  Texas 
78761. 


PRIVATE  PRACTICE  OPPORTUNITIES  are  now  available  in  the 
fields  of  General  Practice,  Pediatrics,  ENT,  OB-GYN,  Surgery,  and  Anes- 
thesiology. These  opportunities  available  in  a 100-bed  proprietary  hospital, 
physician  owned,  with  an  expansion  to  165  beds.  Medical  success  in  your 
practice  guaranteed  by  cash  of  at  least  $4,000  per  month  for  a period  of 
6 months.  Free  rent  and  other  benefits  also  included.  Pasadena,  Texas, 
is  a progressive  city  of  100,000  located  as  a suburb  of  Houston.  Texas, 
near  the  Manned  Space  Craft  Center.  Medical  community  enjoys  high  per 
capita  earnings,  open  staff  policies,  and  unlimited  medical  opportunities. 
For  additional  information  write  or  call  Richard  Fly,  Pasadena  General 
Hospital,  1004  Seymour,  Pasadena,  Texas  77502.  Phone  AC  713-473-1771. 


^ STAFF  PHYSICIANS  NEEDED  for  school  for  the  retarded.  Progres- 
sive 2.000  resident  state  institution.  Eligibility  for  Texas  license  required. 
Paid  vai^tion,  paid  sick  leave,  group  insurance,  retirement  plan  and  13 
paid  holidays.  Send  resume  to  John  E.  Muller,  Personnel  Officer,  Austin 
State  School,  P.O.  Box  1269,  Austin,  Texas  78767. 


INDUSTRIAL  MEDICAL  AND  SURGICAL  CLINICS  located  in  Dallas, 
Tex^,  at  426  Medical  Arts  Building,  1719  Pacific  Avenue  and  350  Locke 
Medical  Building,  6011  Harry  Hines  Blvd.,  and  opening  a clinic  at  the 
new  Dallas-Fort  Worth  Regional  Airport  in  Arlington,  Texas,  has  posi- 
tions available  for  interested  physicians.  Contact  Harry  Carter,  Admin- 
istrator, Cook  Clinic,  360  Locke  Medical  Building,  Dallas,  Texas  75235. 
Telephone  AC  214-638-2730. 


WANTED:  GENERAL  PRACTITIONER  OR  INTERNIST  on  staff  of 
San  Angelo  Center.  Base  annual  salary  $21,600,  40  hour  work  week  with 
ample  vacation  time,  other  fringe  benefits.  Excellent  community  to  live. 
Near  San  Angelo,  Texas.  Contact  Medical  Director,  San  Angelo  Center, 
Carlsbad,  Texas  76934. 


AN  OB-GYN,  UNDER  40  YEARS  OF  AGE,  is  wanted  to  join  a four- 
doctor  OB-GYN  group  in  West  Texas.  Salary  negotiable  leading  to  part- 
nership. Contact  Midland’s  Women’s  Clinic,  2009  West  Wall,  Midland. 
Texas  79701. 


CLASSIFIED  AD  RATES  & DATA;  Classified  Advertising 
sells  for  $8.00  per  issue  for  50  words  or  less,  payable 
in  advance.  Ad  numbers  can  be  substituted  for  formal 
addresses  upon  request  at  no  extra  cost.  Name  and  ad- 
dress of  ad  number  listings  can  not  be  given  out  unless 
specific  permission  to  do  so  has  been  given.  The  adver- 
tising office  will  not  eontact  ad  number  holders  except  by 
mail.  Copy  deadline  is  the  20th  of  tne  month  preceding 
publication.  Send  copy  to  Advertising  Assistant,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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EMERGENCY  ROOM  PHYSICIAN  IN  TEXAS.  Position  available  now 
and  July  1,  1972.  Earnings  average  $60,000  a year.  Guarantee  according 
to  position.  Locations  in  Wichita  Falls,  Houston,  San  Antonio,  and  Beau- 
mont. Call  1-612-732-9247  collect  anytime.  Apply  Ad-337,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


GENERAL  PRACTITIONER  NEEDED  IN  JUNCTION,  TEXAS.  Com- 
pletely equipped  office  available  for  immediate  occupancy.  Modem  18-bed 
well  equipped  hospital.  Junction  city  population  2,800.  Kimble  County 
population  4,600.  Kimble  County  Hospital  serves  entire  county.  Excellent 
school  system,  friendly  small  town,  stable  ranching  community,  multiple 
recreational  facilities  available.  Please  reply  to  Ad-339,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PEDIATRICIAN,  BOARD  CERTIFIED  OR  ELIGIBLE  to  join  44  year 
old  physician  in  established  pediatric  practice  in  Austin.  Willing  to  con- 
sider any  mutually  agreeable  affiliation,  ranging  from  office  sharing  to 
full  partnership.  Please  reply  to  Ad-342,  Texas  Medicine,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


ASSOCIATE  PATHOLOGIST  WANTED  for  385-bed  hospital,  good 
community,  fine  medical  staff,  automated,  computerized  laboratory  with 
12  ASCP  technologists.  Salary  first  year,  then  percentage  in  partnership. 
Very  good  future  opportunity.  Please  reply  to  L.  L.  Duncan,  M.D.,  1000 
Pine,  Texarkana,  Texas  76601.  Telephone  AC  214-793-4122. 


GENERAL  PRACTITIONER  GROUP  PRACTICE  with  three  other 
general  practitioners.  Combination  clinic,  42-bed  hospital,  44-bed  ex- 
tended care  facility,  pharmacy.  No  capital  outlay,  no  buy-in,  equal 
privileges,  guarantee  income  until  established.  One  of  the  top  oppor- 
tunities in  the  Southwest.  Contact  Sydney  A.  Garrett,  M.D.  or  Ray 
W.  Freeman,  M.D.,  806-839-2471,  Hi-Plains  Hospital-Clinic,  203  West 
4th,  Hale  Center,  Texas  79041. 


GENERAL  PRACTICE— AVAILABLE  IMMEDIATELY  FOR  MD. 
Well  established.  Large  office  fully  equipped,  including  x-ray.  Located 
in  growing  San  Antonio.  Professional  building  with  plenty  of  parking 
space.  Leaving  for  residency.  Sell  equipment,  you  take  over  practice. 
Reply  to  Ad-349,  Texas  Medicine,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


DALLAS,  TEXAS— INDUSTRIAL  MEDICINE.  Multi-specialty  group 
with  large  Industrial  Medicine  Department.  Corporate  benefits.  Frank  O. 
Seay,  M.D.,  Southwest  Clinic  Association,  220  Medical  Arts  Building, 
Dallas,  Texas  76201.  AC  214  742-2141. 


DALLAS,  TEXAS — INTERNIST  to  join  Internal  Medicine  Department 
of  multi-specialty  group.  Corporate  benefits.  Frank  O.  Seay,  M.D.,  South- 
west Clinic  Association,  220  Medical  Arts  Building,  Dallas,  Texas  76201. 
AC  214  742-2141. 


DALLAS,  TEXAS — ORTHOPEDIST  to  join  Orthopedic  Department  of 
multi-specialty  group.  Corporate  benefits.  FVank  O.  Seay,  M.D.,  Southwest 
Clinic  Association,  220  Medical  Arts  Building,  Dallas,  Texas  75201.  AC 
214  742-2141. 


$3,000.00  MONTHLY  COLLECTIONS  GUARANTEED  from  the  first 
month.  General  family  practices  and  some  specialty  practices  available  in 
Dallas,  Houston  and  Baytown.  Practically  no  practice  expense.  Good 
schools  for  your  children.  Maximum  leisure  time  with  family.  Not  an  em- 
ployment agency.  No  cost  to  physicians.  Sanford  Smith,  Director  of  Phy- 
sician and  Personnel  Planning,  Hospital  Affiliates,  Inc.,  P.O.  Box  9836, 
Houston,  Texas  77016.  713/463-6324. 


GENERAL  PHYSICIAN — WANTED  for  locum  tenens  starting  the  1st 
of  June  1972  for  three  months.  $100  per  day — must  have  Texas  license. 
Contact  Bridgeport  Clinic,  Bridgeport,  Texas  76026. 


INTERNIST  OR  GENERAL  PRACTITIONER— for  staff  of  70-bed 
medical  service  in  130-bed  Veterans  Administration  Hospital.  Starting 
salary  to  $24,285,  depending  on  qualifications.  Excellent  fringe  benefits. 
Nondiscrimination  in  employment.  Write  or  call  collect:  David  C.  Lindsey, 
M.D.,  Director,  VA  Hospital,  Amarillo,  Texas  79106.  Telephone  806- 
355-9704. 


STAFF  PHYSICIANS — With  the  Kelsey-Seybold  Clinic  furnishing  oc- 
cupational medicine  service  for  the  NASA  Manned  Spacecraft  Center, 
Houston,  Texas.  Some  clinical  research  with  Biostatistician,  if  interested. 
Salary  commensurate  with  experience.  Fringe  benefits  include  paid  insur- 
ance, professional  travel,  vacation,  and  sick  leave.  Write  or  call  Dr.  Paul 
E.  Wright,  NASA-MSC  Clinic  DD2,  Houston,  Texas  77058.  Telephone 
713-483-4222  or  4223.  An  equal  opportunity  employer. 


NEEDED— TURNED  ON  CHRISTIAN  GP  to  associate  with  busy  GP 
who  desires  to  spend  more  time  in  Rio  Grande  River  Ministry  and  British 
Honduras  with  Amigos  Internationales.  North  Central  Texas,  population 
25,000.  Two  fully  accredited  hospitals,  200  beds,  staff  privileges  deter- 
mined by  training  and  experience.  Salary  open.  Reply  Ad-351,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST  FOR  ASSOCIATION  with  board  man  in  diagnosis, 
therapy.  Lower  Rio  Grande  Valley.  Office  and  hospital  practice,  160  beds. 
Trading  area  population  160,000.  Annual  film  examinations  16,000.  Board 
certification  or  eligibility  for  fourth  year  required.  Starting  salary,  then 
early  full  partnership.  Biography  with  first  letter  to  Ad-352,  Texas 
Medicine,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


PHYSICIAN  WANTED : Texas  licensed  physician  to  assume  well  es- 
tablished practice  serving  area  of  approximately  8-10,000  people.  Fully 
accreditel  combination  22-bed  hospital,  and  32-bed  nursing  home.  ITilly 
equipped  laboratory,  x-ray  and  surgery  department.  Office  space  avail- 
able. Excellent  opportunity.  Please  reply  to  Groveton  Hospital  and  Nurs- 
ing Home,  P.O.  Box  815,  Groveton,  Texas  75845. 


EXPERIENCED  ANESTHESIOLOGIST.  Needed  for  suburban  Houston 
hospital.  Fee  for  service.  Private  practice  with  staff  membership.  Needed 
for  hospital  bed  expansion.  Please  reply  to  Ad-353.  Texas  Medicine,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 


Situations  Wanted 


YOUNG  MD  INTERESTED  in  obtaining  weekend  and  weeknight 
emergency  room  or  similar  work.  Presently  in  service.  Have  Texas 
license.  Weeknight  work  must  be  in  Austin-San  Antonio  area.  Would 
consider  weekend  work  anywhere  in  Texas  if  remuneration  would  allow. 
Have  several  other  MD  friends  interested  in  same.  Is  possible  could  give 
coverage  every  weekend.  Reply  to  Ad-347,  Texas  Medicine.  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


RADIOLOGIST-BOARD  CERTIFIED,  University  trained,  military  com- 
pleted, age  36.  Desires  position  with  individual  radiologist  or  radiological 
group.  Available  immediately.  Please  reply  to  Ad-350,  Texas  Medicine, 
1801  North  Lamar  Blvd.,  Austn,  Texas  78701. 


CHILD  PSYCHIATRIST  AVAILABLE  July  1972.  Have  completed  three 
years  of  general  psychiatry  and  two  years  of  child  psychiatry  fellowship. 
Bilingual,  E.C.F.M.G.,  U.S.  citizenship,  Vermont  license.  Seeking  posi- 
tion in  mental  health  center.  Contact  Felix  A.  Costa.  M.D.,  109  Azalea 
Circle,  Cayce,  South  Carolina  29033. 


For  Sale  or  For  Rent 


MEMORIAL  CITY  MEDICAL  CENTER— HOUSTON,  TEXAS.  Medical 
and  dental  space  available  in  new  120  suite  professional  building  connected 
to  a new  160  bed  general  hospital  in  the  Spring  Branch-Memorial  area  of 
West  Houston,  Texas.  A 60  bed  addition  to  the  hospital  is  planned  for 
1972.  For  information,  contact  Memorial  City  General  Hospital,  920  Frost- 
wood  Drive,  Houston,  Texas  77024,  office  of  the  director.  Telephone  AC 
713  464-1881. 


GENERAL  PRACTICE  FOR  SALE.  No  obstetrics.  Accounts  and  rec- 
ords intact.  Long  established  practice  in  Houston,  Texas.  For  additional 
information,  contact  Dr.  Lotta  Giessel,  215  Milby,  Houston,  Texas  77003. 
Telephone  AC  713,  225-0463. 


There’s  more  to  do... 

Give  more  to 
Christmas  Seals. 


It’s  a matter  of  life  and  breath. 
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SMR  Stainless 
Steel  Polish 
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serves with 
superior  results 
— ends  finger- 
prints, water- 
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surface  stains. 

22  oz.  economy 
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Serving  Texas  Physicians  for  Over  Forty  Years 

Precision-engineered,  functionally-built  equipment 


SMR  keeps  you 
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comfort  and  satisfac- 
tion in  mind  . . . 
a room  that  reflects 
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THE  DILEMMA 

PROFESSIONAL  PEOPLE  spend  their  lives  working  to  solve  the  daily  problems 
of  other  people.  Yet  they  have  a SPECIAL  PROBLEM  of  their  own  ...  A FINANCIAL 
PROBLEM  that  urgently  calls  for  attention  now! 

Your  earned  income  stops,  generally,  the  day  you  stop  working. 

Your  Professional  Practice  will  bring  little,  if  any,  cash  in  a forced  or  distress 
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To  avail  yourself  of  all  CURRENT  tax  advantages  now  possible  takes:  RE- 
SEARCH, PLANNING,  IMPLEMENTATION  and  EVALUATION.  Our  services  are  de- 
signed for  the  professional  man  who  recognizes  the  importance  of: 

(1)  the  best  professional  advice  on  tax  and  money  management;  and 

(2)  preserving  the  value  of  their  professional  practice. 

PROFESSIONAL  SERVICES  INCORPORATED 

A Division  Of  GORDON  DURDEN  & CO. 

5531  Yale  Blvd.  — (214)  363-9361 

Dallas,  Texas  75206  . ...  a 
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Aug. 

128 

Spira,  M. 

May 

5,  72 

Sept. 

5.  105 

Spjut,  H.  J. 

Sept. 

38 

See:  Awe,  R.  J.;  Dichoso,  C.; 

Graham.  D.;  Raleigh,  J. 
Stone,  S.  V.,  Jr. 

See:  Overton,  P.  R. 

Suit.  H.  D. 

Mar. 

4,  61 

Suzuki,  M. 

See:  Awe,  R.  J. 
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T 

Tatar,  L.  B. 

Thomas,  S. 

See:  Omer,  G. 
Thompson,  J.  E. 

See:  Patman,  R.  D. 

Apr. 

34 

Tindall,  G.  T. 

Aug. 

4,  56 

Toledo,  J.  R. 

Aug. 

4.  78 

Tubbs,  H.  A. 

Aug. 

39 

u 

Usher,  F.  C. 

Nov. 

5.  106 

V 

Vanderpool,  D. 

See:  Kidd,  F.  H.,  Jr. 
Vaughan,  J,  R.  L. 

See:  Campbell,  C.  F. 

w 

Wallace,  T.  1. 

See:  Hyslop,  J.  R. 
Walthall.  W. 
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Jan. 

43 

Feb. 

37 

Mar. 

39 

Apr. 

46 

Webb,  G.  C. 

Weg,  J.  G. 

Oct. 

37 

See:  Awe,  R.  J. 

Werth,  J.  A. 

Willbanks,  O.  L. 

See:  Fuller,  C.  H. 
Williams,  T. 

Apr. 

5,  86 

See:  Raleigh,  J. 
Williston,  C.  L. 

July 

33 

Oct. 

104 

Wilson,  C.  H. 

Dec. 

40 

Wilson,  R.  D. 

Wiseman,  J.  S. 

Sept. 

4,  58 

See:  Smith,  D.  A. 
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Zamalloa,  O. 

See:  Cokkinos,  D.  V. 
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113 

Apr. 
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American  College  of 

Anesthetic,  Halothane 

Apr. 

96 

Surgeons 

Oct. 

112 

Anesthetics 

Sept. 

58 

Nov. 

21 

New  Technique 

Nov. 

17 

Dec. 

10 

Angiography,  Complications 

Jan. 

68 

American  Heart  Association 

Gastrointestinal 

June 

54 

Texas  Affiliate,  Inc. 

Aug. 

17 

Aorta,  Coarctation 

Nov. 

99 

Sept. 

21 

Appendicitis,  Radiographic 

American  Hospital 

Findings 

Oct. 

89 

Association 

July 

25 

Arrhythmia 

Feb. 

74 

Personnel  Per  Patient 

Nov. 

21 

Arterial  Disease 

Nov. 

85 

American  Medical  Association 

Arteriography 

Jan. 

62 

Affiliate  Members 

Aug. 

10 

Arteriosclerosis 

Feb. 

88 

Annual  Convention 

May 

13 

Artery  Occlusion 

Feb. 

88 

June 

23 

Popliteal 

May 

64 

AMPAC  (President’s 

Assignments 

Oct. 

104 

Page) 

Dec. 

51 

Avascularity 

Jan. 

62 

Clinical  Convention 

Nov. 

29 

Awards 

Committee  on  Maternal 

Anson  Jones 

Feb. 

104 

and  Child  Care 

Aug. 

116 

Texas  Medicine 

Mar. 

126 

Congress  on  Medical 

July 

10 

Education 

May 

105 

Sept. 

50 

Congress  on  Occupational 

Oct. 

7 

Health 

July 

25 

Automation 

June 

87 

House  of  Delegates 

July 

8 

Automobile  Accidents, 

Metric  System 

Nov. 

10 

Prevention 

Dec. 

40 

Physician’s  Recognition 

Award 

June 

97 

B 

Socioeconomic 

Conference 

May 

111 

Basic  Science  Examination 

Sept. 

124 

Venereal  Disease 

Battery  Checks,  Pacemaker 

Apr. 

113 

Statement 

June 

9 

Baylor  College  of  Medicine 

Mar. 

106 

American  Medical  Writers 

May 

10 

Association 

July 

98 

June 

92 

Amigos  de  las  Americas 

Jan. 

5 

July 

93.  99 

Amphetamines 

Oct. 

7 

Sept. 

123,  124 

Anemias,  Rational 

Oct. 

103,  106 

Treatment 

Dec. 

64 

Nov. 

17 
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Bell  County  Medical 

Society 

Aug. 

108 

Betahistine  Hydrochloride  . 

Nov. 

85 

Bexar  County  Medical  Society, 

Woman's  Auxiliary 

Sept. 

128 

Birth  Control 

Nov. 

18 

Blood  Lipids 

Dec. 

81 

Blood  Structure 

Nov. 

18 

Board  of  Nurse  Examiners 

Sept. 

144 

Books 

Jan. 

137 

Feb. 

127 

Mar. 

131 

Apr. 

139 

May 

139 

June 

113 

July 

125 

Aug. 

135 

Sept. 

147 

Oct. 

125 

Nov. 

136 

Dec. 

99 

Bowel,  Lesions 

May 

60 

Bronchial  Obstruction 

July 

72 

Brucellosis,  Human 

Oct. 

60 

Burning  Pain 

Jan. 

93 

Burns,  Child 

Apr. 

58 

Bypass 

_ Nov. 

99 

c 

Camps  for  the 

Handicapped  

June 

93 

Cancer,  Cervical 

Oct. 

112 

Consultation 

June 

78 

Control  

Dec. 

54 

Gynecologic _ _ 

_ Oct. 

50 

Heredity 

Nov. 

23 

Nutrition  

Oct. 

35 

Prevention  Study  _ . 

Oct. 

95 

Research 

. Oct. 

113 

Studies  - - . 

- -Sept. 

125 

Nov. 

22 

Carcinoma,  Choroid  

lune 

72 

Gallbladder  _ 

Mar. 

69 

Prostate 

March 

57 

Thyroid  (CPC)  _ 

- July 

76 

Cardiac,  Catheterization 

_Sept. 

80 

Function  . 

Sept. 

50 

Pacemakers  

May 

56 

Cataract  Surgery 

- Apr. 

79 

Causalgia 

Ian. 

93 

Cecum,  Intussusception 

-Aug. 

84 

Volvulus  - 

- Feb. 

96 

Cervical  Cancer  _ _ 

_ Oct. 

112 

CHAMPUS  __  _ _ 

- June 

10,  97 

Change,  Influencing 

(President’s  Page) 

_ Apr. 

45 

Cigarroa,  J.  G.,  Sr.,  Memorial 

Foundation 

Oct. 

102 

Chiropractic 

June 

8 

Legislation  _ 

_ Mar. 

6 

Cholera  . 

lune 

92 

Choroid,  Carcinoma  _ _ 

lune 

72 

Cine  Coronary 

Arteriography 

- - Sept. 

80 

Circulation 

Feb. 

88 

Coccidioidomycosis 

- . Nov. 

117 

Colon  

--  Aug. 

8A 

Coma  (CPC) 

Jan. 

no 

Communicable  Disease 

June 

86 

Community  Medical  Care 

-Sept. 

3P 

Community  Psychology 

Oct. 

106 

Computer  _ 

Nov. 

68 

Congenital  Duodenal 

Obstruction 

- Mar. 

64 

Continuing  Education 

._  Jan. 

39 

Sept. 

139 

Oct. 

6 

Award 

- June 

97 

Courses  - 

Feb. 

17 

Mar. 

17 

Apr. 

15 

May 

19 

June 

19 

July 

21 

Aug. 

25 

Sept. 

27 

Oct. 

27 

Nov. 

35 

Dec. 

33 

Directory _ 

Ian. 

21 

Oct. 

95 

Contraception 

Nov. 

18 

Control  

_ Aug. 

111 

Month 

Page 

Coronary,  Angiography 

Feb. 

70 

Arteriography 

Sept. 

80 

Artery  Disease 

June 

48 

Insufficiency 

Nov. 

95 

County  Medical  Society, 
Suggestions 

July 

35 

Phone  Referrals 

June 

94 

Cyrosurgery 

Oct. 

112 

Cytogenetic  Disease 

Sept. 

84 

D 


Dallas  County  Medical 


Society  - - 

Dallas  Southern  Clinical 

June 

87 

Society  - 

Feb. 

9 

Diabetes  - . _ . _ . 

May 

29 

Diabetic  Insurance  . 

May 

106 

Dial  Access  Project 

June 

78 

Diet  - 

Nov. 

18,  24 

Direct  Billing  _ 

Disability  Benefits, 

Oct. 

104 

Processing  

May 

106 

Disaster,  Health  Planning 

June 

98 

Medical  Care 

July 

102 

Diseases,  Inherited  

Distribution  of  Physicians 

Oct. 

106 

in  the  United  States 

-Sept. 

123 

Doctor  Draft  

July 

94 

Double  Master  Test  

- May 

32 

Driving  Safety  _ 

-July 

118 

Drowning  . 

May 

111 

Drug  Abuse 

Sept. 

9 

Dec. 

10 

Physician's  Role  __  _ 

- Feb. 

60 

Drug,  Effects  on  Newborns  Nov. 

22 

Therapy  . 

-Oct. 

37 

Use  in  Dallas  - - 

-July 

99 

User  Test  _ . -_ 

-July 

109 

Drugs,  Common  . 

Duodenal  Obstruction, 

Mar. 

30 

Congenital 

_ . Mar. 

64 

E 


Economic  Stabilization 


Program,  Phase  Two 

Dec. 

9 

Electrocardiogram 

__  . Feb. 

74 

El  Paso  County  Medical 

Society  - - 

- - - May 

31 

Encephalitis  (CPC) 

Jan. 

110 

Ethics 

- Sept. 

132 

Eye,  Cataract  Surgery  _ 

Apr. 

79 

Complications 

Apr. 

70 

Hemorrhage  

Apr. 

76 

F 


Family  Physician  Shortage 

-Jan. 

6 

Family  Practice 

Feb. 

28 

Federal  Insurance  Bill 

Sept. 

37 

Fees  - - - 

June 

31 

Dec. 

9 

Military  _.  

Jan. 

129 

Films,  Slides,  & Tapes 

Sept. 

148 

Oct. 

126 

Foreign  MDs,  Uncertified  , 

Mar. 

7 

Fungal  Infections  _ . 

- Oct. 

56 

G 


Gallbladder,  Carcinoma 

Mar. 

69 

Galveston  County, 

Poisoning 

Feb. 

50 

Genetically  Inherited 

Diseases  - 

Oct. 

106 

Gonorrhea,  Treatment  _ 

Dec. 

20 

Good  Samaritan  Act 

June 

8 

July 

8 

Gray,  J. 

--  Jan. 

134 

Gynecologic  Cancer  

Oct. 

50 

Month 

Page 

H 

Hair  Removal 

Oct. 

72 

Halothane 

Apr. 

96 

Handicapped,  Camps 

June 

93 

Harris  County  Medical 

Society 

Feb. 

105 

Aug. 

106,  112 

Oct. 

7 

Head  Injury 

- Aug. 

56 

Health  Care  Duties 

Aug. 

40 

Health  Care  System,  Texas 

Health  Data  Institute 

May 

112 

Health  Examinations 

Sept. 

38 

Health  Insurance  Council, 

Survey  - - 

Jan. 

6 

Health  Manpower 

Nov. 

9 

Heart  Disease,  Postpartum 

Thrombosis  (CPC) 

Aug. 

94 

Heart  Valve  _ . 

Nov. 

24 

Heat  Illness 

Sept. 

139 

Heins,  0.  H.  - 

Nov. 

126 

Hemochromatosis, 

Treatment  

- - Dec. 

79 

Hemorrhage,  Eye  

- -Apr. 

76 

Hepatic  Arterial 

Infusions  

Mar. 

52 

Hepatitis 

. . Apr. 

96 

Heredity,  Cancer  

- - Nov. 

23 

Hernias,  Incisional  and 

Inguinal 

- - Nov. 

106 

Hexachloroohene,  Danger  . 

- June 

98 

Hijackers,  Profile 

Nov. 

21 

Hill-Burton  Program 

Aug. 

106 

Hinckley,  H.  M.,  Jr.  

- - Apr. 

130 

Hobbies  - 

Ian. 

134 

Apr. 

130 

June 

108 

Hospital 

Accreditation  Standards 

Nov. 

12 

Bylaws 

- Mar. 

32 

Costs  - - 

Aug. 

111 

Insurance,  Private 

- Nov. 

18 

Licensing 

June 

8 

Houston  - - -- 

_ Apr. 

132 

Ambulance  Service 

- Aug. 

112 

Medical  Foundation 

Apr. 

106 

Hyperlipoproteinemia 

- Dec. 

81 

Hypothermia 

May 

52 

July 

37 

Immunizations 

Apr. 

40 

July 

96 

Dec. 

19 

Immunologic  Disorders  - . 

Mar. 

79 

Immunological  Therapy 

- Oct. 

56 

Insurance,  Diabetics  - 

Apr. 

125 

Employees  - . . 

Oct. 

6 

Federal  - 

Intensive  Care  Units  for 

- Sept. 

37 

Newborns  

Aug. 

116 

Intraperitoneal  Fluid  . - . 

Jan. 

80 

Isosorbide  Dinitrate 

. _ Nov. 

95 

J 


Jejunum,  Intussusception  -Jan.  106 

Jobs  for  Veterans  Aug.  108 

Joint  Commission  on 

Accreditation  of  Hospitals_  Apr.  9,  106 
Aug.  10 


K 

Korea,  Medical  Pilgrimage- 

_ Nov. 

130 

L 

Laryngeal  Cancer 

Surgery  _ _ 

Legislature,  62nd  Texas  - 

-July 

July 

June 

July 

54 

50 

8 

8,  33 
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Page 

Legislation 

American  Medical 

March 

112 

Association 

Oct. 

103 

Leprosy  

July 

58 

Lesions,  Stenotic  

May 

60 

Lubbock-Crosby-Garza 

Counties 

Medical  Society 

July 

109 

Lung,  Scans  _ 

_ . Jan. 

62 

Shock 

June 

67 

Month 

Page 

Month 

Page 

0 

R 

O'Bannon,  R.  P.  __ 

Mar. 

116 

Radiation,  Control 

Dec. 

20 

Obstruction,  Bronchial 

July 

72 

Therapy 

Mar. 

60 

Congenital  

Mar. 

64 

Radiological  Case 

Feb. 

96 

Oliguria 

Jan. 

72 

Rains,  G.  P. 

Feb. 

123 

Organizational  Strength 

May 

31 

Rehabilitating  Welfare 

Orient  Adventure 

Feb. 

6 

Recipients 

Dec. 

22 

Orinase 

. May 

29 

Regional  Medical  Program 

Mar. 

105,  107 

Osteopaths  . _ _ 

May 

8 

June 

78 

(President’s  Page)  

June 

37 

Oct. 

96,  97 

Osteopathy  _ __ 

Oct. 

6 

Rio  Grande  Valley, 

Pesticide  Poisoning 

Feb. 

56 

Malignant  Diseases 
Malpractice,  Statute  of 

Dec. 

64 

124 

Pacemaker,  Battery 

Limitations 

Apr. 

Checks  - 

. Apr. 

113 

Mannitol 

Jan. 

72 

Pacemaking 

May 

56 

Marine  Biomedical 

Pacing  _ 

Feb. 

74 

Institute  

Nov. 

23 

Pamphlets  

Jan. 

136 

Marriage  Forms 

Sept. 

9 

Feb. 

124 

Maternal  Deaths 

Aug. 

37 

Mar. 

125 

Maternity  Team 

Mar. 

107 

Apr. 

120 

MECO 

Feb. 

30 

May 

137 

Medical  and  Dental 

June 

111 

Assistants 

May 

110 

July 

122 

Medical  Assistants 

Aug. 

127 

(President's  Page) 

Aug. 

45 

Sept. 

144 

Examination 

Nov. 

24 

Oct. 

123 

Medical  Care,  Community. 

Sept. 

39 

Nov. 

133 

Medical,  Consultation 

Dec. 

97 

Service 

June 

78 

Pap  Smears 

Nov. 

13 

Education 

May 

8 

Pediatric,  Fellowship 

Feb. 

6 

June 

9 

Grand  Rounds 

Dec. 

90 

(President's  Page) 

July 

41 

Hematology  Laboratory 

Nov. 

23 

Nov. 

8,  23 

Nurse  Practitioners 

Oct. 

103 

Ethics 

Sept. 

132 

Peer  Review 

History 

Dec. 

41 

(President’s  Page) 

Mar. 

39 

Journalism  Awards 

Sept. 

124 

May 

8 

Manpower 

Mar. 

108 

Peptic  Ulcer 

Jan. 

98 

Pilgrimage 

Nov. 

130 

Periodontal  Disease 

Apr. 

28 

Schools 

Feb. 

27 

Peripheral  Vascular  Arterial 

Faculty,  Student  Ratio 

Apr. 

115 

Disease 

Nov. 

85 

Graduates 

July 

93 

Pertussis 

Jan. 

56 

Medicare 

Mar. 

6,  29 

Pesticide  Poisoning, 

June 

31 

Rio  Grande  Valley 

Feb. 

56 

July 

95 

Pharmacists 

Aug. 

9 

(President’s  Page) 

Jan. 

43 

Oct. 

8 

Phone  Referrals 

June 

94 

Dec. 

9 

Physical  Defect 

Oct. 

108 

Zones 

Sept. 

9 

Physician  Decline 

Jan. 

123 

Medicine  and  Law  _ 

Mar. 

124 

Physician  for  the 

Medicine’s  Goal,  Service 

Legislature 

Apr. 

122 

(President’s  Page) 

Feb. 

37 

Physician  Involvement 

Medicredit 

June 

29 

(President’s  Page) 

Dec. 

51 

Mediterranean  Adventure 

Apr. 

10,  53 

Physician  Patient 

Melanoma,  Primary 

Oct. 

83 

Relationship 

Oct. 

36 

Metric  System 

Nov. 

10 

Physician  Shortage 

Apr. 

10 

Millard  J.  Heath  Scholarship 

Physician’s  Assistants 

May 

8,  105 

Trust  Fund,  Dallas  County 

Aug. 

39 

Medical  Society 

June 

87 

Oct.  8, 

106,  112 

Mitral  Annulus 

Feb. 

82 

Nov. 

10 

Moore,  H. 

June 

108 

(President’s  Page) 

Nov. 

65 

Morning  After  Pill 

Nov. 

18 

Physicians  in  Texas 

Sept. 

123 

Myocardial  Infarction 

Feb. 

70 

Physicians  in  the 

United  States 

Apr. 

108 

Seot. 

123 

Pneumonia,  P^icndomonas 
Poisoning,  Galveston 

Nov. 

112 

County 

Feb. 

50 

Popliteal  Artery  Injury 

May 

64 

N 

Post-Effort  Breath  Sound 
Postpartum  Thrombosis 

July 

72 

(CPC) 

Aug. 

94 

NASA,  Skylab  Program 
National  Health  Insurance 

June 

June 

Dec. 

Dec. 

Dec. 

Aug. 

Nov. 

Apr. 

May 

90 
29,  85 
10 
12 
90 

116 

95 

86 

72 

Preventive  Medicine 
Primary  Myocardial 

Disease 

Aug. 

Feb. 

107 

70 

National  Health  Survey 
Neonatal  Seizures 
Newborns,  Intensive  Care 
Units 

Nitroglycerin 

Nodules,  Subcutaneous 
Nose  Injury,  Management 
Nueces  County  Medical 

Professional  Association 
Project  Hope 

Apr. 

Aug. 

34 

111 

Prostate,  Carcinoma 
Pulmonary,  Atresia, 

Newborn  

Histoplasmosis  (CPC)  . 
Scanning 

Thromboembolism  (CPC) 

Mar. 

Aug. 

Sept. 

Jan. 

Mar. 

57 

78 

105 

62 

90 

Society 

Nursing  Home,  Levels  of 

Jan. 

129 

Care  . _ 

Dec. 

39 

Visits 

June 

31 

Nursing,  Profession 

Sept. 

47 

Q 

Program 

Aug. 

108 

Roles  - 

Oct. 

112 

Nutrition,  Cancer  _ 

Oct. 

35 

Quebec  Medical  Insurance 

Diet  Foods  . . 

Nov. 

18 

Act 

Mar. 

29 

Lecture  Series 

Sept. 

124 

Q Waves 

Feb. 

70 

S 


Safety  Fair,  San  Antonio  Sept. 

Sammons,  J.  H.  May 

San  Antonio  Physician  Feb. 

Sarcomas  _ Mar. 

Sclerosis  (CPC)  _ May 

Service,  Medicine’s  Goal 

(President's  Page)  Feb. 

Shock,  Irreversible 

Hemorrhagic  Sept. 

Shock  Lung  Syndrome  June 

Shriners  Burns  Institute  Apr. 

Silicone  Injections  ^ Oct. 

Skylab  Program  June 

Sleep  Research  . Nov. 

Small  Bowel, 

Stenotic  Lesions  May 

Smallpox  Vaccination  Dec. 

Smoking  and  Health  Jan. 

South  Texas  Diabetes 

Association  Apr. 

South  Texas  Health 

Education  Center  _ May 
Southern  Medical 

Association  July 

Oct. 

Southwestern  Gynecologic 

Assembly  Nov. 

Spectinomycin 

Hydrochloride  Dec. 

Speech,  Children  June 

State  Plan  for  Survival  _ July 
Student  American  Medical 

Association  . May 

Student  Loans  _ Feb. 

Systolic  Murmur  Feb. 


128 

108 

122 

60 

90 

37 

50 

67 

58 

107 

90 
21 

60 

19 
40 

125 

107 

96 

21 

29 

20 

91 
102 

110 

5 

82 


T 

Texas  Academy  of 

Family  Practice 

Nov. 

12 

Texas  Academy  of 

General  Practice 

Apr. 

122 

Nov. 

12 

Texas  Association  for 

Children  with  Learning 

Disabilities 

Oct. 

21 

Texas  Board  of  Mental  He; 

alth 

and  Mental  Retardation 

1 May 

106 

Texas  Children’s  Hospital 

June 

92 

Texas  Conference  of  Physi 

cians  and  Nurses 

March 

11 

Texas  Department  of 

Public  Safety 

July 

118 

Texas  Health  Data  Institute  May 

112 

Texas  Legislature 

Apr. 

8 

July 

33 

Texas  Medical  Advisory 

Board  for  Driver 

Licensing 

July 

118 

Texas  Medical  Association 

Activities 

(President’s  Page) 

Oct. 

43 

Administrative  Office 

Jan. 

130 

Annual  Session, 

Department 

Oct. 

116 

Annual  Session, 

Houston 

Jan. 

4,  125 

Feb. 

109,  116 

00 

51,  106, 

127,  P-1 

Apr. 

19,  101, 

109,  132 

May 

8 

June  30,  85,  86,  87.  88, 

90,  91 

Annual  Session, 

San  Antonio 

_ Oct. 

98 

Nov. 

16 

Dec. 

12 
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Page 

Month 

Page 

Month 

Page 

Annuity  Program 

Aug. 

8 

Woman's  Auxiliary 

Feb. 

106 

Apr. 

106,  113 

Award,  Anson  Jones 

Feb. 

104 

Texas  Medical  Center 

Sept. 

130 

May 

10,  136 

Texas  Medicine 

Mar. 

126 

Texas  Nursing  Home 

June 

92 

July 

10 

Association 

Dec. 

39 

July  93,  96, 

113,  122 

Sept. 

50 

Texas  Pediatric  Society 

Aug. 

17 

Aug. 

107,  116 

Oct. 

7 

Sept. 

21 

Sept. 

123 

Board  of  Councilors 

Aug. 

118 

Texas  Pharmaceutical 

Oct. 

102,  107, 

112,  113 

Sept. 

132 

Association 

June 

23 

Nov. 

17,  22 

Building  & Maintenance 

Texas  Public  Health 

Dec. 

19,  22 

Division 

Oct. 

116 

Association 

Feb. 

9 

School  of  Allied  Health 

Business  Office 

June 

104 

Texas  Radiological 

Professions 

Nov. 

12 

Committee  on  Association 

Society 

Jan. 

9 

System 

May 

no 

Insurance  Programs 

Feb. 

5 

Gold  Medal  Award 

Mar. 

116 

Aug. 

9 

Oct. 

6 

Texas  Rehabilitation 

Sept. 

123 

Committee  on  Continuing 

Commission,  Medical 

Board  of  Regents 

Jan. 

123 

Education 

.Jan. 

39 

Advisory  Committee 

Aug. 

106 

Mar. 

111 

Committee  on  Maternal 

Texas  Society  of 

Oct. 

103 

Health  

Aug. 

37 

Pathologists 

Jan. 

9 

Nov. 

23 

Committee  on  Medical 

Dec. 

27 

Utilization  Review, 

History  _ 

Dec. 

41 

Texas  State  Board  of  Medi- 

Government  - _ 

Jan. 

41 

Committee  on  Nursing 

cal  Examiners  

Mar. 

124,  126 

Homes  _ . _ 

Dec. 

39 

May 

13,  no 

Committee  on  Scientific 

Sept. 

9,  139 

Exhibits 

Oct. 

116 

Oct. 

100 

V 

Committee  on  School 

Texas  State  Board  of  Exam- 

Health  , 

June 

85 

iners  in  the  Basic 

Vaccination  Legislation 

. July 

96 

Sept. 

38 

Sciences  . . ^ 

Sept. 

124 

Vaccines,  Status  

. . Apr. 

115 

Committee  on  Transporta 

Texas  State  Department 

Vaginal  Moniliasis  __ 

Oct. 

56 

tion  Safety 

Dec. 

40 

of  Health 

Apr. 

106 

Vascular  Disease 

Feb. 

88 

Conference  on 

July  58, 

102,  109 

Vendor  Drug  Program 

July 

95 

Legislation  _ _ 

Feb. 

101 

Aug. 

83,  105 

Sept. 

9 

Dec.  8,  27,  42 

Oct. 

61 

Oct. 

6 

Conference  on  Medical 

Dec. 

19 

Venereal  Disease, 

Practice  _ 

Mar. 

7 

Air  Control  Division 

Sept. 

130 

AMA  Statement  

lune 

9 

July 

10 

Texas  Tech  University  School 

Venezuelan  Equine 

Aug. 

8 

of  Medicine  . 

Feb. 

118 

Encephalomyelitis 

Sept.  8, 

10a,  21 

Sept. 

130 

(VEE)  

- .Aug. 

105 

Nov. 

8,  13 

Texas  Tuberculosis  and 

Venous  Thromboembolic 

Constitution  and  By-Laws 

Feb. 

6 

Respiratory  Disease 

Disease 

- Sept. 

67 

Mar. 

11 

Vertigo 

- - Aug. 

66 

Directory  _ 

..Jan. 

21 

Apr. 

19 

Vietnam  - 

_ Nov. 

126 

Oct. 

95 

Title  XIX  (See  Medicare) 

Virus  (CPC)  - - - 

. Jan. 

no 

Council  on  Annual 

Travis  County  Medical 

Volunteer  Physicians  for 

116 

Aug. 

107 

Vietnam  _ 

. Nov. 

126 

Council  on  Medical 

Trauma  . 

Jan. 

72 

Volvulus  Cecum 

Feb. 

96 

Jurisprudence  

Mar. 

6 

Tuberculosis,  Control, 

Apr. 

8 

Texas  . _ 

Aug. 

88 

July 

33 

Examinations  . 

Sept. 

38 

Delegates  to  American 

Pulmonary  (CPC) 

Sept. 

105 

w 

Medical  Association 

Dec. 

9 

United  States  _ . . 

Dec. 

19 

Executive  Board  _ _ 

Feb. 

4 

Tucker,  J.  L,,  Jr. 

Oct. 

108 

Water  Safety  Services  _ 

Apr. 

10 

Oct. 

6 

Whiteman,  M.  G. 

. Oct. 

7 

Fall  Conference  

Oct. 

6 

Woman’s  Clinic 

Nov. 

17 

Group  Health  Insurance 

Dec. 

12 

House  of  Delegates 

. Apr. 

27 

u 

Insurance,  Employees  __ 

Oct. 

6 

Y 

Insurance  Office  . 

July 

no 

Ulcer,  Peptic 

Jan. 

98 

Members  Retirement  Pro 

Unification  of  Physicians 

gram  (Keogh)  Unit 

(President's  Page) 

June 

37 

X-rays  via  TV  _ 

Ian. 

123 

Values  - - . 

Jan. 

6 

Unified  Organization 

July 

9 

(President's  Page)  

May 

39 

Aug. 

9 

Unilateral  Renal 

Sept. 

10 

Agenesis  ^ 

_ Nov. 

99 

Nov. 

17 

University  of  Texas 

June 

90 

Membership  

Feb. 

6 

at  Austin  _ 

Nov. 

18 

DEATH 

C 

Office  of  Government 

at  El  Paso 

May 

107 

Health  Programs  

Apr. 

128 

M.  D.  Anderson  Hospital 

Office  on  Medical  and 

and  Tumor  Institute  at 

Health  Manpower  

. May 

130 

Houston 

June 

78 

Physicians'  and  Wives’ 

Medical  Branch  at 

Art  Exhibit  . . 

Feb. 

116 

Galveston 

Jan. 

132 

Allums,  L.  L. 

Printing  and  Mailing 

Mar. 

11,  108 

Division 

Feb. 

5 

May 

10 

Mar, 

120 

July 

93 

B 

Retirement  Program 

Aug. 

8 

Aug. 

122 

Texas  Medicine  Avirard. 

Feb. 

104 

Oct. 

102 

Becton,  J.  D,  . . 

. Feb. 

132 

Mar. 

126 

Nov. 

24 

Bell,  M.  D. 

Oct. 

128 

July 

10 

Dec. 

22 

Bettis,  M.  C.  - - 

-July 

127 

Sept. 

50 

Radiological  Case 

Feb. 

96 

Biggers,  L.  C.  _ 

- . May 

143 

Oct. 

7 

Student  American 

Boyer,  L.  A 

luly 

127 

Texas  Medicine, 

Medical  Association 

Feb. 

6 

Ian. 

141 

50  Years  Ago  

Jan. 

136 

Medical  School  at 

Bradford,  F.  K.  . 

June 

114 

Feb. 

122 

Houston  - - 

May 

107 

Bragg,  W.  J.,  Jr. 

Jan. 

141 

Mar. 

126 

Aug. 

128 

Braun,  H.  E. 

Apr. 

142 

Apr. 

119 

Sept. 

125 

May 

129 

Dec. 

22 

June 

no 

Medical  School  at 

July 

122 

San  Antonio 

Jan. 

4 

C 

Aug. 

126 

Feb. 

105 

Sept. 

145 

May 

10,  107 

Cameron,  L.  C.  _ _ 

June 

116 

Oct. 

122 

July 

109 

Carpenter,  N.  C. 

Sept. 

152 

Nov. 

132 

Sept. 

125,  139 

Cash,  W.  A.  V 

Nov. 

139 

Dec. 

98 

Oct.  37,  97,  102 

Chauvin,  E.  V.,  Jr. 

Nov. 

139 

TEXPAC  _ _ 

July 

33 

Nov.  18,  23,  24 

Churchill,  T.  P. 

Mar. 

133 

(President’s  Page) 

Dec. 

27 

Dec. 

22 

Clapp,  J.  A.,  Jr.  

-.Apr. 

144 

Tours 

School  of  Public  Health 

Oct. 

95 

Cockrell,  C.  R. 

-July 

130 

Oct. 

7 

Southwestern  Medical 

Collins,  C.  T. 

_ _ Mar. 

135 

Mediterranean 

Apr. 

10,  53 

School  at  Dallas 

Jan. 

123,  124 

Cooke,  L.  B.,  Sr. 

Dec. 

100 

Orient  .. 

Feb. 

6 

Feb. 

108 

Council,  F.  E. 

_ . Nov. 

138 

Apr. 

107 

Mar. 

111 

Curtis,  W.  R. 

Nov. 

140 

I N D EX  — continued 


Month 

Page 

D 

Davidson,  G.  A. 

lune 

116 

Davis,  F.  M. 

- - Nov. 

138 

Dean,  W.  M. 

Oct. 

127 

Dearing,  J.  P. 

Feb. 

129 

Donaldson,  E.  _ 

Dec. 

101 

Dougall,  J.  M. 

Dec. 

102 

Duke,  H.  H. 

Dec. 

101 

Duncan,  C.  N. 

Oct. 

126 

Duncan,  E.  T. 

May 

143 

Dunlop,  J.  M. 

Feb. 

132 

E 


Emmert,  M.  W.  - - - May  143 


Evans,  A.  C. 

. Apr, 

144 

Evans,  R.  W. 

July 

127 

F 

Finch,  J.  R. 

Oct. 

127 

Floyd,  J.  R. 

Mar. 

136 

Freundlich,  T. 

July 

128 

Frey,  H. 

June 

115 

G 

Gaddis,  D.  A. 

July 

127 

Gallaher,  G.  L. 

Aug. 

137 

Garcia,  J.  A. 

Sept. 

152 

Gibson,  B.  E. 

- Aug. 

138 

Giles,  R.  B.  - 

June 

115 

Goar,  E.  L. 

July 

126 

Goddard,  W.  C. 

Nov. 

138 

Godley,  L.  0. 

May 

143 

Gonzalez,  A.  G. 

Nov. 

140 

Gray,  G.  L. 

Sept. 

152 

Guerriero,  W.  F. 

Apr. 

142 

Guilford,  F.  R. 

Aug. 

136 

H 


Halamicek, 

J. 

F. 

Feb. 

131 

Handley,  W. 

H.,  Jr. 

May 

144 

Haney,  E. 

L. 

Oct. 

126 

Hawkins,  H. 

F. 

Apr. 

140 

Heymann, 

J. 

A. 

Feb. 

129 

Howell,  J. 

F. 

June 

116 

Hudspeth, 

R 

Jan. 

140 

Huffman,  i 

A. 

M.  

Aug. 

138 

Hunsinger, 

J 

. E.  

May 

144 

Hunter.  C. 

D 

— 

Mar. 

132 

1 

Month 

Page 

James,  W.  E. 

J 

Apr. 

144 

Jasperson,  C.  P. 

Mar. 

135 

Jenkins,  S.  . . 

Apr. 

144 

Jennings,  W.  L. 

Sept. 

150 

Johnson,  R.  M. 

July 

130 

Jones,  E.  L. 

Mar. 

133 

Jones,  R.  R. 

June 

116 

K 


Karbach, 

N.  W.,  Jr. 

July 

130 

Kleuser, 

L.  P.,  Jr. 

Oct. 

128 

Koepsel, 

O.  S. 

Apr 

142 

L 


Latson,  H.  H. 

Feb. 

129 

Lehmann,  C.  F. 

Feb. 

132 

Lovelady,  P.  R. 

Feb. 

131 

Lovett,  J.  P. 

Aug. 

138 

M 


McFadden,  C.  A. 

Sept. 

151 

McGehee,  C.  L. 

Oct. 

126 

Manhoff,  L.  J. 

July 

128 

Mathews,  P.  W. 

Dec. 

102 

Mershon,  R.  H. 

Jan. 

142 

Moon,  O.  B.,  Jr. 

Mar. 

136 

Morgan,  C.  G. 

Feb 

131 

Myers,  C.  P. 

Jan. 

142 

N 


Nichols,  A.  E. 

Oct. 

128 

Nixon,  R.  R. 

Sept. 

150 

Noble,  R.  C. 

Dec. 

101 

O 

O’Bannon,  R.  P. 

Sept. 

150 

P 

Paggi,  L.  C. 

Sept. 

151 

Parsons,  J.  M. 

Dec. 

100 

Peterson,  R.  C. 

Aug. 

138 

Phillips,  C. 

Jan. 

141 

Potter,  W.  A. 

Feb. 

131 

Potts,  S.  E. 

Oct. 

127 

Poyner,  H.  F. 

Mar. 

136 

Price,  N.  H. 

Feb 

132 

Month 

Page 

R 

Randall,  E.,  Jr. 

_ July 

128 

Reese,  C.  H. 

Mar. 

135 

Rodgers,  D.  V. 

Mar. 

135 

Ryan,  J.  E. 

Nov. 

140 

S 

Saldivar,  J.  T. 

Aug. 

137 

Salomon,  H.  S. 

Apr. 

142 

Sappington,  T.  B.,  Jr. 

Nov. 

139 

Shearer,  T.  P. 

Mar. 

132 

Shoemaker,  T.  J.  W. 

Feb. 

129 

Smith,  R.  N.,  Jr. 

July 

130 

Spence,  J.  W.,  Jr. 

May 

144 

Steed,  T.  M.,  Jr.  _ 

Dec. 

101 

Stevens,  B.  F. 

Apr. 

141 

T 

Taylor,  R. 

W. 

Apr. 

141 

Terrell,  T. 

C. 

Sept. 

149 

Thompson, 

L.  E.,  Jr. 

Mar. 

133 

Tooke,  L. 

M.  _ 

Mar. 

132 

Varner,  H. 

H. 

V 

Jan. 

142 

Verosky,  J. 

M. 

June 

115 

W 

Watson,  A.  E. 

Dec. 

100 

White,  J.  B. 

Apr. 

141 

Williams,  R.  W. 

Sept. 

152 

Wilson,  B.  N. 

Feb. 

128 

Witt,  R.  W. 

Jan. 

140 

Woodard,  G.  T. 

Dec. 

100 

Womack,  C.  T, 

Sept. 

151 

Wood,  R.  S. 

Oct. 

128 

Wood,  W.  W.,  Jr. 

Feb. 

128 

Woolf,  M.  P. 

Aug. 

137 

Zedler,  G. 

G. 

Z 

July 

128 

Zuelzer,  W. 

, A. 

Jan. 

141 
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